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The applecart was upset yet again with this study from
Finland.

This distribution of laparoscopic surgery and right-sided
resections could perhaps explain the low SSI and infective
complication rate and is one of the criticisms of this study.8

Strengths of the trial are that it is multicentric, with a pragmatic
case mix of patients usually seen in clinical practice in developed
nations (age >70 years, American Society of Anesthesiologists
3–4), distributed between university and non-university
hospitals. Meticulous data collection and recording of all
complications with weighting are other strengths.

One major limitation of the study is that it is underpowered
to detect a small difference, as alluded to before. Blinding of
patients would have been ideal but is impractical. No planned
subgroup analysis was carried out between right- and left-sided
resections. The paucity of left-sided and low left-sided
anastomoses would probably not have produced meaningful
results. Rectal resections have not been included. Lastly, the
OAB regimen (single-dose neomycin and metronidazole) used
is not one that is universally practised.

In spite of these limitations, this is the first trial to compare
MOABP and NBP. Previous randomized trials have compared
MOABP to MBP, with results in favour of MOABP.

This study has failed to show a significant difference in
infective complications with the use of MOABP when compared
to NBP. The authors conclude that colonic resections can
safely be carried out without MOABP and that the low risk of
infective complications is worth taking if patients can be spared
the discomfort of MBP and OABs.

We await the results of a French double-blind RCT looking
at SSI with MOABP, OAB, MBP and NBP in colon surgery.
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Erratum

In the article ‘CIA, MoSSAD, NKGB and SURETE in medical research: The RAW
truth’ by Pai SA and Sri Kantha S (Natl Med J India 2019;32:311–12), Table I states
that the number of papers published by Kary Mullis prior to his Nobel prize is 1.
The number should read 16. The error is regretted.

—Editor
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