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Dear Prof. Jena
Manuscript ID BMJ.2016.034760 entitled "Do celebrity endorsements matter? An analysis of BRCA gene testing and
mastectomy rates following Angelina Jolie’s New York Times editorial"

Thank you for sending us this Christmas paper, which we discussed at a recent manuscript meeting
We found it a clear read on an important topic, but identified some issues that need clarification before we make a
final decision about publication.
Would you be willing to revise and let us take another look?
You will find reviewers' reports at the end of this letter, along with a report from our manuscript meeting, and some
further information about resubmitting. Please address all comments in full. We hope you find them constructive.
I'm afraid we can't promise to publish the revision, but we should be in a position to make a quick decision.
Please be aware that if we accept your revision, we can't guarantee publication in the print issue of the Christmas BMJ
(which goes only to UK doctors). Definitive publication is on line at thebmj.com.
DEADLINE:
If you are happy to proceed with the BMJ, please let us have the revised paper back by the end of October. Or earlier
if you can manage it. Late submission could jeopardise your chances of consideration for Christmas this year.
IMPORTANT: CHRISTMAS PAPERS HAVE A STRICT WORD LIMIT. Please make sure your revision is no longer than
1500 words excluding abstract, tables, figures, references, and "what this paper adds" box. Do not cut detail from the
methods. Please prune the introduction and discussion instead. Readers need enough detail in the methods to
replicate your findings.
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.
IMPORTANT: Your original files are available to you when you upload your revised manuscript. Please delete any
redundant files before completing the submission.
And finally, we also require a copy of the manuscript with changes highlighted. Please upload this file with file
designation ‘Revised Manuscript Marked copy’.
Many thanks again. We look forward to seeing your revised paper
With best wishes
Alison Tonks
Clinical editor BMJ
atonks@bmj.com
https://mc.manuscriptcentral.com/bmj?URL_MASK=529fbe95da3547f1afe3584a81e84d81
**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], Elizabeth Loder, Georg Roeggla, Tiago Villanueva, Raphael
Perera, Alison Tonks, Daoxin Yin
Decision: Put points
Detailed comments from the meeting:
*As reviewers say, the 15 day window for evaluating BRCA testing is short. An explanation of why this window was

chosen would be useful.
*We were more concerned about the mastectomy window. 60 days is likely too short a time in which to get tested,
get opinions, and arrange for an elective operation. This makes it difficult to be certain why this finding is negative -is it real or a function of too short an interval?
*If possible, a series of sensitivity analysis changing this 60 day window would make the paper stronger (if the results
are robust to these analyses).
*Perhaps

mention that population screening for BRCA is still not well researched. A recent guideline mentions:

“Additional research on interventions is needed. Practice standards for screening have preceded supporting evidence
despite known harms of overscreening.”
Ann Intern Med. 2014 Feb 18;160(4):255-66.
Risk assessment, genetic counseling, and genetic testing for BRCA-related cancer in women: a systematic review to
update the U.S. Preventive Services Task Force recommendation.
Nelson HD, Pappas M, Zakher B, Mitchell JP, Okinaka-Hu L, Fu R.
*In terms of interpretation, could it also be that some BRCA positives did not want further intervention therefore
identifying relevant population that did not act? This, although less likely, could be an alternative explanation for the
lack of impact.
IMPORTANT CHECKLIST FOR ALL BMJ PAPERS. please make sure your revision complies fully
Essential Items to include with your revision (see http://www.bmj.com/about-bmj/resources-authors/articletypes/research):
1. What this paper adds/what is already known box (as described at http://resources.bmj.com/bmj/authors/types-ofarticle/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/editorialpolicies/copy_of_patient-confidentiality).
4. Competing interests statement (see http://resources.bmj.com/bmj/authors/editorial-policies/competing-interests)
5. Contributorship statement+ guarantor (see http://resources.bmj.com/bmj/authors/article-submission/authorshipcontributorship)
6. Transparency statement: (see http://www.bmj.com/about-bmj/resources-authors/forms-policies-andchecklists/transparency-policy)
7. Copyright statement/licence for publication (see http://www.bmj.com/about-bmj/resources-authors/forms-policiesand-checklists/copyright-open-access-and-permission-reuse)
8. Data sharing statement (see http://www.bmj.com/about-bmj/resources-authors/article-types/research)
9. Funding statement and statement of the independence of researchers from funders (see
http://resources.bmj.com/bmj/authors/article-submission/article-requirements).
10. Patient involvement statement (see http://www.bmj.com/about-bmj/resources-authors/article-types/research).
11. Please ensure the paper complies with The BMJ’s style, as detailed below:
a. Title: this should include the study design eg "systematic review and meta-analysis.”
b. Abstract: Please include a structured abstract with key summary statistics, as explained below (also see
http://resources.bmj.com/bmj/authors/types-of-article/research). For every clinical trial - and for any other registered
study- the last line of the abstract must list the study registration number and the name of the register.
c. Introduction: This should cover no more than three paragraphs, focusing on the research question and your reasons
for asking it now.
d. Methods: For an intervention study the manuscript should include enough information about the intervention(s) and
comparator(s) (even if this was usual care) for reviewers and readers to understand fully what happened in the study.
To enable readers to replicate your work or implement the interventions in their own practice please also provide
(uploaded as one or more supplemental files, including video and audio files where appropriate) any relevant detailed
descriptions and materials. Alternatively, please provide in the manuscript urls to openly accessible websites where
these materials can be found.
e. Results: Please report statistical aspects of the study in line with the Statistical Analyses and Methods in the
Published Literature (SAMPL) guidelines http://www.equator-network.org/reporting-guidelines/sampl/.

f. Discussion: To minimise the risk of careful explanation giving way to polemic, please write the discussion section of
your paper in a structured way. Please follow this structure: i) statement of principal findings of the study; ii)
strengths and weaknesses of the study; iii) strengths and weaknesses in relation to other studies, discussing
important differences in results; iv) what your study adds (whenever possible please discuss your study in the light of
relevant systematic reviews and meta-analyses); v) meaning of the study, including possible explanations and
implications for clinicians and policymakers and other researchers; vi) how your study could promote better decisions;
vi) unanswered questions and future research
g. Footnotes and statements
REVIEWERS' COMMMENTS
Reviewer: 1
Recommendation:
Comments:
Thank you for the invitation to review this interesting paper. This study examines the consequences of highly salient
celebrity endorsements on health care seeking behavior, in this case uptake of BRCA gene testing and downstream
preventive mastectomy rates. The authors use event-study and differences-in-differences approaches, along with a
large, unique claims-based data source, to demonstrate an a sharp increase in the BRCA gene testing and decrease in
mastectomy rates conditional on testing. These changes are exactly timed with the celebrity endorsement.
I really enjoyed this paper and believe that it makes an important contribution to our understanding of the various
factors that influence the demand for health care. For me, the key contribution is the insight that celebrity
endorsements – which are more and more ubiquitous in the digital age – do influence demand, but not necessarily in a
manner that follows underlying population disease risks.
Overall, the paper is very well done. I do have a few comments that might improve the paper, though several are
minor:
1. The +/- 15 day analysis is very interesting and helps establish a jump in BRCA tests the very day after the editorial
was written. This is compelling. It would be useful to know the rationale behind the choice of the window. It may have
to do with data limitations (around identified BRCA gene tests) in the 2012 data and/or the a priori design feature of
limiting seasonal influences (in the same way bandwidth is chosen for a regression discontinuity study). Both are good
reasons for the author to make this choice.
2. I would be interested to see how uptake varied by age and level of education over time. The latter can be proxied
by MSA or three digit zip code-level mean schooling for women in the age range covered by the study (these
geographic levels may be identifiable in the data source the authors use, though it seems to depend on the exact data
product they are using – e.g., Hansen and Chang, 2011). Typically, uptake of health interventions and technology are
highest among higher educated individuals, with lower socioeconomic status individuals following suit. This has real
implications for the widening of health disparities. Examining age and (more so) educational differences in uptake
would be interesting for two reasons. First, are celebrities uniquely positioned to “equalize” take up of new
technologies by virtue of their fame. The particular example the authors take on is ideal to test out this hypothesis
given the massive profile of the editorial in question and its author. Second, a pattern of spreading diffusion to
different population groups may explain the persistence of the editorial’s impact (Fig 2 and 4). While persistence
cannot be inferred for sure, since data from other years to facilitate a differences-in-differences comparison is not
available, the duration of the potential effect is striking and is worth trying to understand. (The study examining the
effect of Katie Couric’s endorsement of colonoscopies also finds a similar long-duration effect.
3. Pg 7 – The authors state that they use an “individual-level differences-in-differences model.” I understand that they
mean they are using de-identified individual level data to estimate their model. However, some readers may take this
as pre-post comparisons of the same individual. I think it is worth rewriting this.
4. Figures 2, 3, and 4 – the hashed vertical line denoting the month should be lined up with the publication of the Jolie
editorial, not the month before.
Once again, I enjoyed reading this paper and thank you for the opportunity to review it.
Additional Questions:
Please enter your name: Atheendar Venkataramani
Job Title: Assistant Professor of Medicine
Institution: Massachusetts General Hospital, Harvard Medical School
If you have any competing interests <A HREF='http://www.bmj.com/about-bmj/resources-authors/forms-policiesand-checklists/declaration-competing-interests'target='_new'> (please see BMJ policy) </a>please declare them
here:
Reviewer: 2

Recommendation:
Comments:
The authors describe an analysis of insured healthcare usage in relation to mastectomy rates and usage of BRCA
testing following the Angelina Jolie revelation in the New York Times in May 2013. They showed an immediate 64%
increase in BRCA testing in the 15 working days post revelation and an overall 31% increase for the rest of 2013.
However mastectomy rates did not rise. the 7% of BRCA tests associated with mastectomy is based on a 31%
increase equivalent to the 10% rates prior to the revelation. The main limitation of this data is that the authors do not
have data specific to preventive surgery but rather ALL mastectomies. As such many mastectomies could have been in
women with breast cancers.
Specific comments:
1. The use of the term ‘pervasive’ which has an English Oxford Dictionary meaning of: ‘(especially of an unwelcome
influence or physical effect) spreading widely throughout an area or a group of people.’ Appears to be subjective and
not backed up y evidence. I suggest using a less subjective term. Can the authors really say that these endorsements
are unwelcome?
2. The authors state there is limited evidence on the effects of the AJ article. However there are a host of publications
on this that are not referred to. These include reference to effects in Australia and elsewhere. Also Risk reducing
mastectomy rates did go up in the UK which the authors cannot state categorically did not happen in the US
(http://www.ncbi.nlm.nih.gov/pubmed/26603733; http://www.ncbi.nlm.nih.gov/pubmed/26546111).
3. The authors state that they do not believe that BRCA testing after the AJ article could have brought forward a group
of women less likely to undergo preventive surgery. In fact this may have brought forward women who were reluctant
previously. Indeed the mastectomy rates in the UK which rose were mainly in the non BRC subset
4. The authors use a very tight time window after the article of only 15 days. Is it really possible that the effect would
have been so quick? Can an appointment and testing be done without previous counselling in such a short time
window? What was the effect in the following month?
5. In the UK there are strict guidelines on risk reducing mastectomy that require a number of appointments including
psychological assessments. This usually takes at least 6-8 months taking a potential rise in mastectomy rates as a
result of BRCA testing outside the study envelope. Can the authors be certain that this is not the case in the USA?
6. The authors state ‘Angelina Jolie, who in a May 14, 2013 New York Times editorial titled “My Medical Choice” urged
women to undergo BRCA1/2 genetic testing and announced her decision to undergo preventive mastectomy.’ This is
somewhat different to the actual statement in the article- ‘For any woman reading this, I hope it helps you to know
you have options. I want to encourage every woman, especially if you have a family history of breast or ovarian
cancer, to seek out the information and medical experts who can help you through this aspect of your life, and to
make your own informed choices’ In fact she also revealed in the article that her risk reducing mastectomy process
was complete not in the future as implied by the ‘decision to undergo’ wording.
DGR Evans
Additional Questions:
Please enter your name: Prof D Gareth Evans
Job Title: Professor of Medical Genetics and cancer Epidemiology
Institution: University of Manchester
Reimbursement for attending a symposium?: No
A fee for speaking?: No
A fee for organising education?: Yes
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-policiesand-checklists/declaration-competing-interests'target='_new'> (please see BMJ policy) </a>please declare them here:
Fee from AstraZeneca for webinar involvement May 2015
Reviewer: 3
Recommendation:
Comments:
This submission to the BMJ Christmas Edition analyzes the impact on BRCA gene testing of a popular NYT editorial by

the Hollywood actress Angelia Jolie, in which she stated that she was BRCA positive and would undergo prophylactic
bilateral mastectomy. The authors are correct to state that the editorial penned by Mrs. Jolie attracted much
attention. The authors find large and nearly immediate increases in rates of BRCA testing in a large sample of
privately insured American women, with an estimated national cost of $13 million (which is tremendous and driven in
part by the test’s high cost). Those rates persist throughout the year. A similar spike was not observed during the
same period in the prior year, which serves as a control. To assess whether the additional testing was effective in
identifying new BRCA cases that might lead to mastectomy, the authors look at overall mastectomy rates over the
period, which they find to be constant, and rates of mastectomy among women who had a BRCA test, which they find
to decline after the spike in testing. Both of these point to the additional testing being potentially inappropriate in the
sense that the patients induced to be tested after the editorial were likely women at relatively lower pre-test
probability of having a BRCA positive mutation.
This is an innovative paper that fits into the mold of the BMJ Christmas edition. I suspect that it will generate a lot of
attention for obvious reasons. The methods are appropriate, the writing is clear, and the topic is of general interest.
I have a few suggestions for improvement, space allowing.
1.
If possible, I would briefly describe a bit more (in the discussion) other work that is related to this, e.g., the prior
study of the Katie Couric effect (what population was studied, how large were the effects) and the related papers on
Angelina Jolie’s article that the authors cite. This paper makes, in my opinion, substantive and creative additions to
prior studies but it a brief discussion would be useful.
2.
Implicitly, the authors’ findings suggest that the marginal women induced to be screened by Mrs. Jolie’s editorial
was at lower pre-test risk of having a BRCA mutation, otherwise we would have expected that rates of mastectomy in
the overall study population would have gone up (if even slightly) and that rates of mastectomy conditional on a BRCA
test would have been unchanged. It may be worth it to take a slightly stronger ‘stance’ on whether the editorial
induced ‘wasteful’ additional testing. The dollar magnitude of the additional testing is large, approximately $13 million
in those two weeks alone. Although the efforts of Mrs. Jolie were no doubt well intended, the consequences as the
authors describe them were unintended byproducts with arguably net negative benefit.
Respectfully submitted,
Eric C Sun
Additional Questions:
Please enter your name: Eric Sun
Job Title: Instructor
Institution: Stanford University

If you have any competing interests <A HREF='http://www.bmj.com/about-bmj/resources-authors/forms-policiesand-checklists/declaration-competing-interests'target='_new'> (please see BMJ policy) </a>please declare them
here:
Reviewer: 4
Recommendation:
Comments:
Thank you for the opportunity to review this study. In this paper, the authors examine the impact of Angelina Jolie’s
editorial in the New York Times on BRCA testing and mastectomy rates in the United States. The authors do a
wonderful job of presenting this study as an interesting and clever policy evaluation. They find that BRCA testing rates
increased in a discontinuous fashion after the intervention and remained elevated, while mastectomy rates did not
change. The decline in mastectomy rates among women who received BRCA testing suggested that more tests were
done on lower-risk women. A primary take-away from the study is that celebrity endorsements can shift utilization but
may not target the most ideal group. I would note the following issues.
1. One concern with the mastectomy analysis is that preventive mastectomies may not be covered by private
employer-sponsored insurance plans, and people in the Truven data may move or change employers before they
obtain (or in order to obtain) a mastectomy. For women near age 65, they could conceivably wait to age into Medicare
before obtaining a mastectomy, as Medicare has a likely lower coinsurance than a private HMO (or even PPO) plan, if it
is even covered by private insurance. Such movements may not be captured by the data, as the Truven data is a
sample of large employers. It is also possible that there may be a response in mastectomy rates in the young Medicare
population (65-75 year olds), who were not a part of this analysis. As one suggestion, the authors could analyze
Medicare beneficiaries in the Truven data (they are only Medicare beneficiaries with Medicare Supplemental coverage
through their employer, however).
2. Another concern is that the impact of the announcement on mastectomy rates may have been delayed. For
example, a busy working woman (by definition the data is of employer-sponsored health insurance recipients) who
hears the announcement in May will need time to think about the announcement, make an appointment with her
primary care physician, make an appointment with a breast surgeon, see the breast surgeon, potentially receive a
second opinion, potentially need a pre-operative medical risk assessment visit, and take more time to discuss the
decision with family or friends before proceeding. For women who are working and busy, this process could take time,

especially women who are less intensely motivated by the announcement. Therefore, for the mastectomy to take
place, it may well take over 6 months (into 2014, which is not in the data). Figure 3 seems to show that mastectomy
counts did gradually increase in the second half of 2013, which is not inconsistent with a delayed effect.
3. Similarly, for the 60-day monthly mastectomy rates (Figure 4), one reason for the lower 60-day rates after BRCA
testing may be that 60 days is too little to accomplish the sequence of events above. Another reason is that lower-risk
women who were swayed by the announcement needed more time to weigh their decision before undergoing this
major procedure. Compared to higher-risk women whose decisions can be, in some ways, more clinically indicated and
easier to make, lower-risk women for whom the benefits of surgery vs. costs/risks are less clear may need more time
to get second opinions and think about it. If they take more than 60 days to receive the surgery, that would not be
reflected in Figure 4 if I am interpreting the figure correctly.
4. It would be preferable to control for cost-sharing (% cost-sharing). The limitation of controlling for insurance plan
type (HMO, PPO, etc) is that these distinctions mean different things for different employers and different insurers.
One insurer’s HMO plan may be as generous as another insurer’s PPO plan. Similarly, one employer’s negotiated
coverage in its HMO plan may differ from another’s. Thus, I would recommend taking a set of sentinel services and
calculating the % cost-sharing at the patient level. That would better reflect the plan’s generosity, which is the
demand side parameter of interest.
Thank you again for the privilege of reviewing this manuscript. I hope these comments can be helpful to the authors.
Overall, this is an incredibly interesting study that is a great fit for the Christmas issue of BMJ. The policy relevance of
the impact of celebrity endorsements is poorly understood and likely underappreciated. This study would add an
important piece of evidence to the literature that is relevant beyond the present scenario. I congratulate the authors
on this wonderful and creative study.
Additional Questions:
Please enter your name: Zirui Song
Job Title: Resident
Institution: Massachusetts General Hospital
If you have any competing interests <A HREF='http://www.bmj.com/about-bmj/resources-authors/forms-policiesand-checklists/declaration-competing-interests'target='_new'> (please see BMJ policy) </a>please declare them
here:

**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-ofarticle/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/editorialpolicies/copy_of_patient-confidentiality).
4. Competing interests statement (see http://resources.bmj.com/bmj/authors/editorial-policies/competing-interests)
5. Contributorship statement+ guarantor (see http://resources.bmj.com/bmj/authors/article-submission/authorshipcontributorship)
6. Transparency statement: (see http://www.bmj.com/about-bmj/resources-authors/forms-policies-andchecklists/transparency-policy)
7. Copyright statement/licence for publication (see http://www.bmj.com/about-bmj/resources-authors/forms-policiesand-checklists/copyright-open-access-and-permission-reuse)
8. Data sharing statement (see http://www.bmj.com/about-bmj/resources-authors/article-types/research)
9. Funding statement and statement of the independence of researchers from funders (see
http://resources.bmj.com/bmj/authors/article-submission/article-requirements).
10. Patient involvement statement (see http://www.bmj.com/about-bmj/resources-authors/article-types/research).
11. Please ensure the paper complies with The BMJ’s style, as detailed below:
a. Title: this should include the study design eg "systematic review and meta-analysis.”
b. Abstract: Please include a structured abstract with key summary statistics, as explained below (also see
http://resources.bmj.com/bmj/authors/types-of-article/research). For every clinical trial - and for any other registered
study- the last line of the abstract must list the study registration number and the name of the register.
c. Introduction: This should cover no more than three paragraphs, focusing on the research question and your reasons
for asking it now.
d. Methods: For an intervention study the manuscript should include enough information about the intervention(s) and
comparator(s) (even if this was usual care) for reviewers and readers to understand fully what happened in the study.
To enable readers to replicate your work or implement the interventions in their own practice please also provide
(uploaded as one or more supplemental files, including video and audio files where appropriate) any relevant detailed
descriptions and materials. Alternatively, please provide in the manuscript urls to openly accessible websites where
these materials can be found.
e. Results: Please report statistical aspects of the study in line with the Statistical Analyses and Methods in the
Published Literature (SAMPL) guidelines http://www.equator-network.org/reporting-guidelines/sampl/. Please include
in the results section of your structured abstract (and, of course, in the article's results section) the following terms, as
appropriate:
i. For a clinical trial: Absolute event rates among experimental and control groups; RRR (relative risk reduction); NNT
or NNH (number needed to treat or harm) and its 95% confidence interval (or, if the trial is of a public health
intervention, number helped per 1000 or 100,000.)
ii. For a cohort study: Absolute event rates over time (eg 10 years) among exposed and non-exposed groups; RRR
(relative risk reduction.)
iii. For a case control study:OR (odds ratio) for strength of association between exposure and outcome.
iv. For a study of a diagnostic test: Sensitivity and specificity; PPV and NPV (positive and negative predictive values.)
v. For a systematic review and/or meta-analysis: Point estimates and confidence intervals for the main results; one or
more references for the statistical package(s) used to analyse the data, eg RevMan for a systematic review. There is
no need to provide a formal reference for a very widely used package that will be very familiar to general readers eg
STATA, but please say in the text which version you used. For articles that include explicit statements of the quality of
evidence and strength of recommendations, we prefer reporting using the GRADE system.
f. Discussion: To minimise the risk of careful explanation giving way to polemic, please write the discussion section of
your paper in a structured way. Please follow this structure: i) statement of principal findings of the study; ii)
strengths and weaknesses of the study; iii) strengths and weaknesses in relation to other studies, discussing
important differences in results; iv) what your study adds (whenever possible please discuss your study in the light of
relevant systematic reviews and meta-analyses); v) meaning of the study, including possible explanations and
implications for clinicians and policymakers and other researchers; vi) how your study could promote better decisions;
vi) unanswered questions and future research
g. Footnotes and statements
Online and print publication: All original research in The BMJ is published with open access. Our open access policy is
detailed here: http://www.bmj.com/about-bmj/resources-authors/forms-policies-and-checklists/copyright-openaccess-and-permission-reuse. The full text online version of your article, if accepted after revision, will be the indexed
citable version (full details are at http://resources.bmj.com/bmj/about-bmj/the-bmjs-publishing-model). The print and
iPad BMJ will carry an abridged version of your article. This abridged version of the article is essentially an evidence

abstract called BMJ pico, which we would like you to write using the template downloadable at
http://resources.bmj.com/bmj/authors/bmj-pico. Publication of research on bmj.com is definitive and is not simply
interim "epublication ahead of print", so if you do not wish to abridge your article using BMJ pico, you will be able to
opt for online only publication. Please let us know if you would prefer this option. If your article is accepted we will
invite you to submit a video abstract, lasting no longer than 4 minutes, and based on the information in your paper’s
BMJ pico evidence abstract. The content and focus of the video must relate directly to the study that has been
accepted for publication by The BMJ, and should not stray beyond the data.
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