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VERSION 1 - REVIEW 

REVIEWER Joanne Katz 
Johns Hopkins Bloomberg School of Public Health  
USA 

REVIEW RETURNED 13-Feb-2015 

 

GENERAL COMMENTS This paper examines mortality through 5 years of age through three 
DHS surveys in Bangladesh spanning 2004 through 2011, and risk 
factors for the various age categories of mortality. In general, the 
paper is well written and understandable. The statistical analysis 
seems appropriate for the data and the questions being addressed. 
The contribution to the literature is to describe the reduction in 
mortality over the three surveys and to identify those infants at 
highest risk. It would have been even more interesting to examine 
the changes in mortality as a function of changes in risk factors of 
the 3 surveys but perhaps that is a separate question.  
 
Abstract: The way this is written, the risk factors mentioned do not 
seem that useful for programs targeting reduction in mortality other 
than birth interval which is actionable. If this is not the meaning, 
perhaps it could be reworded.  
 
Methods and discussion: While it is true that there may be some 
bias associated with interviewing only surviving women, this is likely 
very small given the rarity of maternal mortality, especially relative to 
infant mortality.  
 
Page 8, line 41. It seems contradictory to say births within the past 3 
years but then to say restricted to births within the past 5 years. 
Perhaps I am misunderstanding this and it could be rephrased.  
 
It seems a bit odd to have the mortality outcomes listed here but not 
to have neonatal mortality (although this can be inferred from the 
infant and post-neonatal). Since it is clear that neonatal mortality is 
the biggest issue in successfully driving down infant and under-five 
mortality, it seems that identifying risk factors there would also be 
valuable.  
 
I am surprised that 1st birth rank would put infants at lower or equal 
risk to those at 2/3 rank. I would have thought 1st births would have 
much higher mortality than all other ranks. The authors might reflect 
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on this in the discussion.  
 
Page 17, line 21. The text says that infants born to mothers 15-24 
years of age were at increased risk but that age category is not 
shown in table 2. This whole paragraph does not seem to reflect the 
data in table 2 which suggests the risks went up with age relative to 
those < 20 years.  
 
Last paragraph of page 17. I think that another explanation for the 
higher risk to working mothers is that their socioeconomic situation 
may be driving their need to work.  
 
Top of page 19. The impact of tetanus toxoid vaccinations on post-
neonatal survival is more likely due to its association with education 
and socioeconomic status than with a direct effect of the vaccine 
(given this held for post-neonatal outcomes as well). I think this 
should be clarified here.  
 
It would be worth commenting on the lower mortality among women 
delivering at home relative to a facility. This could send the wrong 
message regarding place of delivery. This is likely a selection bias 
since the women who are lower risk are more likely to deliver at 
home and vice versa for high risk women. 

 

REVIEWER Thorkild Tylleskar 
Centre for International Health, University of Bergen, Norway 

REVIEW RETURNED 25-Feb-2015 

 

GENERAL COMMENTS Review for BMJOpen Manuscript ID: BMJOpen-2014-006722 
entitled: 
Risk Factors for Post-neonatal, Infant, Child and Under-five 
mortality: Evidence from Bangladesh 
Demographic and Health Survey, 2004-2011 
Thank you for letting me review this manuscript which focuses on 
one important area: child mortality 
and factors related to this. 
The manuscript describes in short a pooled analysis of 3 
Bangladesh Demographic and Health 
Surveys 2004-11 to identify factors associated with post-neonatal, 
infant, child and under-five 
mortality. The manuscript describes in a clear way the analytical 
procedures of these publicly 
available data sets. 
I must commend the authors for making use of the DHS data and to 
dig into them. So much effort 
goes into collecting them so it is good to make use of them! When 
we now have several subsequent 
rounds you can start make interesting analyses like this manuscript 
presents. And it is particularly 
interesting to look at Bangladesh who will reach the MDG4! 
The paper reads well but still some polishing can be done to make it 
shine. The first thing to do is to 
keep the tables apart from the text as in all other manuscripts. 
Major comments: 
1) Overview of deaths 
The reading would be facilitated by a small table showing the 
number of deaths and the definitions 
used, something like this: 
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Age group Definition No of 
deaths 
Definition No of 
deaths 
Definition No of 
deaths 
0-1 month Neonatal deaths 310 Infant death 464 
Under-5 
deaths 
522 
1-11 
months 
Post-neonatal 
deaths 
154 
11-59 
months 
Child deaths 58 58 
2) Why not neonatal deaths? 
When you do this type of overview, it becomes evident that the 
subgroup with most deaths in the 
shortest time span is the group of neonatal deaths. Why you decided 
to drop this group is not clear 
to me. And I am not sure it was a good idea either. Because the 
neonatal group is large factors 
related to birth outcome will tend to “contaminate” all the analyses 
where this group is included. If 
you do this group alone you may get results that more clearly singles 
out health care factors. 
3) Too much speculations in the discussion 
The discussion part tends to be too wordy and containing too many 
speculations about why you had 
a certain finding. If you don’t know you may as well just state that 
instead of becoming wordy. 
4) Unsupported conclusion 
In the conclusion you make a typical “beginner’s error” by this 
recommendation “Quality of health 
facilities and availability of skilled birth attendants have to be 
stepped up in the regions, especially in 
the Barisal region, as the odds of post-neonatal, infant child and 
under-5 deaths is significantly high 
in this particular region of Bangladesh.” But your study has not 
shown that the quality of health 
facilities was low or that the availability of skilled birth attendants 
was low. So never draw a 
conclusion that is not substantiated in your own results! You can 
say, of course, that efforts to 
decrease the mortality must be taken (because you have shown the 
mortality to be high) but do not 
get into details about what to do (because you did not study that). 
Minor comments: 
5) Distinguish between “mortality” and “deaths”. Mortality is a rate: 
no of deaths per so many. 
In the results section in the abstract you talk about “464 infants 
mortality, 154 post-neonatal 
mortality, 58 child mortality and 522 under-five mortality”. Here you 
talk about the actual 
number of deaths and you should use “deaths” 
6) BMJ revolutionised the presentation of statistical data over 20 
years ago by a series that also 
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became a book: “Do it with confidence!” arguing that we should stop 
using p values and use 
confidence intervals instead. In your tables you present both. I 
suggest you finally become 
modern and drop the p values when you have the confidence 
intervals! 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1  

Reviewer’s comments Authors responses  

1 Abstract: The way this is written, the risk factors mentioned do not seem that useful for programs 

targeting reduction in mortality other than birth interval which is actionable. If this is not the meaning, 

perhaps it could be reworded.  

We agreed with the reviewer -manuscript edited and abstract now reads to reflect the programs.  

 

Conclusions  

Our study suggests that family planning is needed to further reduce the overall rate of under-five 

deaths in Bangladesh. To reduce childhood mortality, public health interventions that focus on child 

spacing and contraceptive use by mothers may be most effective.  

 

2 Page 8, line 41. It seems contradictory to say births within the past 3 years but then to say restricted 

to births within the past 5 years. Perhaps I am misunderstanding this and it could be rephrased. 

Thanks and now reads:  

 

This analysis was restricted to ever-married women aged 15-49 years and to births within 3 years in 

order to minimise recall bias about birth and death dates reported by mothers.  

 

4 It seems a bit odd to have the mortality outcomes listed here but not to have neonatal mortality 

(although this can be inferred from the infant and post-neonatal). Since it is clear that neonatal 

mortality is the biggest issue in successfully driving down infant and under-five mortality, it seems that 

identifying risk factors there would also be valuable. We agreed with reviewer and neonatal outcomes 

now included in the manuscript and the new title is now risk factor for under-5 mortality.  

5 I am surprised that 1st birth rank would put infants at lower or equal risk to those at 2/3 rank. I would 

have thought 1st births would have much higher mortality than all other ranks. The authors might 

reflect on this in the discussion. Thanks and the text below was added to the manuscript.  

 

These findings may be attributed to maternal depletion syndrome and resource competition between 

siblings, in addition to a lack of care and attention experienced by high-ranked infants [26, 28].  

 

6 Page 17, line 21. The text says that infants born to mothers 15-24 years of age were at increased 

risk but that age category is not shown in table 2. This whole paragraph does not seem to reflect the 

data in table 2 which suggests the risks went up with age relative to those < 20 years. Thanks. We 

have re-written table 1 and 2 results by separating higher or lower risk of all under-five mortality.  

7 Last paragraph of page 17. I think that another explanation for the higher risk to working mothers is 

that their socioeconomic situation may be driving their need to work. We agreed with the reviewer and 

the text below was added to the manuscript.  

 

“…may be attributed to the fact that mothers from high socioeconomic groups may be pressured to 

return to full time work with a shorter breastfeeding span given the recent economic growth in South 

Asia including Bangladesh.  

8 Top of page 19. The impact of tetanus toxoid vaccinations on post-neonatal survival is more likely 

due to its association with education and socioeconomic status than with a direct effect of the vaccine 
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(given this held for post-neonatal outcomes as well). I think this should be clarified here. Thanks and 

the text below was added to the manuscript.  

 

The association of TT immunizations with neonatal, post-neonatal, infant and child mortality may be 

due to its association with education and socioeconomic status then with a direct effect of the vaccine  

9 It would be worth commenting on the lower mortality among women delivering at home relative to a 

facility. This could send the wrong message regarding place of delivery. This is likely a selection bias 

since the women who are lower risk are more likely to deliver at home and vice versa for high risk 

women. Thanks and the text below was added to the manuscript.  

 

We also found that there was a lower under-5 mortality rate in children who were delivered at home. 

This result could be due to selection bias and therefore misleading and could send the wrong 

message regarding the place of delivery, especially in low-income countries including Bangladesh. 

Past studies have associated high mortality rates to home delivery of babies [35].  

 

Reviewer 2  

Reviewer’s comments Authors responses  

1 The reading would be facilitated by a small table showing the number of deaths and the definitions 

used, something like this: We agreed with the reviewer but including a table may make it a bit busy for 

readers to follow and we have addressed the reviewer’s comments and the text below has been 

added to the result section of this manuscript.  

 

In the 16,722 singleton live-born infants from the most recent delivery within three  

years prior to interview date, there was 522 under-five child deaths, of which 310 were neonatal 

deaths on the first 30 days of life, 154 were post neonatal deaths from 1 to 11 months and 58 deaths 

from 1 year to 4 years of age. The percentage of neonatal deaths out of all under-five deaths was 

54% in 2011, 61% in 2007 and 65% in 2011.  

2 2) Why not neonatal deaths?  

When you do this type of overview, it becomes evident that the subgroup with most deaths in the 

shortest time span is the group of neonatal deaths. Why you decided to drop this group is not clear  

to me. And I am not sure it was a good idea either. Because the neonatal group is large factors 

related to birth outcome will tend to “contaminate” all the analyses where this group is included. If you 

do this group alone you may get results that more clearly singles out health care factors. We agreed 

with reviewer and neonatal outcomes now included in the manuscript.  

3 3) Too much speculations in the discussion  

The discussion part tends to be too wordy and containing too many speculations about why you had a 

certain finding. If you don’t know you may as well just state that instead of becoming wordy. 

Discussion edited  

4 4) Unsupported conclusion  

In the conclusion you make a typical “beginner’s error” by this recommendation “Quality of health 

facilities and availability of skilled birth attendants have to be stepped up in the regions, especially in 

the Barisal region, as the odds of post-neonatal, infant child and under-5 deaths is significantly high in 

this particular region of Bangladesh.” But your study has not shown that the quality of health facilities 

was low or that the availability of skilled birth attendants was low. So never draw a conclusion that is 

not substantiated in your own results! You can say, of course, that efforts to  

decrease the mortality must be taken (because you have shown the mortality to be high) but do not 

get into details about what to do (because you did not study that). Conclusion now edited and reads:  

 

The combined 2004, 2007 and 2011 BDHS data sets examined in this study showed that birth rank 

and birth interval, previous death of a sibling, having other children under five years old and 

contraceptive use by mothers were the common factors associated with neonatal, post-neonatal, 

infant, child and under-5 deaths. Our findings indicate the need to implement community based 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2014-006722 on 21 A

ugust 2015. D
ow

nloaded from
 

http://bmjopen.bmj.com/


interventions, particularly educating community health workers and traditional birth attendants about 

child spacing and contraceptive use by mothers. This may contribute to a further reduction of under-

five deaths. Findings from this study could help provide a framework to design future health plans and 

policies tailored towards achieving effective health initiatives to enhance child survival. In particular, 

the government of Bangladesh and other stakeholders could use our information to help to step up 

further efforts to minimize mortality in the country.  

 

5 Distinguish between “mortality” and “deaths”. Mortality is a rate: no of deaths per so many. In the 

results section in the abstract you talk about “464 infants mortality, 154 post-neonatal mortality, 58 

child mortality and 522 under-five mortality”. Here you talk about the actual  

number of deaths and you should use “deaths” Thanks and we have edited the manuscript to reflect 

your suggestions.  

 

6 BMJ revolutionised the presentation of statistical data over 20 years ago by a series that also 

became a book: “Do it with confidence!” arguing that we should stop using p values and use 

confidence intervals instead. In your tables you present both. I suggest you finally become modern 

and drop the p values when you have the confidence intervals! We formatted our manuscript based 

on BMJ Open submission procedures. However, we leave this for the editorial team to decide. 

VERSION 2 – REVIEW 

REVIEWER Joanne Katz 
Johns Hopkins Bloomberg School of Public Health  
USA 

REVIEW RETURNED 10-Apr-2015 

 

GENERAL COMMENTS I think the authors have done a good job of responding to the 
comments and suggestions. My only concern was with the response 
to one of the comments on socioeconomic status. "...may be 
attributed to the fact that mothers from high socioeconomic groups 
may be pressured to return to full time work with a shorter 
breastfeeding span given the recent economic growth in South Asia 
including Bangladesh". I would have thought the opposite. That 
LOW socioeconomic status would pressure women to go back to 
work. 

 

REVIEWER Thorkild Tylleskar 
Centre for International Health, University of Bergen, Norway 

REVIEW RETURNED 02-May-2015 

 

GENERAL COMMENTS I was very happy to see that you have now included the neonatal 
mortality in the analysis. This makes the paper much more solid and 
interesting.  
 
But if I was to be the devil’s advocate, I would argue that in order to 
minimise the risk of infant death I would recommend the mothers to 
move to Kulna, make sure that they do not have a work, that they 
stay away from the health facilities when time of birth comes and 
make sure they have some delivery complications. (Yes, they should 
also be educated, have their immunisations and use contraceptives).  
 
So you must make some probability assessment of the findings. 
Particularly the finding that birth complications increase the chance 
of survival speaks against everything we know. So the first thing to 
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do is to question the finding: which are the potential biases that 
could lead to this finding when it is obviously not true? I would say 
the largest chance is that this is due to recall bias.  
 
For the finding that risk of death is higher in a facility, I would 
hypothesize that in the case of a home delivery not going well, the 
mother will eventually come to a facility and there she will deliver a 
dead baby. This will be classified as a facility birth and it will happen 
more often that a home delivery just going on at home until a dead 
baby is born. This will contribute to increase the mortality risk in your 
estimates and should be identified as a potential bias and nothing 
else.  
 
The issue of higher number children under five as protective is a 
mathematical consequence of losing a child, you no longer have as 
many as if you did not lose the child. This is an example of reverse 
causality, the death leads to this difference in the material. This 
factor should not be interpreted in any other way.  
 
I still find the discussion too wordy, with too many speculations. It 
should be tightened up and should focus more on the potential for 
biases in the unexpected or unlikely relations that are found.  
 
And I would say that the take home message for people and policy 
makers that should be emphasised is first and foremost: let the girls 
get secondary education! This you do not have in your conclusions! 
Second, immunisation, contraceptive use and birth spacing as you 
have it!  
 
Minor issues:  
Line 40: post-neonatal deaths should be listed before infant deaths  
Line 202: the first year should be 2004, not 2011. 

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer 1  

Reviewer’s comments Authors responses  

1 "...may be attributed to the fact that mothers from high socioeconomic groups may be pressured to 

return to full time work with a shorter breastfeeding span given the recent economic growth in South 

Asia including Bangladesh". I would have thought the opposite. That LOW socioeconomic status 

would pressure women to go back to work. We agreed with the reviewer -manuscript edited and the 

text now reads:  

 

The higher risk of infant and under-5 mortality among working mothers reflects the fact that employed 

mothers perform other traditional ascribed roles within the family [29].  

 

29. Ahmad-Nia S: Women's work and health in Iran: a comparison of working and non-working 

mothers. Social science & medicine 2002; 54:753-765.  

Reviewer 2  

Reviewer’s comments Authors responses  

1 So you must make some probability assessment of the findings. Particularly the finding that birth 

complications increase the chance of survival speaks against everything we know. So the first thing to 

do is to question the finding: which are the potential biases that could lead to this finding when it is 

obviously not true? I would say the largest chance is that this is due to recall bias.  

We agreed with the reviewer -manuscript edited and the text below was added  
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“These findings could be largely due to chance because of recall bias. However,..”  

 

2 For the finding that risk of death is higher in a facility, I would hypothesize that in the case of a home 

delivery not going well, the mother will eventually come to a facility and there she will deliver a dead 

baby. This will be classified as a facility birth and it will happen more often that a home delivery just 

going on at home until a dead baby is born. This will contribute to increase the mortality risk in your 

estimates and should be identified as a potential bias and nothing else.  

We agreed with the reviewer -manuscript edited and the text below was added  

 

“and potential bias. Therefore…”  

3 The issue of higher number children under five as protective is a mathematical consequence of 

losing a child, you no longer have as many as if you did not lose the child. This is an example of 

reverse causality, the death leads to this difference in the material. This factor should not be 

interpreted in any other way. . We agreed with the reviewer -manuscript edited and the text below was 

added  

 

“In this current study, we found that the odds of neonatal, post-neonatal, infant, child and under-five 

deaths decreased significantly among mothers who had other children aged 3 years or older. This 

issue is a mathematical consequence of a mother losing a child because losing a child may reduce 

future under-five deaths and this is an example of reverse causality”.  

 

4 Line 40: post-neonatal deaths should be listed before infant deaths Thanks and we have edited the 

manuscript to reflect your suggestions.  

5 Line 202: the first year should be 2004, not 2011.  

Thanks and we have edited the manuscript to reflect your suggestions. 
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