
PEER REVIEW HISTORY 

BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) Dermatological Disease in the Older Age Group - A Cross-Sectional 
Study in Aged Care Facilities 

AUTHORS Deo, Maneka; Kerse, Ngaire; Vandal, Alain; Jarett, Paul 

 

VERSION 1 - REVIEW 

REVIEWER S.F.K. Lubeek 
Department of Dermatology, Radboudumc, Nijmegen, the 
Netherlands 

REVIEW RETURNED 18-Sep-2015 

 

GENERAL COMMENTS Interesting paper on the dermatological problems of institutionalized 
elderly; an important topic which is getting more and more important 
every day due to the aging world population and in which data are 
relatively scarce in current literature. However, I believe there are 
some major methodological (and statistical) limitations/unclarities to 
consider.  
 
My comments/suggestions:  
 
- Abstract: (1) I believe the word "significant" in the results could me 
misleading and should at least be further specified in the abstract. 
(2) I suggest to further clarify the methods in the abstract, especially 
considering the dermatological examination / diagnostics.  
 
- Introduction: (3) I think it could strenghten the paper to include 
some basic information about the dermatologic and elderly care 
system in your country.  
 
- Methods:  
(4) On what was the decision to include two aged care facilities 
based?;  
(5) The usage of the word "significant" (in the context of "skin 
disease") could be confusing for potential readres. Furthermore, 
there seems to be a discrepancy between the definition given in the 
method section ("dermatological disease that needed treatment in 
the opinion of the investigators, or if the disease was already under 
treatment was not optimally controlled") and the results (i.e. you 
describe the finding of onychomycosis, capillaritis, Favre-
Rachouchot) withour any information about complaints.. I hardly 
doubt if these conditions meet the earlier mentioned definition of 
"significant skin disease"; it would have definitly strengthened the 
paper to have included to patient-related outcomes (itch etc).  
(6) How did you come to the categories used for the skin diseases 
found? On a etiological basis it doesn't seem very logical to put all 
"inflammatory" diseases in one category, shouldn't this be taken in 
into account in your analysis/conclusions?  
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(7) What do you mean by "any other disease; and any disease" 
(page 5, line 53)  
(8) Please clariy why you added the specific disease subgroups 
"tinea" and "eczema".  
(9) How were the diagnoses made? Just based on clinical 
examination? Did you use a culture/microscopic examination i.e. in 
tinea? Did you used histopathological examination i.e. in the 
different types of skin cancer?  
(10) Although I'm not a statistician I do have some 
questions/comments about your statistical analysis:  
- isn't the available information about the predictors (AMTS/RCS) 
used not to scarce to use them in a logistic regression model (in 
other words: when thinking in crosstabs, shouldn't there be at least a 
frequenty count of 1 in each cell to be able to predict something?) 
what about the standard errors?  
- how did you handle more than 1 disease diagnosed in one subject  
- shouldn't you compare the predictors within the sick vs non-sick 
group to be sure they are appropriate?  
- how did you handle missing values (for instance the AMTS score in 
table 2 where n=81)  
 
Results:  
(11) I would suggest to add a table with (more) baseline 
characteristics, including means/SDs etc. Also could you say 
anything about baseline characteristics of your study population 
compared with the residents who did not participate in your study?  
(12) Note the "Error" on page 8, line 46  
(13) The sentence "No cases of scabies were diagnosed" seems to 
say something about your expectations towards the results en in my 
opinion this should be something to put into your discussion instead 
of in your results.  
(14) I would suggest to add a total number of diagnoses made per 
disease category in Table 4, which is currently lacking. Furthermore, 
I would suggest to find a way to make this table more compact.  

 

REVIEWER Pietro Rubegni 
Dpt. of Dermatology,  
University of Siena  
Italy 

REVIEW RETURNED 24-Sep-2015 

 

GENERAL COMMENTS In their study the Authors aimed to investigate the prevalence of 
dermatological conditions in residential care and testing also the 
hypothesis that those with the greatest physical or cognitive 
impairment would have the greatest dermatologic disease burden.  
 
Pag 2, line 16-20 and pag 3 lines 44-8. “Older people living in aged 
care facilities face multiple potential barriers to accessing 
dermatological care including physical and/or cognitive disability.“  
I wonder if it was better to say that older people in general face 
multiple potential barriers to accessing dermatological care. This is 
also a limitation of the paper because it narrows the search only to 
the elderly who are in “age care facilities”. The authors must stress 
this limitation.  
 
Pag 3, lines 48-54. “Aged care facilities may not have optimal 
surroundings in which to undertake a comprehensive skin check, 
primary care physicians may lack dermatological training or 
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confidence in dermatological examination and visits to such care 
facilities by dermatologists may be infrequent.”  
This probably happens in their context (country). In other countries 
the elderly patients in nursing homes or in community hospitals have 
no problem to consult a dermatologist. The Author shoul report 
these differences all over the coutries.  
 
Pag 4, lines 5-8. “There are few well-planned studies on the 
prevalence of dermatological disease in the older people, however 
the data that exist suggest a high prevalence of both inflammatory 
dermatoses and skin cancer (2).”  
These are not few but… only one paper!!!! I think instead that there 
are numerous studies on the subject that authors must absolutely 
mention.  
1) Kilic A, Gul U, Aslan E, et al Dermatologic findings in the senior 
population of nursing homes in Turkey. Aech Gerontol Geriatr 
2008;47:93-8  
2) Yamamoto T, Ohkawa T. The statistics of skin disorders in the 
elderly seen at geriatric medical centre in Tokyo (in Japanese). 
Hifubyoh-Shinryon 1991; 13:257-262.  
3) Yap KB, Siew MG, Goh CL. Pattern of skin disease in the elderly 
seen at the NationalSkin Center (Singapore) 1990. Singapore Med J 
1994;35:147-50.  
4) Liao YH, Chen KH, Tseng MP, et al. Pattern of skin diseases in a 
geriatric patient group in Taiwan:a 7 year survey from the outpatient 
clinic of a university medical center. Dermatol 2001;203:308-313.  
5) Souissi A, Zeglaoui F, El Fekih N., et al. Pathologie cutanée chez 
le sujet agé. Etude multicentrique tunisienne. Ann Dermatol 
Venereol 2006;133:231-4.  
6) Mseddi M, Borgi N, Sellami L, et al. Pathologie cutanée du sujet 
agé en dermatologie. Ann Dermatol Venereol 2006; 133:272-80.  
Pag 4, lines 29-33. “Managing skin cancer in the setting of a long-
term residential care facility in the face of multiple comorbidities can 
be challenging, as treatment decisions will differ compared to a 
young and healthy patient. Therefore an accurate diagnosis is 
essential.”  
An accurate diagnosis is always desirable. DELETE  
 
Pag 9, line 18. The most common disorders were onychomycosis 42 
(47.7%)  
This is really incredible. Authors must state the method by which 
they made diagnosis of onychomycosis.  
 
Pag 13 lines 33-34. “There is a significant burden of unrecognised 
and inadequately treated dermatologic disease in older people living 
in aged residential care facilitie”  
In this regard, the authors must discuss the possibility of using 
teledermatology in these patients and some refererences on the 
topic should be reported.  
1. Rubegni P, Nami N, Cevenini G, et al. Geriatric teledermatology: 
store-and-forward vs. face-to-face examination. J Eur Acad 
Dermatol Venereol. 2011;25:1334-9.  
2. Shah MN, Morris D, Jones CM, et al. A qualitative evaluation of a 
telemedicine-enhanced emergency care program for older adults. J 
Am Geriatr Soc. 2013;61:571-6. 

 

REVIEWER Robin Graham-Brown 
University Hospitals of Leicester  
Leicester  
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United Kingdom 
 
NB I know one of the authors 

REVIEW RETURNED 15-Oct-2015 

 

GENERAL COMMENTS This is a neat and well-conducted study that confirms previous 
findings that dermatological disease is very commons in older 
people.  
 
My only negative comments are:  
1). The paper has a couple of references to previous reports of a 
similar kind but it is worth acknowledging that there is also a 
considerable body of data from studies going back over a number of 
years from several countries  
2). The spelling of dermatological should be modified to 
dermatological for a British English readership  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

 

Reviewer Name: S.F.K. Lubeek  

 

Institution and Country: Department of Dermatology, Radboudumc, Nijmegen, the Netherlands.  

 

Please leave your comments for the authors below  

 

Interesting paper on the dermatological problems of institutionalized elderly; an important topic which 

is getting more and more important every day due to the aging world population and in which data are 

relatively scarce in current literature. However, I believe there are some major methodological (and 

statistical) limitations/unclarities to consider.  

 

My comments/suggestions:  

 

- Abstract: (1) I believe the word "significant" in the results could me misleading and should at least be 

further specified in the abstract. (2) I suggest to further clarify the methods in the abstract, especially 

considering the dermatological examination / diagnostics.  

THANK YOU-WE HAVE FURTHER SPECIFIED THE DEFINITION OF 'SIGNIFICANT' AS 

"DERMATOLOGICAL DISEASE THAT IN THE OPINION OF THE INVESTIGATORS NEEDED 

TREATMENT OR WAS IDENTIFIED DURING THE ASSESSMENT AS A PATIENT CONCERN" TO 

BETTER REFLECT HOW DATA WAS RECORDED IN PRACTICE. THE METHODS SECTION IN 

THE ABSTRACT HAS ALSO BEEN EXPANDED.  

 

- Introduction: (3) I think it could strenghten the paper to include some basic information about the 

dermatologic and elderly care system in your country.  

ADDITION MADE TO PARAGRAPH 2 IN INTRODUCTION  

 

- Methods:  

 

(4) On what was the decision to include two aged care facilities based?;  

THE FACILITIES WERE SELECTED AS THEY PROVIDED BOTH LOW LEVEL AND HIGH LEVEL 

CARE, AND PROVIDED ACCESS TO RECRUIT A NUMBER OF PARTICIPANTS.  
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(5) The usage of the word "significant" (in the context of "skin disease") could be confusing for 

potential readres. Furthermore, there seems to be a discrepancy between the definition given in the 

method section ("dermatological disease that needed treatment in the opinion of the investigators, or 

if the disease was already under treatment was not optimally controlled") and the results (i.e. you 

describe the finding of onychomycosis, capillaritis, Favre-Rachouchot) withour any information about 

complaints.. I hardly doubt if these conditions meet the earlier mentioned definition of "significant skin 

disease"; it would have definitly strengthened the paper to have included to patient-related outcomes 

(itch etc).  

THANK YOU - PLEASE NOTE OUR REVISED DEFINITION OF 'SIGNIFICANT'. DURING DATA 

COLLECTION PATIENT CONCERN IMPACTED ON OUR ASSESSMENT AND RECORDING OF 

CONDITIONS. HOWEVER WE FEEL THAT TO HAVE USED PATIENT-RELATED OUTCOMES AS 

A SEPARATE OUTCOME WOULD HAVE BEEN MISLEADING AS MANY OF THE PARTICIPANTS 

HAD COGNITIVE IMPAIRMENT LIMITING THEIR ABILITY TO COMMUNICATE.  

- WE SUGGEST THAT ONYCHOMYCOSIS ARGUABLY OFTEN MAY WARRANT TREATMENT 

AND THAT FAVRE-RACOUCHOT IS A SIGN OF ACTINIC DAMAGE WHICH OFTEN WARRANTS 

ONGOING SURVEILLANCE AND/OR FIELD TREATMENT TO PREVENT SKIN CANCER.  

 

(6) How did you come to the categories used for the skin diseases found? On a etiological basis it 

doesn't seem very logical to put all "inflammatory" diseases in one category, shouldn't this be taken in 

into account in your analysis/conclusions?  

INFLAMMATORY WAS THE ORIGINAL CLASSIFICATION USED WHEN WE DESIGNED THE 

STUDY.  

 

(7) What do you mean by "any other disease; and any disease" (page 5, line 53  

APOLOGIES THIS WAS AN ERROR - IT HAS NOW BEEN REMOVED.  

 

(8) Please clariy why you added the specific disease subgroups "tinea" and "eczema".  

THIS WAS DECIDED IN THE PLANNING PHASE. THEY ARE DIFFERENT DISEASE GROUPS 

AND WE THOUGHT THEY MAY BE COMMON IN THE REST HOME RESIDENTS.  

 

(9) How were the diagnoses made? Just based on clinical examination? Did you use a 

culture/microscopic examination i.e. in tinea? Did you used histopathological examination i.e. in the 

different types of skin cancer?  

THESE WERE CLINICAL DIAGNOSES. THE REMIT OF THE STUDY DID NOT INCLUDE 

LABORATORY TESTING. THIS HAS BEEN FURTHER CLARIFIED IN THE MANUSCRIPT 

(ARTICLE SUMMARY AND DISCUSSION PARAGRAPH 2).  

 

(10) Although I'm not a statistician I do have some questions/comments about your statistical 

analysis:  

 

- isn't the available information about the predictors (AMTS/RCS) used not to scarce to use them in a 

logistic regression model (in other words: when thinking in crosstabs, shouldn't there be at least a 

frequenty count of 1 in each cell to be able to predict something?) what about the standard errors?  

KEEPING TO THE REVIEWER’S REPRESENTATION OF THE DATA AS A CROSSTAB, THIS 

ISSUE DOES NOT ARISE WHEN THERE IS A ZERO-VALUED CELL UNLESS EITHER A WHOLE 

MARGINAL TOTAL IS ZERO, OR AN INTERACTION TERM ATTEMPTS TO FIT THAT CELL 

EXACTLY. IN THESE CASES THE LIKELIHOOD CAN’T BE MAXIMISED (THE PROBLEM IS EASY 

TO PICK UP AT ANALYSIS TIME EITHER BY PRODUCING THE CROSSTABS THEMSELVES OR 

THROUGH THE PRESENCE OF EXTREMELY HIGH OR LOW FITTED LOG-ODDS RATIOS). 

HOWEVER NEITHER SITUATION AROSE IN OUR ANALYSES. THE DICHOTOMISATION OF THE 

AMT AND RCS SCORES AND THE AGGREGATION OF THE DISEASES IN DISEASE 

CATEGORIES MAINTAINED GOOD BALANCE BETWEEN LEVELS OF THE RISK FACTORS AND 
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BETWEEN LEVELS OF THE RESPONSES, AND IN FACT ENABLED US TO INVESTIGATE 

CONFOUNDING BY AGE, AGE GROUP AND FACILITY (ALTHOUGH NOT SIMULTANEOUSLY OF 

COURSE). THE DISEASE CLASSIFICATION SCHEME AND THE DICHOTOMISATION OF THE 

PRIMARY RISK FACTORS WERE DESIGNED A PRIORI TO AVOID THE ISSUE OF SCARCITY.  

 

- how did you handle more than 1 disease diagnosed in one subject  

WE TREATED THESE AS SEPARATE OUTCOMES IE. ONE PERSON WAS ABLE TO HAVE 

MORE THAN ONE DIAGNOSIS. WE DID NOT ADJUST ODDS RATIOS OF OUR PRIMARY RISK 

FACTORS FOR THE PRESENCE OF OTHER DISEASES.  

 

- shouldn't you compare the predictors within the sick vs non-sick group to be sure they are 

appropriate?  

ALTHOUGH THE PRACTICE OF COMPARING PREDICTORS ON THE BASIS OF THE OUTCOME 

IS SOMETIMES FOUND IN THE LITERATURE (E.G. RUNNING A T-TEST TO COMPARE A 

CLINICAL MEASURE IN SICK VS. NON-SICK PATIENTS), THIS APPROACH USES THE DISEASE 

OUTCOME TO PREDICT A PREDICTOR, AND SO HAS LIMITED INFERENTIAL VALUE. LOGISTIC 

REGRESSION, LOG-BINARY REGRESSION, LOG-LINEAR REGRESSION, ETC., ALL SET THE 

DISEASE STATUS AS THE OUTCOME/DEPENDENT VARIABLE (E.G. SICK VS. NOT SICK) AND 

ESTIMATE THE PREDICTIVE POWER OF THE PREDICTORS/INDEPENDENT VARIABLES USING 

ODDS RATIOS, RISK RATIOS, RATE RATIOS, ETC. THE PREDICTORS IN THE SICK AND NON-

SICK GROUPS ARE EXPLICITLY COMPARED IN OUR ANALYSES BY STATING, E.G., THAT 

HIGHER COGNITIVE IMPAIRMENT IS (OR IS NOT) ASSOCIATED WITH A HIGHER PROBABILITY 

OF DISEASE THAN LOWER IMPAIRMENT.  

INTERPRETING THE REVIEWER’S COMMENT DIFFERENTLY, IT MAY BE THAT THE REVIEWER 

IS CONCERNED THAT PREDICTORS AND POTENTIAL CONFOUNDERS ARE NOT SIMILAR 

BETWEEN GROUPS, THE WAY ONE WOULD EXPECT, SAY, DEMOGRAPHIC VARIABLES TO 

BE SIMILAR IN THE ARMS OF A RANDOMISED CONTROLLED TRIAL. EVEN IN A RANDOMISED 

TRIAL, HOWEVER, ONE DOES NOT EXPECT SIMILARITY OF ALL RISK FACTORS ACROSS ALL 

LEVELS OF THE OUTCOME.  

LASTLY, WE NOTE THAT POTENTIAL DISSIMILARITIES BETWEEN POSSIBLE CONFOUNDERS 

AMONGST DIFFERENT LEVELS OF THE RISK FACTORS (AMT AND RCS) WERE ADDRESSED 

THROUGH CONFOUNDER ASSESSMENT, AS DESCRIBED IN OUR STATISTICAL ANALYSIS 

SECTION.  

 

- how did you handle missing values (for instance the AMTS score in table 2 where n=81)  

WE USED CASE-WISE DELETION. THE FOLLOWING SENTENCE WAS ADDED TO THE 

STATISTICAL ANALYSIS SECTION:  

PARTICIPANT RECORDS WITH MISSING AMT OR RCS INFORMATION WERE REMOVED FROM 

THE ANALYSIS SET FOR THE AFFECTED ANALYSES ONLY.  

 

Results:  

 

(11) I would suggest to add a table with (more) baseline characteristics, including means/SDs etc. 

Also could you say anything about baseline characteristics of your study population compared with 

the residents who did not participate in your study?  

THE BASELINE CHARACTERISTICS WE COLLECTED WERE AGE, GENDER AND ETHNICITY. 

THE MEAN AGE WAS 87.1 WITH STANDARD DEVIATION 5.5.  

WE DID NOT COLLECT INFORMATION ABOUT RESIDENTS WHO DID NOT CONSENT TO 

PARTICIPATE IN THE STUDY ,  

 

(12) Note the "Error" on page 8, line 46  

THANK YOU, THIS SEEMS TO HAVE APPEARED DURING THE FILE UPLOAD.  
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(13) The sentence "No cases of scabies were diagnosed" seems to say something about your 

expectations towards the results en in my opinion this should be something to put into your discussion 

instead of in your results.  

THANK YOU, WE HAVE MADE THIS CHANGE AS SUGGESTED.  

 

(14) I would suggest to add a total number of diagnoses made per disease category in Table 4, which 

is currently lacking. Furthermore, I would suggest to find a way to make this table more compact.  

NOTED WITH THANKS, AND CHANGES MADE.  

 

Reviewer: 2  

 

Reviewer Name: Pietro Rubegni  

 

Institution and Country: Dpt. of Dermatology, University of Siena, Italy  

 

 

Please leave your comments for the authors below  

 

In their study the Authors aimed to investigate the prevalence of dermatological conditions in 

residential care and testing also the hypothesis that those with the greatest physical or cognitive 

impairment would have the greatest dermatologic disease burden.  

 

 

Pag 2, line 16-20 and pag 3 lines 44-8. “Older people living in aged care facilities face multiple 

potential barriers to accessing dermatological care including physical and/or cognitive disability.“  

I wonder if it was better to say that older people in general face multiple potential barriers to accessing 

dermatological care. This is also a limitation of the paper because it narrows the search only to the 

elderly who are in “age care facilities”. The authors must stress this limitation.  

THANK YOU. WE HAVE MADE THE SUGGESTED CHANGE TO THE ABSTRACT BACKGROUND 

SECTION, AND REINFORCED THIS IN THE ARTICLE SUMMARY.  

 

 

Pag 3, lines 48-54. “Aged care facilities may not have optimal surroundings in which to undertake a 

comprehensive skin check, primary care physicians may lack dermatological training or confidence in 

dermatological examination and visits to such care facilities by dermatologists may be infrequent.”  

 

This probably happens in their context (country). In other countries the elderly patients in nursing 

homes or in community hospitals have no problem to consult a dermatologist. The Author shoul report 

these differences all over the coutries.  

THANK YOU. WE HAVE CHANGED THE MANUSCRIPT (PARAGRAPH 2 INTRODUCTION) TO 

SUGGEST THE DIFFERENCES THAT MIGHT BE PRESENT IN DIFFERENT COUNTRIES.  

 

 

Pag 4, lines 5-8. “There are few well-planned studies on the prevalence of dermatological disease in 

the older people, however the data that exist suggest a high prevalence of both inflammatory 

dermatoses and skin cancer (2).”  

 

These are not few but… only one paper!!!! I think instead that there are numerous studies on the 

subject that authors must absolutely mention.  

1) Kilic A, Gul U, Aslan E, et al Dermatologic findings in the senior population of nursing homes in 

Turkey. Aech Gerontol Geriatr 2008;47:93-8  
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2) Yamamoto T, Ohkawa T. The statistics of skin disorders in the elderly seen at geriatric medical 

centre in Tokyo (in Japanese). Hifubyoh-Shinryon 1991; 13:257-262.  

3) Yap KB, Siew MG, Goh CL. Pattern of skin disease in the elderly seen at the NationalSkin Center 

(Singapore) 1990. Singapore Med J 1994;35:147-50.  

4) Liao YH, Chen KH, Tseng MP, et al. Pattern of skin diseases in a geriatric patient group in 

Taiwan:a 7 year survey from the outpatient clinic of a university medical center. Dermatol 

2001;203:308-313.  

5) Souissi A, Zeglaoui F, El Fekih N., et al. Pathologie cutanée chez le sujet agé. Etude multicentrique 

tunisienne. Ann Dermatol Venereol 2006;133:231-4.  

6) Mseddi M, Borgi N, Sellami L, et al. Pathologie cutanée du sujet agé en dermatologie. Ann 

Dermatol Venereol 2006; 133:272-80.  

THANK YOU FOR THESE SUGGESTIONS. PLEASE NOTE THAT WE HAVE INCLUDED THE 

ADDITIONAL REFERENCES OF KILIC ET AL, YAP ET AL AND LIAO ET AL (NEW REFERENCES 

3-5).  

 

Pag 4, lines 29-33. “Managing skin cancer in the setting of a long-term residential care facility in the 

face of multiple comorbidities can be challenging, as treatment decisions will differ compared to a 

young and healthy patient. Therefore an accurate diagnosis is essential.”  

An accurate diagnosis is always desirable. DELETE  

THANK YOU, THIS HAS BEEN DELETED AS SUGGESTED.  

 

 

Pag 9, line 18. The most common disorders were onychomycosis 42 (47.7%)  

This is really incredible. Authors must state the method by which they made diagnosis of 

onychomycosis.  

YES WE AGREE, THE RATE FOUND IS HIGH. A SIMILAR RATE OF ONYCHOMYCOSIS WAS 

FOUND IN SMITH D, AUSTRALASIAN JOURNAL ON AGEING 2005, AND IN KILIC ET AL, ARCH 

GERONT GERIATR 2008.ilic et al. Arch Gerontol Geriatr 2008 (new ref 3).  

 

“There is a significant burden of unrecognised and inadequately treated dermatologic disease in older 

people living in aged residential care facilitie”  

 

In this regard, the authors must discuss the possibility of using teledermatology in these patients and 

some refererences on the topic should be reported.  

 

1. Rubegni P, Nami N, Cevenini G, et al. Geriatric teledermatology: store-and-forward vs. face-to-face 

examination. J Eur Acad Dermatol Venereol. 2011;25:1334-9.  

 

2. Shah MN, Morris D, Jones CM, et al. A qualitative evaluation of a telemedicine-enhanced 

emergency care program for older adults. J Am Geriatr Soc. 2013;61:571-6.  

 

THANK YOU. THE POTENTIAL FOR TELEDERMATOLOGY HAS BEEN INTRODUCED INTO THE 

DISCUSSION (PARAGRAPH 3), WITH THE ADDITION OF TWO ASSOCIATED REFERENCES 

(RUBEGNI ET AL AND McGOEY ET AL 15-16)  

 

Reviewer: 3  

 

Reviewer Name: Robin Graham-Brown  

 

Institution and Country: University Hospitals of Leicester, Leicester, United Kingdom.  
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Please leave your comments for the authors below  

 

This is a neat and well-conducted study that confirms previous findings that dermatological disease is 

very commons in older people.  

 

 

My only negative comments are:  

 

1). The paper has a couple of references to previous reports of a similar kind but it is worth 

acknowledging that there is also a considerable body of data from studies going back over a number 

of years from several countries  

THANK YOU. PLEASE NOTE THAT WE HAVE INCLUDED THE ADDITIONAL REFERENCES OF 

KILIC ET AL, YAP ET AL AND LIAO ET AL (3-5).2).  

 

The spelling of dermatological should be modified to dermatological for a British English readership  

THANK YOU. THE MODIFICATION TO DERMATOLGICAL HAS BEEN MADE. 

 

VERSION 2 – REVIEW 

REVIEWER S.F.K. Lubeek 
Dep. Dermatology, Radboudumc Nijmegen, the Netherlands 

REVIEW RETURNED 27-Nov-2015 

 

GENERAL COMMENTS In this revised version of the manuscript important improvements 
were included, which makes it of sufficient quality to accept in my 
opinion.  
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