
  

 

Dear Dr. Fan  
 

Manuscript ID BMJ.2016.033574 entitled "Particulate Air Pollution and Mortality in China: An Analysis of Exposure-

Response Relationships using Daily Time-Series Data in the 38 Largest Chinese Cities"  

 

Thank you for sending us your paper, manuscript # XXX entitled "YYY" We sent it for external peer review and discussed 

it at our manuscript committee meeting. We recognise its potential importance and relevance to general medical 

readers, but I am afraid that we have not yet been able to reach a final decision on it because several important aspects 

of the work still need clarifying.  

 
We hope very much that you will be willing and able to revise your paper as explained below in the report from the 

manuscript meeting, so that we will be in a better position to understand your study and decide whether the BMJ is the 

right journal for it. We are looking forward to reading the revised version and reaching a decision.  Please note that 

revising your manuscript does not guarantee eventual acceptance.  

 

Yours sincerely,  

 

 

Jessamy Bagenal  

jbagenal@bmj.com  
 

https://mc.manuscriptcentral.com/bmj?URL_MASK=18dc9c0727eb4c338e9ab1be2537e4ad  

 

 

 

**Report from The BMJ’s manuscript committee meeting**  

 

These comments are an attempt to summarise the discussions at the manuscript meeting. They are not an exact 

transcript.  
 

Members of the committee were: Wim Weber (Chair), Tim Cole (Statistician), Elizabeth Loder, Jose Merino, Rubin 

Minhas, Georg Roggla, Amy Price, Tiago Villanueva, Alison Tonks (until 15h30)  

 

Decision: Put points after stats report  

 

Detailed comments from the meeting:  

 

First, please revise your paper to respond to all of the comments by the reviewers. Their reports are available at the end 

of this letter, below.  
 

Please also respond to these additional comments by the committee:  

In general editors were interested in the topic but felt that the comments from a statistical point of view put them off.  A 

detailed stats report is below.  Please respond to all comments and to those made by the reviewers.  Please note that 

the revision of your manuscript will be reviewed by our statistician again and may be sent out for further review. 

Revising your manuscript does not guarantee eventual acceptance.  

 

Stats report:  

The authors assess the relationship between daily mortality and PM10 particulate pollution in 38 large Chinese cities 
between 2010 and 2013. I have some comments on the analysis and presentation of the data.  

 

1. Figure 5 shows the relationship between mortality and PM10 concentration as a quartic curve in PM10 (Equation (3)). 

The simpler models (Equations (1) and (2)) assume that mortality increases linearly with PM10, i.e. that the effect on 

mortality of a unit change in PM10 is the same whatever the mean value of PM10, yet Figure 5 shows that this is not the 

case. The different cities, which will have different mean values of PM10, ought to have different regression slopes 

depending whereabouts on the curve they are. Thus the comparisons of regression coefficients in Figures 2 and 3 are all 

confounded by the mean PM10 levels in the different cities. Figure 6 confirms this relationship, as stated on page 14 

”that the air pollution effects are smaller in the more polluted cities”. For this reason Equations (1) and (2) need to be 

extended, perhaps by including a quadratic in PM10.  
 

2. The models of mortality count should be fitted using Poisson regression.  

 

3. It would be better to use random effects rather than fixed effects to summarise differences between cities.  

 

4. The relationship between mortality and PM10 is tested at different daily lags. It is likely that a combination of lags is 

the best solution, and this time series approach needs to be explored.  

 

5. Similarly, time lags in weather conditions need to be investigated. Does adjusting for temperature adequately deal 
with seasonal effects? It would be interesting to see the spline curves fitted for each weather variable.  

 

6. Using dummy variables for year will introduce discontinuities at year end – better to use a spline of continuous time.  

 

7. The subgroup analyses based on statistical significance should all be removed – significance is not a good basis for 

focussing on particular cities and will introduce bias.  

 

8. The presentation of the forest plots can be improved. They need to be ranked in order of effect size, which will 

immediately demonstrate the largest and smallest effects. In addition, when different factors are being compared, e.g. 



lag in Figure 2, or respiratory vs non-respiratory mortality in Figure 3, or age and sex in Figure 4, the different factors 

need to be adjacent and grouped for each city, e.g. Guangzhou lag 0, lag 1, lag 2, etc, so that the within-city differences 

are easy to see. There is no point in using different symbols to distinguish between significant and insignificant effects. 
All the forest plots need to be ranked by size of effect, and where comparisons are being made (by lag or sex or age) the 

paired values should be adjacent, allowing them to be compared directly. This would allow the Results text to be greatly 

simplified, as the extremes and the comparisons would be evident. Flagging significance with different blobs is pointless 

and fussy. Percent coefficients to 1 not 2 decimal places would be easier to read.  

 

9. The text on page 9 is almost unreadable, with long lists of numbers to two decimal places. Given the width of the 

confidence intervals the numbers would be sufficiently precise to one decimal place (perhaps omitting the CIs), and most 

of the numbers can be omitted as they are already in the tables.  

 
10. Coming back to Figure 5, the fitted CVR curves for the elderly and females are almost identical, whereas the curve 

for males is appreciably lower. This is worthy of comment, not least because the Discussion states that there is no 

significant sex effect. Is there an interaction between age and sex? Are there many more male than female deaths, so 

the PM10 effect in females is downweighted? It would also be interesting to test if the impact of PM10 on mortality was 

age and/or sex-specific – does PM10 have a larger impact on the elderly?  

 

11. Table 1 gives a few summary statistics for the 38 cities, but the units are not given. Information about population 

and mortality rate by age and sex, and coverage by DSPS, also needs to be added. Do give some thought about how to 

rank the cities in the table – perhaps by mean PM10. Listing them alphabetically would waste information.  

 
12. The city-specific information used in equations (2) and (3) is poorly described, though it may be simply a set of fixed 

effects to distinguish between cities. I wonder whether a mixed-effects model would improve the fit. 

 

13. Lags of 1 and 2 days provide a poorer fit than relating mortality to PM10 on the same day. I’m curious to know if the 

same applies using a lag of -1 days (i.e. mortality the day before the PM10 measurement). This makes no sense 

causally, but it would provide a test of causality.  

 

 

In your response please provide, point by point, your replies to the comments made by the reviewers and the editors, 
explaining how you have dealt with them in the paper.  

 

** Comments from the external peer reviewers**  

 

Reviewer: 1  

 

Recommendation:  

 

Comments:  

This paper examines the effect of air pollution, specifically PM10, on mortality in China. The justification for a new multi-
city analysis was well made.  

 

Wind speed is not a confounder of the pollution-mortality association, because although it is associated with air pollution 

is not directly associated with death (to the best of my knowledge). It may be an effect modifier by increasing 

exposure.  

 

Temperature is a potential confounder and was fitted using a spline, but with no lag. There is a well known delayed 

association between temperature and death, so to fully adjust for temperature I would expect to see a lagged effect, 

perhaps up to 14 to 21 days prior to exposure.  
 

For the national effect I expected the beta slope to be a random effect with a varying effect in each city centred around a 

mean effect (equation at top of page 6).  

 

There was a focus on a binary split between results that were statistically significant or not, but I don't find this approach 

useful. Also a lot of subgroup analysis were based on only cities with a statistically significant result, which is not 

justified and seriously undermines generalisability. As the authors later say there is a problem with only statistically 

significant studies being published, but then they make the same selection in their subgroup analysis.  

 

Would the authors share the data if the paper were accepted?  
 

Minor comments  

- The analysis adjusted for long-term trends using year. A more elegant solution would be a smooth spline for time with 

2 degrees of freedom. Using year gives disjointed estimates between the end of December and start of January, whereas 

a spline allows for a gradual change in death rates.  

- page 3, line 16, largest cities in terms of area or population?  

- page 4, lines 9 to 21, I didn't think this detail on the DSPS was necessary  

- page 4, line 52, 'obtained' not 'collected'  

- page 5, line 12, there's no mention of the Poisson distribution but I assume this was used given the log link in the 
regression equation  

- page 6, line 43, seven degrees of freedom is very large and means that we expect the weather-death associations to 

have six change points, however most studies show a U- or V-shaped association with just one change points  

- page 7, line 46, the estimate in Xuzhou appears to be negative and statistically significant  

- page 9, lines 27 to 41, this was a long list of numbers, it would be better to highlight a few interesting/unusual results  

- page 11, line 43, 'associated' not 'correlated'  

- Figure 4, missing city label for top result  

- Figure 5, units needed on x and y-axis  

- Figure 6, units needed on x-axis  



 

Additional Questions:  

Please enter your name: Adrian Barnett  
 

Job Title: Statistician  

 

Institution: Queensland University of Technology  

 

Reimbursement for attending a symposium?: No  

 

A fee for speaking?: No  

 
A fee for organising education?: No  

 

Funds for research?: No  

 

Funds for a member of staff?: No  

 

Fees for consulting?: No  

 

Have you in the past five years been employed by an organisation that may  

in any way gain or lose financially from the publication of this paper?: No  
 

Do you hold any stocks or shares in an organisation that may in any way  

gain or lose financially from the publication of this paper?: No  

 

If you have any competing interests <A HREF='http://www.bmj.com/about-bmj/resources-authors/forms-policies-and-

checklists/declaration-competing-interests'target='_new'> (please see BMJ policy) </a>please declare them here:  

 

 

Reviewer: 2  
 

Recommendation:  

 

Comments:  

This paper reports PM10 effects on daily mortality estimated from standard time-series analysis. All the results can be 

pretty much expected from the other studies. I think Figure 5 is the most important contribution of the paper. Many 

researchers have suggested similar shapes from several studies which are heterogeneous. But the authors present this 

shape from one study. I think the authors should focus more on these dose-response curves.  

 

 My understanding is that the PM10 values were derived from API. Since they didn’t use the directly measured PM10 

values, they should describe more on validation. They explained a little bit in the appendix but explanation of validation 

should be strengthened in the paper.  

 I have some concerns on the modeling. It is well known that time-series data are auto-correlated. How to model time-

dependency is one of issues of the time-series analysis. How do you respond?  

 It is also well known that there is strong seasonal effect in mortality. Seasonal adjustment is another issue.  

 Equation (2) should be explained more. What are the city-specific factors that affect mortality in city j?  

 I suggest using random effect models to estimate combined effects of PM10. Meta regression or mixed effects models 

can be applied.  
 I really want to see mathematical expression of the dose-response curves in Figure 5. The authors explained that they 

used 4th order polynomial. I really want to see the coefficients of the equation so that anyone can draw the curves.  

 

 

Additional Questions:  
Please enter your name: Ho Kim  

 

Job Title: Professor  

 

Institution: Seoul National University  

 

Reimbursement for attending a symposium?: No  

 

A fee for speaking?: No  

 
A fee for organising education?: No  

 

Funds for research?: No  

 

Funds for a member of staff?: No  

 

Fees for consulting?: No  

 

Have you in the past five years been employed by an organisation that may  
in any way gain or lose financially from the publication of this paper?: No  

 

Do you hold any stocks or shares in an organisation that may in any way  

gain or lose financially from the publication of this paper?: No  

 



If you have any competing interests <A HREF='http://www.bmj.com/about-bmj/resources-authors/forms-policies-and-

checklists/declaration-competing-interests'target='_new'> (please see BMJ policy) </a>please declare them here:  

 
 

Reviewer: 3  

 

Recommendation:  

 

Comments:  

Review on Manuscript titled “Particulate Air Pollution and Mortality in China: An Analysis of Exposure-Response 

Relationships using Daily Time-Series Data in the 38 Larges Chinese Cities” submitted to the British Medical Journal.  

 
Reviewer:  

Wei Huang, ScD (HSPH 2003)  

Research Professor, Peking Univ School of Public Health  

Vice Director, Peking Univ Institute of Environmental Medicine  

Key Lab of Molecular Cardiovascular Research Ministry of Education  

38 College Road, Beijing, China, 100191  

Email: whuang@bjmu.edu.cn  

 

 

The authors assessed the associations between exposure to ambient particulate matter (PM10) and all and cardio-
respiratory (CVR) mortality in 38 Chinese cities ranged from mega to medium sizes, using time-series analysis study 

design. The authors derived daily PM10 concentrations from government reported air pollution index (API) in these 

selected study cities with Disease Surveillance Point System (DSPS) data available, for the period between 2010/1/1 to 

2013/6/30. Collectively, the study reported city-specific and pooled estimates for all and CVR mortalities associated with 

increased PM10 exposures, and age and gender stratified estimates. The study rational and some of the results are of 

importance, and time-series analysis is a conventional method in assessing acute effects of air pollution. However, the 

analysis is largely based on the death counts collected in population within DSPS network but not city-wide, which may 

only cover partial population in each study city thus may greatly bias the overall effects across cities and in the pooled 

estimates. In specific, I have summarized some of the issues below:  
 

Firstly, as reported in Table 1, the mean daily counts of total mortality were 21.8, 21.8, and 19.2 in three mega Chinese 

cities including Beijing, Shanghai and Guangzhou, which are significantly lowered than the daily counts of total mortality 

in published time-series analysis conducted in these cities (Chen et al 2012; Huang et al 2012; Tao et al 2012). As 

stated in the manuscript, DSPS network covers several districts in study cities, therefore the effects in estimated in large 

to medium sized cities can be biased due to underrepresented study population.  

 

Secondly, though the pooled estimates suggested significant increases in total and CVR mortality per PM10 exposures in 

this study; however, the city-specific effects were statistically significant in one third of the study cities for same day 

exposure, suggesting the pooled estimates may be biased by the estimates in a few cities.          
 

Further, the technical interpretations of study rational, novelty, and results shall be strengthened.  

 

References:  

 

Chen RJ, Kan HD, Chen BH, Huang W, Bai ZP, Song GX, Pan GW, on Behalf of the CAPES Collaborative Group. 

Association of Particulate Air Pollution with Daily Mortality-The China Air Pollution and Health Effects Study. American 

Journal of Epidemiology. 2012. 175(11): 1173-1181.  

 
Huang W, Cao J, Tao Y, Dai LZ, Lu SE, Hou B, Wang W, Zhu T. 2012. Seasonal variation of chemical species associated 

with short-term mortality effects of PM2.5 in Xi’an, a central city in China. American Journal of Epidemiology. 175(6), 

556-566.  

 

Tao Y, Huang W, Huang XL, Zhong LJ, Lu SE, Li Y, Dai LZ, Zhang Y, Zhu T. Estimated acute effects of ambient ozone and 

nitrogen dioxide on mortality in the Pearl River Delta of southern China. Eniron. Health Perspect. 2012.120(3), 393-8.  

 

 

Review on Manuscript titled “Particulate Air Pollution and Mortality in China: An Analysis of Exposure-Response 

Relationships using Daily Time-Series Data in the 38 Larges Chinese Cities” submitted to the British Medical Journal.  
 

Reviewer:  

Wei Huang, ScD (HSPH 2003)  

Research Professor, Peking Univ School of Public Health  

Vice Director, Peking Univ Institute of Environmental Medicine  

Key Lab of Molecular Cardiovascular Research Ministry of Education  

38 College Road, Beijing, China, 100191  

Email: whuang@bjmu.edu.cn  

 
 

The authors assessed the associations between exposure to ambient particulate matter (PM10) and all and cardio-

respiratory (CVR) mortality in 38 Chinese cities ranged from mega to medium sizes, using time-series analysis study 

design. The authors derived daily PM10 concentrations from government reported air pollution index (API) in these 

selected study cities with Disease Surveillance Point System (DSPS) data available, for the period between 2010/1/1 to 

2013/6/30. Collectively, the study reported city-specific and pooled estimates for all and CVR mortalities associated with 

increased PM10 exposures, and age and gender stratified estimates. The study rational and some of the results are of 

importance, and time-series analysis is a conventional method in assessing acute effects of air pollution. However, the 

analysis is largely based on the death counts collected in population within DSPS network but not city-wide, which may 



only cover partial population in each study city thus may greatly bias the overall effects across cities and in the pooled 

estimates. In specific, I have summarized some of the issues below:  

 
Firstly, as reported in Table 1, the mean daily counts of total mortality were 21.8, 21.8, and 19.2 in three mega Chinese 

cities including Beijing, Shanghai and Guangzhou, which are significantly lowered than the daily counts of total mortality 

in published time-series analysis conducted in these cities (Chen et al 2012; Huang et al 2012; Tao et al 2012). As 

stated in the manuscript, DSPS network covers several districts in study cities, therefore the effects in estimated in large 

to medium sized cities can be biased due to underrepresented study population.  

 

Secondly, though the pooled estimates suggested significant increases in total and CVR mortality per PM10 exposures in 

this study; however, the city-specific effects were statistically significant in one third of the study cities for same day 

exposure, suggesting the pooled estimates may be biased by the estimates in a few cities.          
 

Further, the technical interpretations of study rational, novelty, and results shall be strengthened.  

 

References:  

 

Chen RJ, Kan HD, Chen BH, Huang W, Bai ZP, Song GX, Pan GW, on Behalf of the CAPES Collaborative Group. 

Association of Particulate Air Pollution with Daily Mortality-The China Air Pollution and Health Effects Study. American 

Journal of Epidemiology. 2012. 175(11): 1173-1181.  

 

Huang W, Cao J, Tao Y, Dai LZ, Lu SE, Hou B, Wang W, Zhu T. 2012. Seasonal variation of chemical species associated 
with short-term mortality effects of PM2.5 in Xi’an, a central city in China. American Journal of Epidemiology. 175(6), 

556-566.  

 

Tao Y, Huang W, Huang XL, Zhong LJ, Lu SE, Li Y, Dai LZ, Zhang Y, Zhu T. Estimated acute effects of ambient ozone and 

nitrogen dioxide on mortality in the Pearl River Delta of southern China. Eniron. Health Perspect. 2012.120(3), 393-8.  
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Reviewer: 4  

 

Recommendation:  

 

Comments:  

This is an interesting paper on short-term effects of air pollution on mortality in China. The situation of air pollution in 

China is a major concern worldwide and there is a great interest in knowing the effects on human health. To analyze the 

dose-response relationship in a setting with so high concentrations of air pollution is very important.  

 
However, I think that the paper needs to be improved in particular regarding the methodology. Therefore, I suggest a 

major revision. The main points of my concern are:  

a. The year is considered as a dummy variable  

b. In the pooled analyses the city is a dummy variable.  

c. The dose response analysis is based on the pooled analysis, under the hypothesis of homogenous confounders, which 

cannot be the case.  

d. The lack of an analysis of heterogeneity among cities.  

 

Although the Authors might be consider to re-conduct the analysis too time consuming, I strongly recommend it, since it 



would be of a great importance.  

 

Here follow the points for major revision  
 

1. Some description of the cities is needed. I.e. number of inhabitants, surface, % of males, % of >=60 year olds, 

number of monitoring stations considered for calculating API in each city, number of  monitoring station by type (traffic, 

urban background), some level of industrialization. Information that could help in understanding the results.  

 

2. The trend is considered using a dummy variable for year. It would be better to use a spline for trend or a non 

parametric function.  

 

3. The Authors performed a pooled analyses with the city is a dummy variable. It would be better to have city specific 
analyses and a meta-analysis to pool the results, with a test for hetherogeneity.  

 

4. The dose response analysis is based on the pooled analysis, where the hypothesis is homogenous confounders, which 

easily cannot be the case. I suggest to use the methods used in the APHEA-2 project with a meta-smoothing for the 

dose-response relationship (see Samoli et al. 2003 OEM).  

 

5. It would be interesting to see the results also for cumulative lags (to 7 days), for distinct CVD and respiratory 

mortality, and an analysis of heterogeneity of city specific results.  

 

6. The analyses by gender and age should be performed on all the cities, not only on those with statistically significant 
results. Here again, the authors should try to explain hetherogeneity.  

 

Minor revision  

P1. L 23. I do not think that lack of representativeness is an important point here. Even 38 cities in China do not 

represent all Chinese population  

P2 LL 12-17. As far as I know the authors published a paper on 32 cities on Environmental Research 137 (2015) 278-

286.  

P4 LL3-30. Some additional information on DSPS could be added as supplemental material. It covers 6% of the 

population in China. What about the considered cities? Is this percentage homogeneous in all the considered cities? 
Some additional information on the Chinese system could be useful. Are comprehensive data on mortality not available?  

P5. What is the rationale for using holydays? I can understand it in Europe, but I imagine that in big Chinese cities the 

situation can be different. What is the mean number of vacation days in China? It would be appreciated to have some 

background.  

P5. LL35-42 Can you better explain how the degrees of freedom for meteorological factors were calculated? Where they 

multivariate independent models?  

Table 1. It would be useful to have a column with the IQR of PM10  
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Reviewer: 5  

 

Recommendation:  

 

Comments:  

The authors assess the relationship between daily mortality and PM10 particulate pollution in 38 large Chinese cities 

between 2010 and 2013. I have some comments on the analysis and presentation of the data.  

 

1. Figure 5 shows the relationship between mortality and PM10 concentration as a quartic curve in PM10 (Equation (3)). 



The simpler models (Equations (1) and (2)) assume that mortality increases linearly with PM10, i.e. that the effect on 

mortality of a unit change in PM10 is the same whatever the mean value of PM10, yet Figure 5 shows that this is not the 

case. The different cities, which will have different mean values of PM10, ought to have different regression slopes 
depending whereabouts on the curve they are. Thus the comparisons of regression coefficients in Figures 2 and 3 are all 

confounded by the mean PM10 levels in the different cities. Figure 6 confirms this relationship, as stated on page 14 

”that the air pollution effects are smaller in the more polluted cities”. For this reason Equations (1) and (2) need to be 

extended, perhaps by including a quadratic in PM10.  

 

2. The models of mortality count should be fitted using Poisson regression.  

 

3. It would be better to use random effects rather than fixed effects to summarise differences between cities.  

 
4. The relationship between mortality and PM10 is tested at different daily lags. It is likely that a combination of lags is 

the best solution, and this time series approach needs to be explored.  

 

5. Similarly, time lags in weather conditions need to be investigated. Does adjusting for temperature adequately deal 

with seasonal effects? It would be interesting to see the spline curves fitted for each weather variable.  

 

6. Using dummy variables for year will introduce discontinuities at year end – better to use a spline of continuous time.  

 

7. The subgroup analyses based on statistical significance should all be removed – significance is not a good basis for 

focussing on particular cities and will introduce bias.  
 

8. The presentation of the forest plots can be improved. They need to be ranked in order of effect size, which will 

immediately demonstrate the largest and smallest effects. In addition, when different factors are being compared, e.g. 

lag in Figure 2, or respiratory vs non-respiratory mortality in Figure 3, or age and sex in Figure 4, the different factors 

need to be adjacent and grouped for each city, e.g. Guangzhou lag 0, lag 1, lag 2, etc, so that the within-city differences 

are easy to see. There is no point in using different symbols to distinguish between significant and insignificant effects.  

 

9. The text on page 9 is almost unreadable, with long lists of numbers to two decimal places. Given the width of the 

confidence intervals the numbers would be sufficiently precise to one decimal place (perhaps omitting the CIs), and most 
of the numbers can be omitted as they are already in the tables.  

 

10. Coming back to Figure 5, the fitted CVR curves for the elderly and females are almost identical, whereas the curve 

for males is appreciably lower. This is worthy of comment, not least because the Discussion states that there is no 

significant sex effect. Is there an interaction between age and sex? Are there many more male than female deaths, so 

the PM10 effect in females is downweighted? It would also be interesting to test if the impact of PM10 on mortality was 

age and/or sex-specific –  does PM10 have a larger impact on the elderly?  

 

11. Table 1 gives a few summary statistics for the 38 cities, but the units are not given. Information about population 

and mortality rate by age and sex, and coverage by DSPS, also needs to be added. Do give some thought about how to 
rank the cities in the table – perhaps by mean PM10. Listing them alphabetically would waste information.  

 

Tim Cole  
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**Information for submitting a revision**  

 

Deadline: Your revised manuscript should be returned within one month.  
 

How to submit your revised article: Log into http://mc.manuscriptcentral.com/bmj and enter your Author Center, where 

you will find your manuscript title listed under "Manuscripts with Decisions." Under "Actions," click on "Create a 

Revision." Your manuscript number has been appended to denote a revision.  

 

You will be unable to make your revisions on the originally submitted version of the manuscript. Instead, revise your 

manuscript using a word processing program and save it on your computer. Once the revised manuscript is prepared, 

you can upload it and submit it through your Author Center. When submitting your revised manuscript, you will be able 

to respond to the comments made by the reviewer(s) and Committee in the space provided. You can use this space to 
document any changes you make to the original manuscript and to explain your responses. In order to expedite the 

processing of the revised manuscript, please be as specific as possible in your response to the reviewer(s). As well as 

submitting your revised manuscript, we also require a copy of the manuscript with changes highlighted. Please upload 

this as a supplemental file with file designation ‘Revised Manuscript Marked copy’. Your original files are available to you 

when you upload your revised manuscript. Please delete any redundant files before completing the submission.  

 

When you revise and return your manuscript, please take note of all the following points about revising your article. 

Even if an item, such as a competing interests statement, was present and correct in the original draft of your paper, 

please check that it has not slipped out during revision. Please include these items in the revised manuscript to comply 

with BMJ style (see: http://www.bmj.com/about-bmj/resources-authors/article-submission/article-requirements and  
http://www.bmj.com/about-bmj/resources-authors/forms-policies-and-checklists).  

 

Items to include with your revision (see http://www.bmj.com/about-bmj/resources-authors/article-types/research):  

 

1. What this paper adds/what is already known box (as described at http://resources.bmj.com/bmj/authors/types-of-

article/research)  

 

2. Name of the ethics committee or IRB, ID# of the approval, and a statement that participants gave informed consent 

before taking part. If ethics committee approval was not required, please state so clearly and explain the reasons why 
(see http://resources.bmj.com/bmj/authors/editorial-policies/guidelines.)  

 

3. Patient confidentiality forms when appropriate (see http://resources.bmj.com/bmj/authors/editorial-
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