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General introduction

As healthcare expenditures keep rising and technological advances 
in healthcare continue, guiding and canalizing efforts aiming at 
improvement of effectiveness and efficiency of care remains high 
on the political agenda throughout the Western world. Particularly, 
the field of oncological care becomes more and more complex, with 
an increasingly multidisciplinary approach to cancer treatment, 
advances in staging methods, surgical- and multimodality treatment, 
and an ongoing centralization of care towards referral centers for 
many types of cancer treatment. One of the major challenges is the 
ageing population, leading to a higher proportion of cancer patients 
that is susceptible for complications secondary to cancer treatment, 
as a result of prevalent comorbid illnesses1,2. 

High-risk surgery
A successful treatment for a patient consists of a right diagnosis, 
followed by a proper and adequately performed treatment, and the 
avoidance of adverse events associated with the treatment. Perhaps, 
the processes and outcomes of surgical treatment are the most 
straightforward to measure among oncological treatments. Postop-
erative clinical outcomes are important for both patients and caregiv-
ers, and adverse events like postoperative complications and mortal-
ity remain a major concern in intestinal oncological procedures. Of 
all intestinal surgical oncological procedures, colorectal resections 
are performed most commonly. They account for a disproportionate 
share (24%) of all adverse events within the spectrum of general 
surgery3.  For instance, anastomotic leakage after low anterior resec-
tion is reported in literature to be approximately 9%4 and 30-day 
postoperative mortality after colorectal cancer surgery is reported to 
be between 3-6% in larger series5-8. Oesophageal cancer surgery is a 
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classic example of high-complex, low-volume surgery with reported 
postoperative mortality rates as high as 9%9.  In esophageal cancer 
surgery, there is compelling evidence of better results and lower 
morbidity and mortality rates when surgery is performed in high-
volume referral centres10,11. Although esophageal cancer care is now 
centralized in the Netherlands12, postoperative morbidity and mor-
tality (4.5%) is still high and esophageal cancer patients still have an 
unfavorable prognosis13.

Hospital variation
With this background, hospital variation regarding quality of care 
received much attention in recent years. In the Netherlands, the 
2010 ‘Quality of Cancer Care’ report14,15 by the Signaling Committee 
of the Dutch Cancer Society described the marked presence of vari-
ability of treatment patterns, as well as outcomes, between hospitals 
in the treatment of bladder-, lung-, colorectal- and breast cancer. A 
major theme was the volume-outcome relationship. Centralization 
of highly complex, low volume care- treating patients in centers that 
are experienced in a certain treatments, with a high annual number 
of procedures, has been shown to improve outcomes and reduce 
adverse events13,16,17. However, according to the report, a higher an-
nual number of patients receiving a certain treatment per caregiver 
proved to be only a part of the explanation of variation in outcomes 
between hospitals. Several studies showed that centralization based 
on outcomes is more effective than volume-based referral13,18,19. The 
report highlighted the need for further defining quality of care and 
focusing research on the observed differences between hospitals, 
thereby appealing to the increasing demand of patients, policy 
makers and payers for transparency of treatment and outcome in-
formation. This paved the way for various Dutch clinical audits after 
international examples20,21. Not surprisingly, gastrointestinal cancers 
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surgeons, especially colorectal surgeons, were among the first to 
embrace clinical registries in the Netherlands.

Clinical registry
The Dutch Surgical Colorectal Audit (DSCA) was initiated in 2009 as 
a nationwide continuous quality improvement program, registering 
all patients undergoing resections for primary colorectal cancer in 
the Netherlands. One of its main focus points is reduction of adverse 
event rates through feedback to participants of results with the 
national average as a benchmark22. The Association of Surgeons of 
the Netherlands agreed on a process in which outcomes of the DSCA 
will become publicly available in a stepwise fashion throughout the 
years. With a high rate of case-ascertainment and participation of 
all Dutch hospitals performing colorectal cancer resections, it is a 
valuable source of information on outcomes of everyday practice of 
colorectal cancer surgery in the Netherlands. Risk factors for adverse 
outcomes can be identified, with inclusion of patients that are usually 
not enrolled in clinical trials because of advanced age or comorbidity. 
The DSCA dataset forms the basis for most chapters in this thesis. 

Outline of this thesis

In this thesis, hospital variation concerning various outcomes is 
illustrated, thereby exploring the usability of these outcomes for hos-
pital comparisons, both from a clinical and methodological point of 
view. Moreover, the studies provide insight in risk factors for adverse 
events in colorectal and oesophageal cancer surgery, focusing on the 
mechanism behind postoperative complications leading to mortality 
or not. 
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When hospital-specific outcomes are made available for the public, 
explicit ranking of hospitals based on specific outcomes may be at-
tempted to compare quality of care, as is rather popular in the lay 
press23-25. Postoperative mortality may be considered one of the most 
delicate outcomes, and unjustly stigmatizing a hospital as having a 
high mortality rate may have great impact on its reputation. In rank-
ings, besides differences in casemix, chance variation may play a role. 
The study described in chapter 2 aims to determine to what extent 
chance variation and differences in casemix between hospitals have 
an impact on rankings; and whether postoperative mortality is an 
appropriate outcome to be used for hospital rankings in colorectal 
cancer surgery.

When comparing hospitals on outcomes, there is an important role 
for risk-adjustment, as observed variation between hospitals may 
be influenced by differences in patient- and tumor characteristics 
(casemix) between hospitals. It has been shown, for instance, that 
patients at high risk for postoperative mortality after colorectal 
cancer resections are not evenly distributed among hospitals26. It 
may be valuable to identify outcomes that accurately reflect actual 
differences in quality of care, but are not much influenced by patient 
characteristics. In chapter 3, it is explored to which extent hospital 
variation in anastomotic leak rates can be attributed to differences in 
casemix, in comparison with postoperative mortality.

Another well-known outcome measure in colorectal surgery is 
‘unplanned reoperations’. In the Netherlands, it has long been a com-
pulsory quality indicator for hospitals, traditionally collected by the 
Dutch Healthcare Inspectorate. On a patient level, reoperations are 
obviously associated with adverse outcomes such as complications, 
a prolonged length of hospital stay and postoperative mortality7,27,28. 
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Less is known, however, about the correlation between reoperation 
rates and other outcomes on a hospital level. In fact, a low threshold 
for a reoperation in case of a suspected surgical complication may 
be part of an effective strategy to reduce postoperative mortality29. 
Chapter 4 studies the value of reoperation rate as a marker for qual-
ity of care in elective colorectal cancer surgery. 

As postoperative mortality is usually preceded by postoperative com-
plications, hospitals with high postoperative mortality rates will in-
tuitively have higher complication rates. However, there is increasing 
evidence that high postoperative mortality rates in certain centres 
is better explained by the way they recognize and rescue patients 
from postoperative complications once they emerge6,30 - reflected by 
the ‘failure to rescue’ rate: the postoperative mortality rate among 
patients with a postoperative complication31. The study described in 
chapter 5 investigates whether high-mortality centers are character-
ized by higher complication rates or by higher failure to rescue rates 
and explores its value for quality improvement programs.

Hospital type (e.g., academic or non-academic hospital) and annual 
hospital caseload (volume) are well-known proxies for surgical ex-
perience, perioperative care, and availability of resources. The envi-
ronment in which a surgical team works may influence the ability 
of the team to keep patients alive when severe complications occur. 
Another seemingly important hospital characteristic, the level Inten-
sive Care facilities available in a hospital, was not studied before in 
this context. Chapter 6 studies the association between these three 
hospital characteristics and failure to rescue rates after colorectal 
cancer resections.

The study presented in chapter 7 of this thesis concerns oesopha-
geal cancer resections. As mentioned above, there is a clear volume-
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outcome relationship in oesophageal cancer surgery and minimum 
volume standards are now introduced in various countries. In 
literature, usually arbitrary volume categories are compared and as 
a result, these minimums vary from country to country. In this study, 
the relationship between hospital volume and 6-month and 2-year 
mortality following oesophagectomy in a non-categorical, non-linear 
fashion was determined, exploring how far centralization should go to 
be most effective. The discussion in chapter 7, as well as the general 
discussion of this thesis elaborates whether this should be achieved 
through a higher volume standard or through another process.

In order to reduce morbidity and mortality, it is important to under-
stand the mechanisms behind the development of complications and 
the way they lead to fatal outcomes. Chapter 8 studied rates of anas-
tomotic leak and associated mortality in left-sided and right-sided 
colectomies, assessing the burden and impact of leaks in various 
types of colon cancer resections. Besides anastomotic leak, associ-
ated non-surgical complications may be an important determinant 
of postoperative mortality. The impact of these may be more related 
to patient factors. In the DSCA as well as the British National Bowel 
Cancer Audit Program32, postoperative complication- and reopera-
tion rates appear to be higher after rectal cancer resections than after 
colon cancer resections. However, postoperative mortality rates are 
higher in the latter22. This suggests the risk of dying once a postop-
erative complication has emerged is higher for patients undergoing a 
colon cancer resection. Chapter 9 investigates differences in failure 
to rescue associated with major complications between elective co-
lon- and rectal cancer resections, adjusting for differences in patient- 
and tumour- characteristics.



introduction and outline

15

References

	 1.	 Janssen-Heijnen ML, Houterman S, Lemmens VE, Louwman MW, Coebergh JW. Age and 
co-morbidity in cancer patients: a population-based approach. Cancer Treat Res 2005;​124:​
89-107.

	 2.	 van Leersum NJ, Janssen-Heijnen ML, Wouters MW, et al. Increasing prevalence of comor-
bidity in patients with colorectal cancer in the South of the Netherlands 1995-2010. Int J 
Cancer 2013;​132:​2157-63.

	 3.	 Schilling PL, Dimick JB, Birkmeyer JD. Prioritizing quality improvement in general surgery. 
J Am Coll Surg 2008;​207:​698-704.

	 4.	 Snijders HS, Wouters MW, van Leersum NJ, et al. Meta-analysis of the risk for anastomotic 
leakage, the postoperative mortality caused by leakage in relation to the overall postopera-
tive mortality. Eur J Surg Oncol 2012;​38:​1013-9.

	 5.	 Morris EJ, Taylor EF, Thomas JD, et al. Thirty-day postoperative mortality after colorectal 
cancer surgery in England. Gut 2011;​60:​806-13.

	 6.	 Ghaferi AA, Birkmeyer JD, Dimick JB. Variation in hospital mortality associated with inpa-
tient surgery. N Engl J Med 2009;​361:​1368-75.

	 7.	 Morris AM, Baldwin LM, Matthews B, et al. Reoperation as a quality indicator in colorectal 
surgery: a population-based analysis. Ann Surg 2007;​245:​73-9.

	 8.	 Panis Y, Maggiori L, Caranhac G, Bretagnol F, Vicaut E. Mortality after colorectal cancer 
surgery: a French survey of more than 84,000 patients. Ann Surg 2011;​254:​738-43; discus-
sion 43-4.

	 9.	 Finks JF, Osborne NH, Birkmeyer JD. Trends in hospital volume and operative mortality for 
high-risk surgery. N Engl J Med 2011;​364:​2128-37.

	 10.	 Wouters MW, Gooiker GA, van Sandick JW, Tollenaar RA. The volume-outcome relation 
in the surgical treatment of esophageal cancer: a systematic review and meta-analysis. 
Cancer 2012;​118:​1754-63.

	 11.	 Markar SR, Karthikesalingam A, Thrumurthy S, Low DE. Volume-outcome relationship in 
surgery for esophageal malignancy: systematic review and meta-analysis 2000-2011. J 
Gastrointest Surg 2012;​16:​1055-63.

	 12.	 Dikken JL, Lemmens VE, Wouters MW, et al. Increased incidence and survival for oesopha-
geal cancer but not for gastric cardia cancer in the Netherlands. Eur J Cancer 2012;​48:​
1624-32.

	 13.	 Wouters MW, Krijnen P, Le Cessie S, et al. Volume- or outcome-based referral to improve 
quality of care for esophageal cancer surgery in The Netherlands. J Surg Oncol 2009;​99:​
481-7.



16

­Chapter  

	 14.	 Stichting kwaliteit van Kankerzorg. Kwaliteit van kankerzorg in Nederland: KWF kanker-
bestrijding; 2010.

	 15.	 Wouters MW, Jansen-Landheer ML, van de Velde CJ. The Quality of Cancer Care initiative in 
the Netherlands. Eur J Surg Oncol 2010;​36 Suppl 1:​S3-S13.

	 16.	 Gooiker GA, van der Geest LG, Wouters MW, et al. Quality improvement of pancreatic 
surgery by centralization in the western part of the Netherlands. Ann Surg Oncol 2011;​18:​
1821-9.

	 17.	 van Heek NT, Kuhlmann KF, Scholten RJ, et al. Hospital volume and mortality after pancre-
atic resection: a systematic review and an evaluation of intervention in the Netherlands. 
Ann Surg 2005;​242:​781-8, discussion 8-90.

	 18.	 Wouters M. Outcome-based referral to improve quality of care in upper GI surgery. J Surg 
Oncol 2008;​98:​307-8.

	 19.	 Teh SH, Diggs BS, Deveney CW, Sheppard BC. Patient and hospital characteristics on the 
variance of perioperative outcomes for pancreatic resection in the United States: a plea for 
outcome-based and not volume-based referral guidelines. Arch Surg 2009;​144:​713-21.

	 20.	 Khuri SF, Daley J, Henderson W, et al. The Department of Veterans Affairs’ NSQIP: the first 
national, validated, outcome-based, risk-adjusted, and peer-controlled program for the 
measurement and enhancement of the quality of surgical care. National VA Surgical Quality 
Improvement Program. Ann Surg 1998;​228:​491-507.

	 21.	 van Gijn W, van de Velde CJ. Quality assurance through outcome registration in colorectal 
cancer: an ECCO initiative for Europe. Acta Chir Iugosl 2010;​57:​17-21.

	 22.	 Van Leersum NJ, Snijders HS, Henneman D, et al. The Dutch Surgical Colorectal Audit. Eur J 
Surg Oncol 2013 Oct;​39(10):​1063-70

	 23.	 Wang W, Dillon B, Bouamra O. An analysis of hospital trauma care performance evaluation. 
J Trauma 2007;​62:​1215-22.

	 24.	 Green J, Wintfeld N. Report cards on cardiac surgeons. Assessing New York State’s ap-
proach. N Engl J Med 1995;​332:​1229-32.

	 25.	 Chevreul K, Prigent A, Durand-Zaleski I, Steg PG. Does lay media ranking of hospitals 
reflect lower mortality in treating acute myocardial infarction? Archives of cardiovascular 
diseases 2012;​105:​489-98.

	 26.	 Kolfschoten NE, Marang van de Mheen PJ, Gooiker GA, et al. Variation in case-mix between 
hospitals treating colorectal cancer patients in the Netherlands. Eur J Surg Oncol 2011;​37:​
956-63.

	 27.	 Birkmeyer JD, Hamby LS, Birkmeyer CM, Decker MV, Karon NM, Dow RW. Is unplanned 
return to the operating room a useful quality indicator in general surgery? Arch Surg 2001;​
136:​405-11.



introduction and outline

17

	 28.	 Burns EM, Bottle A, Aylin P, Darzi A, Nicholls RJ, Faiz O. Variation in reoperation after 
colorectal surgery in England as an indicator of surgical performance: retrospective analy-
sis of Hospital Episode Statistics. BMJ 2011;​343:​d4836.

	 29.	 Almoudaris AM, Mamidanna R, Bottle A, et al. Failure to rescue patients after reinterven-
tion in gastroesophageal cancer surgery in England. JAMA surgery 2013;​148:​272-6.

	 30.	 Ghaferi AA, Birkmeyer JD, Dimick JB. Complications, failure to rescue, and mortality with 
major inpatient surgery in medicare patients. Ann Surg 2009;​250:​1029-34.

	 31.	 Silber JH, Rosenbaum PR, Schwartz JS, Ross RN, Williams SV. Evaluation of the complication 
rate as a measure of quality of care in coronary artery bypass graft surgery. JAMA 1995;​
274:​317-23.

	 32.	 National Bowel Cancer Audit Program (NBOCAP). Annual Report. www.icnhs.uk/bowel 
2012.


