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VERSION 1 - REVIEW 

REVIEWER Dr. Peter Bramlage 
Institute for Pharmacology and Preventive Medicine, Germany 

REVIEW RETURNED 18-Aug-2014 

 

GENERAL COMMENTS Obesity is an important predictor of future morbidity and therefore 
the study is welcome to further elucidate the role of comorbidities on 
weight loss. It is however rather confined to this specific question 
and Fails to consider a number of important other variables.  
 
The following Points Need to be addressed:  
 
The paper Needs a Patient flow Chart to see how many patients 
were included, and how many had a follow-up and what the Impact 
of this Attrition on the results is.  
 
The study does not address WC which is an important further 
variable to assess metabolic health (muscle versus fat). I suspect 
this Information is not available, but it Needs to be mentioned in the 
limitations section.  
 
The list of comorbidities lacks vascular events such as MI or stroke 
and I feel that this is rather incomplete given the importance of 
These variables.  
 
Table 1: Legend for comorbidities necessary  

 

REVIEWER Heather Orpana 
University of Ottawa, Canada 

REVIEW RETURNED 25-Oct-2014 

 

GENERAL COMMENTS Some tables and figures are redundant. 
 
This paper identifies two distinct samples of participants: 1) patients 
for whom height and weight were available in 2010 (185,645) and 2) 
patients for whom height and weight were available in both 2010 and 
2011 (35,863). This paper does not adequately address the potential 
biases within the sub-population that has data for both 2010 and 
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2011. The characteristics of this sample should be compared to the 
overall, larger sample. Perhaps it is not appropriate to include the 
larger sample in this paper as it is not clear how it relates to the 
study objectives. Regardless, the representativeness of the second 
sample with data at both time points will need to be addressed.  
 
If part of the goal of the study is to understand the role of 
comorbidities in weight management in primary care, data on 
whether weight management was a point of intervention should be 
included in the analysis, if possible.  
 
The length of time between the first measurement and the last 
measurement of height and weight should be taken into account in 
these analyses as length of time between measurements can have a 
significant effect on the magnitude of change. This can be included 
as a time variable in the logistic regression.  
 
It is unclear how diagnoses in the intervening time period between 
first and last observation are accounted for. This should be 
considered and at least discussed in the limitations sections if 
incident diagnoses are not captured.  
 
Underweight and normal weight should not be collapsed into a 
single group, as the health risk profiles for both of these groups are 
considerably different.  
 
The issue of regression to the mean as an explanation for the larger 
weight loss among higher grades of obesity should be included in 
the discussion.  
 
Any subsequent paper should be copy edited for English.  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: Peter Bramlage  

 

The paper needs a patient flow chart to see how many patients were included, and how many had a 

follow-up and what the impact of this attrition on the results is.  

A patient flow chart was added (Figure 1 in the current version).  

 

The study does not address WC which is an important further variable to assess metabolic health 

(muscle versus fat). I suspect this information is not available, but it needs to be mentioned in the 

limitations section.  

A new sentence was added in the limitations section on this issue, as suggested.  

 

The list of comorbidities lacks vascular events such as MI or stroke and I feel that this is rather 

incomplete given the importance of these variables.  

We thank the reviewer for this very pertinent comment. In this new version of the manuscript we 

decided to focus on the study of cardiovascular and mental health problems (rather than just the most 

prevalent comorbidities), given their acknowledged impact on the clinical approach to obesity. Events 

such as MI or stroke are therefore now included in the models.  

 

Table 1: Legend for comorbidities necessary  

In table one, where it says # comorbidities, it takes all chronic comorbidities into account. The 

definition of chronic comorbidity is provided in the Methods section.  
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Reviewer: Heather Orpana  

 

Some tables and figures are redundant.  

We believe the different figures and tables offer complementary information which is relevant to the 

understanding of the paper, but have no objection to the deletion of any redundant data if the reviewer 

offers further details on which specific content should be removed.  

 

This paper identifies two distinct samples of participants: 1) patients for whom height and weight were 

available in 2010 (185,645) and 2) patients for whom height and weight were available in both 2010 

and 2011 (35,863). This paper does not adequately address the potential biases within the sub-

population that has data for both 2010 and 2011. The characteristics of this sample should be 

compared to the overall, larger sample. Perhaps it is not appropriate to include the larger sample in 

this paper as it is not clear how it relates to the study objectives. Regardless, the representativeness 

of the second sample with data at both time points will need to be addressed.  

As it can be deducted from Figure 1 (flow-chart included in this new version), so-called samples 1 and 

2 don’t seem to differ that much; n1= 62,901, n2= 42,428. The 35,863 (now 42,428) individuals 

reported by the reviewer are actually those who, apart from having data for 2010 and 2011, were 

actually obese in 2010. It is in fact for these 42,428 obese patients for whom weight loss between 

2010 and 2011 is measured (Tables 2 and 3). Thus, we believe that the general discussion about the 

potential selection bias of our study, as it is currently addressed, is applicable to both samples 1 and 

2.  

 

If part of the goal of the study is to understand the role of comorbidities in weight management in 

primary care, data on whether weight management was a point of intervention should be included in 

the analysis, if possible.  

No specific weight management interventions were being developed in primary care at the time of the 

study. Thus, the results presented in this study refer to GPs’ routine clinical practice. This was made 

explicit in the Methods Section.  

 

The length of time between the first measurement and the last measurement of height and weight 

should be taken into account in these analyses as length of time between measurements can have a 

significant effect on the magnitude of change. This can be included as a time variable in the logistic 

regression.  

We thank the reviewer for this very pertinent comment. We included a new time variable in the logistic 

regression in order to account for potential confounding, as suggested.  

 

It is unclear how diagnoses in the intervening time period between first and last observation are 

accounted for. This should be considered and at least discussed in the limitations sections if incident 

diagnoses are not captured.  

All prevalent and/or incident cardiovascular and mental chronic EDCs occurring during 2010 were 

included in the analyses. This was made explicit in the Methods section and a new limitation was 

added in the Discussion section regarding the lack of inclusion of incident diagnoses during 2011.  

 

Underweight and normal weight should not be collapsed into a single group, as the health risk profiles 

for both of these groups are considerably different.  

Our outcome variable is weight-loss between 2010-2011 among patients with obesity in 2010. Thus, 

collapsing underweight and normal weight makes no difference to the interpretation of the results. The 

only reason why we joined these two categories was to make Table 1 more succinct.  

 

The issue of regression to the mean as an explanation for the larger weight loss among higher grades 

of obesity should be included in the discussion.  
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This very relevant explanation was included in the Discussion Section.  

 

Any subsequent paper should be copy edited for English.  

The paper was revised for formatting, style, and accuracy by a native English speaker. 
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