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To the Editor: The efficacy of minimally invasive techniques 
for pulmonary lobectomy is gaining a great interest in literature. 
Recently, new surgical strategies and technical improvements 
have been reported for video‑assisted thoracic surgery (VATS).[1] 
Furthermore, postoperative physiotherapeutic aspects are a source 
of interest; it has been observed that the walking distance, 
calculated as the mean score on the 6‑min walk test (6MWT) 
preoperatively, represents a predictive measure for the onset 
of possible postoperative complications following pulmonary 
lobectomy.[2] Nevertheless, the suitability of the 6MWT during 
the early postoperative period is limited by common functional 
limitations that are normally present after surgery, including the 
possible need for oxygen supplementation during the first days 
postoperatively and the presence of thoracic drainage.

Thus, to quantify the individual motor performance needed 
to restore daily activities, if not physical exercise, during the 
immediate postoperative timeframe, it is necessary to apply 
more appropriate evaluation tools to best capture the clinical 
characteristics of patients who undergo VATS for pulmonary 
lobectomy. These tools should be sensitive to the common 
limitations normally present during the initial days postoperatively; 
at the same time, they must be simple and easily learned, and 
must quantify the individual level of difficulty, focusing on two 
major areas of physical interest, namely dyspnea and fatigue. 
These areas are commonly evaluated in rehabilitation settings 
with the aim of monitoring exercise intensity. At the same time, 
pain intensity can be easily quantified using a 0–10 numerical 
rating scale or a visual analog scale. To date, no studies have 
evaluated the intensity of dyspnea and fatigue in adults who 
have undergone VATS for lobectomy during the immediate 
postoperative period, and no studies have measured the intensity 
of dyspnea and fatigue when patients are discharged after surgery. 
The analysis of these two variables will be particularly useful 
in facilitating patient profiling aimed at optimizing resource 
allocation postoperatively, with close attention to the rehabilitative 
context. It is expected that postoperative physiotherapy will only 
be necessary in a limited number of cases, thanks to reductions 

in the length of stay, postoperative complications, and rates of 
morbidity and mortality following VATS. In summary, the use 
of appropriate evaluation tools can enhance the understanding 
of patients’ clinical characteristics, allowing a more effective 
therapeutic process within which physiotherapy should be 
indicated only when necessary. Conversely, perioperative 
complications can be predicted considering the preoperative 
clinical values such as forced expiratory volume in 1 s and/or 
carbon monoxide‑diffusing capacity or using composite scores 
such as the Charlson comorbidity index and the Clavien–Dindo 
classification. Furthermore, the preoperative performance 
of the stair‑climbing test has proven effective in predicting 
cardiopulmonary complications and evaluating maximum aerobic 
capacity after lung resection.[3,4]

The cost‑effectiveness of a postoperative physiotherapeutic 
intervention should be evaluated, and outcome measures will 
contribute greatly to achieving optimal resource allocation. 
Stratification of patients’ clinical characteristics following VATS 
for lobectomy might also contribute to clearer identification 
of patients who are more prone to delays in achieving a full 
recovery.
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Corrigendum

In the article titled, “The Survey of Birth Defects Rate 
on Birth Registration System” published in pages 7‑14, 
issue 1, vol. 128 of Chinese Medical Journal,[1] the following 
sentences have “‰” sign written incorrectly as “%” sign:

The sentence “The birth defect rate declined from 9.18% in 
2003 to 7.00% in 2012 ( χ2 = 45.001, P < 0.01) with a mean 
value of 7.85%.” should be written as “The birth defect rate 
declined from 9.18‰ in 2003 to 7.00‰ in 2012 ( χ2 = 45.001, 
P < 0.01) with a mean value of 7.85‰”.

The sentence “The average birth defects rate of 8.11% in 
rural area was higher than that in urban area (7.56%) and 
much higher in males (8.28%) than that in females (7.18%).” 
should be written as “The average birth defects rate of 8.11‰ 
in rural area was higher than that in urban area (7.56‰) and 
much higher in males (8.28‰) than that in females (7.18‰).”

The sentence “5,551 (84.86%) newborns with single 
deformity, the incidence was 6.67%; 990 (15.14%) of 
them born with multiple deformities, the rate was 1.19%” 
should be written as “5,551 (84.86%) newborns with single 
deformity, the incidence was 6.67‰; 990 (15.14%) of them 
born with multiple deformities, the rate was 1.19‰”.

The sentence “The differences between males and females 
were significant in 2005 (males: 8.4%; females: 6.7%), 2006 
(males: 8.72%; females: 6.82%), 2007 (males: 7.98%; females: 
6.54%), and 20l0 (males: 9.3%; females: 7.48%)” should 
be written as “The differences between males and females 
were significant in 2005 (males: 8.4‰; females: 6.7‰), 
2006 (males: 8.72‰; females: 6.82‰), 2007 (males: 7.98‰; 
females: 6.54‰), and 20l0 (males: 9.3‰; females: 7.48‰)”.

The sentence “Total of 3,650 perinatal deaths was registered 
during 2003‑2012 with a mortality of 4.38%, which 
significantly declined from 8.63% in 2003 to 4.15% in 2012” 
should be written as “Total of 3,650 perinatal deaths was 
registered during 2003‑2012 with a mortality of 4.38‰, which 
significantly declined from 8.63‰ in 2003 to 4.15‰ in 2012”.

The sentences “The average incidence of NTDs was 1.36%. 
Fortunately, it decreased from 2.63% in 2003 to 0.90% with 

a total of 59.48% declined. In nationwide, the incidence of 
perinatal NTDs decreased from 2.74% in 1987 to 0.45% in 
2011” should be written as “The average incidence of NTDs 
was 1.36‰. Fortunately, it decreased from 2.63‰ in 2003 
to 0.90‰ with a total of 59.48% declined. In nationwide, 
the incidence of perinatal NTDs decreased from 2.74‰ in 
1987 to 0.45‰ in 2011”.

The sentence “With a mean value of 0.69%, the incidence 
of CHD rose from 0.38% in 2003 to 1.17% in 2012” should 
be written as “With a mean value of 0.69‰, the incidence of 
CHD rose from 0.38‰ in 2003 to 1.17‰ in 2012”.

The sentences “In 2009‑2011, the national incidences of 
PKU were 0.073%, 0.076% and 0.072%, respectively. 
Meanwhile, it was 0.701%, 0.43%and 0.819% in Xi’an 
which marked higher than the former. During the same 
period, the national incidences of hypothyroidism were 
0.49%, 0.463%, 0.475%, which were 0.448%, 0.329% 
and 0.48% in Xi’an” should be written as “In 2009‑2011, 
the national incidences of PKU were 0.073‰, 0.076‰ 
and 0.072‰, respectively. Meanwhile, it was 0.701‰, 
0.43‰ and 0.819‰ in Xi’an which marked higher than the 
former. During the same period, the national incidences of 
hypothyroidism were 0.49‰, 0.463‰, 0.475‰, which were 
0.448‰, 0.329‰ and 0.48‰ in Xi’an”.

In Table 1, the “%” sign for columns “Birth defect rate”, 
“Single deformity incidence” and “Multiple deformities 
incidence” is incorrect and should written as “‰”. In 
Table 2, the “%” sign for columns “Urban Incidence”, “Rural 
Incidence”, “CHD with LBW Incidence” and “CHD with 
normal birth weight” is incorrect and should written as “‰”. 
In Table 3, the “%” sign for columns “Urban Incidence” and 
“Rural Incidence” is incorrect and should written as “‰”.
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