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VERSION 1 - REVIEW 

REVIEWER WM Thomson 
The University of Otago  
Dunedin  
New Zealand 

REVIEW RETURNED 15-Aug-2015 

 

GENERAL COMMENTS General comments  
The study is worthwhile, but there need to be improvements made to 
the presentation of the data and to the precision of the writing. The 
authors have not maximised the potential of the data that they have, 
and the idiosyncratic analyses and way the Tables are laid out do 
not do the data justice. The authors have an opportunity here to 
make a real statement about the high burden of poor oral health 
among older men, yet this paper does not do that, partly because an 
opportunity has been missed with the data presentation.  
 
Some of the writing and punctuation is idiosyncratic, and the other 
authors need to pull their weight in this respect. ‘The’ is missing here 
and there. Do not use & or e.g., etc.  
 
I would be grateful if the revised paper used 1.5 spacing instead of 
being single-spaced.  
 
Section-specific comments  
 
Title  
Begin it with ‘The’, and change ‘results’ to ‘findings’.  
 
Abstract  
This will need to be redone anyway, but the second sentence refers 
to the ‘prevalence of … measures’, which is not quite right – we 
report the prevalence of conditions but not measures; we use the 
latter to gauge the former…  
 
The degree of overlap between the 1622 who were examined and 
the 2147 who returned questionnaires is not clear here and is 
certainly not clear in the body of the paper. Please clarify this. Are 
they separate samples? Are all of the 1622 in the 2147? What is 
‘Mode rate periodontal disease’? Should that be ‘moderate’?  
 
The conclusions are not really conclusions – just a restating of the 
findings.  
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Introduction  
This is OK, but it really doesn’t set the study up – it does not even 
specify a research question. I think the entire Intro section could be 
rewritten to make a stronger case for conducting the study.  
 
Methods  
Don’t leave the poor reader to work out percentages.  
Para 1, last sentence – point out that you did that for the purposes of 
the current study.  
 
The rationale for not collecting caries data is weak, as is that for not 
collecting root caries data – it is a problem faced by everyone who 
collects such data. Perio data have problems too, but that did not 
stop the collection of those data, albeit using a severely constrained 
partial recording protocol.  
 
Results  
 
The presentation of data needs a lot of work. Once that is done, this 
should be a very useful paper.  
Table 1 – you are not presenting the no of teeth and perio disease 
by sociodemographic factors, as alleged in the title – what you are 
presenting is mean age by the prevalence of a number of oral 
disease indicators. The data should not be presented this way – the 
more useful and informative approach would be to actually do what 
your Table title says you are doing. And put the social class 
measures in there – the Figs are unnecessary.  
 
Table 2 suffers from exactly the same problem. We are not 
interested in mean age by any of those things – unless, of course, 
the research question was whether there are differences in mean 
age between (say) people with gum disease and those who do not 
have it. Surely, the logical way to approach this would be to allocate 
participants to ordinal categories of age (that is, age groups) and 
then present the other data by those. And by any other important 
sociodemographic characteristics that you have collected data for. 
Have a look at any recent dental epidemiological paper.  
 
While on the Tables, I fail to see how Chi-square tests for trend are 
appropriate for those data. I think the co-authors really have to take 
some responsibility for this and step up and guide the first author 
through what needs to be done here.  
 
Why use the CDC definitions with CPI data on index teeth? The 
CDC definitions were developed for use with attachment loss data 
from more complete examinations. Also, there is a wide range of 
periodontal case definitions, and none of them is satisfactory. You 
would be better advised to use the CPI approach, given that your 
data used index teeth. Don’t try to introduce more sophistication into 
the perio measures than is warranted by the data you have 
collected.  
 
The data in Table 3 – why not present the prevalence of 1+ impacts 
on daily life by sociodemographic characteristics? You are under-
using your data.  
 
Table 4 – the XI has not been used as it was designed to be used. 
The authors need to check out other such papers. Was the standard 
dry mouth question used alongside it as a validity check? That item 
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can also be used to determine the prevalence of xerostomia, which 
would also be useful information in this study.  
 
Discussion  
The Discussion is currently not a discussion of the study findings; 
rather, it is really just a restating of the results. As a general rule, the 
first paragraph of the Discussion should briefly reiterate what the 
study did and what it showed. The second paragraph should 
address the weaknesses of the study design and measures, etc. 
The paragraphs which follow should then discuss how the findings 
support or refute the current literature. The final paragraph should tie 
it all together – so what? Where next? What are the implications for 
practice?  
 
 
References  
The XI one should be replaced by the original 1999 paper. 

 

REVIEWER Shingo Moriya 
National Institute of Public Health, Japan 

REVIEW RETURNED 20-Aug-2015 

 

GENERAL COMMENTS In general, the paper is well written and interesting, perhaps 
contributing to an understanding of the burden of oral health 
problems in the UK. There are several comments.  
 

【Methods】  

page 3, line 51-57; Dental measures………….mesiobuccal site.  
Please describe definitely eligible criteria for subjects with 
periodontal assessments, for example, a subject with all of six teeth 
including left and right molars and central incisors in the upper and 
lower arch. And describe the number of subjects who are eligible for 
such criteria in the result section.  
 

【Results】  

1. page 5, line 13-17 ; Figure 1 and 2……….non-manual groups.  
The authors showed regional and social class difference in 
edentulism, periodontal disease and self-rated oral health. Please 
examine these differences by statistical methods such as the chi-
square test.  
2. page 5, line 26-31; Table 4 presents…………….. was 73%.  
The authors wrote percentages, for example, 31%, 29%. It is not 
clear how these data were drawn from Table 4. Please write 
percentage data easily drawn from Table 4.  
 

【Discussion】  

page 6, line 50-51; The study has had an exceptionally high follow-
up rate (98%).  
Where did the authors draw 98%? Please describe this data in the 
result section. 

 

REVIEWER Fabiola de Andrade 
FIOCRUZ, Brazil 

REVIEW RETURNED 22-Aug-2015 
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GENERAL COMMENTS Continuous assessment of oral health among elderly is important to 

the evaluation of oral diseases throughout life and useful to assess 

the final effect of the oral health programs. This descriptive study 

aimed to present the prevalence of oral conditions among elderly 

individuals in UK. Despite the importance of the subject, the paper 

provided a regional perspective of the problem.  

The introduction should highlight the broader perspective about the 

burden of oral diseases including up-to-date references and 

justifying what the paper adds to improve the knowledge in its field. 

The justification of the paper is based in the lack of research in UK. 

The authors mentioned that “The National Diet and Nutrition Survey 

in 1994-95 was the last study to include an oral health survey of 

older people in Britain (aged >65 years)”, however later in the paper 

al the discussion is based in a recent survey “The Adult Dental 

Health Survey 2009”.  

More details with regard of the study should be presented. Please 

clarify if oral health examination was available only for the 2010-

2012 follow-up. Who and how many were the oral health examiners? 

Examiners’ agreement could be presented according to the kappa 

index.  

The paper would benefit from analysis testing the associations 

between oral health conditions and socioeconomic characteristics.  

The results lacks a description of the population and a comparison 

between baseline characteristics of people included in the study and 

the ones lost to follow-up.  

Please review categories of number of teeth on table 1. 

On table 3 – it is not clear what the difference between the first three 

variables.  

The results are poorly discussed and there are many repetitions of 

the findings in the previous section. As the introduction, the 

discussion should consider a broader perspective of the subject and 

include comparisons with findings from different studies worldwide, 

besides the “The Adult Dental Health Survey”. 

Page 5, line 52-52 – the prevalence of edentulism and functional 

dentition in the study population should be compared with younger 

age group instated of 85+years old. Besides, the prevalence in the 

comparisons between the studies needs revision. The authors 

compared the prevalence of having 21+teeth in their study with the 

prevalence of having 21+ among dentate people in the “The Adult 

Dental Health Survey”. Please also review the prevalence of 

edentulism among 85+ year old people in the last.  

The study did not present a consistent analysis with regard to the 

SES measures related to the outcomes, but state that similar 

socioeconomic patterns have been reported in other studies. 

Nothing is said about the SES measures and their interpretation 
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(e.g. what are the socioeconomic conditions in each region?). 

People from outside the region won’t have a reference for 

comparison.  Besides there is no results to support the conclusion 

“Our results highlight the need to investigate determinants (biological 

and social) that are important in improving oral health and function in 

later life.”  This was not the objective of the study. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1  

WM Thomson, University of Otago, New Zealand  

1. General comments  

The study is worthwhile, but there need to be improvements made to the presentation of the data and 

to the precision of the writing. The authors have not maximised the potential of the data that they 

have, and the idiosyncratic analyses and way the Tables are laid out do not do the data justice. The 

authors have an opportunity here to make a real statement about the high burden of poor oral health 

among older men, yet this paper does not do that, partly because an opportunity has been missed 

with the data presentation. Some of the writing and punctuation is idiosyncratic, and the other authors 

need to pull their weight in this respect. ‘The’ is missing here and there. Do not use & or e.g., etc. I 

would be grateful if the revised paper used 1.5 spacing instead of being single-spaced.  

Authors’ response:  

We thank the Reviewer for the constructive comments on our paper and accept the suggestions 

made.  

Changes to the paper:  

We have revised the paper extensively to improve the presentation and interpretation of findings as 

suggested and have corrected any typing errors. Details of changes are described below for each 

comment. We have used 1.5 spacing in the revised text.  

 

2. Title: Begin it with ‘The’, and change ‘results’ to ‘findings’.  

Authors’ response:  

We accept the suggestions to the tile.  

Changes to the paper:  

As suggested, we have revised the title which now begins with “The” and we have changed “results” 

to “findings” (page 1).  

 

3. Abstract: This will need to be redone anyway, but the second sentence refers to the ‘prevalence of 

… measures’, which is not quite right – we report the prevalence of conditions but not measures; we 

use the latter to gauge the former… The degree of overlap between the 1622 who were examined 

and the 2147 who returned questionnaires is not clear here and is certainly not clear in the body of 

the paper. Please clarify this. Are they separate samples? Are all of the 1622 in the 2147? What is 

‘Mode rate periodontal disease’? Should that be ‘moderate’? The conclusions are not really 

conclusions – just a restating of the findings.  

Authors’ response:  

We thank the Reviewer for these comments and agree that these points need to be clarified in the 

abstract.  

Changes to the paper:  

As suggested, we have revised the objectives and specify that we describe the prevalence of oral 

health conditions using objective and subjective measures (page 2 paragraph 1). We have also now 

explained that the 1660 men who were examined were part of the sample of the 2147 men who 

returned a questionnaire (page 2 paragraph 3). We have also clarified this point in the main body of 

the paper (page 6, paragraph 2). We have also revised the conclusions section to now emphasise 
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that the findings represent the high burden of poor oral health in older British men (page 2 paragraph 

5).  

 

4. Introduction: This is OK, but it really doesn’t set the study up – it does not even specify a research 

question. I think the entire Intro section could be rewritten to make a stronger case for conducting the 

study.  

Authors’ response:  

We thank the Reviewer for this comment. We agree that the introduction needs to bring out the gaps 

in the evidence leading to the main objective of this paper.  

Changes to the paper:  

We have now rewritten the Introduction section of the paper (page 3, and page 4 paragraph 1). We 

provide the background of an ageing population in countries such as the UK, and the importance of 

oral health problems. We emphasise what is not known in terms of the epidemiology of oral health 

conditions in the UK. We also provide a clear aim of this paper which was to describe the burden of 

oral health problems in an older British population.  

 

5. Methods: Don’t leave the poor reader to work out percentages. Para 1, last sentence – point out 

that you did that for the purposes of the current study. The rationale for not collecting caries data is 

weak, as is that for not collecting root caries data – it is a problem faced by everyone who collects 

such data. Perio data have problems too, but that did not stop the collection of those data, albeit using 

a severely constrained partial recording protocol.  

Authors’ response:  

We agree that further clarification in the Methods section is needed, including the rationale for not 

collecting data on caries in this study. We accept that difficulty in measurement of dental caries is not 

sufficient justification. The dental examination was part of an extensive physical examination which 

lasted 2-3 hours per participant and included anthropometry, lung function, body composition, ECG, 

non-invasive cardiovascular assessments and blood sample collection. Given the advanced age of 

the participants (71-92 years) there were constraints on the extent of all physical examinations 

including the dental examination. Since this was primarily a cardiovascular study, cardiovascular-

related assessments took priority and it was feasible only to conduct a brief dental examination. 

Therefore, a pragmatic decision was made to include periodontal disease measures given its 

importance in older populations and the potential avenues for further research with cardiovascular 

disease which is the main focus of this cohort study.  

Changes to the paper:  

As suggested, we have provided further clarity in the Methods section. We have added the 

percentages for the number of surviving men invited for the examination (page 4 paragraph 2). We 

have also specified that the categorisation of non-manual and manual social class groups was done 

for the purposes of this study (page 4, paragraph 2). We have also expanded on the rationale for not 

including dental caries in this study. We have explained that only a brief dental examination was 

feasible because of the time constraints on the physical examination due to the advanced age of the 

participants (page 5 paragraph 1).  

 

6. Results: The presentation of data needs a lot of work. Once that is done, this should be a very 

useful paper. Table 1 – you are not presenting the no of teeth and perio disease by sociodemographic 

factors, as alleged in the title – what you are presenting is mean age by the prevalence of a number of 

oral disease indicators. The data should not be presented this way – the more useful and informative 

approach would be to actually do what your Table title says you are doing. And put the social class 

measures in there – the Figs are unnecessary. Table 2 suffers from exactly the same problem. We 

are not interested in mean age by any of those things – unless, of course, the research question was 

whether there are differences in mean age between (say) people with gum disease and those who do 

not have it. Surely, the logical way to approach this would be to allocate participants to ordinal 

categories of age (that is, age groups) and then present the other data by those. And by any other 
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important sociodemographic characteristics that you have collected data for. Have a look at any 

recent dental epidemiological paper. While on the Tables, I fail to see how Chi-square tests for trend 

are appropriate for those data. I think the co-authors really have to take some responsibility for this 

and step up and guide the first author through what needs to be done here.  

Authors’ response:  

We thank the Reviewer for pointing out these issues. We agree that the social class measures could 

be included in Tables 1 and 2 instead of in Figure 2. The purpose of these Tables was simply to 

present the overall prevalence of oral health conditions and we agree that it would be more helpful to 

present their prevalence according to age and social class as the key demographic variables. We also 

accept that chi-squared tests for trend were clearly inappropriate where mean age was presented, 

which was an editing error from revising a previous draft of the paper. In response to the Reviewer’s 

suggestions we have carried out further analyses to present the prevalence of oral health conditions 

according to age groups, social class and region and used chi-squared tests.  

Changes to the paper:  

We have added the social class measure in Tables 1 and 2 and we have removed Figure 1 (pages 14 

and 15). We have now presented results of Tables 1, 2 and 3 according to groups of age, social class 

and region. We have also clarified this information in the Results and Methods sections specifying 

that chi-squared tests were used (page 6 paragraphs 1 and 3).  

 

7. Why use the CDC definitions with CPI data on index teeth? The CDC definitions were developed 

for use with attachment loss data from more complete examinations. Also, there is a wide range of 

periodontal case definitions, and none of them is satisfactory. You would be better advised to use the 

CPI approach, given that your data used index teeth. Don’t try to introduce more sophistication into 

the perio measures than is warranted by the data you have collected.  

Authors’ response:  

We are grateful to the Reviewer for this comment. We accept that simpler categories for periodontal 

disease would be better suited given that the measures were made on a limited number of index 

teeth. For consistency, we now present both measures of periodontal disease (loss of attachment and 

periodontal pocket) based on percentage of sites affected to have three groups of 0%, 1-20% and 

more than 20% sites affected; this categorization used in other epidemiological studies takes into 

account the number of sites measured (Weyant RJ, et al. J of American Geriatrics Society 2004).  

Changes to the paper:  

We have now used a simpler categorisation for both periodontal disease measures and have revised 

the results to present loss of attachment based on categories of 0%, 1-20% and >20% sites affected 

for loss of attachment (page 6 paragraph 1, and Table 1). We also present the overall proportion of 

men with loss of attachment >5.5 mm in the Results section (page 6 paragraph 3).  

 

8. The data in Table 3 – why not present the prevalence of 1+ impacts on daily life by 

sociodemographic characteristics? You are under-using your data.  

Authors’ response:  

We are grateful for this comment and accept this suggestion.  

Changes to the paper:  

As suggested, we have conducted further analyses and now present the prevalence of oral impacts 

on daily life according to age and social class (the key demographic variables) in Table 3, similar to 

the presentation in Tables 1 and 2. We have also commented on these findings in the Results section 

(page 7 paragraph 2).  

 

9. Table 4 – the XI has not been used as it was designed to be used. The authors need to check out 

other such papers. Was the standard dry mouth question used alongside it as a validity check? That 

item can also be used to determine the prevalence of xerostomia, which would also be useful 

information in this study.  

Authors’ response:  
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We thank the Reviewer for these comments and suggestions. We accept that the Xerostomia 

Inventory (XI) has been used and presented in previous studies as a mean score and to investigate 

changes in xerostomia over time. We have now added the mean XI score in the Results section. We 

also reported the proportion of subjects reporting symptoms from the XI simply as a way of describing 

the prevalence of the problem. We also agree that presenting the prevalence of xerostomia based on 

a question on dryness of mouth would be useful. We do not have the standard dry mouth question 

(‘how often does your mouth feel dry?), although the first question of the XI closely approximates it 

(my mouth feels dry…never, hardly ever, occasionally, fairly often and very often). We have now 

added results based on this question.  

Changes to the paper:  

We have now added the mean score for the xerostomia inventory questions in the Results section 

(page 7, paragraph 4). We have also included the prevalence of xerostomia based on the response to 

the question on dryness of mouth (my mouth feels dry) if reported occasionally, fairly often or very 

often; the prevalence based on this question was 34% (n=735).  

 

10. Discussion: The Discussion is currently not a discussion of the study findings; rather, it is really 

just a restating of the results. As a general rule, the first paragraph of the Discussion should briefly 

reiterate what the study did and what it showed. The second paragraph should address the 

weaknesses of the study design and measures, etc. The paragraphs which follow should then discuss 

how the findings support or refute the current literature. The final paragraph should tie it all together – 

so what? Where next? What are the implications for practice?  

Authors’ response:  

We are grateful for these comments and accept the suggestions. We have revised the Discussion 

substantially in terms of the structure of the Discussion, the strengths and limitations and the 

implications.  

Changes to the paper:  

We have revised the Discussion section as suggested (page 8-11). We have also added more 

comments on the implications of the findings.  

 

11. References: The XI one should be replaced by the original 1999 paper.  

Authors’ response:  

We agree that the 1999 reference for the xerostomia inventory would be more appropriate.  

Changes to the paper:  

As suggested, we have now used the reference Thomson WM, et al 1999 for the xerostomia 

inventory (reference 13).  

 

Reviewer 2  

Shingo Moriya, Institution and Country, National Institute of Public Health, Japan  

In general, the paper is well written and interesting, perhaps contributing to an understanding of the 

burden of oral health problems in the UK. There are several comments.  

12. Methods: page 3, line 51-57; Dental measures………….mesiobuccal site. Please describe 

definitely eligible criteria for subjects with periodontal assessments, for example, a subject with all of 

six teeth including left and right molars and central incisors in the upper and lower arch. And describe 

the number of subjects who are eligible for such criteria in the result section.  

Authors’ response:  

We thank the Reviewer for pointing this out. We agree that more information is needed on the 

measurements. In each sextant of the mouth, left and right first molars were measured in the posterior 

sextants, and right central incisor in the anterior sextant; where the first molar was missing, the 

following tooth was chosen in order of priority: second premolar, first premolar, second molar; if the 

central incisor was missing, the next mesial tooth available in that sextant was chosen. Using these 

criteria, periodontal disease measures were made in 1246 subjects. These further details have been 

added in the manuscript.  
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Changes to the paper:  

As suggested, we have added more information on the inclusion of teeth for periodontal disease 

measures in the Methods section (page 4 paragraph 3). We have also provided the number of 

subjects who had these measures in the Results section (page 6 paragraph 2).  

 

13. Results: page 5, line 13-17 ; Figure 1 and 2……….non-manual groups. The authors showed 

regional and social class difference in edentulism, periodontal disease and self-rated oral health. 

Please examine these differences by statistical methods such as the chi-square test.  

Authors’ response:  

We thank the Review for this comment. We accept the suggestion and examined the social class and 

regional differences in edentulism, periodontal disease and self-rated oral health using chi-squared 

tests. The social class differences were significant for edentulism, loss of attachment and poor self-

rated oral health.  

Changes to the paper:  

As suggested, we have conducted and presented results from chi-squared tests for social class and 

regional differences in edentulism, periodontal disease and self-rated oral health. This is described in 

the Methods section (page 6 paragraph 1), the Results section and in Tables 1 and 2.  

 

14. Results: page 5, line 26-31; Table 4 presents…………….. was 73%. The authors wrote 

percentages, for example, 31%, 29%. It is not clear how these data were drawn from Table 4. Please 

write percentage data easily drawn from Table 4.  

Authors’ response:  

We thank the Reviewer for this comment. We accept the presentation of these results needs 

clarification. The percentages were based on those reporting symptoms from the Xerostomia 

Inventory as occasionally, fairly often or very often.  

Changes to the paper:  

As suggested, we have now clarified that the percentages are reported for Xerostomia Inventory 

symptoms that were as occasionally, fairly often or very often (page 7 paragraph 4).  

 

15. Discussion: page 6, line 50-51; The study has had an exceptionally high follow-up rate (98%).  

Where did the authors draw 98%? Please describe this data in the result section.  

Authors’ response:  

We thank the Reviewer for pointing this out. The follow-up rate of 98% in the study is based on the 

proportion of participants who have continued to be followed for morbidity and mortality since initial 

recruitment at baseline in 1978-80. We accept that this comment is misleading in the context of the 

cross-sectional results of this study and we have now removed this comment.  

Changes to the paper:  

We have now omitted this comment from the Discussion section (page 8 paragraph 3).  

 

Reviewer 3:  

Fabiola de Andrade  

Continuous assessment of oral health among elderly is important to the evaluation of oral diseases 

throughout life and useful to assess the final effect of the oral health programs. This descriptive study 

aimed to present the prevalence of oral conditions among elderly individuals in UK. Despite the 

importance of the subject, the paper provided a regional perspective of the problem.  

16. The introduction should highlight the broader perspective about the burden of oral diseases 

including up-to-date references and justifying what the paper adds to improve the knowledge in its 

field. The justification of the paper is based in the lack of research in UK.  

Authors’ response:  

We thank the Reviewer for this comment. We appreciate that the Introduction section needs to be 

strengthened. We accept the suggestions made to provide a broader perspective on the issue of the 

burden of oral health in older people.  
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Changes to the paper:  

As suggested, we have provided more background to the issue on oral health in older people. We 

have provided more information on the general issues of the health of ageing populations and have 

included more references on oral health problems in older people (page 3 paragraphs 1 and 2).  

 

17. The authors mentioned that “The National Diet and Nutrition Survey in 1994-95 was the last study 

to include an oral health survey of older people in Britain (aged >65 years)”, however later in the 

paper al the discussion is based in a recent survey “The Adult Dental Health Survey 2009”.  

Authors’ response:  

We thank the Reviewer for pointing this out. We refer to the National Diet and Nutrition Survey in the 

Introduction section as the last study specifically in older people. We accept that we should also refer 

to the Adult Dental Health Survey also in the Introduction. We have also added reference to the 

English Longitudinal Study of Ageing which has information on self-reported edentulism.  

Changes to the paper:  

We have now referred to and commented on the Adult Dental Health Survey in the Introduction 

section (page 3 paragraph 1), and have also commented on the National Diet and Nutrition Survey 

and the English Longitudinal Study of Ageing in the Discussion section (page 9 paragraph 1).  

 

18. More details with regard of the study should be presented. Please clarify if oral health examination 

was available only for the 2010-2012 follow-up. Who and how many were the oral health examiners? 

Examiners’ agreement could be presented according to the kappa index.  

Authors’ response:  

We thank the Reviewer for this comment and accept the suggestions made to provide more details on 

the study and measurements. The oral health examination was conducted for the first time at the 

2010-12 follow-up when the participants were aged 71-92 years. We accept the need to have more 

information on the examiners and agreement, which we have added in the revised manuscript. 

Examiners (research nurses) underwent extensive training and calibration including a pilot prior to the 

study and a calibration check during the study. Agreement was tested between each examiner and 

the training examiner (dental surgeon) for every reading for the three periodontal disease measures 

(loss of attachment, periodontal pocket depth, gingival bleeding). Examiner and trainer agreement 

ranged from 89% to 95% (closest agreement was for gingival bleeding), and median Kappa index was 

0.79.  

Changes to the paper:  

As suggested, we have provided more clarification on the oral health examination in the Methods 

section (page 4 paragraph 3 and page 5 paragraph 1).  

 

19. The paper would benefit from analysis testing the associations between oral health conditions and 

socioeconomic characteristics.  

Authors’ response:  

We are grateful for this comment and accept the suggestion made. We have conducted additional 

analyses to present results on oral health conditions according to social class in the Results section.  

Changes to the paper:  

As suggested, we have added more information in the Methods and Results sections on social class 

differences in oral health conditions (page 6 paragraphs 1 and 3, and page 7 paragraphs 1-3) and in 

Tables 1 and 2.  

 

20. The results lacks a description of the population and a comparison between baseline 

characteristics of people included in the study and the ones lost to follow-up.  

Authors’ response:  

We thank the Reviewer for this suggestion. We agree that descriptive characteristics of the study 

population are needed. We have added descriptive characteristics for age, social class and region in 

the results tables. We conducted further analyses to compare responders and non-responders in 
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terms of age, social class, and also self-rated overall health based on previous follow-up data (as a 

measure of overall health). Compared to responders, non-responders were older, had a higher 

proportion of manual social classes, and higher levels of poor/fair self-rated overall health. Since 

these factors (age, social class, overall health) are related to poor oral health, it is likely that our 

findings underestimate the prevalence of oral health conditions that we report. We have addressed 

this in the Discussion section.  

Changes to the paper:  

As suggested, we have now added descriptive characteristics of the study population aged 71-92 

years in the results in Tables 1 and 2. We have also added results comparing responders and non-

responders in the Results section (page 6 paragraph 2), and commented on this in the Discussion 

section (page 8 paragraph 3).  

 

21. Please review categories of number of teeth on table 1.  

Authors’ response:  

We have reviewed the categories of number of teeth presented and edited the titles of categories to 

avoid overlap in numbers.  

Changes to the paper:  

We have edited the categories of number of teeth to specify the number of teeth in each group (page 

5 paragraph 3).  

 

22. On table 3 – it is not clear what the difference between the first three variables.  

Authors’ response:  

We thank the Reviewer for pointing this out. We agree that the first variables in Table 3 are very 

similar. These were based on three questions on pain and discomfort, sensitivity, and another 

question on toothache, sensitivity, and tooth decay. Following the Reviewer’s comment, we have now 

presented only the third variable as it encompasses both toothache and sensitivity and to avoid 

repetition.  

Changes to the paper:  

We have now presented results only for the variable on toothache/ sensitivity/ tooth decay (Table 3).  

 

23. The results are poorly discussed and there are many repetitions of the findings in the previous 

section. As the introduction, the discussion should consider a broader perspective of the subject and 

include comparisons with findings from different studies worldwide, besides the “The Adult Dental 

Health Survey”.  

Authors’ response:  

We are grateful for this comment. We accept the need to add a broader perspective to the Discussion 

section. We also agree that repetitions from previous sections need to be removed from the 

Discussion section and we have made these suggested changes.  

Changes to the paper:  

As suggested, we have now revised our Discussion section to include a review on oral health 

conditions of older people with studies in populations other than the UK, and have removed 

repetitions from the previous Results section (page 8 last paragraph and page 9 second paragraph).  

 

24. Page 5, line 52-52 – the prevalence of edentulism and functional dentition in the study population 

should be compared with younger age group instated of 85+years old. Besides, the prevalence in the 

comparisons between the studies needs revision. The authors compared the prevalence of having 

21+teeth in their study with the prevalence of having 21+ among dentate people in the “The Adult 

Dental Health Survey”. Please also review the prevalence of edentulism among 85+ year old people 

in the last.  

Authors’ response:  

We thank the Reviewer for this comment and accept the suggestions made.  

Changes to the paper:  
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As suggested, we have edited the comparison groups in the Discussion section (page 9 paragraph 1).  

 

25. The study did not present a consistent analysis with regard to the SES measures related to the 

outcomes, but state that similar socioeconomic patterns have been reported in other studies. Nothing 

is said about the SES measures and their interpretation (e.g. what are the socioeconomic conditions 

in each region?). People from outside the region won’t have a reference for comparison. Besides 

there is no results to support the conclusion “Our results highlight the need to investigate 

determinants (biological and social) that are important in improving oral health and function in later 

life.” This was not the objective of the study.  

Authors’ response:  

We thank the Reviewers for pointing this out. We have re-analysed our data to present results 

according to social class groups. The results show a higher proportion of edentulism, increased loss 

of attachment and poor/fair self-rated oral health in those from manual or lower social classes. These 

findings imply the need to further investigate socioeconomic differences in oral health conditions in 

older people. This paper on the burden of poor oral health provides the basis for these further 

investigations on socioeconomic differences. We have also added clarification in the Discussion 

section on regional differences; we explain that the regional differences with lowest levels of 

edentulism in South of England and highest in Scotland is in keeping with the known pattern of lower 

levels of other diseases (such as cardiovascular disease) in South of England and higher levels in 

Scotland. We also accept the need to edit the comment in the implications section.  

Changes to the paper:  

As suggested, we have added more information in the Results (Tables 1, 2 and 3) and Discussion 

sections on social class and regional differences in oral health conditions (page 10 and page 11 

paragraph 1). We have also edited the comment in the Implications section as suggested. 

 

VERSION 2 – REVIEW 

REVIEWER WM Thomson 
The University of Otago  
New Zealand 

REVIEW RETURNED 04-Nov-2015 

 

GENERAL COMMENTS The reviewer also provided a PDF with additional comments. Please 
contact the publisher for full details. 

 

VERSION 2 – AUTHOR RESPONSE 

The Reviewer provided minor comments and edits as annotations on a hard copy of the manuscript 

which was sent to us.  Since these were detailed annotations on the manuscript, we are unable to 

provide a point-by-point response as we did previously.  

However, we have made all the changes according to the annotated comments provided by the 

Reviewer on the manuscript.  
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