
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) Comparing the characteristics of socially disadvantaged smokers 
who agree and decline to participate in a smoking cessation 
randomised controlled trial 

AUTHORS Bonevski, Billie; Twyman, Laura; Paul, Chris; D'Este, Catherine; 
West, Robert; Siahpush, Mohammad; Oldmeadow, Christopher; 
Palazzi, Kerrin; Bryant, Jamie; Guillaumier, Ashleigh 

 

VERSION 1 - REVIEW 

REVIEWER Hiscock, Rosemary 
University of Bath 

REVIEW RETURNED 19-May-2015 

 

GENERAL COMMENTS This paper asks and attempts to answer an important question on 
participation of disadvantaged groups in research. However I felt the 
analysis needed some changes and they also could include more 
literature on disadvantaged groups and research participation  
 
Title: I think you should include that there was a monetary incentive 
in the title because it is likely to make a significant impact on SES  
In various places it is stated that “This study is the first to examine 
the characteristics of socially disadvantaged smokers who consent 
or decline to participate in a smoking cessation trial. “  
There has however been some work looking at disadvantage and 
smokers who choose to use the English cessation services  
Chesterman J, Judge K, Bauld L, Ferguson J. How effective are the 
English smoking treatment services in reaching disadvantaged 
smokers? Addiction. 2005;100:36-45.  
 
And also ses and drop out from a one year evaluation of these 
services  
Ferguson J, Bauld L, Chesterman J, Judge K. The English smoking 
treatment services:one-year outcomes. Addiction. 2005;100 (Suppl. 
2):59-69.  
 
I would have liked to see some literature more generally on lower 
SES involvement in trials  
Please define what and SCSO is for a non Australian audience – 
what do they provide, who funds them? Are users a good cross 
section or a particular group etc.  
P7 line 29 to 30. Here you have written about the consent process 
as if it was a clinical experiment. I strongly suspect here that you 
simply asked whether they would complete a health survey – 
normally completion of survey is taken to infer consent and then 
whether they would participate in the trial – was there a separate 
consent form?  
P8 line 8 Do you mean the health survey here? Why were you 
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conducting the health survey – was it just for recruitment to the trial 
or were you interested in the health survey for some reason?  
P8 line 25 Please outline the two items used in the HSI  
P9 line 47 Is being unable to heat the home important in the climate 
of New South Wales?  
 
P10 line 51 State that you are using non parametric tests to deal 
with non normal distributions (if you were) – how did you decided 
that data was non normal? Usually the interquartile range is used 
rather than the min/max for non normal continuous variables  
 
P11 line 12 what do you mean by ‘clinical relevance’ ?– your 
outcome is not health related  
P11 Which variables were excluded due to multicollinearity?  
 
Tables: I think it might be more intuitive to have the ‘yes’ column to 
the left of the ‘no’ column  
 
Table 3 Enjoyment variable – the ‘yes’ percentages add up to 
considerably more than 100  
Table 4 I would only enter variables into the adjusted model if p<.2 
in unadjusted models. I would remove variables from the adjusted 
model using a backwards stepwise procedure until all variables in 
the model are p<.05  
I have not commented extensively on the discussion because I think 
the analysis needs to be altered  
P14 line 25 Why should less motivate people be incentivised 
because research does show that they are less likely to quit so 
would including them not just be wasting everyone’s time?  
P14 line 38 to 44 Were those whose family smoked more sociable 
and thus able to respond to help? What was the relationship 
between more smoking family and friends and number of 
friend/family generally?  
P15 line 14 – is it ethical to mask the research?  
 
Another limitation was that all your sample were at some 
disadvantage if they were clients of the SCSO? 

 

REVIEWER Raiff, Bethany R. 
Rowan Univ, Department of Psychology 

REVIEW RETURNED 29-May-2015 

 

GENERAL COMMENTS This manuscripts describes a secondary analysis of data that have 
already been published as part of a larger outcome study regarding 
a smoking cessation intervention, Call it Quits, that involved 
recruiting socially disadvantaged Australian smokers from a 
community organization. The analysis involved identifying different 
baseline characteristics among participants who completed a 
screening and health survey, and were deemed eligible for the larger 
study, who opted to enroll in the study (74% of the sample) 
compared to those who opted to decline participation (26%). The 
importance of this work is compelling because although 
disadvantaged smokers are disproportionately affected by smoking-
related illnesses, they are often an under-represented group in 
smoking cessation research. I commend the authors for taking on 
this important subject.  
 
My primary concern with the outcomes is that there was a two-step 
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consenting procedure, and any participants who opted out of the first 
consent did not complete the measures reported in this analysis. In 
other words, those who were not interested in participating a study, 
regardless of whether it was aimed at smoking cessation or not, did 
not complete the first phase that went in to the reported analyses. 
This notion is supported by the high percentage of participants who 
completed the baseline questionnaire and then went on to enroll in 
the smoking cessation study (74%). I feel that this limitation reduces 
the potential impact and meaningfulness of the findings, with regard 
to the characteristics of disadvantaged individuals who decline 
participation in research, whether that be about smoking or 
something else. It would at least be helpful to know how many 
people were approached for the baseline study, but who declined 
even that portion, to get a sense of the number of individuals that 
might fall in to that category.  
 
Additionally, it is unclear what, if any, information the participants 
may have been given about the potential to participate in a smoking 
cessation study prior to enrolling in the first consent process.  
 
Otherwise, the manuscript is well written and addresses a potentially 
important question regarding what differentiates exist between 
individuals who decide to enroll, versus those who do not, in a 
smoking cessation intervention.   

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1:  

“Title: I think you should include that there was a monetary incentive in the title because it is likely to 

make a significant impact on SES.”  

We believe that the title accurately describes the main components of the study which was a 

comparison of the characteristics of socioeconomically disadvantaged smokers who consented and 

did not consent into a smoking cessation trial. Both consenters and non-consenters were offered 

reimbursement for their time which was a grocery voucher. Therefore we do not believe that it would 

influence likelihood to participate in the trial and feel that including it in the title will give the inaccurate 

impression that it was an important component of the study.  

“In various places it is stated that “This study is the first to examine the characteristics of socially 

disadvantaged smokers who consent or decline to participate in a smoking cessation trial.” There has 

however been some work looking at disadvantage and smokers who choose to use the English 

cessation services: Chesterman J, Judge K, Bauld L, Ferguson J. How effective are the English 

smoking treatment services in reaching disadvantaged smokers? Addiction. 2005;100:36-45. And 

also ses and drop out from a one year evaluation of these services: Ferguson J, Bauld L, Chesterman 

J, Judge K. The English smoking treatment services: one-year outcomes. Addiction. 2005;100 (Suppl. 

2):59-69.”  

We thank the reviewer for these references which we have added to the paper (see page 6, 

references 7 and 8). However we note that our study is considerably different to these studies. Our 

study is examining consent into a randomised trial. These studies are examining treatment service 

utilisation and abstinence in health services. While there may some similarities between health 

service use, and consent into a research trial, there are also important differences. Our study is the 

first with a sample of socioeconomically disadvantaged smokers directly comparing the characteristics 

of people who agreed to participate in a smoking cessation research trial versus those who decline.  

“I would have liked to see some literature more generally on lower SES involvement in trials.”  

We have published a very comprehensive systematic review of lower SES involvement in trials, and 

have now added this review in the Introduction of the current paper (see page 5, ref 4).  

“Please define what and SCSO is for a non Australian audience – what do they provide, who funds 
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them? Are users a good cross section or a particular group etc.”  

The following description of SCSOs is in the manuscript (see page 6):  

“In order to obtain a large sample of smokers who experience high levels of multiple forms of 

disadvantage including homelessness, unemployment, mental illness, substance abuse, and 

Indigenous status, recruitment took place within a non-government social and community service 

organisation (SCSO). These services provide a range of counselling, material (food and financial), 

and emergency welfare aid to people in need across Australia. Previous research has shown that 

smoking prevalence is between 60%-70% amongst adult clients of SCSOs.9”  

To answer the reviewers’ specific questions:  

“what do they provide” – as already outlined they “provide a range of counselling, material (food and 

financial), and emergency welfare aid to people in need”.  

“who funds them” - as outlined in that description, SCSOs are “non-government”. This means they 

mainly rely on charitable sources of funding.  

“Are users a good cross section or a particular group” – as per the description users are those “who 

experience high levels of multiple forms of disadvantage including homelessness, unemployment, 

mental illness, substance abuse, and Indigenous status” and “welfare aid to people in need across 

Australia. Previous research has shown that smoking prevalence is between 60%-70% amongst adult 

clients of SCSOs”.  

“P7 line 29 to 30. Here you have written about the consent process as if it was a clinical experiment. I 

strongly suspect here that you simply asked whether they would complete a health survey – normally 

completion of survey is taken to infer consent and then whether they would participate in the trial – 

was there a separate consent form?”  

The two-stage consent process was intentional. The data collected from the initial health survey is 

contributing to other research. A second participant information statement and consent form was used 

for the smoking cessation trial. This is outlined on page 7: “The RA provided willing clients with the 

CiQ trial participant information statement and sought written consent for participation in the trial.”  

“P8 line 8 Do you mean the health survey here? Why were you conducting the health survey – was it 

just for recruitment to the trial or were you interested in the health survey for some reason”  

The health survey included a broader range of questions including alcohol and cannabis use, 

depression and anxiety, and health service utilisation. This data is being used by another researcher 

for her PhD research.  

“P8 line 25 Please outline the two items used in the HIS”  

This has been added to the paper (page 9).  

“P9 line 47 Is being unable to heat the home important in the climate of New South Wales?”  

Average minimum temperatures for the most populous part of NSW – the NSW coast including 

Sydney - fall to 6C. However, the Snowy Mountains and surrounding regions of NSW receive 

considerable snowfall during winter with maximum temperatures rarely reaching above 5C. Therefore, 

in winter it is very important to be able to heat the home.  

“P10 line 51 State that you are using non parametric tests to deal with non normal distributions (if you 

were) – how did you decided that data was non normal? Usually the interquartile range is used rather 

than the min/max for non normal continuous variables”  

Graphical examination was performed on all continuous variables to determine the distribution of the 

data and appropriateness of parametric vs non-parametric measures of centre and spread (histogram 

and normal quantile plots). We have changed the paper to include IQR instead of min, max. Formal 

tests of Normality are typically overpowered for the purposes of comparing two groups. See pages 10 

to 11.  

“P11 line 12 what do you mean by ‘clinical relevance’ ?– your outcome is not health related”  

We had referred to “clinical relevance” to distinguish the outcome from “statistical significance”. The 

sentence has been changed to reflect this: “Variables included in the model were selected based on 

clinical and scientific knowledge prior to analysis of the data.” (see page 11).  

“P11 Which variables were excluded due to multicollinearity?”  

In determination of variables to be included in adjusted modelling, number of participants with 
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outcome (and therefore DF available in modelling), clinical and scientific knowledge, 

accuracy/completeness and whether variables were measuring similar information were considered a 

priori.  

For example, housing, marital status, education and self-reported income are all measures of socio-

economic status; self-reported income was chosen as the most clinically relevant and representative 

variable and included in modelling whereas housing, marital status and education were less clinically 

relevant for this outcome.  

Smoking-related variables were of particular interest, and we included as many as possible with the 

sample size and modelling limitations that were determined to be relevant, and examined VIFs to 

confirm no significant collinearity in the modelling.  

As such, selection of variables was therefore not just based on statistical collinearity and this 

sentence has been removed; this paragraph now better reflects our process:  

“Logistic regression was used to examine factors associated with participant consent for the RCT. 

Variables included in the model were selected based on clinical relevance and scientific knowledge 

prior to analysis of the data. Multivariate model selection was performed to create the final adjusted 

model; variables were removed if they had a p value >0.2 on the Likelihood Ratio Test and were not 

of clinical significance ensuring the inclusion or removal of each variable did not grossly affect either 

the fit of the model (LRT or AIC) or the estimates for remaining variables. Collinearity of variables was 

considered a priori and the most clinically relevant variables were included in modelling. Within the 

multivariable model, the collinearity was again checked using variance inflation factors (VIFs) and 

linearity assumption for continuous variables and the logit of the outcome were examined. Crude and 

adjusted odds ratios with 95% confidence intervals and Wald Chi-squared test p values will be 

presented for variables in the final model.  

“Tables: I think it might be more intuitive to have the ‘yes’ column to the left of the ‘no’ column”  

We have shifted the columns so that the “Yes” appears to the left of the “No” column.  

“Table 3 Enjoyment variable – the ‘yes’ percentages add up to considerably more than 100”  

This error has been corrected.  

“Table 4 I would only enter variables into the adjusted model if p<.2 in unadjusted models. I would 

remove variables from the adjusted model using a backwards stepwise procedure until all variables in 

the model are p<.05”  

The limitations of the Stepwise variable selection procedures are well documented (reference: 

Greenland “Modelling and Variable Selection in Epidemiologic Analysis”, Am J Public Health. 1989 

March; 79(3): 340–349). We have restricted attention to modelling variables with a priori evidence of 

being clinically important (based on available literature) and then considered removing variables that 

have little effect on the remaining variables in the model (ie the Change-in-estimate approach). This 

approach has been described as being preferred over significance testing algorithms, especially when 

the number of events in the sample is low relative to the number of variables under consideration (the 

rule of thumb is no more than 5-10 events per variable/parameter under consideration). Removing 

variables based on significance testing is known to have problems such as parameter estimates being 

biased high in absolute value, standard errors of the parameter estimates being too small, confidence 

intervals around the parameter estimates being too narrow, and the p-values too low. (reference: 

Harrell, Regression modelling strategies; Springer series in statistics 2001). We therefore chose to 

include all clinically relevant variables, as opposed to limiting regression modelling to statistically 

significant variables only, which provides additional information on those variables that are and are 

not associated with consenting in our specific cohort.  

“P14 line 25 Why should less motivate people be incentivised because research does show that they 

are less likely to quit so would including them not just be wasting everyone’s time?”  

We do not say that less motivated people should be incentivised. What we say on page 14 is that “It is 

important to identify those factors which might motivate socially disadvantaged smokers to participate 

in smoking cessation trials”, and that “There is a need to increase interest in participating in smoking 

cessation research amongst smokers who may not be motivated to quit smoking14. Use of 

motivational interviewing techniques during recruitment warrants further consideration.” We agree 

 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-2015-008419 on 14 S

eptem
ber 2015. D

ow
nloaded from

 

http://bmjopen.bmj.com/


with the reviewer that less motivated people are less likely to stop smoking, however we argue that in 

order to increase cessation rates amongst socially disadvantaged smokers we must aim to 

understand factors that influence motivation. We don’t believe that including less motivated smokers 

into smoking cessation trials is “wasting everyone’s time”. We know that people who are included in 

clinical trials tend to benefit through improved health outcomes (see reference 3). Therefore we 

believe it is important to understand motivation and develop strategies to improve motivation (such as 

the use of motivational interviewing techniques).  

“P14 line 38 to 44 Were those whose family smoked more sociable and thus able to respond to help? 

What was the relationship between more smoking family and friends and number of friend/family 

generally?”  

Contact with family, Contact with friends and Friends/family who smoke were examined within our 

cohort. Contact with family and Contact with friends were found to be correlated; very little correlation 

was seen between Contact with family/friends and Friends/family who smoke. Contact with family and 

Contact with friends were examined in modelling, but were non-significant; it was decided by the team 

these were less relevant than Friends/family who smoke, and due to the limited number of 

participants with events, these were not included in adjusted modelling.  

“P15 line 14 – is it ethical to mask the research?”  

The research was not “masked”. Participants received written and verbal explanations of what was 

required in participation and asked to provide written consent at each step. Thus, for step 1, they were 

fully informed that they were completing a general health survey. At step 2, where only smokers were 

approached, they were fully informed that they were enrolling into a smoking cessation trial. The full 

study procedures and materials gained University of Newcastle Human Research Ethics committee 

approval.  

We feel that use of the word “mask” is misleading, and we have changed this in the manuscript (see 

page 15).  

“Another limitation was that all your sample were at some disadvantage if they were clients of the 

SCSO?”  

If I am understanding this question correctly, the reviewer is saying that one of the limitations of the 

study was that our sample consisted of disadvantaged clients of the SCSO. We however, view this as 

a strength of the study given our study aim was to explore the factors associated with consent into a 

trial in a sample of disadvantaged smokers.  

 

Reviewer: 2  

 

“My primary concern with the outcomes is that there was a two-step consenting procedure, and any 

participants who opted out of the first consent did not complete the measures reported in this 

analysis. In other words, those who were not interested in participating a study, regardless of whether 

it was aimed at smoking cessation or not, did not complete the first phase that went in to the reported 

analyses. This notion is supported by the high percentage of participants who completed the baseline 

questionnaire and then went on to enrol in the smoking cessation study (74%). I feel that this 

limitation reduces the potential impact and meaningfulness of the findings, with regard to the 

characteristics of disadvantaged individuals who decline participation in research, whether that be 

about smoking or something else. It would at least be helpful to know how many people were 

approached for the baseline study, but who declined even that portion, to get a sense of the number 

of individuals that might fall in to that category.”  

We agree with the reviewer, and as acknowledged in the limitations section of the discussion (see 

page 15), we did not capture all potential participants in the comparison of consenters and non-

consenters to the trial. The first stage of consent-gaining asked all clients entering the service whether 

they would be willing to complete a general health survey. As outlined on page 15, 96% of clients 

agreed to complete the 10 minute survey. While we did not capture 4%, it is unlikely that the 4% are 

smokers or in any way different to the 96% who did complete the survey.  
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“Additionally, it is unclear what, if any, information the participants may have been given about the 

potential to participate in a smoking cessation study prior to enrolling in the first consent process.”  

Potential participants were all clients entering the SCSO. They were initially asked to complete a 

general health survey, and not told about the smoking cessation trial (re-worded to be clearer on page 

15). Only participants, who identified as smokers following the general health survey, were then 

informed about the smoking cessation trial and asked for their consent to participate. 

 

VERSION 2 – REVIEW 

REVIEWER Hiscock, Rosemary 
University of Bath 

REVIEW RETURNED 25-Jun-2015 

 

GENERAL COMMENTS The article looks at which disadvantaged smokers volunteered to 
take part in a smoking cessation trial. In general they have 
responded satisfactorily to the reviewers' comments. I have a few 
further comments.  
 
In the abstract and results you refer to ‘odds’ where most authors 
would refer to ‘odds ratios’  
P32 line 9 First strength I would reword:  
“This is the first study to look at which disadvantaged individuals are 
more likely to participate in a smoking cessation trial.”  
Introduction P5 to p6 I think your line of argument in the introduction 
is a little confused. I would restructure as follows:  
1 Burden of smoking related disease falls disproportionately on low 
SES groups so reducing smoking rates is a priority  
2 One way of reducing smoking rates is by increasing quitting 
through smoking cessation programmes  
3 UK SSS have successfully targeted low SES groups so that large 
numbers enrol  
4 However quit rates through cessation programs are low and 
particularly low among low SES groups  
5 Therefore need trials of low SES outcomes in new smoking 
cessation programmes  
6 Problem: low SES groups are less likely to take part in medical 
research  
7 Solution: find out which low SES people do take part  
8 Study of homeless people (Warner et al)  
9 Problems with homeless person study means your research is 
needed  
P7 1st paragraph of methods – I would swap the two sentences 
around  
P7 line 39 I would not say disadvantaged groups are ‘over 
represented’, I would say that they are expected recipients. Why 
would any clients not be disadvantaged?  
P8 line 51 I would add ‘invited to participate’  
 
P12 line 34 Here income was not significant but in the regression it 
was significant line 56 –may be worth looking at why there was this 
change?  
P14 line 10 I think you should add “Notwithstanding the 
socioeconomic disadvantage of the sample,…”  
P14 line 10 You should perhaps also refer to this paper on 
disadvantage and incentive for smoking cessation programs  
Darla E. Kendzor, Michael S. Businelle, Insiya B. Poonawalla, Erica 
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L. Cuate, Anshula Kesh, Debra M. Rios, Ping Ma, and David S. 
Balis. Financial Incentives for Abstinence Among Socioeconomically 
Disadvantaged Individuals in Smoking Cessation Treatment. 
American Journal of Public Health: June 2015, Vol. 105, No. 6, pp. 
1198-1205.  
doi: 10.2105/AJPH.2014.302102  
 
P15 line 28 – how many people did not approach the RA? – if you 
don’t know that is a limitation  
P15 line 30. This line here looks again as if you were trying to to 
mask the research. Actually in your response to reviewers you said 
that the health survey was of interest in itself. I would add in the 
introduction to the methodology that it was a health survey being 
carried out for other purposes  
 
Table 4 please be consistent with the number of decimal places for 
your OR and CI 

 

REVIEWER Raiff, Bethany R. 
Rowan Univ, Department of Psychology 

REVIEW RETURNED 08-Jul-2015 

 

GENERAL COMMENTS The reviewer completed the checklist but made no further 
comments. 

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer 1  

1. In the abstract and results you refer to ‘odds’ where most authors would refer to ‘odds ratios’  

This change has been made to the abstract.  

 

2. P32 line 9 First strength I would reword:  

“This is the first study to look at which disadvantaged individuals are more likely to participate in a 

smoking cessation trial.”  

This change has been made.  

 

3. Introduction P5 to p6 I think your line of argument in the introduction is a little confused. I would 

restructure as follows:  

1 Burden of smoking related disease falls disproportionately on low SES groups so reducing smoking 

rates is a priority  

2 One way of reducing smoking rates is by increasing quitting through smoking cessation 

programmes  

3 UK SSS have successfully targeted low SES groups so that large numbers enrol  

4 However quit rates through cessation programs are low and particularly low among low SES groups  

5 Therefore need trials of low SES outcomes in new smoking cessation programmes  

6 Problem: low SES groups are less likely to take part in medical research  

7 Solution: find out which low SES people do take part  

8 Study of homeless people (Warner et al)  

9 Problems with homeless person study means your research is needed  

 

While we agree with the reviewer that the Introduction section has become a little confused, we feel 

this has happened due to the changes we made to it in response to the reviewers first set of 

comments. We thank the reviewer for her suggested restructure but do not agree with her suggested 
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logic flow, which brings an early focus on the UK SSS and participation in these treatment services. 

This in fact has nothing to do with our study which focusses on enrolment in randomised controlled 

trials. Therefore, to improve the flow of the Introduction we have made an alternative change (page 

7). We feel the introduction now contains only relevant background material, and is a little less 

confused.  

 

4. P7 1st paragraph of methods – I would swap the two sentences around  

This change has been made.  

 

5. P7 line 39 I would not say disadvantaged groups are ‘over represented’, I would say that they are 

expected recipients. Why would any clients not be disadvantaged?  

This change has been made.  

 

6. P8 line 51 I would add ‘invited to participate’  

This change has been made.  

7. P12 line 34 Here income was not significant but in the regression it was significant line 56 –may be 

worth looking at why there was this change?  

 

While the confidence intervals for income do not cross zero, the overall p-value for income remains 

greater than 0.05 in both univariate and multivariate analyses. Therefore we have amended the 

manuscript and findings to reflect this.  

 

8. P14 line 10 I think you should add “Notwithstanding the socioeconomic disadvantage of the 

sample,…”  

This change has been made.  

 

9. P14 line 10 You should perhaps also refer to this paper on disadvantage and incentive for smoking 

cessation programs Darla E. Kendzor, Michael S. Businelle, Insiya B. Poonawalla, Erica L. Cuate, 

Anshula Kesh, Debra M. Rios, Ping Ma, and David S. Balis. Financial Incentives for Abstinence 

Among Socioeconomically Disadvantaged Individuals in Smoking Cessation Treatment. American 

Journal of Public Health: June 2015, Vol. 105, No. 6, pp. 1198-1205.  

doi: 10.2105/AJPH.2014.302102  

This reference has been added.  

 

10. P15 line 28 – how many people did not approach the RA? – if you don’t know that is a limitation  

This limitation has been added.  

 

11. P15 line 30. This line here looks again as if you were trying to mask the research. Actually in your 

response to reviewers you said that the health survey was of interest in itself. I would add in the 

introduction to the methodology that it was a health survey being carried out for other purposes  

This has been added.  

 

12. Table 4 please be consistent with the number of decimal places for your OR and CI  

We have tidied up the decimal places in Table 4. 
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VERSION 3 – AUTHOR RESPONSE 

 

REVIEWER Hiscock, Rosemary 
University of Bath 

REVIEW RETURNED 04-Aug-2015 

 

GENERAL COMMENTS This paper looks at which disadvantaged smokers are more likely to 
participate in a smoking cessation trial. Only minor amendments are 
needed and I don't envisage needing to see the paper again  
 
Strengths and limitations  
The first two strengths should be amalgamated into one point  
The second strength should be your findings "We identified that low-
income  
smokers who are motivated to quit, are not enjoying smoking, had 
family or friends who  
smoked, and are interested in gradual cessation approaches may be 
more likely to participate  
in a smoking cessation trial."  
 
In the results section you have not yet changed 'odds' to 'odds ratio'  
 
p7 line 50 Either name the university or remove the capital at the 
start  
 
It seems a pity to lose all mention of the UK stop smoking services 
given cross linkages. Perhaps you could add a paragraph prior to 
the 'study limitations' saying that your work could be helpful for the 
UK services and what previous work from the services has found 
(which you already had in your previous revision?  
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