
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) Association of restaurant smoking ban and the incidence of acute 
myocardial infarction in Finland. 

AUTHORS Sipilä, Jussi; Gunn, Jarmo; Kauko, Tommi; Rautava, Paivi; Kytö, 
Ville 

 

VERSION 1 - REVIEW 

REVIEWER J Schmucker 
Cardiology and Angiology  
Klinikum Links der Weser  
Bremen, Germany 

REVIEW RETURNED 13-Aug-2015 

 

GENERAL COMMENTS In the study   “Association of restaurant smoking ban and the 

incidence of acute myocardial infarction in Finland” the authors 

describe a decline in incidence rates of acute myocardial infarctions 

after implantation of a smoking ban in restaurants in 2007 of 6.3%. 

These results reaffirm prior findings from similar studies without 

supplying substantial new evidence. 

Before general considerations regarding the manuscript a more 

detailed revision of the manuscript will be performed 

Introduction: very short. No comments 

Materials and methods: do we really have “materials”. Renaming it 

“Methods” is suggested 

Results: 

1. Is it correct that roughly 5% of all hospital admissions 

(34887 out of 656044) were due to acute MI. Does that 

include patients entering hospital with AMI as a secondary 

diagnosis? 

2. The reduction in working middle aged group, as 

demonstrated by the authors is not significant : p=0.16. It 

should thus not be mentioned as a significant result 

3. Table 1: Why is smoking status not mentioned? 

4. Table 1: Rates for Hypertension, Diabetes seem very low. 

Please verify and define Hypertension 

5. Table 1: How is hypercholesterolemia defined? Rates as 

well are quite low 

6. Table 1: Does atrial fibrillation mean atrial fibrillation at 

admission? 
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7. Table 1: How many AMI-pts. have known coronary artery 

disease. Please report 

8. Table 2: What is really being compared in table 2? IRR 

between before and after the smoking ban? Or impact of 

mentioned risk factors on the whole time period. Than it has 

to be renamed 

9. Table 2: In my opinion this table is meant to demonstrate the 

importance of time-period (pre vs. postlegislation) in 

comparison with age and gender. However what does 

higher smoking prevalence means in this context? That 

smoking is important in AMI-incidence. Than the IRR of 

1.031 is quite low. A coherent explication of table setup as 

well as its impact should be reported 

10. Figure 1: Interesting figure. However significance has to be 

reported, maybe for different age groups. 

11. Figure 2: Please report significance as mentioned in results 

:One comparing 6 months before and 6 months after, the 

second comparing before and after smoking ban 

 

Discussion: 

1. Page 7: “The reduction of AMI rate was most notable in 

patients aged 40-50 years”. This is not supported by the 

results. If there was a significant reduction it has to be 

demonstrated. 

2. Page 8 bottom: Figures as well as Table-names from results 

should not be mentioned by name- 

3. Page 8 bottom: “There was a slightly more pronounced 

decrease in IRR specifically in patients aged 25-44 years…”   

This is not supported by the given data, since it failed to 

reach significance (p=.16). If stratification by age leads to 

age groups not showing significant differences in IRR pre- 

and postlegislation than this has to accepted. A possible 

option would be to show IRR for all age groups and genders 

and to mention that subgroups failed to show significance. 

4. Page 8 bottom: “This population cohort includes both 

restaurant patrons and most….()” Considering that the 

differences were not significant the rest of this discussion is 

purely speculative. Reasoning from a non-signficant result, 

that less active and passive smoking exposure of restaurant 

workers may have caused the decline in MI after the 

smoking ban is not sustainable. It should be omitted from 

discussion or backed up by data. 

5. The Discussion part should summarize the results before 

discussing the results 

Conclusions 

1. Page 10 “The reduction was most pronounced…()”….Again 

this is not supported by the data shown. 

2. Whether the reduction of AMI is really related to the smoking 

ban cannot be proved in a registry study. Other factors 
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might contribute as well . For that reason a more careful 

wording is suggested.  

References 

Not enough references and references are too scandinavian 

based. International results from for example German and UK 

/Scotland –studies should be mentioned. 

General considerations: 

While the results of this study are neither surprising nor new, further 

consideration should be possible.  However the results have to be 

recalculated based on the given recommendations or the discussion 

has to be changed. It is not possible to base a publication (at least 

partly) on a non-signficant result. Interestingly age-specific results 

were not mentioned in the abstract.  

 

REVIEWER Tom K Grimsrud 
Cancer Registry of Norway  
Oslo, Norway 

REVIEW RETURNED 14-Aug-2015 

 

GENERAL COMMENTS The manuscript describes the incidence rate of acute myocardial 
infarction (AMI), or rather hospitalisation for AMI, in Finland before 
and after the implementation of a smoking ban in restaurants in 
2007. The question whether there is a measurable effect on AMI 
incidence rate from reduction in exposure to environmental tobacco 
smoke, or an indirect effect via reduced active smoking is an 
important public health issue. A report from Finland on this topic is 
especially welcome, as tobacco smoking and coronary heart disease 
have been subject to great attention and interventions in Finland for 
decades.  
 
The study’s results and discussion are quite interesting, although a 
major limitation is the retrospective design, and the use of 
aggregated data only. The explanatory variable of greatest interest 
is only identified according to time. Some more information on 
materials, methods, and some new analyses, or even better 
demonstration of existing results, might add to the value. I would 
suggest the following:  
 
1. The authors state that the outcome data were derived from 
(among other sources) “eight of the largest district hospitals”, 
thereby suggesting that there might be a number of district hospitals 
not reporting discharge diagnoses. Is the study really nationwide, as 
stated? What is the degree of completeness of the recording of 
hospitalized patients with myocardial infarction, and does it vary with 
time?  
 
2. Adjustment for smoking was performed but the authors did not 
show the smoking prevalence by gender, age, and year, and neither 
did they report the widths of the age bands used for the adjustment. 
Did they graduate or smooth the smoking prevalences, or did they 
use yearly observations?  
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3. Another key potential confounding factor is the secular reduction 
in cardiac events, recently described to be around 4% annually 
among Finnish men and women during the period 1985–2010, 
although most of the decline seem to have taken place before the 
year 2000 (Dégano et al, 2015). This problem is only briefly 
mentioned in the last paragraph of the Discussion section, and an 
attempt to address the size of the potential underlying trend, or, if 
possible, an attempt to adjust for it, would be interesting.  
 
4. In the Results section, figure 1 is mentioned as if to illustrate the 
reduction in the AMI rate between the last and first six-month 
periods of 2007, or the RR between these two periods. Figure 1, 
however, displays the “proportion” of AMI (possibly in percent?) 
according to age in the two two-year observation periods. This could 
probably be better organised.  
 
Some minor issues:  
 
1. As a reference for the general link between AMI and active 
smoking and environmental tobacco smoke, a review paper or a 
large report could be mentioned in addition to the single study in 
reference number 1. Also, the sharp increase in risk of AMI at low 
levels of tobacco smoke exposure could be mentioned and possibly 
discussed.  
 
2. The age-specific reductions of AMI incidence rates according to 
observation period are not shown, neither are the gender-specific 
temporal reductions.  
 
3. On page 6, first two lines, the authors state that a “slightly larger 
proportion of infarction patients were female in the latter half of the 
study period”, but table 1 suggests that the proportion is lower during 
the latter two-year period (in fact, it drops from 35.1% to 33.3%). 
What is correct?  
 
4. In table 2, the variable “higher smoking prevalence” is not further 
explained. Is it a categorical or a continuous variable? If categorical, 
what is the reference? If continuous, what is the unit?  
 
5. On page 2 and page 10, under the heading “What this paper 
adds”, two stand-alone points are, respectively: “- Previous results 
on the effectiveness of smoking bans and coronary event incidence 
have been mixed” and “- Results have, however, been 
heterogeneous”. I assume these statements are not based on the 
present study.  
 
6. On page 2 and page 10, under the heading “What this paper 
adds”, the last points suggest, respectively, that the reduction in AMI 
incidence rate is “additional effects of a restaurant smoking ban” and 
that “a restaurant ban [on smoking] results in a reduction in 
myocardial incidence”. Although there might very well be a possible 
connection, I do not agree that a causal effect is accounted for in the 
study (as suggested with the wording "effects of" and "results in"). 

 

REVIEWER Dr. Sericea Stallings-Smith 
University of North Florida  
United States of America 

REVIEW RETURNED 15-Aug-2015 
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GENERAL COMMENTS This study conducted by Gunn et al. assessed changes in the 
incidence of acute myocardial infarction (AMI) following the 
implementation of a national restaurant smoking ban in Finland on 
June 1, 2007. National hospital discharge data were obtained from 
June 1, 2005 to May 31, 2009, which included both pre- and post-
legislation assessment periods. A generalized linear Poisson 
regression model with a population offset was used to calculate 
incidence rates of AMI overall and at 6-month intervals over the 
study period, adjusting for age, sex, and smoking prevalence. The 
reported results indicated an overall 6.3% (95% CI: 4.1-8.6%) 
reduction in the incidence of AMI following the ban, and the authors 
concluded that the restaurant smoking ban was associated with a 
mild, additional reduction in national AMI incidence in Finland.  
 
1) Please present additional information about the incremental 
implementation of Finland’s smoking ban(s) in the introduction. 
Specifically, when was the initial workplace smoking ban 
implemented? What was the impact on national smoking 
prevalence? This information is particularly important because the 
authors ultimately discuss that the observed reduction in AMI 
incidence is smaller than that reported in prior smoking ban 
assessment studies.  
 
2) Please provide additional information about smoking prevalence 
in this study. For example, are the data nationally-representative? 
How are these data collected? What age groups are included? As 
well, how do the authors define “higher smoking prevalence” in their 
analysis (Table 2)? Additional analyses and reporting of smoking 
prevalence data are warranted. For example, the authors mention 
“the declining smoking prevalence in Finland” (page 8, lines 18-19), 
and state that “the new legislation could have deterred smoking in a 
number of active smokers […]”. Since the authors have access to 
smoking prevalence data, I suggest estimating the change in 
smoking prevalence over the study period, which will inform the 
discussion.  
 
3) Although I understand that the authors intended to broadly 
explore the effects of the restaurant smoking ban on AMI outcomes, 
it is unclear how the ban would be expected to influence changes in 
mortality after individuals have been admitted in hospital for an 
incident AMI. It seems that such a change would be influenced by 
other factors such as time to hospital presentation or treatment 
practices. I suggest either providing a brief explanation of the 
rationale for this analysis or excluding the analysis altogether, 
thereby focusing on the main objective of the study.  
 
4) The purpose of the pre- and post-ban comparison of co-
morbidities in Table 1 is unclear. Do the authors hypothesize 
changes in these co-morbidities following the ban? For consistency, 
I also suggest including the information about ST-segment elevation 
(page 7, lines 32-33) in Table 1.  
 
5) The title for Table 2 is unclear. Please revise.  
 
6) Please report specific results by age groups. The text of the 
results section states that the short-term reduction in AMI incidence 
was most prominent among ages 25-44 years (page 5, lines 45-47), 
and the text of the discussion states that the reduction in AMI was 
most notable among ages 40-50 years (page 7, line 50). Specific 
reporting of AMI incidence rates by 10-year age groups would clarify 
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these findings.  
 
7) Regarding Figure 2, please discuss a potential explanation for 
why AMI incidence decreased in 2006/1, which was prior to 
implementation of the restaurant smoking ban. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1, J Schmucker  

 

 

Results:  

1. Is it correct that roughly 5% of all hospital admissions (34887 out of 656044) were due to acute MI. 

Does that include patients entering hospital with AMI as a secondary diagnosis?  

 

- It is correct. This data includes all admissions to wards of internal medicine (including cardiology) in 

Finland in the study period. Only discharge diagnoses were used to make sure that diagnoses were 

as accurate as possible. As we searched for differences in the incidence of AMI between two periods 

of time, only primary AMI diagnoses were included to ensure uniformity of data.  

- Changes: data characteristics have been clarified (results-section, 1. paragraph)  

 

2. The reduction in working middle aged group, as demonstrated by the authors is not significant : 

p=0.16. It should thus not be mentioned as a significant result  

 

- We agree with the reviewer.  

- Changes: The reference to this reduction has been deleted (Discussion, paragraph 3)  

 

3. Table 1: Why is smoking status not mentioned?  

 

- Smoking status was available only on national and provincial level. This data was not available on 

the level of single patients or patient groups. Thus, our results are associatied to smoking level 

changes only in the Discussion and no statistical comparisons can be made.  

 

4. Table 1: Rates for Hypertension, Diabetes seem very low. Please verify and define Hypertension  

5. Table 1: How is hypercholesterolemia defined? Rates as well are quite low  

 

- These comorbidities were extracted from discharge diagnoses and thus conform to the criteria of 

clinical practice.  

 

6. Table 1: Does atrial fibrillation mean atrial fibrillation at admission?  

 

- This data, also, has been extracted from discharge diagnoses and thus atrial fibrillation may have 

been diagnosed at admission or earlier.  

 

7. Table 1: How many AMI-pts. have known coronary artery disease. Please report  

 

- Our data do not include the information of when specific diagnoses have been made. Thus, we do 

not have data available to us to ascertain how great a proportion of these patients had a previously 

known coronary artery disease.  

 

8. Table 2: What is really being compared in table 2? IRR between before and after the smoking ban? 

Or impact of mentioned risk factors on the whole time period. Than it has to be renamed  
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- This has been clarified and the title changed accordingly  

-  

 

 

9. Table 2: In my opinion this table is meant to demonstrate the importance of time-period (pre vs. 

postlegislation) in comparison with age and gender. However what does higher smoking prevalence 

means in this context? That smoking is important in AMI-incidence. Than the IRR of 1.031 is quite 

low. A coherent explication of table setup as well as its impact should be reported  

 

- This has now been elaborated. Smoking prevalence is age and gender adjusted % of populace who 

smoke. I.e. a 1% increase in smoking prevalence would raise the IRR of AMI by a factor of 1.031.  

 

10. Figure 1: Interesting figure. However significance has to be reported, maybe for different age 

groups.  

 

- We agree with the reviewer.  

- changes: the figure has been revised to a bar-cchart format including IRR-comparisons in different 

age-groups.  

 

11. Figure 2: Please report significance as mentioned in results :One comparing 6 months before and 

6 months after, the second comparing before and after smoking ban  

 

- We agree with the reviewer?  

- changes: The figure has been reformatted accordingly.  

 

Discussion:  

1. Page 7: “The reduction of AMI rate was most notable in patients aged 40-50 years”. This is not 

supported by the results. If there was a significant reduction it has to be demonstrated.  

 

- We agree with the reviewer, these results were inadequately presented.  

- changes: figure 1 has been revised to present changes in AMI incidence by age-group (stratified by 

gender and smoking prevalence of the age-group).  

 

2. Page 8 bottom: Figures as well as Table-names from results should not be mentioned by name-  

 

- changes: explicit references to tables and figures have been moved from the discussion.  

 

3. Page 8 bottom: “There was a slightly more pronounced decrease in IRR specifically in patients 

aged 25-44 years…” This is not supported by the given data, since it failed to reach significance 

(p=.16). If stratification by age leads to age groups not showing significant differences in IRR pre- and 

postlegislation than this has to accepted. A possible option would be to show IRR for all age groups 

and genders and to mention that subgroups failed to show significance.  

4. Page 8 bottom: “This population cohort includes both restaurant patrons and most….()” 

Considering that the differences were not significant the rest of this discussion is purely speculative. 

Reasoning from a non-signficant result, that less active and passive smoking exposure of restaurant 

workers may have caused the decline in MI after the smoking ban is not sustainable. It should be 

omitted from discussion or backed up by data.  

 

 

- We agree with the reviewer.  

- changes: the results and discussion have been rewritten accordingly.  
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4. The Discussion part should summarize the results before discussing the results  

 

- changes: discussion has been reworded accordingly  

 

Conclusions  

1. Page 10 “The reduction was most pronounced…()”….Again this is not supported by the data 

shown.  

 

- We agree with the reviewer.  

- changes: the sentence has been removed.  

 

2. Whether the reduction of AMI is really related to the smoking ban cannot be proved in a registry 

study. Other factors might contribute as well . For that reason a more careful wording is suggested.  

 

- We agree with the reviewer.  

- changes: the conclusions have been rephrased.  

 

References  

Not enough references and references are too scandinavian based. International results from for 

example German and UK /Scotland –studies should be mentioned.  

 

- Since our study was conducted in a Scandinavian setting we consider references to studies of 

similar circumstances to be particularly relevant.  

- changes: along with rewriting the discussion, more references have been added.  

 

General considerations:  

While the results of this study are neither surprising nor new, further consideration should be possible. 

However the results have to be recalculated based on the given recommendations or the discussion 

has to be changed. It is not possible to base a publication (at least partly) on a non-signficant result. 

Interestingly age-specific results were not mentioned in the abstract.  

 

- changes: the discussion has been rewritten. Age-specific results have been added to the abstract.  

 

 

Reviewer: 2, Tom K Grimsrud  

 

1. The authors state that the outcome data were derived from (among other sources) “eight of the 

largest district hospitals”, thereby suggesting that there might be a number of district hospitals not 

reporting discharge diagnoses. Is the study really nationwide, as stated? What is the degree of 

completeness of the recording of hospitalized patients with myocardial infarction, and does it vary with 

time?  

 

- Acute coronary care has been exceedingly centralized in Finland taking place in university hospitals 

and central hospitals. These units have coronary cath labs and are prepared to take care of the most 

acute cardiac patients. Each province of Finland contains one of these hospitals and patient care has 

been organized around these centres. All of these hospitals were included in the study and thus our 

data is nationwide. There are some particularly large district hospitals in Southern Finland, able to 

take care of acute cardiac patients after evaluation in the provincial central or university hospital and 

thus these patients may be discharged from these district hospitals although they have also been 

evaluated in the central or university hospitals. Therefore these district hospitals were included to 

ensure the completeness of data. Patients who had been transferred from one hospital to another 

were identified and are presented only once in the results.  
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2. Adjustment for smoking was performed but the authors did not show the smoking prevalence by 

gender, age, and year, and neither did they report the widths of the age bands used for the 

adjustment. Did they graduate or smooth the smoking prevalences, or did they use yearly 

observations?  

 

- This was done adjusting for yearly data on age- and sex- specific prevalence according to data from 

Statistics Finland from the study period.  

 

 

3. Another key potential confounding factor is the secular reduction in cardiac events, recently 

described to be around 4% annually among Finnish men and women during the period 1985–2010, 

although most of the decline seem to have taken place before the year 2000 (Dégano et al, 2015). 

This problem is only briefly mentioned in the last paragraph of the Discussion section, and an attempt 

to address the size of the potential underlying trend, or, if possible, an attempt to adjust for it, would 

be interesting.  

 

- The reviewer is correct in noting the decline. However, we took this into account by analyzing the 

incidences in six-month intervals with the latter half of the year 2007 (namely the six months 

immediately post-ban) serving as a reference (figure 2). None of the six-month periods after the ban 

showed difference in the incidence rate compared to the post-ban period whereas three of the five 

pre-ban periods showed significantly greater incidence of AMI compared to the reference period. 

Thus, although the trend seems to be declining, we attribute a significant decrease in AMI incidence 

to the period 2/2007 after which no significant decrease has taken place, suggesting that this period is 

of particular interest to the development.  

 

3. In the Results section, figure 1 is mentioned as if to illustrate the reduction in the AMI rate between 

the last and first six-month periods of 2007, or the RR between these two periods. Figure 1, however, 

displays the “proportion” of AMI (possibly in percent?) according to age in the two two-year 

observation periods. This could probably be better organised.  

 

- We agree with the reviewer.  

changes: figure 1 has been revised to present changes in AMI incidence by age-group (stratified by 

gender and smoking prevalence of the age-group).  

 

Some minor issues:  

1. As a reference for the general link between AMI and active smoking and environmental tobacco 

smoke, a review paper or a large report could be mentioned in addition to the single study in 

reference number 1. Also, the sharp increase in risk of AMI at low levels of tobacco smoke exposure 

could be mentioned and possibly discussed.  

 

- changes: references (2 and 3) have been added.  

 

2. The age-specific reductions of AMI incidence rates according to observation period are not shown, 

neither are the gender-specific temporal reductions.  

 

- changes: figure 1 has been revised to present changes in AMI incidence by age-group. These 

results are stratified according to gender. The gender-specific reduction is presented in table 2.  

 

3. On page 6, first two lines, the authors state that a “slightly larger proportion of infarction patients 

were female in the latter half of the study period”, but table 1 suggests that the proportion is lower 

during the latter two-year period (in fact, it drops from 35.1% to 33.3%). What is correct?  
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- The reviewer is correct in noting this discrepancy. The figures presented in the table are correct.  

- changes: the text has been revised accordingly (Results-section, paragraph 3)  

 

 

4. In table 2, the variable “higher smoking prevalence” is not further explained. Is it a categorical or a 

continuous variable? If categorical, what is the reference? If continuous, what is the unit?  

 

- We refer to the answers to the other reviewers on this issue i.e. continuous variablem % of age- and 

gender adjusted smoking prevalence obtained from yearly data.  

 

5. On page 2 and page 10, under the heading “What this paper adds”, two stand-alone points are, 

respectively: “- Previous results on the effectiveness of smoking bans and coronary event incidence 

have been mixed” and “- Results have, however, been heterogeneous”. I assume these statements 

are not based on the present study.  

 

- The reviewer is correct.  

- changes: What this paper adds –section has been rewritten  

 

5. On page 2 and page 10, under the heading “What this paper adds”, the last points suggest, 

respectively, that the reduction in AMI incidence rate is “additional effects of a restaurant smoking 

ban” and that “a restaurant ban [on smoking] results in a reduction in myocardial incidence”. Although 

there might very well be a possible connection, I do not agree that a causal effect is accounted for in 

the study (as suggested with the wording "effects of" and "results in").  

 

- We agree with the revewer.  

- Changes: the conclusions have been reworded accordingly.  

 

 

Reviewer: 3, Stallings-Smith, Sericea  

 

1) Please present additional information about the incremental implementation of Finland’s smoking 

ban(s) in the introduction. Specifically, when was the initial workplace smoking ban implemented? 

What was the impact on national smoking prevalence? This information is particularly important 

because the authors ultimately discuss that the observed reduction in AMI incidence is smaller than 

that reported in prior smoking ban assessment studies.  

 

- We agree with the reviewer.  

- changes: information on these subjects has been added to the introduction.  

 

2) Please provide additional information about smoking prevalence in this study. For example, are the 

data nationally-representative? How are these data collected? What age groups are included? As 

well, how do the authors define “higher smoking prevalence” in their analysis (Table 2)? Additional 

analyses and reporting of smoking prevalence data are warranted. For example, the authors mention 

“the declining smoking prevalence in Finland” (page 8, lines 18-19), and state that “the new legislation 

could have deterred smoking in a number of active smokers […]”. Since the authors have access to 

smoking prevalence data, I suggest estimating the change in smoking prevalence over the study 

period, which will inform the discussion.  

 

- The data was derived from the database of Statistics Finland, the national authority which conducts 

continuous smoking surveillance in Finland. The data are nationwide and include all age groups.  

- changes: Information on smoking data characteristics has been included (Materials and Methods, 
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paragraph 3). A new figure (fig. 3) has also been added to present age-specific changes in smoking 

prevalence.  

 

3) Although I understand that the authors intended to broadly explore the effects of the restaurant 

smoking ban on AMI outcomes, it is unclear how the ban would be expected to influence changes in 

mortality after individuals have been admitted in hospital for an incident AMI. It seems that such a 

change would be influenced by other factors such as time to hospital presentation or treatment 

practices. I suggest either providing a brief explanation of the rationale for this analysis or excluding 

the analysis altogether, thereby focusing on the main objective of the study.  

 

- We agree with the reviewer. This data was presented for the sake of completeness but there was no 

theoretical background for it.  

- changes: mortality analysis has been deleted from the results.  

 

4) The purpose of the pre- and post-ban comparison of co-morbidities in Table 1 is unclear. Do the 

authors hypothesize changes in these co-morbidities following the ban? For consistency, I also 

suggest including the information about ST-segment elevation (page 7, lines 32-33) in Table 1.  

 

- Since the risk of AMI is influenced by many comorbidities, we suspected these might influence the 

results of the ban and therefore analyzed their proportions.  

 

5) The title for Table 2 is unclear. Please revise.  

 

6) Please report specific results by age groups. The text of the results section states that the short-

term reduction in AMI incidence was most prominent among ages 25-44 years (page 5, lines 45-47), 

and the text of the discussion states that the reduction in AMI was most notable among ages 40-50 

years (page 7, line 50). Specific reporting of AMI incidence rates by 10-year age groups would clarify 

these findings.  

 

- We agree with the reviewer, these results were presented inadequately and conflictingly.  

- changes: figure 1 has been revised to present changes in AMI incidence by age-group (stratified by 

gender and smoking prevalence of the age-group).  

 

7) Regarding Figure 2, please discuss a potential explanation for why AMI incidence decreased in 

2006/1, which was prior to implementation of the restaurant smoking ban.  

 

- changes: discussion about a possible cause of this decrease in MI incidence has been added 

(Discussion, page 10, 1st paragraph). 

 

VERSION 2 – REVIEW 

REVIEWER Tom K Grimsrud 
Cancer Registry of Norway 

REVIEW RETURNED 19-Oct-2015 

 

GENERAL COMMENTS Thanks for letting me see this manuscript again. There are important 
improvements in the text, tables, and and figures, but there still 
remain a number of points that should be improved to make the 
article more readable.  
 
1. The authors answered satisfactory to my earlier comment on 
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completeness, but I found no corresponding change in the text to 
help future readers. This is a question of communication: The 
authors state that they have access to "all medical admissions" (P5, 
L7), but in the following paragraph they state that they searched 
"eight of the largest district hospitals" (P5, L18). This formulation 
suggests that there is an unreported number of district hospitals that 
the authors did not search, and for a common disease as AMI, this 
creates doubt that their data really are complete. Please add 
information to the text that may alleviate this apparent contradiction.  
 
2. In my eyes, the results section needs tidying up. I would suggest 
to add the descriptive data (referring to table 1) to paragraph number 
1 (P6, L12).  
 
3. In Results section, paragraph 2 (P6, L16), the reduction "by 6.3%" 
probably was taken from the results in table 2 (IRR = 1.063). If so, 
please add a reference to table 2 accordingly. In order to make it 
easier to read, I also think it should be clarified immediately what 
period this reduction concerns (that is, either during the 24-month 
period following the smoking ban, or the first 6-month period).  
 
4. In stead of "Reduction in short term incidence ..." I would suggest 
to write "Short-term reduction in incidence ..." (P6, L21).  
 
5. In Results, second paragraph (P6, L21–22), it is difficult to 
understand what is meant by saying that the reduction "was similar 
[...] to that in the whole study period". Do the authors mean "similar 
to the reduction seen during the 24 months after the smoking ban", 
which is the 6.3% reduction mentioned before? Or do they mean 
something else? It would be helpful if this was made clear in the text.  
 
6. In Results, second paragraph (P6, L27), the following sentence is 
difficult to understand: "RR between the latter and first halves of 
2007 0.83 (95% CI 0.65-1.08, p=0.16) (figure  
1.)." The authors refer to figure 1, which seems highly inappropriate, 
as figure 1 describes the change from the 24-month period from 
June/2005–May/2007 to the 24-month period June/2007–May/2009, 
not the change ***within*** the year 2007. Additionally, it is difficult to 
understand how the 4.5% reduction in incidence rate described 
above for 2007 corresponds to a RR of 0.83.  
 
7. In Results, second paragraph, last sentence (P6, L30–32), figure 
2 i mentioned. Figure 2 seems to show incidence rate ratios 
***outside*** the study period (first half of the year 2005, and second 
half of the year 2009). Where do these data come from? From the 
another regression analysis? From unadjusted national data? This 
should be explained in the text or changed to come in line with the 
rest of the manuscript.  
 
8. The notification is heavy when "6/2005" means "June 2005" 
(figure 1) and "2005/1" means "January–June 2005" (figure 2). I 
would suggest to make it more easy for the reader. In the figure 
legend (text) for figure 3, "6/2005" is explained as "July 1st 2005", 
but it should probably be "June 1st 2005".  
 
9. In table 2, the footnote marked § has no corresponding sign in the 
table itself.  
 
10. In table 2, the two last lines of the footnote reading "Myocardial 
infarction presented ..." the authors introduce data on "STEMI". This 
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should preferably be done in the text (Results), not in a table 
footnote, as it is commented and referred to in the Discussion 
section.  
 
11. In the Discussion, first paragraph and 3. paragraph seem to 
contradict each other. On P8, L34–37 the authors state: "The 
reduction of AMI rate was most notable in the oldest age-groups ...", 
whereas on P9, L 38–41 they state: "The reduction in AMI incidence 
following the ban was greatest in the age group 40-50 years ...". 
They may be meaning "smoking prevalence" in stead of "AMI 
incidence" in the latter sentence, but this should be made clear.  
 
12. In the Discussion, 3. paragraph (P9, L57; P10, L8; P10, L12) 
there is lack of clarity on several spots, as to whether the authors 
mean "reduction", "decline", or "differences" in "AMI incidence" or in 
"smoking prevalence". Please clarify to help the reader.  
 
13. Conclusion, P12, L7–15, the sentence reading "Although these 
results suggest ..." is far too long and complicated. Please rewrite to 
make it more intelligible.  
 

 

REVIEWER Sericea Stallings-Smith 
Department of Public Health, University of North Florida  
United States of America 

REVIEW RETURNED 18-Oct-2015 

 

GENERAL COMMENTS 1) The abstract requires further revision. In response to the 
previously stated concern about the rationale for conducting post-
admission mortality analyses, the authors indicated in the response 
letter that the “mortality analysis has been deleted from the results”; 
however, the results are still reported in the abstract and are 
unclear. Additionally, the objective section of the abstract refers to 
“AMI”, an acronym that is not defined until the methods section. 
Further to this, because the term “myocardial infarction” or “MI” is 
often used to denote the inclusion of additional diagnosis codes or 
secondary infarctions, the authors should consistently utilize the 
term “acute myocardial infarction” or “AMI” throughout the 
manuscript to avoid confusion.  
 
2) The authors have not adequately addressed the requested 
clarification about age-specific post-ban results. Specifically, the 
authors report conflicting findings in the abstract and the discussion. 
The results section of the abstract states that reductions in the short-
term incidence of AMI were “largest in the oldest ages but observed 
also in the working middle aged group (40-50 years old)”. A similar 
statement is included later in the manuscript (page 8, lines 34-37). In 
contrast, page 9, lines 38-40, state that “The reduction in AMI 
incidence following the ban was greatest in the age group 40-50 
years […]”. The authors must clarify these findings as they are 
integral to the interpretation of the age-specific public health impacts 
of this study.  
 
3) To aid inferences about the impact on active smoking as a result 
of the initial workplace smoking ban implemented in 1995, 
clarification is needed about the time period in which a 2-3% 
reduction in smoking prevalence occurred (page 4, lines 32-35).  
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4) To ensure that each figure is singly interpretable, please include 
the units for each variable. For example, please report that the X-
axis refers to age in years.  
 
5) The title for Table 2 remains unclear. Please delete “on Poisson 
regression”.  
 
6) A thorough proofreading and grammatical editing of this 
manuscript is required.  

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer: 

Tom K Grimsrud  

 

Comment 2-1: The authors answered satisfactory to my earlier comment on completeness, but I 

found no corresponding change in the text to help future readers. This is a question of 

communication: The authors state that they have access to "all medical admissions" (P5, L7), but in 

the following paragraph they state that they searched "eight of the largest district hospitals" (P5, L18). 

This formulation suggests that there is an unreported number of district hospitals that the authors did 

not search, and for a common disease as AMI, this creates doubt that their data really are complete. 

Please add information to the text that may alleviate this apparent contradiction.  

Response 2-1: We agree with the Reviewer that clarification is required also in the text. Changes: As 

suggested, we have now clarified data collection in the Methods section.  

Comment 2-2: In my eyes, the results section needs tidying up. I would suggest to add the descriptive 

data (referring to table 1) to paragraph number 1 (P6, L12).  

 

Responset 2-2: We agree with the reviewer that further clarification is appropriate.  

Changes: As suggested, we have now added descriptive data to Results paragraph 1 and moved 

reference to Table 1 to the same paragraph. As Table 1 contains a number of descriptive statistics 

and results of statistical testing, we think that presenting these data in the table format is more 

informative to the reader than writing them out in the text.  

 

Comment 2-3: In Results section, paragraph 2 (P6, L16), the reduction "by 6.3%" probably was taken 

from the results in table 2 (IRR = 1.063). If so, please add a reference to table 2 accordingly. In order 

to make it easier to read, I also think it should be clarified immediately what period this reduction 

concerns (that is, either during the 24-month period following the smoking ban, or the first 6-month 

period).  

Response 2-3: We agree with the Reviewer.  

Changes: This has now been clarified and the suggested reference period added.  

 

Comment 2-4: In stead of "Reduction in short term incidence ..." I would suggest to write "Short-term 

reduction in incidence ..." (P6, L21).  

Response 2-4: We agree with the Reviewer.  

Changes: Corrected as suggested.  

 

Comment 2-5: In Results, second paragraph (P6, L21–22), it is difficult to understand what is meant 

by saying that the reduction "was similar [...] to that in the whole study period". Do the authors mean 

"similar to the reduction seen during the 24 months after the smoking ban", which is the 6.3% 

reduction mentioned before? Or do they mean something else? It would be helpful if this was made 

clear in the text.  

Response 2-5: Indeed, the second paragraph of the results-section was unclear.  

Changes: The second paragraph of the results-section in the main text has now been rephrased.  
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Comment 2-6: In Results, second paragraph (P6, L27), the following sentence is difficult to 

understand: "RR between the latter and first halves of 2007 0.83 (95% CI 0.65-1.08, p=0.16) (figure  

1.)." The authors refer to figure 1, which seems highly inappropriate, as figure 1 describes the change 

from the 24-month period from June/2005–May/2007 to the 24-month period June/2007–May/2009, 

not the change ***within*** the year 2007. Additionally, it is difficult to understand how the 4.5% 

reduction in incidence rate described above for 2007 corresponds to a RR of 0.83.  

Response 2-6: The reviewer is correct. The reference should have been made to figure 2. The 

sentence containing the RR to which the reviewer refers to should have been deleted from the 

manuscript already at an earlier stage as it is a result of previous analyses not correct in this context.  

Changes: The reference has been corrected. The erroneous RR has been deleted from the results 

and the abstract.  

 

Comment 2-7: In Results, second paragraph, last sentence (P6, L30–32), figure 2 i mentioned. Figure 

2 seems to show incidence rate ratios ***outside*** the study period (first half of the year 2005, and 

second half of the year 2009). Where do these data come from? From the another regression 

analysis? From unadjusted national data? This should be explained in the text or changed to come in 

line with the rest of the manuscript.  

Response 2-7: The Reviewer is correct. Figure 2 erroneously contained IRRs of dates not included in 

the study period. These were inserted in the figure by error and did not affect results of the analyses.  

Changes: As suggested, IRR bars of 1/2005 and 2/2009 have now been removed from Figure 3.  

 

Comment 2-8: The notification is heavy when "6/2005" means "June 2005" (figure 1) and "2005/1" 

means "January–June 2005" (figure 2). I would suggest to make it more easy for the reader. In the 

figure legend (text) for figure 3, "6/2005" is explained as "July 1st 2005", but it should probably be 

"June 1st 2005".  

 

Reponse 2-8: We agree with the Reviewer.  

Changes: Notification of study periods is clarified as suggested. Periods in figures 1 and 3 have been 

modified as “June 2005-May 2007 and June 2007-May 2009 Legend for Figure 3 has been corrected 

as suggested.  

 

Comment 2-9: In table 2, the footnote marked § has no corresponding sign in the table itself.  

Changes: The sign has been added to the table.  

 

Comment 2-10: In table 2, the two last lines of the footnote reading "Myocardial infarction presented 

..." the authors introduce data on "STEMI". This should preferably be done in the text (Results), not in 

a table footnote, as it is commented and referred to in the Discussion section.  

Response 2-10: The sentence referred to was actually not part of the table footnote but appeared so 

because of lacking intervening space. This has now been corrected.  

 

Comment 2-11: In the Discussion, first paragraph and 3. paragraph seem to contradict each other. On 

P8, L34–37 the authors state: "The reduction of AMI rate was most notable in the oldest age-groups 

...", whereas on P9, L 38–41 they state: "The reduction in AMI incidence following the ban was 

greatest in the age group 40-50 years ...". They may be meaning "smoking prevalence" in stead of 

"AMI incidence" in the latter sentence, but this should be made clear.  

Response 2-11: The reviewer is correct. The reduction was indeed largest in the group 40-50 years of 

age and the statements in the abstract and the beginning of the discussion were erroneous.  

Changes: Results-sections of the abstract and the main text as well as the first paragraph of the 

discussion in the main text have now been corrected accordingly.  

 

Comment 2-12: In the Discussion, 3. paragraph (P9, L57; P10, L8; P10, L12) there is lack of clarity on 
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several spots, as to whether the authors mean "reduction", "decline", or "differences" in "AMI 

incidence" or in "smoking prevalence". Please clarify to help the reader.  

Response 2-12: We agree with the Reviewer that the paragraph was in need of clarification.  

Changes: Paragraph has now been clarified.  

 

Comment 2-13: Conclusion, P12, L7–15, the sentence reading "Although these results suggest ..." is 

far too long and complicated. Please rewrite to make it more intelligible.  

 

Response 2-13: We agree with the Reviewer.  

Changes: The Conclusion-section has been clarified and the sentence shortened. 

 

Reviewer:  

Sericea Stallings-Smith  

 

Comment 1-1: The abstract requires further revision. In response to the previously stated concern 

about the rationale for conducting post-admission mortality analyses, the authors indicated in the 

response letter that the “mortality analysis has been deleted from the results”; however, the results 

are still reported in the abstract and are unclear. Additionally, the objective section of the abstract 

refers to “AMI”, an acronym that is not defined until the methods section. Further to this, because the 

term “myocardial infarction” or “MI” is often used to denote the inclusion of additional diagnosis codes 

or secondary infarctions, the authors should consistently utilize the term “acute myocardial infarction” 

or “AMI” throughout the manuscript to avoid confusion.  

Response 1-1: The reviewer is correct. We thank for pointing out this unfortunate error in previous 

Revision.  

Changes: Mortality-results have been deleted from the abstract. AMI has now been defined in the 

objective -section of the abstract. The use of the term AMI has been made consistent throughout the 

manuscript.  

 

Comment 1-2: The authors have not adequately addressed the requested clarification about age-

specific post-ban results. Specifically, the authors report conflicting findings in the abstract and the 

discussion. The results section of the abstract states that reductions in the short-term incidence of 

AMI were “largest in the oldest ages but observed also in the working middle aged group (40-50 years 

old)”. A similar statement is included later in the manuscript (page 8, lines 34-37). In contrast, page 9, 

lines 38-40, state that “The reduction in AMI incidence following the ban was greatest in the age 

group 40-50 years […]”. The authors must clarify these findings as they are integral to the 

interpretation of the age-specific public health impacts of this study.  

Response 1-2: We agree with the Reviewer that further clarification is required. The reduction was 

indeed largest in the group 40-50 years of age and the statements in the abstract and the beginning 

of the discussion were erroneous.  

Changes: Results-sections of the abstract and the main text as well as the first paragraph of the 

discussion in the main text have now been corrected accordingly.  

 

Comment 1-3: To aid inferences about the impact on active smoking as a result of the initial 

workplace smoking ban implemented in 1995, clarification is needed about the time period in which a 

2-3% reduction in smoking prevalence occurred (page 4, lines 32-35).  

Response 1-3: We agree with the Reviewer that further clarification is needed.  

Changes: The time period within which the reduction took place has been clarified in the introduction.  

 

Comment 1-4: To ensure that each figure is singly interpretable, please include the units for each 

variable. For example, please report that the X-axis refers to age in years.  

Response 1-4: We agree with the Reviewer.  
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Changes: As suggested, X-axis labels in Fig.1 and Fig.3 have been modified to Age (years).  

 

Comment 1-5: The title for Table 2 remains unclear. Please delete “on Poisson regression”.  

Reponse 1-5: We agree with the Reviewer.  

Changes: The title has been modified as suggested.  

 

Comment 1-6: A thorough proofreading and grammatical editing of this manuscript is required.  

Response 1-6: We agree with the Reviewer.  

Changes: The manuscript has been thoroughly proofread and grammatically edited. 
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