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GENERAL COMMENTS This paper represents a useful supplement to the earlier paper on 
risk factor trends in Scotland published in BMJ open earlier this year. 
Although I recognise the tremendous amount of effort that has gone 
into the manuscript I have a number of minor revisions that the 
authors may like to take on board.  
 
(i) In relation to the samples for the SHeS the exclusion of postcode 
sectors north of the Caledonian Canal should be mentioned (if this 
was indeed the case).  
 
(ii) In the description of risk factors and biomarkers the authors 
should make clear precisely what "increased risk" refers to. 
"Increased risk of CHD" is referred to in the discussion section..but I 
would also like to see it mentioned in the methodology section.  
 
(iii) In the section "Socioeconomic measures" the link between the 
Registrar General's (RG) measure of social class and NS-SEC 
classification is unclear. Does this mean that the RG measure was 
not measured from 2003 onwards? If so, how precisely, were the 
NS-SEC categories from 2003 onwards mapped to the RG 
classification? Are there any potential missclassification errors of 
socioeconomic status as a result? There is a hint of this in the 
discussion section but the readers may appreciate greater clarity on 
this point in both the methods and discussion sections. It should also 
be mentioned that occupational social class was based on the 
individual (as opposed to, say, head of household): if this was the 
case.  
 
(iv) The statistical analysis section discusses how non-response was 
handled. However, there is no mention of how the clustered nature 
of the survey design was taken into account (e.g. the similarities 
between persons sampled in the same postcode sector). This point 
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needs to be discussed in the limitations section.  
 
(v) The authors should make clear in the methods section that the 
Slope Index of Inequality is a measure of absolute inequality 
(Reference 24 should read Regidor).  
 
When discussing trends in CHD mortality (e.g. plateaus in those less 
than 55 years of age) it needs to be clear whether you refer to 
absolute or relative declines.  
 
I also think some readers will still be unsure how to interpret the SII. 
Could you add the sentance from reference 24 which refers to "the 
absolute change in health level when one goes from the highest 
level in the hierarchy to the lowest" (p.902). It would also be helpful if 
you assist the reader to understand how to interpret positive and 
negative SIIs.  
 
You also describe two SIIs as being inverse when their p-values lie 
above 5%. In this case I would interpret that to mean an absence of 
socioeconomic gradient (i.e. no conclusive evidence that the 
gradient is positive or inverse).  
 
(vi) Could the authors provide an explanation for the low prevalence 
of obesity among class V in men (16.6% in 2009 in Table 4). Is this 
an age-standardised estimate? Could this estimate be confounded 
by age? How can the prevalence of obesity be 35.4% in those with 
no qualifications (Table 3) but only 16.6% in the unskilled group 
(Table 4)?  
Is this simply a reflection of low sample sizes - which the authors 
acknowledge in the discussion section when they refer to "potentially 
volatile individual estimates, especially in the last two surveys"?  
 
 
(vii) Given this imprecision in the data I would prefer the estimates of 
annual change to be 1 rather than 2 decimal places (reflecting the 
imprecision in the estimates/data).  
 
(viii) In the discussion section I do not understand the sentance "For 
all three measures of adiposity absolute inequalities existed for both 
genders with gradients always steeper for women and inconsistency 
by social class for men".  
 
(ix) The authors report that the use of lipid lowering drugs is more 
prevalent in more disadvantaged groups. Could the authors expand 
more on this point: with references if available? Or is this an analysis 
of the SHeS data the authors have themselves conducted?  
 
I hope the authors find these comments useful.  

 

REVIEWER David H. Rehkopf  
Assistant Professor of Medicine  
Department of Medicine  
Stanford University  
United States of America 

REVIEW RETURNED 31/01/2012 

 

GENERAL COMMENTS This is a comprehensive and clearly communicated descriptive 
analysis of trends in cardiovascular disease biomarkers in Scotland 
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from 1995 to 2009. The manuscript presents information on these 
trends both overall and by multiple measures of socioeconomic 
position, and utilizes a useful and appropriate measure of inequality 
to enable comparison of inequalities across time and outcome. The 
extensive sensitivity analyses of the primary findings are also an 
excellent addition. The manuscript is certain to be of use to many 
individuals interested in cardiovascular disease trends and 
inequality, and serves as an excellent template for similar descriptive 
work in other contexts. I have only one major comment pertaining to 
the presentation of the data, as well as a few minor comments.  
 
Major comment.  
I first want to make it clear that all of the details presented by the 
authors are useful, and I appreciate this comprehensive 
presentation. However, the large amount of data presented is all in 
tabular form, and there is no summary table or figure presenting an 
overview of the results. In order to get a full quantitative picture of 
the findings (and check the author's interpretation of findings) I made 
my own tables and figures from key information from tables 3-9 of 
the manuscript. I leave it to the authors to determine the best way(s) 
to summarize the information, but would strongly urge a graphical 
presentation of both the overall trends, and the SII measures over 
time for all outcomes.  
 
Minor comments.  
1. Limitation of the SII assuming a linear relationship should be 
mentioned in the discussion section. It is very useful that the authors 
include the actual prevalences so this can be empirically examined 
by the reader.  
 
2. I'm not sure that it is most useful to have unweighted data in table 
2. When reviewing this I had to consider whether these were true 
differences in the population, or due to differences in sampling that 
would be accounted for by the weighting.  
 
3. In examining table 2, there seems to be fairly substantial changes 
from 1998 to 2003 for some of the outcomes (Waist-hip ratio, 
hypertension, HDL cholesterol). It would be useful to mention in this 
discussion whether this is thought to be actual rapid increases or an 
artifact of the sampling.  
 
4. Table 2 shows a rapid increase in the number of individuals with 
level 2 education, 15% to 27% over the time period examined. This 
seems like a very rapid change considering the 25-64 year old 
population. This should be specifically commented on by the authors 
in the discussion section - is this real or an artifact of selection bias 
changing over time.  
 
5. The authors need to have a more extensive discussion of why 
inequalities may differ by education and social class. In looking at 
the data these are often quite different.  
 
6. In the penultimate paragraph of the manuscript, the authors 
interpret that interventions in Scotland may have had a limited 
impact on overall reduction and reduction of socioeconomic 
inequalities. This needs more background. What interventions took 
place, and was it reasonably expected that these interventions 
would actually change the overall population prevalences of the 
biomarkers examined? I appreciate the attention to the issues raised 
in this paragraph, but think that it needs more specificity in terms of 
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what programs have been implemented, and what specific new 
programs would be examples of what could be done in the future.  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer #1: Dr Shaun Scholes  

 

Reviewer’s point 1:  

(i) In relation to the samples for the SHeS the exclusion of postcode sectors north of the Caledonian 

Canal should be mentioned (if this was indeed the case).  

Point 1 response:  

Thank you. There was no exclusion of postcode sectors North of the Caledonian Canal. All areas of 

Scotland where fieldwork could feasibly be carried out were covered, but some inhabited islands with 

very small populations were excluded The inhabited islands that were included were mainland 

Orkney, mainland Shetland, Lewis, Harris, Skye, Bute, Islay, Mull and Arran. We do not feel that the 

omission of the smallest island populations warrants a mention in the methods section – full details 

are available for the interested reader in the references provided.  

 

Reviewer’s point 2:  

(ii) In the description of risk factors and biomarkers the authors should make clear precisely what 

"increased risk" refers to. "Increased risk of CHD" is referred to in the discussion section..but I would 

also like to see it mentioned in the methodology section.  

Point 2 response:  

Thank you. Line 146: has been altered to read ‘Biomarkers were dichotomised, using thresholds that 

indicated increased risk of CVD, as follows:’  

 

Reviewer’s point 3:  

(iii) In the section "Socioeconomic measures" the link between the Registrar General's (RG) measure 

of social class and NS-SEC classification is unclear. Does this mean that the RG measure was not 

measured from 2003 onwards? If so, how precisely, were the NS-SEC categories from 2003 onwards 

mapped to the RG classification? Are there any potential missclassification errors of socioeconomic 

status as a result? There is a hint of this in the discussion section but the readers may appreciate 

greater clarity on this point in both the methods and discussion sections. It should also be mentioned 

that occupational social class was based on the individual (as opposed to, say, head of household): if 

this was the case.  

 

 

Point 3 response:  

Thank you. Line 162 has been altered to read ‘Individuals’ Registrar General’s (RG) occupational 

social class was divided into seven categories I, II, III non-manual, III manual, IV, V, and others 

(including armed forces/unknown). From 2003 the RG social class was not directly recorded, this 

necessitated its derivation from the National Statistics Socio-Economic Classification (NS-SEC) using 

a method produced by the Office for National Statistics.22’ Reference 22 gives details of the 

derivation.  

 

Line 413 has been altered to highlight the possibility of misclassification and the effects it might have: 

‘The use of NS-SEC-derived social class in the last three surveys may have led to the 

misclassification of individuals. This, combined with the shift over time in the composition of social 

classes and education, may have led to some of the observed alterations in prevalence patterning.’  

 

Reviewer’s point 4:  

(iv) The statistical analysis section discusses how non-response was handled. However, there is no 
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mention of how the clustered nature of the survey design was taken into account (e.g. the similarities 

between persons sampled in the same postcode sector). This point needs to be discussed in the 

limitations section.  

Point 4 response:  

Thank you. Line 377: the following sentences have been included discussing the limitations of 

clustering: ‘The clustered design of the sampling in this study will have lead to smaller standard errors 

than those from a simple random sample of the same size because members of a cluster are more 

likely to resemble one another. Nevertheless, the effect of clustering was reduced as a high 

percentage of all possible postcode sectors were included in the SHeSs.’  

 

Reviewer’s point 5:  

(v) The authors should make clear in the methods section that the Slope Index of Inequality is a 

measure of absolute inequality (Reference 24 should read Regidor).  

Point 5 response:  

Thank you. Line 181: has been changed to read ‘For each risk factor and survey year the slope index 

of inequality (SII), an absolute measure of inequality, was estimated using the weighted least squares 

method’. The author’s name (Regidor) has been corrected.  

 

Reviewer’s point 6:  

When discussing trends in CHD mortality (e.g. plateaus in those less than 55 years of age) it needs to 

be clear whether you refer to absolute or relative declines.  

Point 6 response:  

Thank you. Line 78 has been altered to read ‘The rapid, absolute decline in Scottish coronary heart 

disease (CHD) mortality since the 1970s1 has slowed from 1994 onwards for individuals less than 55 

years of age.2’  

 

Reviewer’s point 7:  

I also think some readers will still be unsure how to interpret the SII. Could you add the sentance from 

reference 24 which refers to "the absolute change in health level when one goes from the highest 

level in the hierarchy to the lowest" (p.902). It would also be helpful if you assist the reader to 

understand how to interpret positive and negative SIIs.  

Point 7 response:  

Thank you. Line 184: The following has been inserted ‘It can be interpreted as the absolute change in 

health level when an individual goes from the highest status to the lowest status in the social 

hierarchy. In this context a positive SII indicates that there is higher prevalence of an adverse CVD 

risk factor in the most disadvantaged compared with the least disadvantaged in the socioeconomic 

hierarchy. A positive SII is therefore bad from a public health perspective.‘  

 

 

Reviewer’s point 8:  

You also describe two SIIs as being inverse when their p-values lie above 5%. In this case I would 

interpret that to mean an absence of socioeconomic gradient (i.e. no conclusive evidence that the 

gradient is positive or inverse).  

Point 8 response:  

Thank you. The use of this term in these circumstances has been omitted.  

 

Reviewer’s point 9:  

(vi) Could the authors provide an explanation for the low prevalence of obesity among class V in men 

(16.6% in 2009 in Table 4). Is this an age-standardised estimate? Could this estimate be confounded 

by age? How can the prevalence of obesity be 35.4% in those with no qualifications (Table 3) but only 

16.6% in the unskilled group (Table 4)?  

Is this simply a reflection of low sample sizes - which the authors acknowledge in the discussion 
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section when they refer to "potentially volatile individual estimates, especially in the last two 

surveys"?  

Point 9 response:  

Thank you. This is an age-standardised estimate. On examining the overlap between these two 

particular groups of men there are only 13% with no qualifications classed as being unskilled, while 

45% of unskilled men have no qualifications. Therefore in this particular case the two groups are 

potentially very different. This may have had an influence on the prevalence estimates. We believe 

the investigation of the differences and similarities between the two classification systems is beyond 

the scope of this paper. We also believe that this is also likely to partly be a reflection of low sample 

size. In the lowest socioeconomic groups, in the final two surveys, there were very low sample 

numbers in the lower age groups, this will have resulted in bias due to some age groups being 

underrepresented and will have affected age-standardisation estimates.  

 

Line 420 the following sentence has been inserted: ‘This was particularly a problem in the 2008/09 

surveys amongst men with no qualifications in the younger age groups and this may have led to 

biased age-standardised estimates for the lowest educational category and care should be taken in 

their interpretation.’  

 

Reviewer’s point 10:  

(vii) Given this imprecision in the data I would prefer the estimates of annual change to be 1 rather 

than 2 decimal places (reflecting the imprecision in the estimates/data).  

Point 10 response:  

Thank you. All estimates of annual change have been altered to 1 decimal place in both the main 

manuscript and the supplementary information. This has not been done using track changes but 

changes to the tables have been highlighted using blue text.  

 

Reviewer’s point 11:  

(viii) In the discussion section I do not understand the sentance "For all three measures of adiposity 

absolute inequalities existed for both genders with gradients always steeper for women and 

inconsistency by social class for men".  

Point 11 response:  

Thank you. Line 332 has been altered to ‘For all three measures of adiposity absolute inequalities 

existed for both genders. However there were some inconsistencies by social class, particularly for 

men.’  

 

Reviewer’s point 12:  

(ix) The authors report that the use of lipid lowering drugs is more prevalent in more disadvantaged 

groups. Could the authors expand more on this point: with references if available? Or is this an 

analysis of the SHeS data the authors have themselves conducted?  

 

Point 12 response:  

Thank you. Line 358 has been altered to highlight that the gradient in uptake in lipid lowering drugs 

was identified in this study, as illustrated in the supplementary tables and highlighted in the results 

section.  

 

Reviewer #2: David H. Rehkopf  

 

Reviewer’s point 1:  

I first want to make it clear that all of the details presented by the authors are useful, and I appreciate 

this comprehensive presentation. However, the large amount of data presented is all in tabular form, 

and there is no summary table or figure presenting an overview of the results. In order to get a full 

quantitative picture of the findings (and check the author's interpretation of findings) I made my own 
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tables and figures from key information from tables 3-9 of the manuscript. I leave it to the authors to 

determine the best way(s) to summarize the information, but would strongly urge a graphical 

presentation of both the overall trends, and the SII measures over time for all outcomes.  

Point 1 response:  

Thank you. We fully understand the reviewer’s request for graphical summary of the overall trends. 

Furthermore, we agree with the desirability of optimal communication using visual means. This is 

therefore something that we have struggled with throughout the preparation of this manuscript. We 

did consider providing only summary tables/graphs in the main manuscript and the full tables in the 

supplementary information. However, we feel this denies most readers a full appreciation of the data. 

We feel that the reader needs to be presented with summary information and detailed information in 

the same table so they can evaluate all the data fully, at the same time. This therefore means that any 

summary graphs or tables will replicate information that is already provided. We also appreciate that 

there are already a large number of tables and that further summary graphs would add to the burden.  

 

Crucially, there would also potentially be a large number of plots to reproduce. It is not possible to 

place overall trends for different risk factors on the same plot as the overlap of plotted lines is very 

confusing, especially if confidence intervals are provided. It is also not possible to place both genders 

on the same plot if confidence intervals are to be provided, as the overlap in data points is 

unavoidable. To produce plots separately for each gender and each biomarker we feel would be 

excessive. Especially if graphical representation of slope index of inequality measures were also to be 

provided separately. 

 

After considerable experimentation and work, our proposed solution is therefore to provide summary 

overall trend plots for the four main risk factors of interest, namely body mass index, waist 

circumference, hypertension and hypercholesterolaemia in a graphical form stratified by gender with 

no confidence intervals in a single figure. The slope index of inequality relating to education would be 

provided as text across the top of each plot corresponding to each survey year. A similar figure, but 

for social class, would be provided in the supplementary information. These graphs are provided as 

supplementary material for only the editor at present and are not referred to in the text of the 

manuscript.  

 

We would then leave it to the editor’s discretion as to whether this figure was included in the 

manuscript.  

 

 

Reviewer’s point 2:  

1. Limitation of the SII assuming a linear relationship should be mentioned in the discussion section. It 

is very useful that the authors include the actual prevalences so this can be empirically examined by 

the reader.  

Point 2 response:  

Thank you. The following sentence has been inserted Line 417: One disadvantage of the SII is that it 

assumes a linear relationship across the socioeconomic groups, something that may not necessarily 

be true.  

 

Reviewer’s point 3:  

2. I'm not sure that it is most useful to have unweighted data in table 2. When reviewing this I had to 

consider whether these were true differences in the population, or due to differences in sampling that 

would be accounted for by the weighting.  

Point 3 response:  

Thank you. We agree with the reviewer. To comply with the STROBE checklist for the reporting of 

cross-sectional studies it is important that the participants and their descriptive data is clearly 

presented, particularly in relation to missing data. Most of the variables are presented as weighted, 
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age standardised estimates in the remainder of the paper. We are thus concerned feel that any more 

tables, even as supplementary data, would overwhelm the reader. We therefore look to the editor for 

guidance on this point.  

 

Reviewer’s point 4:  

3. In examining table 2, there seems to be fairly substantial changes from 1998 to 2003 for some of 

the outcomes (Waist-hip ratio, hypertension, HDL cholesterol). It would be useful to mention in this 

discussion whether this is thought to be actual rapid increases or an artifact of the sampling.  

Point 4 response:  

Thank you. The changes between 1998 and 2003 in hypertension may well be a consequence of the 

change in blood pressure monitors and the regression equation used to convert readings taken in 

1995 and 1998 to ones comparable with 2003 and 2008/09. This is mentioned in the methods section 

and it is highlighted in the results section. It has been added as a footnote to table 2 and table 5  

 

The change in HDL cholesterol between 1995 and 1998 is a consequence of a change in laboratory 

methods. These results are not comparable and this is mentioned in the methods section and results 

section. This has been highlighted by only presenting results in tables 6 and 7 for 2003 and 2008/09. 

In the supplementary tables full results have been presented but separately. This lack of comparability 

has been highlighted in table 2 and in the discussion the wording has been refined Line 360 onwards 

now reads: ‘The proportion with low HDL cholesterol concentration changed little between 2003 and 

2008/09. Within each of the survey years stronger social gradients existed for women than for men 

with the disadvantaged having a higher prevalence of low HDL cholesterol.’  

 

Reviewer’s point 5:  

Table 2 shows a rapid increase in the number of individuals with level 2 education, 15% to 27% over 

the time period examined. This seems like a very rapid change considering the 25-64 year old 

population. This should be specifically commented on by the authors in the discussion section - is this 

real or an artifact of selection bias changing over time.  

Point 5 response:  

Thank you. We agree that some of this change may be an artefact, perhaps as mentioned in the 

discussion a consequence of subtle changes in how educational achievement was determined across 

the surveys. However in Scotland the school staying on rates beyond compulsory education (where 

intermediate qualifications would be achieved) have been rising since the 1970s. We believe this will 

explain some of the increase in the proportion with intermediate qualifications and the decline in those 

with no qualifications as well as those with qualifications achieved at the end of compulsory 

schooling.  

 

A sentence has been inserted in the discussion relating to this and a reference provided (highlighted 

in yellow) at Line 396: ‘The increase over time in the proportion of individuals with intermediate 

educational qualification may in part be a consequence of the subtle changes in how educational 

achievement was determined across the surveys. These changes would have had no impact on those 

with no qualifications or those with the highest qualifications. A substantial component of this increase 

is likely to be due to the rise in the school staying on rates beyond compulsory education seen since 

the 1970s in Scotland, where intermediate qualifications would be achieved51.’  

 

Reviewer’s point 6:  

5. The authors need to have a more extensive discussion of why inequalities may differ by education 

and social class. In looking at the data these are often quite different.  

Point 6 response:  

Thank you. We appreciate the reviewer’s comments and do believe this warrants further investigation. 

In this context we utilised two socioeconomic measures in order to fully capture the extent of 

inequalities, recognising that both measures have their flaws. Our research question was not intended 
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to be a formal comparison of the two measures in order to make any conclusions as to the 

implications of the differences in estimates between them. The study was not designed to answer this 

question. A full and detailed discussion of possible hypotheses as to why there may be differences 

between these measures would be interesting; however the editor might agree that it would be rather 

marginal to the central components of this particular study?  

 

We have now added a further sentence to the discussion at Line 405: ‘There were sometimes 

apparent differences in inequalities depending on the measure used. This may reflect the imperfection 

of these proxies as measures of deprivation, or it may demonstrate the underlying heterogeneity of 

inequalities. Further research would be valuable.’  

 

Reviewer’s point 7:  

6. In the penultimate paragraph of the manuscript, the authors interpret that interventions in Scotland 

may have had a limited impact on overall reduction and reduction of socioeconomic inequalities. This 

needs more background. What interventions took place, and was it reasonably expected that these 

interventions would actually change the overall population prevalences of the biomarkers examined? I 

appreciate the attention to the issues raised in this paragraph, but think that it needs more specificity 

in terms of what programs have been implemented, and what specific new programs would be 

examples of what could be done in the future.  

Point 7 response:  

Thank you. In light of the reviewer’s comments the penultimate paragraph has been rewritten. On 

reflection it is unreasonable to expect recent interventions to have had a great impact on biomarkers 

for increased cardiovascular disease risk. We have rewritten this paragraph to highlight current 

interventions that might be expected to have an impact in the future. New references are highlights in 

yellow (not using track changes).  

 

Line 425: ‘Small changes in risk factor prevalence at the population level could elicit substantial 

reductions in CHD mortality.55-56 Interventions to achieve such reductions can centre on targeting 

high risk individuals21, such as the Keep Well programme57 that is aimed at increasing the rate of 

health improvement amongst high risk individuals in the most deprived communities in Scotland. It is 

too early to assess the impact of this programme on biomarkers for CVD risk but its proposed 

expansion may increase its effectiveness. Altering the health behaviours of the whole population may 

have greater impact.58-59 In Scotland there are a number of population based initiatives aimed at 

improving health behaviours, and consequently the biomarkers for CVD. These include a tobacco 

control action plan60, a national physical strategy61, healthy eating advice62 and an action plan 

relating to obesity63. If best practice interventions to reduce classic risk factors were successful most 

of the absolute socioeconomic differences in CHD mortality could be eliminated.12 Elimination of 

relative inequalities may require interventions to be targeted at the socioeconomically disadvantaged 

(for example the Keep Well programme) or possibly by improving the circumstances that create social 

inequality.64-65’  

 

Age standardisation  

During the preparation of this revision, we discovered that the prevalence estimates had been 

incorrectly standardised to 10-year age groups of the European Standard population rather than 5-

year age groups. This has been corrected for all estimates throughout the manuscript. It has made 

minimal difference to any of the estimates and has not changed the findings of the paper. We are 

sorry for this mistake but feel it was important to correct the data presented even though it makes no 

substantive difference.  

 

We are grateful for your constructive comments, and hope that this manuscript is now suitable for 

publication in BMJ Open  

VERSION 2 – REVIEW 
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REVIEWER Dr Shaun Scholes  
Honorary Research Associate  
University College London  
United Kingdom 

REVIEW RETURNED 02/03/2012 

 

GENERAL COMMENTS (i) The authors have added a reference to the discussion of how the 
NS-SEC classification was used to derive the Registrar General 
classification. I would like more detail on which NS-SEC categories 
were assigned to which RG category or, alternatively, where 
precisely in reference [22] this information can be found.  
 
(ii) The authors should indicate which age-bands (e.g. 10 year age-
bands) were used for the age-standardisation.  
 
(iii) Line 315-316 needs clarification.  
 
(iv) The authors mention that the Scotland data suggests static 
prevalences in hypertension whilst Danaei et al (2011) showed 
overall declining trends. To my knowledge, Danaei et al looked at 
declining trends in mean SBP..whilst the authors have, in contrast, 
looked at hypertension (e.g. SBP greater than or equal to 140 
mmHg). In addition, this study has an upper age limit of 64. So it 
could (and perhaps should) be mentioned that precise comparisons 
with other studies is difficult. Different risk factor definitions, upper 
age limits etc.  
 
(v) I would like the authors to consider the sentence "The clustered 
design of the sampling in this study will lead to smaller standard 
errors than those from a simple random sample of the same size 
because members of a cluster are more likely to resemble one 
another". Do you mean larger standard errors?  
 
(vi) I am not so sure that (lines 437-441) low numbers in the lowest 
educational groups means bias in estimates. Imprecision yes, but I 
am not sure about your use of the word bias. Bias, to me, usually 
means systematic error. Your estimates of prevalence may be 
unbiased..but not be precise due to low numbers.  

 

VERSION 2 – AUTHOR RESPONSE 

Comment (i) The authors have added a reference to the discussion of how the NS-SEC classification 

was used to derive the Registrar General classification. I would like more detail on which NS-SEC 

categories were assigned to which RG category or, alternatively, where precisely in reference [22] this 

information can be found.  

 

Response: Reference 22 has been changed to include the source of the information – Appendix 2. An 

additional reference (referred to in reference 22) has been included that provides details of the 

derivation matrix for social class from NS-SEC.  

 

Comment (ii) The authors should indicate which age-bands (e.g. 10 year age-bands) were used for 

the age-standardisation.  

 

Response: Page 9; Line 179: Has been changed to read ‘Gender stratified prevalences were age 

standardised (direct method) to the European standard population using 5-year age groups.’  
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Comment (iii) Line 315-316 needs clarification.  

 

Response: Page 21; Line 302-303: The sentence has been changed to ‘Absolute inequalities for men 

were generally smaller than in women, and in the case of social class were not consistent.’  

 

Comment (iv) The authors mention that the Scotland data suggests static prevalences in hypertension 

whilst Danaei et al (2011) showed overall declining trends. To my knowledge, Danaei et al looked at 

declining trends in mean SBP..whilst the authors have, in contrast, looked at hypertension (e.g. SBP 

greater than or equal to 140 mmHg). In addition, this study has an upper age limit of 64. So it could 

(and perhaps should) be mentioned that precise comparisons with other studies is difficult. Different 

risk factor definitions, upper age limits etc.  

 

Response: Page 24; Line 336: The discussion of hypertension/systolic blood pressure has been 

changed to acknowledge the difference between the studies. A sentence has also been inserted just 

previous to this paragraph acknowledging that precise comparisons are difficult:  

 

 

 

‘It should be noted that for all the biomarkers considered in this study precise comparison with other 

studies is difficult because of different definitions, sample demographics and study design.  

 

An overall declining trend in mean systolic blood pressure in the developed world, and in particular 

Western Europe, has been identified.31 In contrast, although not directly comparable our study 

identified that the prevalence of hypertension remained relatively static, with the hint of an increase, in 

Scotland.’  

 

Comment (v) I would like the authors to consider the sentence "The clustered design of the sampling 

in this study will lead to smaller standard errors than those from a simple random sample of the same 

size because members of a cluster are more likely to resemble one another". Do you mean larger 

standard errors?  

 

Response: Page 26; Line 381: This indeed should read larger standard errors. This has been 

changed.  

 

Comment (vi) I am not so sure that (lines 437-441) low numbers in the lowest educational groups 

means bias in estimates. Imprecision yes, but I am not sure about your use of the word bias. Bias, to 

me, usually means systematic error. Your estimates of prevalence may be unbiased..but not be 

precise due to low numbers.  

 

Response: Page 28; Line 425: The use of the term ‘bias’ has been changed to ‘imprecise’. 

 

We believe the comments by the reviewer have resulted in further improvement in the manuscript. We 

hope that the responses are deemed to be satisfactory and that the paper will now be considered 

favourably for publication.  
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