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VERSION 1 - REVIEW 

REVIEWER Zhengzhong Mao 
Sichuan University, China 

REVIEW RETURNED 08-Jun-2015 

 

GENERAL COMMENTS This is a very interesting paper. Authors survey and analyze children 
SHS exposure at home from inside and neighbours, and relationship 
between SHS exposure association and respiratory symptoms in 
terms of large sample in Hong Kong. And they found out a 
significant association of SHS exposure from neighbours with 
respiratory symptoms. It is my first time to read a paper which is 
concerned with SHS exposure from neighbours.  
Three suggestions:  
1. Respiratory symptoms is a very important indicator in the 
analysis. Authors assert “reporting bias for symptoms seems 
improbable”. However children’s cognition of disease or its 
symptoms (respiratory symptoms) often is not enough and exact. It 
is very difficult to avoid bias indeed. Therefore it may be necessary 
to do a sensitive analysis of the indicator, “respiratory symptoms”.  
2. The explanation for that “The magnitude of associations of 
respiratory symptoms were similar for SHS from eighbours only and 
SHS from inside home only (Table 5)” is not enough to persuade 
readers of accepting. It seems necessary to do more explanation.  
3. In table two there are SHS exposure from inside in 1.5% non-
smoking families. Please explain WHY. 

 

REVIEWER Kyung-Jae Lee 
Department of Occupational and Environmental Medicine, 
Soonchunhyang University Hospital, Soonchunhyang University 
College of Medicine, Seoul, Korea. 

REVIEW RETURNED 22-Jun-2015 

 

GENERAL COMMENTS Please see the attached file.  
 
The reviewer also provided a marked copy with detailed comments. 
Please contact the publisher for full information about it. 
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REVIEWER Brian Køster 
Danish Cancer Society 

REVIEW RETURNED 22-Jun-2015 

 

GENERAL COMMENTS The paper by Leung et al. is a very important contribution to the 
literature about SHS.  
 
I have a few comments though for improvement of the manuscript.  
• There are a lot of numbers in the text in the result section, some of 
which might be redundant.  
• It is relevant to report the neighbor and SHS exposure by 
demographics. Especially as these are used to control for 
confounding in the logistic regression analysis. Perhaps this could 
be done combining table 1 and 2 to reduce number of tables.  
• In table 2 smoking and non-smoking families 22558 and 33344 
does not sum to 61810. What causes the difference?  
• All the results in table 3,4 and 5 are relevant, but perhaps they 
could be combined more elegantly in a combined table a),b) and c) ? 

 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1: Prof Zhengzhong Mao  

 

C1. Respiratory symptoms is a very important indicator in the analysis. Authors assert reporting bias 

for symptoms seems improbable”. However children’s cognition of disease or its symptoms 

(respiratory symptoms) often is not enough and exact. It is very difficult to avoid bias indeed. 

Therefore it may be necessary to do a sensitive analysis of the indicator, “respiratory symptoms”.  

R1: “Reporting bias” in the sentence “reporting bias for symptoms seems improbable” refers to the 

bias due to the report of SHS exposure status. We have now clarified it in the Discussion: “Since 

respiratory symptoms were asked well before SHS exposure, reporting bias for symptoms due to the 

report of SHS exposure status seems improbable.”  

In addition, to avoid measurement error due to insufficient cognition of respiratory symptoms in 

adolescents, we used persistent cough and phlegm, which are apparent to them, as the proxy in the 

study. This measurement was used in other studies assessing the association between SHS 

exposure and respiratory symptoms in adolescents (Lai et al, 2009, ref 19; Lam et al, 1998, ref 20) 

and children (Ho et al., 2010, ref 15). We have now made it clearer in the Methods: “Respiratory 

symptoms, an indirect indicator of SHS exposure dose, were asked using the question ‘In the past 12 

months, have you often cough or have phlegm for 3 months in a row?’. Similar measurements were 

used in previous studies on SHS exposure and respiratory symptoms in adolescent and children.[15, 

19, 20]”, and in the Discussion: “The proxy of respiratory symptoms, persistent cough and phlegm, 

was obvious to adolescents and explicit in the question to avoid measurement error.”  

   

C2. The explanation for that “The magnitude of associations of respiratory symptoms were similar for 

SHS from neighbours only and SHS from inside home only (Table 5)” is not enough to persuade 

readers of accepting. It seems necessary to do more explanation.  

R2. The explanation in the Discussion has been modified: “Adverse responses to airborne chemicals 

can be mediated through stress or biological mechanisms.[26] The association of respiratory 

symptoms in students exposed to SHS at home from neighbours only might be explained by the 

stress-based response, which occurs due to perceived exposure risks when the concentration of 

chemicals lies between the odour detection and irritant thresholds.[26] This group of students, 

unexposed to SHS from inside home, might have their perceived risks of SHS affected by the no-
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smoking practice at home and the extensive anti-smoking promotions in Hong Kong, which 

denormalised smoking behaviours and disseminated information about harms of smoking and SHS. 

Even though the concentration of SHS would be diminished during the incursion and lower than that 

of SHS generated in their own home, [3] respiratory symptoms might be triggered as a stress-based 

response upon exposure to neighbour SHS. Besides concentration, frequency and duration also 

affect SHS exposure dose, which is closely related to respiratory symptoms.[15] SHS incursion, 

especially in smoking-prevalent housing, probably occurred frequently so that students exposed to 

SHS from neighbours only and from inside home only might have similar exposure doses, thus 

comparable odds of respiratory symptoms.”  

 

C3. In table two there are SHS exposure from inside in 1.5% non-smoking families. Please explain 

WHY.  

R3. SHS exposure from inside home refers to the SHS due to nearby smoking inside home, where 

the smokers can be visitors.  

 

 

Reviewer 2: Dr Kyung-Jae Lee  

 

C4. The authors provide general information on this study. However, it is not clear if their investigation 

included what kinds of socio-demographic variables or if the analyses were done for the complex 

sample design of the survey. Also, the authors conducted this survey in 2010-2011. If possible, 

please provide their available references using data from this survey.  

R4. The sociodemographic variables used in analysis have been added to the Methods: “Socio-

demographic characteristics including age, sex, highest parental education and housing type, and 

respiratory symptoms were also asked.” They are also mentioned in the later part of the Methods: 

“Logistic regression was used to calculate adjusted odds ratios (AORs) of respiratory symptoms in 

never smoking students for SHS exposure at home from inside home and from neighbours as 

separate variables and combined, adjusting for age, sex, highest parental education, housing type 

and school clustering effect.”  

The present manuscript is the first one that we prepared using data from this survey, thus we have no 

reference available in this stage.  

 

C5. A major limitation of this study is the use of a self-reported symptom, rather than a validated 

assessment of respiratory symptom. In page 7, the authors defined respiratory symptoms as an 

indirect indicator of SHS exposure does and as outcome variable. Respiratory symptoms can be 

related to underlying diseases such as tuberculosis and another pulmonary diseases. Please add 

more detailed information into the text.  

R5. We agreed that respiratory symptoms can be related to many pulmonary diseases other than 

SHS exposure. Unfortunately, we did not collect such information due to the perceived difficulties in 

reporting and space limitation of questionnaire. In fact, students with respiratory diseases are more 

likely to avoid SHS exposure thus our results may under-estimate the association between SHS 

exposure and respiratory symptoms. A modification has been made in the Discussion: “Second, some 

students might report persistent cough and phlegm due to reasons other than SHS exposure (e.g. 

pulmonary diseases), and causal association could not be ascertained due to the cross-sectional 

design. However, students with respiratory symptoms were more likely to avoid SHS exposure to 

lessen the symptoms instead of increasing exposure deliberately. Our observed results may 

underestimate the association between SHS and respiratory symptoms.”  

 

C6. Please correct the percentage (84.3%) of never smokers in the second line of page 8. The 

percentage is not correct because Table 1 shows that the number of never smokers is 50,762 among 

61,810 total subjects.  

R6. The percentage of never smokers (84.3%) was not equal to 50762/61810 because students with 
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invalid answers about smoking status (stated in the Methods) were excluded in analysis related to 

smoking status. Also, the percentage was a weighted percentage.  

   

C7. In page 8 of the results, 21.7% of the study subjects reported respiratory symptoms. Is it similar to 

another data of Hong Kong students? If the difference from another data exist, please the reason why 

such differences have in the text.  

R7. We are sorry for the typo. We have doubled checked our data, and found that the prevalence of 

respiratory symptoms in ever smoking students (21.7%) was mistakenly presented as the prevalence 

in never smoking students, which should be 11.6%. This has been corrected in the Results: “In never 

smokers, the mean age (SD) was 14.5 (2.0) years, 49.8% were boys (Table 1), and 11.6% reported 

respiratory symptoms.” The prevalence was similar to that found in another study in Hong Kong 

students, 10.6% in Lai et al, 2009 (ref 19).  

 

C8. More detailed information is needed on the source of SHS exposure at home and smoking 

families (yes/no) among all subjects or among never smokers. Please add the information on the 

source of SHS exposure at home and smoking families (yes/no) in Table 1 and the result.  

R8. The information has been added to Table 1 and the Result: “More than one-third of the students 

(38.9%) lived with smokers, with father (70.3%), mother (14.6%) and siblings (11.0%) being the most 

common sources of SHS from inside home.”  

 

C9. Please correct the number of subjects in Table 2. Table 2 shows that total number of all subjects 

is 61,810. However, the sum total is 55,902 if summing up 22,558 smoking families and 33,344 

nonsmoking families.  

R9. The two numbers do not add up to the total number of students due to missing data in reporting 

the number of co-residing smokers and data cleaning if inconsistency with another question about co-

residing smoker identification was found. Thank you for pointing this out, and we have now clarified 

this in the footnote under Table 2: “Number of students from smoking and non-smoking families did 

not add up to the total number of students due to missing data in reporting the number of co-residing 

smokers and data cleaning if inconsistency with another question about co-residing smoker 

identification was found”.  

   

C10. When SHS exposure at home from inside home was reported for 0 days per week, the 

percentage is 98.5 among nonsmoking families in Table 2. Please explain what the difference of 1.5% 

mean. I think it may mean a kind of reporting error. In non-smoking families, the percentage of SHS 

exposure from inside home only is 1.0% as shown in Table 2. Please explain what it means.  

R10. SHS exposure from inside home refers to the SHS due to nearby smoking inside home, where 

the smokers can be co-residing persons and visitors. Therefore, it was possible for students in non-

smoking families to be exposed to SHS from smoking visitors. Besides, we have 5 categories of 

sources of SHS exposure at home, namely “none”, “from inside home only”, “from neighbours only”, 

“from both (i.e. from inside home and neighbours)” and “any source (i.e. from inside home or 

neighbours)”. SHS exposure from inside home (1.5%) takes into account the “SHS from inside home 

only” (1.0%) and “from both” (0.5%).  

 

C11. Table 4 shows the ORs in never smoking students in nonsmoking families only (n=29677). 

Additional information on the ORs in never smoking student in smoking families (n=21,085) is needed 

for better understanding the comparison between nonsmoking and smoking families. Please add the 

information in Table 4 and the results.  

Additionally, in page 10, the authors stated an underestimation of SHS exposure 30.1%, 10.2% and 

88.7%. The additional information in shown Table 4 can be provided as the evidence. Please add it in 

the discussion.  

R11. Association between SHS exposure from neighbours and respiratory symptoms in never 

smoking students in smoking families has now been presented in Table 4 and the Results: “In 
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smoking families, stronger and significant associations were observed, with AORs of 1.47 (1.32-1.64) 

for any days, 1.39 (1.24-1.56) for 1-4 days and 1.76 (1.44-2.14) for 5-7 days (P for trend<0.001).”  

This additional information has also been added in the Discussion: “Based on our data, the 

underesimation would be 30.1% (=10/33.2) in all students, 10.2% (=6.8/66.4) in smoking families and, 

remarkably, 88.7% (=11.8/13.3) in non-smoking families (Table 2). Significant associations between 

SHS exposure from neighbours and respiratory symptoms were observed in both smoking and non-

smoking families (Table 4). As most studies investigating SHS at home in children and adolescents 

focused only on smoking in their own home,[21-24] the burden of harms from SHS might be 

underestimated, especially in non-smoking families, by overlooking SHS from neighbours. Ignoring 

SHS exposure from neighbours may also lead to an underestimation of the association between SHS 

exposure and respiratory symptoms by misclassifying exposed subjects as unexposed.”   

 

 

Reviewer 3: Dr Brian Køster  

 

C12 There are a lot of numbers in the text in the result section, some of which might be redundant.  

R12. We agree and have now made it more concise by removing some of the numbers from the 

Results.  

 

C13. It is relevant to report the neighbor and SHS exposure by demographics. Especially as these are 

used to control for confounding in the logistic regression analysis. Perhaps this could be done 

combining table 1 and 2 to reduce number of tables.  

R13. Thank you for your suggestion. However, since Table 1 aimed to present the sociodemographic 

characteristics of students while Table 2 aimed to present the SHS exposure by family smoking 

status, we think it would be clearer to maintain 2 separate tables. We are pleased to combine it if Dr 

Køster would like so.  

 

C14. In table 2 smoking and non-smoking families 22558 and 33344 does not sum to 61810. What 

causes the difference?  

R14. The two numbers do not add up to the total number of students due missing data in reporting the 

number of co-residing smokers and data cleaning if inconsistency with another question about co-

residing smoker identification was found. Thank you for pointing this out, and we have now clarified 

this in the footnote under Table 2: “Number of students from smoking and non-smoking families did 

not add up to the total number of students due to missing data in reporting the number of co-residing 

smokers and data cleaning if inconsistency with another question about co-residing smoker 

identification was found”.  

 

C15. All the results in table 3,4 and 5 are relevant, but perhaps they could be combined more 

elegantly in a combined table a),b) and c)?  

R15. Thank you for your suggestion. Although Tables 3, 4 and 5 are relevant, the number of 

regression models and confounders were slightly different among them. It may be clearer to the 

readers if the tables are kept in separate. We are pleased to combine them if Dr Køster would like so. 
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