
Sequoia NSQIP QA Computer Surgical  
Infection, Takeback and Enterotomy rates:1,2  

Accurate, but must compare me with Gyn Oncology data 
 
Dr. Chandrasena’s computer-generated NSQIP record of my takeback complications shows my takeback 
rate was 3.54%, excellent, and expectedly higher than rates for General Gynecologists in the NSQIP 
database rate of 1.26 to 1.68.  
Compared with General Gynecologists, the conclusion as shown below was that I “need improvement.” 

 
 
The chart below from Dr. Chandrasena’s slide presentation of my takeback rates shows (14/484) 2.9%, 
excellent, but she compared my NSQIP data with General Gynecologists.  

My takeback cases           =  takeback rate, %  3     +  7     + 4      +  0    =   14    =  2.9%  

Total cases annually     158 149     117.     60       484 
 
We Gynecologic Oncologists have higher-risk procedures and higher-risk patients.3 Dr. Chandrasena was 
advised to obtain Gyn Oncology specific NSQIP publications that she was told were available, but she did 
not, and falsely alleged “there was no Gyn-Oncology specific data comparison outside of research.”  
 
The 14 GynOnc-specific reports in international surgery journals, such as Gynecologic Oncology, show: 
The Scope Return to Surgery Rate:    1.7 –  5.6%4,5 
The Open Return to Surgery Rate:   3.6 – 12%6-10  
The Total Return to Surgery Rate:  1.5  –  6.1%4,5,11 
 
Sequoia’s QA NSQIP computer showed my Takeback rate was 2.9%, which falls well 
within the published normal NSQIP range compared with GynOnc specific data 
nationwide. 



NSQIP Infections 
 

 
Cases with Infections   4    +    5+    6+  1    = 16 infections     =    3.3% infection rate 
Total cases performed  158+149+117+60   484 patients:                       
 
The NSQIP data in Dr. Chandrasena’s slide show are accurate, but she should have compared 
them to a comparable Gynecologic Oncology practice, as listed below: 
 
            NSQIP Literature:  My practice:        
Scope literature:      2-9%4,12-14          1.4% 
Open literature:        4-25%6,7,9,10,15-23          5.0%  
Total NSQIP Gyn Oncology rate:  2.6-15%24            3.3% 
 
Sequoia’s QA NSQIP computer showed my Infection rate was 3.3%, which falls well within 
the published normal NSQIP range compared with GynOnc specific data nationwide. 
 
  



NSQIP Enterotomies 

An enterotomy, the partial or full thickness hole in the bowel wall requiring closure. This can 
occur in a Gynecologic Oncology practice incidentally to removing cancer from the bowel wall 
or to separating adherent loops of bowel; or accidentally by trocar misplacement or inadvertent 
dissection.  

The Sequoia record below reveals that 4.687% of my patients had an enterotomy, with 2.9% 
takebacks to the Operating Room.  

  

Counting 24 operative reports  with “closure of enterotomy” in the title,  21 were incidental to 
either adhesiolysis or ovary cancer debulking, and are not complications,  but 3 of the 24 
enterotomies were accidental, and are listed as intestinal complications.                                 

  

In a comparable 2020 NSQIP review of 4,965 Gynecologic Oncology surgeries, 8.3% of 
patients had enterotomies, and 6.1% takebacks.23    

Sequoia’s QA NSQIP computer showed my Enterotomy rate was 4.7%, which falls well 
within the published normal NSQIP range compared with GynOnc specific data 
nationwide. 
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