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Dear Editor,

Please find enclosed the edited manuscript in Word format (1652-edited).

Title: Fast-track surgery could improve postoperative recovery in radical total gastrectomy patients
Author: Fan Feng, Gang Ji, Jipeng Li, Xiaohua Li, Hai Shi, Zhengwei Zhao, Guosheng Wu, Xiaonan Liu, Qingchuan Zhao
Name of Journal: World Journal of Gastroenterology
ESPS Manuscript NO: 1652
The manuscript has been improved according to the suggestions of reviewers:

1 Format has been updated

2 Revision has been made according to the suggestions of the reviewer
(1) how is sample size calculated?

Answer: As the decreasing of the duration of postoperative stay was the primary end point, the sample size was calculated based on the measurement data. The formula used for calculation was as follows: N=2
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In our previous data, the mean duration of postoperative stay (
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1) was 7.50 days, and the standard deviation (
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) was 2.10. The intended duration of postoperative stay after intervention (
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2) was 6.00 days. The value of 
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 was 0.05 and the value of 
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 was 0.10. The N value was 42 based on calculation. The two groups need 84 patients in total. Considering 10% of quit and loss of follow up, we need 92 patients finally. In our present study, a total of 122 gastric cancer patients were enrolled.
(2) how were two specially trained doctors blinded? In surgical RCT, blinding of outcome assessor is very important for reducing some bias.

Answer: The two specially doctors were trained with discharge criteria which were listed as follows: normal body temperature, controlled pain with oral analgesics, normal mobilization, no discomfort, normal oral diet, no parenteral nutrition, normal gastrointestinal function (normal flatus and defecation), KPS score exceed 80 and willing to go home. The two specially trained doctors did not participate in the randomization and treatment process in the present study. Thus, they did not know grouping and treatment of the patients when they evaluated the outcomes of patients. This could reduce bias in the present study.
(3) what do you think about the reason of more pneumonia in conventional care group although it is not significant?

Answer: Nasogastric tubes have been used traditionally for decompression after gastric surgery and remain a routine part of postoperative care in many centers. Nasogastric tubes are often left for several days until the first flatus after gastric resection. This is based on the rationale that this can prevent aspiration, and reduce the risk of intestinal obstruction and anastomotic leak in clinical practice. Recent studies comparing nasogastric decompression versus no decompression demonstrated that gastric tube may induce pulmonary complications after GC surgery [1,2].
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3 References and typesetting were corrected

Thank you again for publishing our manuscript in the World Journal of Gastroenterology.
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