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resectable and non-resectable liver metastasis (data
not shown).

Conclusion

The current study showed that our simple and low-
cost regular surveillance programme after curative

References

resection of colorectal adenocarcinoma results in
acceptable resectability rates for liver metastasis
and acceptable cancer-related survival. Further
prospective studies are required to determine the
optimal frequency and mode of surveillance, with a
view to improving the resectability rate of liver-only
metastases and overall patient survival.
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Corrigendum

We have been alerted to errors in the article titled ‘Using the National Institutes of Health Stroke Scale (NIHSS) to predict
the mortality and outcome of patients with intracerebral haemorrhage’ (October 2008;14:367-70). In the Abstract, the
results should have referred to: “The NIHSS can predict 30-day mortality with a sensitivity of 81% and a specificity of
90%. The NIHSS can predict 5-year mortality with a sensitivity of 57% and a specificity of 92%. In predicting favourable
functional outcomes at 5 years, the NIHSS had a sensitivity of 98% and a specificity of 16%.” In the Discussion (second
paragraph) section should have read: “When the NIHSS is used to predict 30-day mortality, it has good sensitivity
(81%) and specificity (90%) using a cut-off point of 20 (0-20 vs >20). Using the same cut-off point to predict 5-year
mortality, the NIHSS has a lower sensitivity (57%) but good specificity (92%). When using an NIHSS cut-off point of
=20 to predict a good outcome among survivors at 5 years, its sensitivity was 98% but specificity was 16%. If the cut-off
point is changed from 20 to 5 (0-5 vs >5), sensitivity was reduced to 72% but specificity increased to 68%.”

436

Hong Kong Med J Vol 14 No 6 #& December 2008 # www.hkmj.org





