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VERSION 1 - REVIEW 

REVIEWER Marta Trapero-Bertran PhD 
University Pompeu Fabra and University Castilla La-Mancha (Spain) 

REVIEW RETURNED 16-Jul-2015 

 

GENERAL COMMENTS Major comments  
1. Results (Page 10, lines 12-14). You state in the methods section 
that the inclusion criteria limits the comparators to no intervention 
and usual care. I do not understand how then, you have one study 
that is using another comparator. If that is really your inclusion 
criteria, you should exclude this one study. In addition, please, you 
should provide definitions, if possible, of how different papers are 
defining usual care. Please, do include the comparator in Table 2 as 
a third column. The results of any economic evaluation are 
meaningless if we do not know exactly, and understand, the 
comparator.  
2. Studies summarized in Table 2 (11 studies) does not coincide 
with the 18 papers summarized in Table 3 (18 studies). Why you are 
not including all the papers in Table 2? There is one paper split in 
Table 2 (Windsor 1988 a, 1988b) that is not split in Table 3. Why? It 
is very important in a systematic literature review to be transparent 
and coherent with the reporting of the papers across the whole 
manuscript.  
3. Results (Page 14, line 3). Please, why are you summarizing these 
other studies apart? Could you not summarize all the papers 
together? What these studies have different from the ones 
summarized and analyzed before in the results section?  
4. Introduction (Page 4 lines 23-24). You report a rate for smoking 
during pregnancy in Spain quite higher (39.4%) compared to other 
countries you cite in the text (Australia, Germany, etc. around 14%). 
Please, could you explain the reason why appears to be this 
important difference? So adding after the 39.4% a …”because…” 
would work. But, you really need to say why, please do give a 
reason why you think that happens.  
5. Methods (Page 5). Please, because there has been another 
previous review on this topic, I think you should comment on the 
methods section if you are replicating the methods from the previous 
review, and if not (that you are not) why you are increasing so much 
the number o databases (that basically is really increasing the 
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number of papers duplicates and the numbers of excluded papers).  
6. Methods (Page 5, lines 57-58). It seems you have limited the 
comparators to “no intervention or usual care” in the inclusion 
criteria. Please, do explain why because this really limits your 
research.  
7. Methods (Page 6, lines 22-23). You stated that you excluded 
“studies which did not include an outcome relevant to both smoking 
and pregnancy”. How and under which criteria you judge that is a 
“relevant outcome” for smoking and pregnancy? Please, any explicit 
criteria for this?  
8. Results: Please, do structure your qualitative reporting of results 
as the structure of the QHES questions…so, all the information is 
provided by the same section contained and structured in the QHES 
questionnaire.  
9. Results (Page 10, lines 46-58). Please, could you provide details 
on the diseases related to babies from pregnant smokers more 
clearly? So, which types of diseases people have used to measure 
the QALYs of the babies and the mothers?  
10. Conclusions (Page 20 – line 36). I do not really agree that this 
paper “demonstrates” that the interventions for pregnant smokers 
women are cost-effective..Specially because we do not know exactly 
the comparators used and because in the results, the is not a clear 
section stating which are the most cost-effective interventions 
compared one with each other.  
Minor comments  
1. Abstract. In the section “eligibility criteria for selecting studies” I 
would say instead of “…any relevant economic outcome” “…any 
relevant metric”. It is not really an economic outcomes, is an 
economic and clinical outcome…so probably “economic evaluation 
metric” fits better in your sentence;  
2. You state along the whole paper that you are carrying a “narrative 
synthesis”, whereas I think you could say you are doing a qualitative 
analysis, indeed because you are also using a quality established 
tool (QHES questionnaire);  
3. Table 1 (Page 7, lines 17-25). In “Evaluation characteristics” 
please, just say “type of economic evaluation”. Please, in 
“characteristics of resource estimates” and “characteristics of cost 
estimates” , could you provide some hints on which are these 
characteristics? 

 

REVIEWER Braillon 
Hospital. Amiens. France 

REVIEW RETURNED 17-Jul-2015 

 

GENERAL COMMENTS This piece offers little insight for improvement of a major public 
health scandal. We need a paradigm shift and cost must not be a 
limitation for treating pregnant smokers! Smoking during pregnancy 
is the most inappropriately managed risk factor, having the greatest 
effect on perinatal mortality and morbidity. It is the first avoidable 
cause of obstetrical complications (all, but pregnancy induced 
hypertension, eg. ten cigarettes a day causes a threefold increase in 
preterm birth). Please, consider it is the most frequent maltreatment 
of the developing 
child.(http://www.ncbi.nlm.nih.gov/pubmed/20544358)  
 
1/ The economic burden is one part of the equation, the other is 
effectiveness. The authors must stress they analysed poorly 
effective intervention.  
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a) Direct interventions for cessation are only a part of the 
comprehensive framework for tobacco control. In most country TC is 
poor, accordingly, cessation rate is poor. Eg. too many health care 
professionals are not the best persons for providing advice and 
assistance as they are smokers or poorly 
trained.(http://www.ncbi.nlm.nih.gov/pubmed/24704134 )  
b) In this piece, most interventions for cessation are characterized 
by their low level. Smoking cessation needs motivational 
interviewing + psychological support + nicotine replacement therapy. 
NRT needs adequate doses, this means combination of various 
forms (eg. patch + lozenge/spray). This combination is well 
evidenced based since long.(Cochrane Database Syst Rev 
2013;5:CD009329) It is now well evidence in pregnant 
women.(http://www.ncbi.nlm.nih.gov/pubmed/23680076) This is not 
a surprise as increased nicotine metabolism is documented during 
pregnancy.  
2/ Relapse prevention is another issue.  
3/ The conclusion is an undue pledge for physical activity. Taking 
regular exercise hardly help people to give up 
smoking.(http://www.ncbi.nlm.nih.gov/pubmed/25170798 
http://www.ncbi.nlm.nih.gov/pubmed/26126757) If effective, it is only 
very low effective vs nothing.  
 
4/ P4/L13 “Smoking costs the UK NHS around £5 billion in 2005-
2006.” How is this relevant the understanding of what’s going on? 
The average total tax take on a pack of cigarettes is 86%. The 
relevant figure is how much the revenue service get without doing 
nothing. The industry argues it contributes £12.3bn a year to the 
exchequer. Imperial is one of the largest contributors of tax to the 
UK government in the FTSE 100! This allow to understand why 
tobacco control is not a priority for governments, left or right 
wing.(http://www.ncbi.nlm.nih.gov/pubmed/21978315)  
The concern about economic evaluation is how many pennies the 
NHS get for smoking cessation in pregnant women for every £10 of 
tobacco tax revenue.  
Belgium is a beacon: since 2005, this very small kingdom provides 
for free both psychological support and pharmacological treatment, 
not only for pregnant smokers, but also for their smoking spouses!  
 
5/ Smoking rate during pregnancy.(p4/L18) The ref is an old one. 
Moreover, NHS statistics are just a smoke 
screen.(http://www.ncbi.nlm.nih.gov/pubmed/26173432) Why 
providing useless mean values (average number of testicles in 
human is one)? 20% of women in northeast England (30·3% in 
Blackpool) are smokers when they gave birth, compared with 6% in 
London (2·8% in Brent)! (http://www.ic.nhs.uk/pubs/wsstd1112q3)  
 
6/ I‘m not sure that “economic evaluation is an integral part of 
decision making …” (p4/L30). It should but it is not yet, even in 
countries the most dedicated to 
it.(http://www.ncbi.nlm.nih.gov/pubmed/19809025)  
 
7/ This piece confirms the low quality of cost effectiveness analyses.  
 
-Bottom line: smoking during pregnancy is a scandal. The tobacco 
industry created it. Governments are happy with it. No future as 
experts can’t see the wood for the trees!  
-I do not want to be abusive to the authors. As a Frenchman I’m not 
used to understatement. The problem here is not specific to tobacco. 
It is the same for alcohol. Why public health experts promote low-
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intensity/low-cost interventions? Who could dare to promote/ accept 
low-intensity interventions for hypertension / diabetes? Why so many 
accept this for smoking or alcohol?  
-Sorry for too many self-citation, but easier to use. 

 

REVIEWER Beth Bailey, PhD 
East Tennessee State University, USA 

REVIEW RETURNED 30-Jul-2015 

 

GENERAL COMMENTS This paper is a detailed review of pregnancy smoking cessation 
interventions that provide costs analysis data. This is a significant 
undertaking, and the authors are to be commended for this much 
needed effort. The identification of studies was thorough, and the 
interpretations comprehensive. I do have some concerns and a few 
questions:  
1. There is significant abbreviation usage without adequate 
explanation. Right away in the Abstract the acronym QALY is used 
without explanation. This omission turns out to be a significant one 
as QALY is a key consideration when describing reviewed studies, 
but is it not described in detail anywhere, making interpretation of 
what is being described difficult. What is ICER, NICE, etc?  
2. Many of economic terms are used and not explained. I have major 
concerns about whether the readership of this medical journal will 
understand them without some explanation here. This begins in the 
Abstract (what is the difference between cost-offset, cost-
effectiveness, and cost-utility, for example) and continues 
throughout the paper (for example what are micro-costing analyses, 
discount rates, etc). Please consider describing these terms so that 
the reader will better understand what is being presented.  
3. Consider rewriting the “Strengths” and “Limitations” bullet points. 
At this point the reader will have no idea what the QHES is, so 
structuring these points around that tool is a bit meaningless. Also, 
some of the points are oddly worded, and could be rewritten with 
more clarity, including better explanation of terms (for example 
“narrative synthesis”).  
4. In the first paragraph of the introduction, data is presented about 
pregnancy smoking. Please check the accuracy of the pregnancy 
smoking rates presented. For example, the U.S. rate is given as 
14.1% and the 2009 Tong et al paper is cited. While this citation has 
been used in the past, the most recent rate they give (for 2005) is 
13.8%, not 14.1%. In addition, there are more recently published 
population estimates for pregnancy smoking in the U.S. that now put 
the rate under 12%. Consider updating all rates presented as much 
as possible.  
5. I was a little puzzled about the actual goal of the paper. From the 
title, abstract, and beginning of the Introduction, it appears that the 
goal is to synthesize information on the cost effectiveness of 
pregnancy smoking cessation interventions. However, in the 
paragraph on page 9 just prior to the Results section, it is stated that 
the primary objective is to “discuss the quality of the methods used 
in identified studies.” This discrepancy may contribute to the 
somewhat dense Results section that might benefit from 
reorganization around the primary and perhaps secondary 
objectives, were they to be better and more clearly stated that way.  
6. On page 5 under “Inclusion Criteria,” how is the population “and/or 
their offspring”? This is about smoking cessation, so how can the 
children be the population? Also, what would constitute a 
“hypothetical” intervention? Finally, under “Comparators,” were 
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studies that compared two interventions head to head excluded 
(only “No intervention or ‘usual care’” are mentioned)?  
7. Minor grammatical point: The word “which” is used when “that” is 
more appropriate in many places (example – p. 7, line 38). The 
paper would also benefit from a very careful reread for odd wording, 
extra words, etc.  
8. I am not sure it is the best use of space on page 8 to detail 
specifics for 3 of the QHES questions when the actual tool is 
presented as supplementary material. Perhaps this could all be put 
together?  
9. On page 9 it is mentioned that two of the studies included in this 
review were unpublished. Typically reviews of this type only include 
published studies. Please provide rationale for the inclusion of these 
studies, how you discovered them (i.e. the data bases reviewed 
typically only include publications) and how you insured the quality 
of findings that did not undergo peer review.  
10. At the top of page 10, the types of interventions utilized in the 
reviewed studies are described. First, what is a “literature based 
intervention”? Second, why was an NRT study included when NRT 
has not been demonstrated safe for pregnant women? And third, 
why were reports included that did not involve actual interventions 
(i.e. “four studies modeled hypothetical interventions”)? More detail 
and justification is needed here.  
11. In the second paragraph of page 10, more questions arise. In 
addition to explaining the different cost terms (see item #2 above), 
please also explain what is meant by “evaluations conducted 
ALONGSIDE clinical trials” – does this mean evaluations OF clinical 
trials, or something else? Also, describe what is meant by “decision 
analytic models,” as well as studies that used “healthcare provider 
perspective” and a “societal perspective.”  
12. Please describe how “deterministic sensitivity analyses” were 
used.  
13. On page 11 some odd wording stood out, and it appears in 
several other places as well. It is stated that studies “identified 
cessation during pregnancy as being cost effective.” We know that 
quitting smoking during pregnancy leads to cost savings and that is 
not really what this paper is about – should this not be worded that 
“cessation INTERVENTIONS” during pregnancy are cost effective?  
14. Also on page 10, it is stated that “NRT was likely to be more 
effective but more costly.” Than what – what is the comparator?  
15. On page 14, discussions of the Ayadi et al and Pollack et al 
reports talk about costs in USD (24 and 45) – are these per person 
amounts? Also, with respect to the Pollack et al paper there is 
mention of a cost savings amount with respect to averted SIDS 
deaths – how are there financial costs associated with this outcome 
and what are they?  
16. In the Discussion on page 18 the authors state that this review 
“demonstrates that the included studies are potentially inaccurately 
estimating the cost-effectiveness cessation interventions.” What data 
presented in the Results section form the basis of this conclusion?  
17. Also on page 18, it is stated that “Cessation interventions in non-
pregnant populations have often been described as ‘the gold 
standard’ in cost effectiveness.” Compared to what – other health 
behavior interventions, or something else?  
18. Figure 1 – the diagram starts at the top talking about “records,” 
changes to “articles,” but concludes with a certain number of 
“studies.” Are these terms interchangeable, or did the unit of 
analysis change in this figure? Consistency is important here for the 
figure to be meaningful.  
19. Supplementary Files 3 & 4 contain information often included as 
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tables in systematic review papers. If space does preclude this, 
consider making them Supplementary Files 1 & 2 at least as they 
contain much more relevant info that what is included in the other 
Supplementary Files. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1: Results (Page 10, lines 12-14). You state in the methods section that the inclusion 

criteria limits the comparators to no intervention and usual care. I do not understand how then, you 

have one study that is using another comparator. If that is really your inclusion criteria, you should 

exclude this one study.  

 

Answer: We thank the reviewer for her comment. This was our mistake; it should have been any 

comparator intervention as long as the study included a comparator. We had now edited the inclusion 

criteria to make this clearer, please see page 6, lines 16 to 17.  

 

Reviewer 1: In addition, please, you should provide definitions, if possible, of how different papers are 

defining usual care.  

 

Answer: We have added details of what is entailed in the comparator intervention in the manuscript, 

including what studies are defining as usual care. Please see page 11, lines 8 to 16.  

 

Reviewer 1: Please, do include the comparator in Table 2 as a third column. The results of any 

economic evaluation are meaningless if we do not know exactly, and understand, the comparator.  

 

Answer: We thank the reviewer for her comments, and have added a brief description of each 

comparator intervention to Table 4  

 

Reviewer 1: Studies summarized in Table 2 (11 studies) does not coincide with the 18 papers 

summarized in Table 3 (18 studies). Why you are not including all the papers in Table 2?  

 

Answer: We thank the reviewer for highlighting that the review could be more transparent / better 

described. Table 2 (now Table 4) only includes studies where primary data was collected, which was 

done in 10 studies. The remaining 8 studies either involved data from secondary sources (i.e. a 

previous trial or review) or assumed quit rates. Furthermore, several of these studies also included 

multiple interventions (e.g. Taylor 2009 included 5 different number of interventions) which were very 

varied. Therefore, it was felt that these studies could not be combined with the other 11 studies which 

have involved primary data collection, and hence the results for the two types of economic 

evaluations (within-trial analysis and decision analytic modelling) are separated. We have attempted 

to make this clearer in the text of the paper so the reader can understand our rationale. Please see 

page 9, lines 1 to 11 in the methods section.  

 

Reviewer 1: There is one paper split in Table 2 (Windsor 1988 a, 1988b) that is not split in Table 3. 

Why? It is very important in a systematic literature review to be transparent and coherent with the 

reporting of the papers across the whole manuscript.  

 

Answer: Windsor 1988 actually reports two different self-help materials experimental interventions 

versus brief advice, and reports the cost-effectiveness of both. It was thought best to report both 

these interventions separately which is why it appears to be included twice in Table 4. I have made 

this clearer both in Table 4 (see page 17) and in the text of the paper (see page 15, lines 24 to 25). 

However, Table 3 reports the QHES assessment of the evaluation, and since one evaluation has 

been performed (with two interventions plus a comparator) Windsor 1988 et al only appears once.  
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Reviewer 1: Results (Page 14, line 3). Please, why are you summarizing these other studies apart? 

Could you not summarize all the papers together? What these studies have different from the ones 

summarized and analyzed before in the results section?  

 

Answer: We thank the reviewer for her comment, and refer her to the response to the comment above 

the last comment.  

 

Reviewer 1: Introduction (Page 4 lines 23-24). You report a rate for smoking during pregnancy in 

Spain quite higher (39.4%) compared to other countries you cite in the text (Australia, Germany, etc. 

around 14%). Please, could you explain the reason why appears to be this important difference? So 

adding after the 39.4% a …”because…” would work. But, you really need to say why, please do give 

a reason why you think that happens.  

 

Answer: We thank the reviewer for making this suggestion, and have amended the introduction to 

reflect this. Please see page 4, lines 13 to 15.  

 

Reviewer 1: Methods (Page 5). Please, because there has been another previous review on this 

topic, I think you should comment on the methods section if you are replicating the methods from the 

previous review, and if not (that you are not) why you are increasing so much the number o 

databases (that basically is really increasing the number of papers duplicates and the numbers of 

excluded papers).  

 

Answer: We thank the reviewer for highlighting this issue. The authors intended to replicate and 

expand the electronic search for the previous review to ensure maximum sensitivity in the search. We 

have added some detail to the methodology section to address this, please see page 5, lines 6 to 13.  

 

Reviewer 1: Methods (Page 5, lines 57-58). It seems you have limited the comparators to “no 

intervention or usual care” in the inclusion criteria. Please, do explain why because this really limits 

your research.  

 

Answer: We thank the reviewer for highlighting this error. The review actually incorporated any 

comparator intervention, including no intervention and usual care. We have now edited the inclusion 

criteria to make this clearer, please see page 6, lines 16 to 17.  

 

Reviewer 1: Methods (Page 6, lines 22-23). You stated that you excluded “studies which did not 

include an outcome relevant to both smoking and pregnancy”. How and under which criteria you 

judge that is a “relevant outcome” for smoking and pregnancy? Please, any explicit criteria for this?  

 

Answer: The authors wish to thank the reviewer for highlighting this area of uncertainty. The authors 

were trying to highlight that studies which report an outcome that was not related to smoking and/or 

the health of the mother/infant (example relevant outcomes are. cost per quitter, cost per QALY, cost 

per low birth weight infant avoided, etc) were excluded. An example of such an outcome is the 

number of general practitioners delivering a cessation intervention. We have attempted to address 

this in the exclusion criteria, please see page 7, lines 7 to 12.  

 

Reviewer 1: Results: Please, do structure your qualitative reporting of results as the structure of the 

QHES questions…so, all the information is provided by the same section contained and structured in 

the QHES questionnaire.  

 

Answer: The authors feel that to highlight the areas which previous evaluations didn’t meet is a 

priority for the paper. If the reader wishes to look at a particular section, they can easily check Table 3 
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on page 14 to see which studies meet those QHES criteria.  

 

Reviewer 1: Results (Page 10, lines 46-58). Please, could you provide details on the diseases related 

to babies from pregnant smokers more clearly? So, which types of diseases people have used to 

measure the QALYs of the babies and the mothers?  

 

Answer: The authors have edited the results section to make it more clearly what the diseases are. 

The authors have also added more details to what diseases are included in the QALY calculations 

conducted in included studies. Please see page 12, lines 16 to 26.  

 

Reviewer 1: Conclusions (Page 20 – line 36). I do not really agree that this paper “demonstrates” that 

the interventions for pregnant smokers women are cost-effective..Specially because we do not know 

exactly the comparators used and because in the results, the is not a clear section stating which are 

the most cost-effective interventions compared one with each other.  

 

Answer: We thank the reviewer for highlighting this issue. We have addressed the issue of the 

comparators in Table 4 on page 17. The authors have edited the conclusion to focus on the results of 

the individual studies rather than the review demonstrating cost-effectiveness. Please see page 23, 

lines 6 to 16.  

 

Reviewer 1: Abstract. In the section “eligibility criteria for selecting studies” I would say instead of 

“…any relevant economic outcome” “…any relevant metric”. It is not really an economic outcomes, is 

an economic and clinical outcome…so probably “economic evaluation metric” fits better in your 

sentence;  

 

Answer: We thank the reviewer for the suggestion and have amended the abstract to reflect this. 

Please see page 2, line 11.  

 

Reviewer 1: You state along the whole paper that you are carrying a “narrative synthesis”, whereas I 

think you could say you are doing a qualitative analysis, indeed because you are also using a quality 

established tool (QHES questionnaire);  

 

Answer: We thank the reviewer for the suggestion and have amended the paper to reflect this.  

 

Reviewer 1: Table 1 (Page 7, lines 17-25). In “Evaluation characteristics” please, just say “type of 

economic evaluation”. Please, in “characteristics of resource estimates” and “characteristics of cost 

estimates” , could you provide some hints on which are these characteristics?  

 

Answer: We thank the reviewer for highlighting this error, and have updated Table 2 accordingly. 

Please see page 8.  

 

Reviewer 2: The economic burden is one part of the equation, the other is effectiveness. The authors 

must stress they analysed poorly effective intervention. a) Direct interventions for cessation are only a 

part of the comprehensive framework for tobacco control. In most country TC is poor, accordingly, 

cessation rate is poor. Eg. too many health care professionals are not the best persons for providing 

advice and assistance as they are smokers or poorly trained. 

(http://www.ncbi.nlm.nih.gov/pubmed/24704134 ) b) In this piece, most interventions for cessation are 

characterized by their low level. Smoking cessation needs motivational interviewing + psychological 

support + nicotine replacement therapy. NRT needs adequate doses, this means combination of 

various forms (eg. patch + lozenge/spray). This combination is well evidenced based since 

long.(Cochrane Database Syst Rev 2013;5:CD009329) It is now well evidence in pregnant 

women.(http://www.ncbi.nlm.nih.gov/pubmed/23680076) This is not a surprise as increased nicotine 
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metabolism is documented during pregnancy.  

 

Answer: We agree with the sentiments that the reviewer has expressed, however we can only 

evaluate work that has been carried out. Unfortunately it would appear that no economic evaluations 

of the highly effective interventions suggested by the reviewer have been conducted, and as such we 

cannot include them  

 

Reviewer 2: Relapse prevention is another issue.  

 

Answer: We agree that relapse prevention is a serious issue, and we mention how studies deal with 

relapse, please see page 21, lines 21 to 30. However, economic evaluations of relapse prevention 

interventions are a different research question beyond the scope of this paper.  

 

Reviewer 2: The conclusion is an undue pledge for physical activity. Taking regular exercise hardly 

help people to give up smoking.(http://www.ncbi.nlm.nih.gov/pubmed/25170798 

http://www.ncbi.nlm.nih.gov/pubmed/26126757) If effective, it is only very low effective vs nothing.  

 

Answer: We agree with the reviewer’s sentiments that there are potentially more effective 

interventions, however, we can only report only studies that have been conducted so far.  

 

Reviewer 2: P4/L13 “Smoking costs the UK NHS around £5 billion in 2005-2006.” How is this relevant 

the understanding of what’s going on? The average total tax take on a pack of cigarettes is 86%. The 

relevant figure is how much the revenue service get without doing nothing. The industry argues it 

contributes £12.3bn a year to the exchequer. Imperial is one of the largest contributors of tax to the 

UK government in the FTSE 100! This allow to understand why tobacco control is not a priority for 

governments, left or right wing.(http://www.ncbi.nlm.nih.gov/pubmed/21978315) The concern about 

economic evaluation is how many pennies the NHS get for smoking cessation in pregnant women for 

every £10 of tobacco tax revenue. Belgium is a beacon: since 2005, this very small kingdom provides 

for free both psychological support and pharmacological treatment, not only for pregnant smokers, but 

also for their smoking spouses!  

 

Answer: We agree with the reviewers comments, however, we are looking at interventions from a 

healthcare and societal perspective, and not a public finances perspective, hence we do not need to 

include costs and tax revenues.  

 

Reviewer 2: Smoking rate during pregnancy.(p4/L18) The ref is an old one. Moreover, NHS statistics 

are just a smoke screen.(http://www.ncbi.nlm.nih.gov/pubmed/26173432) Why providing useless 

mean values (average number of testicles in human is one)? 20% of women in northeast England 

(30·3% in Blackpool) are smokers when they gave birth, compared with 6% in London (2·8% in 

Brent)! (http://www.ic.nhs.uk/pubs/wsstd1112q3)  

 

Answer: We have updated our smoking during pregnancy references. Please see page 4, lines 11 to 

13.  

 

Reviewer 2: I‘m not sure that “economic evaluation is an integral part of decision making …” (p4/L30). 

It should but it is not yet, even in countries the most dedicated to it. 

(http://www.ncbi.nlm.nih.gov/pubmed/19809025)  

 

Answer: We agree with the reviewer’s statement; however the UK does utilise economic evaluation as 

part of the health technology assessments and evaluations conducted by the National Institute of 

Health and Care Excellence.  
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Reviewer 2: This piece confirms the low quality of cost effectiveness analyses.  

 

Answer: We agree with the reviewer’s statement.  

 

Reviewer 3: There is significant abbreviation usage without adequate explanation. Right away in the 

Abstract the acronym QALY is used without explanation. This omission turns out to be a significant 

one as QALY is a key consideration when describing reviewed studies, but is it not described in detail 

anywhere, making interpretation of what is being described difficult. What is ICER, NICE, etc?  

 

Answer: We thank the reviewer for highlighting the lack of clarity with some of the acronyms. We have 

spelt out the QALY acronym in the abstract, and have checked the entire manuscript to make sure 

each acronym has been spelt out. Please see: Page 2, line 12, Page 5, lines 19 to 23, Page 18, lines 

31 to 32.  

 

Reviewer 3: Many of economic terms are used and not explained. I have major concerns about 

whether the readership of this medical journal will understand them without some explanation here. 

This begins in the Abstract (what is the difference between cost-offset, cost-effectiveness, and cost-

utility, for example) and continues throughout the paper (for example what are micro-costing 

analyses, discount rates, etc). Please consider describing these terms so that the reader will better 

understand what is being presented.  

 

Answer: We appreciate the reviewer’s concerns, and have attempted to address some of the 

definitions. We have added Table 1 (see page 7, lines 1 to 2) which gives some brief over of the 

different types of economic evaluations. We have also had brief definitions of many of the terms within 

the manuscript. Please see: Page 11, lines 26 to 27, and Page 11, lines 28 to 29  

 

Reviewer 3: Consider rewriting the “Strengths” and “Limitations” bullet points. At this point the reader 

will have no idea what the QHES is, so structuring these points around that tool is a bit meaningless. 

Also, some of the points are oddly worded, and could be rewritten with more clarity, including better 

explanation of terms (for example “narrative synthesis”).  

 

Answer: We thank the reviewer for the suggestion and have rewritten these points. Please see page 3  

 

Reviewer 3: In the first paragraph of the introduction, data is presented about pregnancy smoking. 

Please check the accuracy of the pregnancy smoking rates presented. For example, the U.S. rate is 

given as 14.1% and the 2009 Tong et al paper is cited. While this citation has been used in the past, 

the most recent rate they give (for 2005) is 13.8%, not 14.1%. In addition, there are more recently 

published population estimates for pregnancy smoking in the U.S. that now put the rate under 12%. 

Consider updating all rates presented as much as possible.  

 

Answer: We thank the reviewer for this suggestion, and we have now updated our prevalence rates in 

the introduction. Please see page 4, lines 11 to 13.  

 

Reviewer 3: I was a little puzzled about the actual goal of the paper. From the title, abstract, and 

beginning of the Introduction, it appears that the goal is to synthesize information on the cost 

effectiveness of pregnancy smoking cessation interventions. However, in the paragraph on page 9 

just prior to the Results section, it is stated that the primary objective is to “discuss the quality of the 

methods used in identified studies.” This discrepancy may contribute to the somewhat dense Results 

section that might benefit from reorganization around the primary and perhaps secondary objectives, 

were they to be better and more clearly stated that way.  

 

Answer: The main objective of this paper was to critically assess the quality of current evaluations of 
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smoking cessation interventions within pregnancy. It was hoped that this paper would identify the 

methodological short comings of the current literature such that if a new decision analytic model was 

to be constructed, it could address some of the limitations included within the previous literature. To 

address this concern, the authors have restructured the paper to put primary emphasis on the QHES 

assessment before describing the results of included studies. We hope this addresses the reviewers 

concerns.  

 

Reviewer 3: On page 5 under “Inclusion Criteria,” how is the population “and/or their offspring”? This 

is about smoking cessation, so how can the children be the population? Also, what would constitute a 

“hypothetical” intervention? Finally, under “Comparators,” were studies that compared two 

interventions head to head excluded (only “No intervention or ‘usual care’” are mentioned)?  

 

Answer: We thank the reviewer for these comments. Regarding children, we included studies which 

focused on the outcomes of children whose mothers may have received a cessation intervention as 

these may be the focus of several economic evaluations. If we had focused on women exposed to a 

population intervention, these studies would have been excluded. We have edited the inclusion 

criteria to make this clearer, please see page 6, lines 7 to 10. A hypothetical intervention is a 

cessation intervention in an economic evaluation with an assumed effectiveness e.g. a cessation 

intervention with a 5% level of effectiveness. We have addressed this in the inclusion criteria, please 

see page 6, lines 12 to 14. Head to head evaluations were included. We have adjusted the inclusion 

criteria to make it clear that we include any comparator intervention, please see page 6, lines 16 to 

17.  

 

Reviewer 3: Minor grammatical point: The word “which” is used when “that” is more appropriate in 

many places (example – p. 7, line 38). The paper would also benefit from a very careful reread for 

odd wording, extra words, etc.  

 

Answer: We have double checked the paper and attempted to correct any odd wording.  

 

Reviewer 3: I am not sure it is the best use of space on page 8 to detail specifics for 3 of the QHES 

questions when the actual tool is presented as supplementary material. Perhaps this could all be put 

together?  

 

Answer: We thank the reviewer for this suggestion and have moved all the additional criteria to the 

supplementary files to be alongside the QHES instrument. Please see page 8, line 12 to page 9, line 

15, and Supplementary File 3.  

 

Reviewer 3: On page 9 it is mentioned that two of the studies included in this review were 

unpublished. Typically reviews of this type only include published studies. Please provide rationale for 

the inclusion of these studies, how you discovered them (i.e. the data bases reviewed typically only 

include publications) and how you insured the quality of findings that did not undergo peer review.  

 

Answer: As is described in the methods section (see page 8, lines 1 to 8), the authors made attempts 

to contact trial authors where a published protocol had been identified. We have made this clearer in 

the results section, see page 10, line 19. The authors felt it was important to include these studies as 

they were valid economic evaluations that were currently in press (i.e. the trial results had undergone 

peer review and the trial authors were currently in the process of responding to reviewer comments 

when the review authors made contact with them. Since initially writing this manuscript, Cooper et al 

(2014) has been published in the Health Technology Assessment Journal (see ref 32), while the 

results of the trials undertaken by Tappin et al (2015) and Ussher et al (2015) have been published in 

the BMJ. Please see references 33 and 34. The authors of this review are also regularly in touch the 

trial authors in an effort to keep up to date with the publication of the trial results. To ensure the quality 
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of the economic evaluations, we applied our quality assessment tool to these models. Had there been 

any concerns regarding the economic evaluations performed in these studies, our assessment using 

the QHES tool would have identified these, and hence the studies would have been graded 

appropriately.  

 

Reviewer 3: At the top of page 10, the types of interventions utilized in the reviewed studies are 

described. First, what is a “literature based intervention”? Second, why was an NRT study included 

when NRT has not been demonstrated safe for pregnant women? And third, why were reports 

included that did not involve actual interventions (i.e. “four studies odelled hypothetical 

interventions”)? More detail and justification is needed here.  

 

Answer: We thank the reviewer for her comment. We apologise for the lack of clarity in regards for 

literature based interventions. What the authors meant to refer to were interventions that had been 

previously described in the literature (e.g. effectiveness from systematic reviews). We have made this 

clearer in the manuscript, please see page 11, lines 6 to 7. With regards to NRT, there is now some 

evidence that NRT is considered safe in pregnancy (see Cooper et al, reference 32). Furthermore, 

NRT prescriptions are now standard practice in NHS Stop Smoking Services and are given to 

pregnant women. The purpose of this paper was to evaluate any previous literature on the cost-

effectiveness of cessation interventions, and not to comment on the safety of the cessation 

interventions. With regards to the hypothetical interventions, these four evaluations were included as 

they were valid economic evaluations of cessation interventions within pregnancy with assumed 

levels of effectiveness. As has been previously stated, the purpose of this review was to critically 

assess published evaluations; we leave this to reader to make their own conclusions about research 

methodologies.  

 

Reviewer 3: In the second paragraph of page 10, more questions arise. In addition to explaining the 

different cost terms (see item #2 above), please also explain what is meant by “evaluations conducted 

ALONGSIDE clinical trials” – does this mean evaluations OF clinical trials, or something else? Also, 

describe what is meant by “decision analytic models,” as well as studies that used “healthcare 

provider perspective” and a “societal perspective.”  

 

Answer: We apologise for the lack of clarity in the term, and have adjusted it to ‘within’ clinical trials to 

make this clearer, please see page 11, line 20. The authors have added a brief explanation as to the 

different approaches to economic evaluations in the methods section with additional references 

should the reader want more clarification (refs 21 and 22). Please see page 6, lines 23 to 25, and 

Table 1 on page 7. The authors have added a brief explanation as to the different perspectives used 

by included studies, please see page 11, lines 23 to 26.  

 

Reviewer 3: Please describe how “deterministic sensitivity analyses” were used.  

 

Answer: We have made this clearer, please see page 12, line 28 to page 29, line 2.  

 

Reviewer 3: On page 11 some odd wording stood out, and it appears in several other places as well. 

It is stated that studies “identified cessation during pregnancy as being cost effective.” We know that 

quitting smoking during pregnancy leads to cost savings and that is not really what this paper is about 

– should this not be worded that “cessation INTERVENTIONS” during pregnancy are cost effective?  

 

Answer: We apologise for this error and have now corrected the manuscript, please see page 15, line 

4.  

 

Reviewer 3: Also on page 10, it is stated that “NRT was likely to be more effective but more costly.” 

Than what – what is the comparator?  
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Answer: The comparator intervention was placebo patches with behavioural support. We have made 

this clear in the manuscript, please see page 14, lines 13 to 14.  

 

Reviewer 3: On page 14, discussions of the Ayadi et al and Pollack et al reports talk about costs in 

USD (24 and 45) – are these per person amounts? Also, with respect to the Pollack et al paper there 

is mention of a cost savings amount with respect to averted SIDS deaths – how are there financial 

costs associated with this outcome and what are they?  

 

Answer: We thank the reviewer for highlighting this omission, they were per person amounts, and 

have adjusted the manuscript to reflect this, please see page 18, line 8. Regarding Pollak et al, there 

are no healthcare cost savings, the USD 210,500 refers to the cost per SID averted of a typical 

smoking cessation program. We apologise for this error and have now corrected the manuscript, 

please see page 18, lines 11 to 14.  

 

Reviewer 3: In the Discussion on page 18 the authors state that this review “demonstrates that the 

included studies are potentially inaccurately estimating the cost-effectiveness cessation 

interventions.” What data presented in the Results section form the basis of this conclusion?  

 

Answer: We have removed this statement from the manuscript and now suggest that the review 

suggests that there a key limitations with the current literature which needs to be addressed, please 

see page 20, lines 22 to 25.  

 

Reviewer 3: Also on page 18, it is stated that “Cessation interventions in non-pregnant populations 

have often been described as ‘the gold standard’ in cost effectiveness.” Compared to what – other 

health behavior interventions, or something else?  

 

Answer: We have removed this statement and have now stated “been found to be very cost-effective”, 

please see page 22, lines 26 to 27.  

 

Reviewer 3: Figure 1 – the diagram starts at the top talking about “records,” changes to “articles,” but 

concludes with a certain number of “studies.” Are these terms interchangeable, or did the unit of 

analysis change in this figure? Consistency is important here for the figure to be meaningful.  

 

Answer: Figure 1 is the PRISMA flowchart as taken from the template on the PRISMA statement 

website. The authors understand that these terms are interchangeable, and the PRISMA statement is 

a requirement of the journal submission.  

 

Reviewer 3: Supplementary Files 3 & 4 contain information often included as tables in systematic 

review papers. If space does preclude this, consider making them Supplementary Files 1 & 2 at least 

as they contain much more relevant info that what is included in the other Supplementary Files.  

 

Answer: While we agree with the reviewer that the tables of characteristics should be Supplementary 

Files 1 and 2, journal submission requirements are that supplementary files are cited in numerical 

order as they appear in the manuscript text; hence they have remained files 3 and 4. 
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VERSION 2 – REVIEW 

REVIEWER Braillon 
france 

REVIEW RETURNED 24-Sep-2015 

 

GENERAL COMMENTS 1/ In the discussion, first paragraph “This review found 18 studies 
which included economic evaluations of cessation interventions 
delivered during pregnancy, however only six of these (33%) were 
judged as high quality.”  
Despite “cost effectiveness” places cost at the first place it is useless 
to perform cost analysis when effectiveness is poor due to flawed 
treatments. The authors must underline that none of the studies they 
analysed provided adequate treatments.  
Smoking cessation needs motivational interviewing + psychological 
support + nicotine replacement therapy. NRT needs adequate 
doses, this means combination of various forms (eg. patch + 
lozenge/spray). This combination is well evidenced based since 
long.(Cochrane Database Syst Rev 2013;5:CD009329) It is well 
evidenced in pregnant women and I cannot understand why they 
authors refuse to point out this and to cite : 
http://www.ncbi.nlm.nih.gov/pubmed/23680076  
Bottom line : don’t put the cart before the horse.  
2/ The introduction “Not only is the mother exposed to the long term 
risks of smoking [3], but has an increased risk of certain pregnancy 
complications (e.g. placenta abruption, ectopic pregnancy) [4], while 
also having serious consequences on her offspring.” seems weird to 
me. Indeed: a) smoking is the first avoidable cause of preterm birth 
and low birth weight; it increased risk of ALMOST ALL pregnancy 
complications (except pregnancy induced hypertension). Last many 
reliable reviews are available to provide RR!  
3/ P27 “From the within-trial evaluations identified, there is evidence 
that cessation interventions involving physical activity may offer most 
value for money because they are dominant (saves money and is 
more effective), however this was only based on the results of one 
study, which also demonstrates that there is a degree of uncertainty 
in the results.( 33. Ussher M, Lewis S, Aveyard P, et al. Physical 
activity for smoking cessation in pregnancy: randomised controlled 
trial. BMJ 2015;350:h2145)”  
Once more, I cannot understand this claim.  
a) reference 33’s conclusion is “ Adding a physical activity 
intervention to behavioural smoking cessation support for pregnant 
women did not increase cessation rates at end of pregnancy. During 
pregnancy, physical activity is not recommended for smoking 
cessation but remains indicated for general health benefits.”  
b) The Cochrane review concluded : “Only two of the 20 trials 
offered evidence for exercise aiding smoking cessation in the long 
term. All the other trials were too small to reliably exclude an effect 
of intervention, or included an exercise intervention which may not 
have been sufficiently intense to achieve the desired level of 
exercise. http://www.ncbi.nlm.nih.gov/pubmed/25170798 I consider 
the revised version shows the same pitfalls.  
 
1/ In the discussion, first paragraph “This review found 18 studies 
which included economic evaluations of cessation interventions 
delivered during pregnancy, however only six of these (33%) were 
judged as high quality.”  
Despite “cost effectiveness” places cost at the first place it is useless 
to perform cost analysis when effectiveness is poor due to flawed 
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treatments. The authors must underline that none of the studies they 
analysed provided adequate treatments.  
Smoking cessation needs motivational interviewing + psychological 
support + nicotine replacement therapy. NRT needs adequate 
doses, this means combination of various forms (eg. patch + 
lozenge/spray). This combination is well evidenced based since 
long.(Cochrane Database Syst Rev 2013;5:CD009329) It is well 
evidenced in pregnant women and I cannot understand why they 
authors refuse to point out this and to cite : 
http://www.ncbi.nlm.nih.gov/pubmed/23680076  
Bottom line : don’t put the cart before the horse.  
2/ The introduction “Not only is the mother exposed to the long term 
risks of smoking [3], but has an increased risk of certain pregnancy 
complications (e.g. placenta abruption, ectopic pregnancy) [4], while 
also having serious consequences on her offspring.” seems weird to 
me. Indeed: a) smoking is the first avoidable cause of preterm birth 
and low birth weight; it increased risk of ALMOST ALL pregnancy 
complications (except pregnancy induced hypertension). Last many 
reliable reviews are available to provide RR!  
3/ P27 “From the within-trial evaluations identified, there is evidence 
that cessation interventions involving physical activity may offer most 
value for money because they are dominant (saves money and is 
more effective), however this was only based on the results of one 
study, which also demonstrates that there is a degree of uncertainty 
in the results.( 33. Ussher M, Lewis S, Aveyard P, et al. Physical 
activity for smoking cessation in pregnancy: randomised controlled 
trial. BMJ 2015;350:h2145)”  
Once more, I cannot understand this claim.  
a) reference 33’s conclusion is “ Adding a physical activity 
intervention to behavioural smoking cessation support for pregnant 
women did not increase cessation rates at end of pregnancy. During 
pregnancy, physical activity is not recommended for smoking 
cessation but remains indicated for general health benefits.”  
b) The Cochrane review concluded must be cited: “Only two of the 
20 trials offered evidence for exercise aiding smoking cessation in 
the long term. All the other trials were too small to reliably exclude 
an effect of intervention, or included an exercise intervention which 
may not have been sufficiently intense to achieve the desired level 
of exercise. http://www.ncbi.nlm.nih.gov/pubmed/25170798 must be 
cited  
4/ regarding cost of smoking. The authors responded. “we are 
looking at interventions from a healthcare and societal perspective, 
and not a public finances perspective, hence we do not need to 
include costs and tax revenues.”  
a) Public finance is a societal perspective.  
b) healthcare expenditures increase with age (average spending on 
60 year olds is twice as high as the spending for 40 year olds, 
spending on 70 year olds is four-times as high and 80 year olds 
have on average six-times higher hospital expenditures than 40 year 
olds). As smokers die an average of 10 years earlier than non-
smokers, total medical expenditures may be quite lower for smokers 
than non-smokers. This is even more likely as usually medical 
expenditure usually fail to include long-term nursing care, a major 
issue for the elderly.  
c) Moreover smokers yield major cost savings in pension payments 
due to their premature death.  
Failure to understand that smoking benefit everyone, except those 
who smoke, is a major problem. Tobacco control advocates cannot 
expect effective tobacco control if they ignore the cause!  
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4/ regarding cost of smoking. The authors responded. “we are 
looking at interventions from a healthcare and societal perspective, 
and not a public finances perspective, hence we do not need to 
include costs and tax revenues.”  
a) Public finance is a societal perspective.  
b) healthcare expenditures increase with age (average spending on 
60 year olds is twice as high as the spending for 40 year olds, 
spending on 70 year olds is four-times as high and 80 year olds 
have on average six-times higher hospital expenditures than 40 year 
olds). As smokers die an average of 10 years earlier than non-
smokers, total medical expenditures may be quite lower for smokers 
than non-smokers. This is even more likely as usually medical 
expenditure usually fail to include long-term nursing care, a major 
issue for the elderly.  
c) Moreover smokers yield major cost savings in pension payments 
due to their premature death.  
Failure to understand that smoking benefit everyone, except those 
who smoke, is a major problem. Tobacco control advocates cannot 
expect effective tobacco control if they ignore the cause! 

 

VERSION 2 – AUTHOR RESPONSE 

In the discussion, first paragraph “This review found 18 studies which included economic evaluations 

of cessation interventions delivered during pregnancy, however only six of these (33%) were judged 

as high quality.”  

Despite “cost effectiveness” places cost at the first place it is useless to perform cost analysis when 

effectiveness is poor due to flawed treatments. The authors must underline that none of the studies 

they analysed provided adequate treatments.  

Smoking cessation needs motivational interviewing + psychological support + nicotine replacement 

therapy. NRT needs adequate doses, this means combination of various forms (eg. patch + 

lozenge/spray). This combination is well evidenced based since long.(Cochrane Database Syst Rev 

2013;5:CD009329) It is well evidenced in pregnant women and I cannot understand why they authors 

refuse to point out this and to cite : http://www.ncbi.nlm.nih.gov/pubmed/23680076  

Bottom line : don’t put the cart before the horse.  

 

Author: This manuscript is about systematically reviewing the quality of previously published 

economic evaluations and not a review about the effectiveness of interventions for smoking cessation 

during pregnancy. We do not feel this is a relevant comment. Furthermore, the quit rates of included 

studies are reported, not only as incremental quit rates in Table 4 but in Supplementary Files 3 and 4, 

therefore the reader can judge for themselves whether the intervention should be considered effective 

or not.  

 

Reviewer: The introduction “Not only is the mother exposed to the long term risks of smoking [3], but 

has an increased risk of certain pregnancy complications (e.g. placenta abruption, ectopic pregnancy) 

[4], while also having serious consequences on her offspring.” seems weird to me. Indeed: a) smoking 

is the first avoidable cause of preterm birth and low birth weight; it increased risk of ALMOST ALL 

pregnancy complications (except pregnancy induced hypertension). Last many reliable reviews are 

available to provide RR!  

 

Author: We find this statement confusing, as the reviewer seems to be agreeing with our sentence. 

We cite the meta-analysis by Castles et al (Castles, Adams et al. 1999) which reports several relative 

risks and odds ratios for the conditions, although we do not state these in our text. Furthermore, we 

cite the meta-analyses by Di Franza (DiFranza and Lew 1995) and Shah et al (Shah and Bracken 

2000) which also report meta-analyses demonstrating links between smoking and miscarriage, low 
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birth weight, and premature birth. Therefore, if we are citing such articles which demonstrate such a 

link with smoking during pregnancy, is this not what the reviewer was asking?  

 

Reviewer: P27 “From the within-trial evaluations identified, there is evidence that cessation 

interventions involving physical activity may offer most value for money because they are dominant 

(saves money and is more effective), however this was only based on the results of one study, which 

also demonstrates that there is a degree of uncertainty in the results.( 33. Ussher M, Lewis S, 

Aveyard P, et al. Physical activity for smoking cessation in pregnancy: randomised controlled trial. 

BMJ 2015;350:h2145)”  

Once more, I cannot understand this claim.  

a) reference 33’s conclusion is “ Adding a physical activity intervention to behavioural smoking 

cessation support for pregnant women did not increase cessation rates at end of pregnancy. During 

pregnancy, physical activity is not recommended for smoking cessation but remains indicated for 

general health benefits.”  

b) The Cochrane review concluded must be cited: “Only two of the 20 trials offered evidence for 

exercise aiding smoking cessation in the long term. All the other trials were too small to reliably 

exclude an effect of intervention, or included an exercise intervention which may not have been 

sufficiently intense to achieve the desired level of exercise. 

http://www.ncbi.nlm.nih.gov/pubmed/25170798 must be cited  

 

Author: Dominance occurs when an intervention has a negative incremental cost compared to the 

comparator (i.e. is cheaper) but has the same or better effectiveness (i.e. the incremental 

effectiveness is ≥0) (for more information regarding dominance in economic evaluation, please see 

Drummond et al (Drummond, Sculpher et al. 2007)). The results from Ussher et al (Ussher, Lewis et 

al. 2015) suggest that physical exercise was cheaper and more effective for smoking cessation during 

pregnancy; therefore the results from the economic evaluation suggested dominance. However, as 

we stated in our manuscript, this is based on the results of one trial and had a lot of uncertainty 

associated with the result. This should highlight to the reader that while the current evidence points to 

this, it should be interpreted with caution, and that further research needs to be conducted to 

determine the cost-effectiveness of physical exercise interventions. Furthermore, the Cochrane 

review (as highlighted by the reviewer) only cites two studies conducted within-pregnancy, with only 

the study included in this review (Ussher, Lewis et al. 2015) including an economic evaluation; all 

other studies do not include pregnant women. Therefore, the authors feel that citing this review would 

be irrelevant.  

 

Reviewer: regarding cost of smoking. The authors responded. “we are looking at interventions from a 

healthcare and societal perspective, and not a public finances perspective, hence we do not need to 

include costs and tax revenues.”  

a) Public finance is a societal perspective.  

b) healthcare expenditures increase with age (average spending on 60 year olds is twice as high as 

the spending for 40 year olds, spending on 70 year olds is four-times as high and 80 year olds have 

on average six-times higher hospital expenditures than 40 year olds). As smokers die an average of 

10 years earlier than non-smokers, total medical expenditures may be quite lower for smokers than 

non-smokers. This is even more likely as usually medical expenditure usually fail to include long-term 

nursing care, a major issue for the elderly.  

c) Moreover smokers yield major cost savings in pension payments due to their premature death.  

Failure to understand that smoking benefit everyone, except those who smoke, is a major problem. 

Tobacco control advocates cannot expect effective tobacco control if they ignore the cause!  

 

Author: Public finance is not part of the societal perspective in economics. Taxes, subsidies, pension 

payments, etc, are transfer payments from one part of society to another; economic wealth is 

redistributed rather than created. These transfer payments should not be included in economic 
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evaluation as they just affect the distribution of resources rather than the consumption or creation of 

resources. A societal perspective focuses on resources depleted/created, with costs and outcomes in 

terms of resources used regardless where they are utilised (e.g. health service, individuals, 

employers). Please see Drummond, pages 55 and 84. (Drummond, Sculpher et al. 2007) With 

regards to medical expenditures for smokers/non-smokers in the long term, several studies included 

in the review take into account the impacts of smoking related diseases, as discussed in the 

manuscript.  
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