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Reply to Chen et al.

TO THE EDITOR— We really appreciate the interest of Dr.
Chen and colleagues' in our recent article.” Several factors
may explain the lower rate of laparoscopic cholecystectomy
in our institutions. It is not the consequence of higher rates
of conversion to open cholecystectomy, because we kept con-
verted procedures in their original surgical group. First, note
that our institutions adopted the National Nosocomial In-
fection Surveillance (NNIS) system’s definition of operative
procedure, which excludes outpatient (same-day) surgical
procedures.’ Thus, same-day laparoscopic cholecystectomies
were excluded from the analysis, lowering the overall pro-
portion of laparoscopic procedures. Furthermore, our in-
creasing use of same-day laparoscopic cholecystectomy in re-
cent years, similar to increases in the use of this procedure
elsewhere around the world, can account for the apparent
reduction in the proportion of laparoscopic cholecystectomy
observed in our series over time. Second, the use of mini-
incision cholecystectomy as an alternative approach to both
open cholecystectomy and laparoscopic cholecystectomy is
rising in frequency in our country. For surveillance purposes,
we consider classic laparotomic cholecystectomies and mini-
incision cholecystectomies to be open cholecystectomies. So,
inclusion of data on procedures with mini-incision access
would lower the rate of laparoscopic cholecystectomy but
leave the rate of open cholecystectomy unchanged.

Third, recall that our institutions are private and not uni-
versity affiliated, and major differences exist in clinical prac-
tices in comparison to public or university-affiliated hospitals.
Although economic concerns are obviously not unique to the
private sector, the economic pressures exerted by health plans
assume a clear role in private institutions, particularly in a
resource-constrained country such as ours. Economic eval-
uations conducted in developed countries have so far favored
laparoscopic cholecystectomy over open cholecystectomy, but
the cost savings of laparoscopic cholecystectomy may be less
apparent in other types of institutions* or when compared
with minilaparotomy cholecystectomy.” Moreover, some ways
in which laparoscopic cholecystectomy has demonstrated
clear superiority over open cholecystectomy, such as shorter
associated sick leave, do not necessarily represent a clear ben-
efit to health plans and, accordingly, do not enter in their
cost-effectiveness equations. More importantly, even with the
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assumption that laparoscopic cholecystectomy is cost effec-
tive, laparoscopic cholecystectomy savings may not overcome
the increased consumption of healthcare resources resulting
from the well-known rise in the number of cholecystectomies
performed and in hospital use after laparoscopic cholecys-
tectomy is introduced.*® It is possible that all of these con-
cerns may have limited the availability of laparoscopy in our
institutions to some extent.

That our study might have been underpowered to detect
a lower risk of organ space infections after laparoscopic cho-
lecystectomy was acknowledged in the Discussion section of
our article.” Chen et al.' declined to assess the risk of organ
space infection in their study, so the assertion that our finding
differs from their experience is not supported by their data.
It is misleading to consider the study by Richards et al.” as
valid evidence of reduced risk of organ space infection fol-
lowing laparoscopic cholecystectomy. The lower crude rate
of organ space infection after laparoscopic cholecystectomy
reported in that study was an unadjusted comparison and,
therefore, was not mentioned as a major finding by the au-
thors.” In that study, patients who underwent laparoscopic
cholecystectomy were obviously less prone to infection than
patients who underwent open cholecystectomy, because la-
paroscopic cholecystectomies were shorter in duration, and
patients who underwent these procedures were younger and
less likely to have an American Society of Anesthesiologists
classification of 3 or greater, dirty or contaminated wounds,
emergency procedures, or multiple procedures performed
through the same incision.” Therefore, laparoscopic chole-
cystectomy and open cholecystectomy could not be straight-
forwardly compared without a multivariate analysis, which
was only provided for the overall risk of surgical site infection
(SSI).> We still believe that, if our extensive cohort of 5,848
patients failed to show a difference in the risk of organ space
infection, a potential difference seems to be clinically irrel-
evant in our setting.

Chen et al.' should note that more caution in needed when
comparing the SSI rates we reported® with those of the NNIS
system. The most obvious reason for the higher SSI rate in
our cohort was the higher proportion of open cholecystec-
tomies. Second, the NNIS system emphasizes that, for SSI
rate comparisons to be valid, it must be known whether case
finding included infections detected after discharge and the
postdischarge surveillance method must be the same'’; how-
ever, their own reports repeatedly fail to declare whether post-
discharge surveillance was actually used and what proportion
of patients were reached by postdischarge surveillance."’ Chen
et al.' also did not mention whether postdischarge surveil-
lance was used in their study. Therefore, any comparison
between their SSI rates and ours is irrelevant, and inferences
about the generalizability of our data based on such com-
parisons are hasty and inaccurate. In our study, 55.5% of all
SSIs were detected after discharge, even though a modest
49.5% of patients were reached by postdischarge surveillance.?
In the study by Richards et al.,” only 28.8% of SSIs were
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detected after discharge, suggesting that the proportion of
patients reached by out-of-hospital surveillance in that study,
and in NNIS hospitals as a whole, is even less than that in
our study. What renders our practice incomparable to that
of most hospitals in the United States is, first of all, irrec-
oncilable differences in surveillance methods.

For these reasons, we agree with Chen et al.! that our results
must not be generalized to patients in the United States, and
to the same extent, the results of US studies must not be
generalized to our patients. It is not clear why they suggest
that a study could be generalized to a population other than
that from which the sample was retrieved.

Chen et al.' should explain further why it may not be
possible to use data on the risk of SSI collected prior to 2000
in a cohort study with concurrent controls. This concern may
be more relevant for a study using historical controls. In-
creases in conversion rates are mainly driven by changes in
the spectrum of indications for laparoscopic cholecystec-
tomy."> The inclusion of the year of surgery as explanatory
variable was the only possible means to address this in our
data.
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Are We “Squeezing The Balloon” When
Reducing the Risk of Occupational
Infection? Reply to Pan et al.

TOo THE EDI1TOR— Under a witty title, Pan et al.’ described
a needlestick injury that occurred while a cytopathologist was
performing fine-needle aspiration cytology (FNAC) using the
modified method that I and my colleagues proposed’ to elim-
inate the needle manipulation involved in classical FNAC.
They relate that the needle shot out when the cytopathologist
depressed the plunger to extract the material obtained by
aspiration, and they suggest a possible cause: the needle was
clogged by a colloidal clot aspirated from a thyroid nodule.
Unfortunately, the needle bounced and lodged in the cyto-
pathologist’s scalp. With no other argumentation, they as-
sume that clot aspiration is inherent to the modified method
of FNAC and so is a new injury risk associated with use of
the modified method.

I agree that a clot might have clogged the needle and caused
the accident. Nevertheless, I don’t know the physical law that
explains why aspiration of a clot is only possible when using
the modified FNAC technique and not when using the con-
ventional FNAC method. Also, the reason for which the nee-
dle’s odd flight path and its unlucky ending must be consid-
ered an exclusive result of the modified FNAC method eludes
me. My personal experience includes more than 6,500 FNAC
procedures, more than 3,500 of which were performed with
the modified method. Although I cannot determine the exact
number, I have had a few experiences with both classical and
modified FNAC in which the needle shot out suddenly when
I depressed the plunger. Fortunately, no injury ever followed.

Finally, I don’t see the line of argument by which Pan et
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