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BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 
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AUTHORS Visser, Annelies; Ubbink, Dirk; Gouma, Dirk; Goslings, J.C. 

 

VERSION 1 - REVIEW 

REVIEWER Dionysios N. Mitropoulos 
Medical School, University of Athens, Athens, Greece 

REVIEW RETURNED 31-Jan-2015 

 

GENERAL COMMENTS A clear proposal of a definition of complications should be provided. 
Although the Clavien-Dindo taxonomy of complications' severity is 
mentioned, there is no discussion of their definition of 
complications.  

 

REVIEWER Krishna Moorthy 
Imperial College, London, UK 

REVIEW RETURNED 11-Feb-2015 

 

GENERAL COMMENTS An interesting concept in today's times with transparency in surgical 
outcomes. Needs some revisions  
(1) The aims are not entirely clear. What was the main aim of the 
study- was it to show variability in the categorisation of 
complications. This needs to clear.  
(2) I can understand categories 1,3,4 being included as they satisfy 
the 3 criteria of the complication, I am not sure why the other 
categories are present- cancellations doesn't meet the criteria to be 
defined as a complication  
(3) What is the definition of wide variation in responses be- what 
should the range be for the variation to be referred to as 'wide".  
(4) Why did the authors choose such mixed sample- specialties and 
grade and also why did they survey such a large number of 
surgeons. If they wanted to show variability they could have sampled 
senior surgeon within the specialties. There is also no data on the 
variability between surgeons from different specialties. Is this 
relevant in today's world (see below)  
(5) The relevance of the manuscript also not discussed- nowadays 
benchmarking criteria may not be based of self-reported outcomes 
but outcome data gathered by 'coders'. Thus agreement between 
coder is more important as is the training of the coders on 
definitions. This should be discussed  
(6) In Discussion- I am not sure what this means and needs to be 
clarified- ' no consensus--- to registering complication related to 
other specialties--  
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(7) In the Discussion, the authors mention teamwork and shift work 
and the importance of agreeing about complications across 
specialist boundaries. However, from a practical point of view, it is 
quite unlikely that an orthopaedic surgeon would be involved with 
registering outcome data for GI surgery.  
(8) the appendix is difficult to understand. The 6 categories should 
be shown.  

 

VERSION 1 – AUTHOR RESPONSE 

COMMENTS TO REVIEWER 1:  

(1) A clear proposal of a definition of complications should be provided. Although the Clavien-Dindo 

taxonomy of complications' severity is mentioned, there is no discussion of their definition of 

complications.  

 

The definition of a complication as provided by Clavien & Dindo1 reads: “Any deviation from the ideal 

postoperative course that is not inherent in the procedure and does not comprise a failure to cure”. 

They further define:  

• Failure to cure  

Diseases or conditions that remain unchanged after surgery.  

• Sequelae  

Conditions that are inherent to the procedure and, thus, will occur inevitably (such as scar formation 

or the inability to walk after an amputation).  

 

In the definition already introduced by the Dutch society of surgery since 1999 (stated in the Methods 

section on page 5 complications can be related to the primary disease, comorbidities and patient 

characteristics, so it may include failure to cure.  

 

Three different aspects of the definition that might require revision are now described in the 

discussion on pages 12. These revisions would result in the following adapted definition:  

 

A complication is an unintended and undesirable event or state that:  

1. Occurs during or following a medical specialist intervention with an undesirable result for the patient 

and that negatively affects the patient‟s health such that this requires their medical treatment to be 

adapted, or such that irreparable damage is caused,  

2. Is established either during in-hospital treatment or during immediate follow-up, up to a period of 30 

days after discharge. Meaning, all complications developed under the responsibility of the surgical 

department, regardless of which specialty is responsible  

3. The result of the actual medical specialist intervention, the chances of the complication occurring, 

and the presence or absence of culpability are not relevant. Registration without interpretation by, or 

self-protection of, the recording person.  

 

 

 

 

 

COMMENTS TO REVIEWER 2:  

(1) The aims are not entirely clear. What was the main aim of the study- was it to show variability in 

the categorisation of complications. This needs to clear.  

We have added the following text to our aim on page 5, to enhance clarity:  

“Registration of complications is regulated by the Association of Surgeons in the Netherlands already 

in 1999 and accepted in all hospitals in the Netherlands. The focus of present study was to investigate 

whether complication data in the Netherlands can be compared among surgical departments. 
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Although the association of Surgeons of the Netherlands specified a national definition of a 

complication it remains unclear whether this definition is interpreted and applied in the same way.”  

The specifications of the categories enabled us to be more specific about potential points of 

improvement.  

 

(2) I can understand categories 1,3,4 being included as they satisfy the 3 criteria of the complication, I 

am not sure why the other categories are present- cancellations doesn't meet the criteria to be 

defined as a complication  

Thank you. We have now further explained these categories on page 6.  

Category 2: Part 2 of the definition describes the period of responsibility for the surgeon; during 

hospitalization and 30 days after discharge. If the patient had to be admitted at the ICU after surgery 

or treated by an interventional radiologist during surgical admission, the surgeon is still responsible for 

registering complications. This implies that all complications of a patient developed during the hospital 

stay on any ward should be registered, regardless of which specialty identified the complication.  

Category 5: The cancelation of an operation meets the criteria of a complication if this unintended and 

undesirable event requires medical treatment to be adapted, or irreparable damage is caused (part 1).  

We do realize that this might be an item for discussion but the primary aim here was to include all 

aspects from a patients‟ view, realizing the absolute justification to change an OR program for 

emergency surgical procedures  

Category 6: The registration of complications in patients with severe and serial medical problems or 

when referred from other hospitals. The issue here is whether the surgeon is responsible for 

registering these medical problems and the serial complications following during the responsibility 

period (part 2).  

(3) What is the definition of wide variation in responses be- what should the range be for the variation 

to be referred to as 'wide".  

We thank the reviewer for this comment and we agree (see also comment 6). We have removed 

these terms from the result section.  

 

(4) Why did the authors choose such mixed sample- specialties and grade and also why did they 

survey such a large number of surgeons. If they wanted to show variability they could have sampled 

senior surgeon within the specialties. There is also no data on the variability between surgeons from 

different specialties. Is this relevant in today's world (see below)  

The national surgical complication registration used in the Netherlands to register surgical 

complications contains all complications of the department of surgery (general, vascular, trauma and 

GI surgery). The residents of the department register the complications during hospitalisation and 

after discharge. These patients and their complications are plenary discussed during hand-offs by 

senior surgeons and residents. Therefore we chose the mixed sample of specialties, as these were all 

involved in the registration process. The different grades were also important, to assess possible 

differences in grading interpretations among the surgeons. Given the fact that the whole team of 

surgeons and residents attending the hand-offs was involved in the registration, they were all 

included, which added up to the numbers described in this study.  

 

We agree with the reviewer that nowadays academic hospitals seem more subspecialty-driven, but 

this represents only 10-20% of all surgical care. The smaller hospital do not have specialized units as 

most university hospitals. Traumatology in still included as a subspecialization in general surgery in 

the Netherlands. We do realize this might change in the next decade. Most subspecialties have their 

specific registration system, such as the national audits for colorectal, pancreatic, and oesophageal 

surgery. A generic registration still is of importance for general departments of surgery in smaller 

hospitals. Moreover, complication registration is an outcome-driven registration. It enables us to 

review trends in complications, such as an increasing postoperative infection rate. These trends 

should be reviewed and analysed on the higher level of general surgery because the processes or 

actions for improvement may transcend the subspecialty. This has been described on page 14.  
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(5) The relevance of the manuscript also not discussed- nowadays benchmarking criteria may not be 

based of self-reported outcomes but outcome data gathered by 'coders'. Thus agreement between 

coder is more important as is the training of the coders on definitions. This should be discussed  

Thank you for this comment. We agree coders may take over the surgeons‟ task of recording 

complications, for example using trigger tools (as we investigated in a separate study; Visser A et al. 

Trigger tool vesus standardized clinical registry to indentify surgical complications; in revision). In this 

case, the agreement between surgeons and coders is the first step toward benchmarking. To this 

end, interpretation differences regarding specific clinical situations should be reconciled and regulated 

by the professional society first. The next step should be training of (future) surgeons and coders, 

thereby improving the dataset for comparisons at both local and national levels. We have now 

elaborated on this in the discussion on page 14.  

 

(6) In Discussion- I am not sure what this means and needs to be clarified- ' no consensus--- to 

registering complication related to other specialties—  

We agree that the range from no consensus to consensus is somewhat vague. The method section 

describes “Proportions close to 100% were defined as unanimity in the interpretation of a particular 

case as a complication; the same applied for numbers close to 0% for cases not being considered as 

a complication”. Every cut-off value would be arbitrary, but would not change the conclusions of our 

study. The variation ranging from 50-82% of the participants was interpreted as „no consensus‟ but 

might be expressed too strong. We changed this into „limited consensus‟.  

 

(7) In the Discussion, the authors mention teamwork and shift work and the importance of agreeing 

about complications across specialist boundaries. However, from a practical point of view, it is quite 

unlikely that an orthopaedic surgeon would be involved with registering outcome data for GI surgery.  

We agree that it is quite unlikely that an orthopaedic surgeon would be involved with registering 

outcome data for GI surgery. On the other hand, working in multidisciplinary teams has become 

increasingly more important in healthcare, for example GI-surgeons f form a multidisciplinary GI-

oncology team with gastroenterologist, medical oncologists and radiologists or t, vascular surgeons 

with interventional radiologists, trauma surgeons with orthopaedic surgeons and neurosurgeons in 

trauma units etc. We have added some examples to illustrate our point. This is another reason to look 

in the future for a training and introduction of coders, thereby improving the dataset for comparisons  

 

(8) the appendix is difficult to understand. The 6 categories should be shown.  

The 24 example cases, as described in the appendix, with their outcome measures are hard to divide 

into the 6 categories used, because many cases can be included in more than one category. The 

appendix presents the number(s) of the category or categories of each case in the final column. We 

have added a description.  
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