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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 between maternal education and malocclusion in 
Mongolian adolescents: a cross-sectional study 

AUTHORS Tumurkhuu, Tsasan; Fujiwara, Takeo; Komazaki, Yuko; Kawaguchi, 
Yoko; Tanaka, Toshihiro; Inazawa, Johji; Ganburged, Ganjargal; 
Bazar, Amarsaikhan; Ogawa, Takuya; Moriyama, Keiji 

 

VERSION 1 - REVIEW 

REVIEWER Fábio Luiz Mialhe 
University of Campinas- UNICAMP; Piracicaba Dental School, 
Piracicaba, SP, Brazil 

REVIEW RETURNED 31-May-2016 

 

GENERAL COMMENTS It is an interesting article, however, I have some suggestions to 
improve it:  
Introduction  
Reference 1 is too old to sustain authors assertions. Please, 
substitute it.  
Page 5, lines 37-38- reference is old to sustain authors assertions.  
Pages 5-6- I did not understand the idea of the phrase -
"....interestingly, children from Mongolian families with a higher 
socioeconomic status have been reported o have a higher 
prevalence of early childhood caries. This condition provides an 
insight into the country’s public health policy, which focuses on 
preventing dental caries." In my view there is something 
incongruous in the phrase - If the country invests in prevention, why 
is caries increasing?  
 
 
MATERIAL AND METHODS  
How was the sample size calculation?  
Measurement of malocclusion - why the kappa values was low if the 
three orthodontists was at least 2 years of orthodontic training at the 
Department of Maxillofacial Orthognathics? This fact could can 
result a large bias of diagnosis and in the validity of data.  
How was the calibration process of the 4 dentists that examinated 
dental caries and what was the kappa values for intra and inter 
exams?  
 
 
DISCUSSION  
The analysis incorporate behavioral variables and not solely 
socioeconomic variables- this should be discussed.  
 
There are other possible casual link between the founds of authors 
and malloclusion that should be interpreted .  
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Authors write that -" this is the first study examining the association 
between socioeconomic status and malocclusion among 
adolescents ,.." however, only one dimension of the socioeconomic 
set- educational level- was evaluated in the study. Therefore, this 
could be considered on tittle of the manuscript, objectives and 
discussion.  
 
CONCLUSIONS  
I think authors can not write that the prevalence of malocclusion 
requiring orthodontic treatment among Mongolian adolescents living 
in Ulaanbaatar was 35.2% if they not calculate a probabilistic sample 
to achieve this objective. 

 

REVIEWER Jir Barzangi 
School of Health Sciences, Örebro University, Sweden 

REVIEW RETURNED 08-Jun-2016 

 

GENERAL COMMENTS Thank you for the opportunity to read and review this interesting 
study. At this stage, I have a few questions and comments I would 
like to be addressed by the authors:  
TITLE  
1. The title states “influence” which is, in my view, a different 
approach to that is applied in the rest of the study. Reconsider the 
choice of word to make the title more consistent with the content.  
INTRODUCTION  
2. Several covariates have been studied. In the introduction, there is 
some discussion about “socioeconomic”, “environmental” and 
“behavioural” factors. The definitions should be addressed to clarify 
for the reader the difference between the categories and thereby 
between specific covariates that fall into each category.  
3. The aim of the study is clearer in the abstract rather than the 
introduction. I would suggest that the authors rephrase and clarify it 
in the introduction.  
METHOD  
4. The reason for choosing Ulaanbaatar and the specific schools for 
the study should be explained more clearly.  
5. The sampling frame is defined.  
6. Covariates: the inclusion/relevance of finger sucking-habits, 
frequency of tooth brushing, early childhood care, and factors in 
environment where the participant grew up should be explained. 
Although some of these factors may have an impact on the 
occlusion, they may also be influenced by factors such as time of 
debut, timing, duration, and frequency. Otherwise, they may be too 
vague and unspecific to dichotomize for analytical purposes.  
RESULTS  
7. The tables are good and intuitive. However, to make the tables 
easier to read I would suggest that decimals are removed as the 
frequencies are presented anyway.  
8. There are repetitions in text that are presented in tables. 
Reconsider reducing or removing the ones in the text.  
9. Table 3: The variable Dental age is not addressed previously and 
needs to be commented/addressed in Method.  
10. Table 4: The significance of the model should be addressed. 
Where other models tested? Where there differences?  
DISCUSSION AND CONCLUSIONS  
11. Through the points above, reconsider developing the discussion 
in accordance to changes.  
12. Page 20 states “…However, the prevalence of malocclusion in 
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Mongolia is 35.2%, which is lower than in a recent study in Japan 
(46.5%)”. As the prevalence of Mongolia is from this study, I 
recommend you rephrase the statement as it cannot be generalized 
in that way. 

 

VERSION 1 – AUTHOR RESPONSE 

RESPONSES TO REVIEWER 1:  

 

We are grateful to the reviewer for their helpful comments, which have enabled us to significantly 

improve the paper. In particular, we are grateful for comments on the rationale of the study. This 

document provides a point-by-point response to show how we have taken the comments and 

suggestions into account in the revised version of our manuscript.  

 

Comment 1: Reference 1 is too old to sustain authors` assertions. Please, substitute it.  

 

Response: We have provided a new reference 1.  

1. Proffit WR, Henry W. Fields J, Sarver DM. Contemporary Orthodontics. Contemporary 

Orthodontics. Fourth ed. Canada: Mosby, Elsevier, 2007:14-16.  

 

Comment 2: Page 5, lines 37-38- reference is old to sustain authors` assertions.  

 

Response: We have added a new study from Brazil. We have retained the original reference (Tickle 

M, Kay EJ, Bearn D. Socio-economic status and orthodontic treatment need. Community Dent Oral 

Epidemiol 1999;27(6):413-8) because it is one of the first papers to touch on the association between 

malocclusion and socioeconomic status, and therefore significant in the field.  

“…few studies on malocclusion and socioeconomic status, and such studies are mainly from Europe 

and Brazil.[22-24]” [page 5, line 29]  

 

Comment 3: Pages 5-6- I did not understand the idea of the phrase -"....interestingly, children from 

Mongolian families with a higher socioeconomic status have been reported to have a higher 

prevalence of early childhood caries. This condition provides an insight into the country’s public health 

policy, which focuses on preventing dental caries." In my view there is something incongruous in the 

phrase - If the country invests in prevention, why is caries increasing?  

 

Response: We have changed this section to read:  

“One of the emerging issues is the high prevalence of dental caries among children, especially in 

urban areas; interestingly, children from Mongolian families with a higher socioeconomic status have 

been reported to have a higher prevalence of early childhood caries.[29] Unless treated, this leads to 

early loss of primary teeth, which is associated with malocclusion.[16] It is therefore possible that 

higher socioeconomic status might be associated with malocclusion.” [page 5, line 46]  

 

Comment 4: How was the sample size calculation?  

 

Response: The sample size was calculated based on prevalence of previous studies on malocclusion 

requiring orthodontic treatment in other countries.  

“The study sample size was calculated based on previous studies of malocclusion in Europe[4, 5] and 

Asia.[8, 9] Approximately, 30% of schoolchildren were considered likely to have malocclusion 

requiring orthodontic treatment. We assumed that, high and low maternal education levels would be 

found in a proportion[30] of 1:2. With a test power of 80%, a level of significance of 5% and the 

differences in prevalence of 15%, these assumptions yielded a sample size of 362.” [page 6, line 49]  
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Comment 5: Measurement of malocclusion - why the kappa values was low if the three orthodontists 

was at least 2 years of orthodontic training at the Department of Maxillofacial Orthognathics? This fact 

could can result a large bias of diagnosis and in the validity of data.  

 

Response: The supplemental file shows more about the kappa value. We agree that some kappa 

values were very low for a few variables. To reduce any bias, we checked impeded eruption on the 

orthopantomographs. We also added a supplemental file in the method, and mentioned the low kappa 

in the limitations. However, as the overall assessment of malocclusion showed a sufficient kappa 

value (i.e. 0.68), we considered the study was valid.  

 

“Second, our study population consisted of adolescents aged 11–16 years, with mixed dentition, 

which resulted in fair inter-rater agreement for displacement in the lower arch, especially for the 

erupting lower bicuspids. Using study models but not clinical examination means that indentation on 

the palate may have been not easily identifiable.” [page 22, line 26]  

 

Comment 6: How was the calibration process of the 4 dentists that examinated dental caries and what 

was the kappa values for intra and inter exams?  

 

Response: We agree that we should have estimated the kappa values intra and inter examiners. 

Unfortunately, we did not do so, because our initial aim was to record data about dental caries only for 

feedback to participants. We took steps to check that diagnoses matched during examination of the 

initial class.  

“They checked that their diagnoses matched during examination of the initial class.” [page 10, line 14]  

 

Comment 7: The analysis incorporate behavioral variables and not solely socioeconomic variables- 

this should be discussed.  

 

Response: We consider that behavior and socioeconomic status are closely related. The chi-square 

test revealed that maternal education and smoking habits, number of children in the family, type of 

dwelling, participants’ school, low birth weight, and use of a feeding bottle and pacifier were 

significantly associated in our sample. Some variables that were not significantly associated with 

maternal education were included in the testing model to assess their influence. We have reorganized 

the discussion, and added:  

“In this study, we considered models assessing both maternal factors (Model 1) and participants’ 

factors (Model 2). The association between maternal education and malocclusion was slightly weaker 

for the participants’ factors. In Model 1, behaviors related to maternal educational level were included 

to test for causal links, because maternal behavioral variables are closely associated with maternal 

education level. In Model 2, birth weight, type of feeding during early childhood, type of dwelling, and 

school location were considered as mediators related to socioeconomic status. Mediators related to 

participants’ behavioral factors were non-nutritive sucking habits such as use of a pacifier during 

childhood, finger-sucking habit,[16] frequency of tooth brushing and regular breakfast habits. Low 

birth weight has been reported as a risk factor for malocclusion[34] and also to be associated with low 

levels of maternal education in Mongolia, particularly no education.[40] However, in our sample, low 

birth weight was associated with women with high levels of education, showing the possibility of 

response bias. Sucking habits including a pacifier, a feeding bottle and a finger have previously been 

reported as risk factors of malocclusion, even if they occurred only for a short time. This suggests that 

they could, directly influence the developing occlusion and indirectly change swallowing patterns.[15] 

Behaviors such as regular consumption of breakfast and tooth brushing habits were considered to be 

indices of the health education level of participants, but did not show any strong associations.” [page 

19, line 47]  
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Comment 8: There are other possible causal link between the findings of authors and malocclusion 

that should be interpreted.  

 

Response: We agree with your comment and have added some other interpretations.  

 

“It may be that other behavioral factors or the presence of chronic upper respiratory disease could 

explain the association between maternal education and children’s malocclusion, but we did not 

investigate these. It is known that there are inequalities in the distribution of highly educated women 

between urban and rural areas, with women with high levels of education concentrated in 

Ulaanbaatar.[30] A previous study reported that chronic upper respiratory disease has increased in 

urban areas, and that there are different risk levels among those living in rural areas from birth, those 

who have migrated from rural to urban areas and those living in Ulaanbaatar from birth.[41] Further 

studies are needed to investigate these factors.” [page 20, line 24]  

 

 

Comment 9: Authors write that -" this is the first study examining the association between 

socioeconomic status and malocclusion among adolescents,.." however, only one dimension of the 

socioeconomic set- educational level- was evaluated in the study. Therefore, this could be considered 

on title of the manuscript, objectives and discussion.  

 

Response: In line with this comment, we have changed the title to “Association between maternal 

education and malocclusion in Mongolian adolescents: a cross-sectional study”. We have also 

amended the objectives and discussion sections.  

In the abstract:  

“We investigated the prevalence of malocclusion among Mongolian adolescents and its association 

with maternal education in a community-based sample in Mongolia.” [page 2, line 38]  

 

“Poisson regression analysis was performed to examine the association between malocclusion and 

maternal educational status.” [page 3, line 8]  

In the introduction:  

“We therefore investigated the prevalence of malocclusion among Mongolian adolescents, and its 

association with maternal educational status in a community-based sample in Mongolia.” [page 6, line 

11]  

 

In the discussion:  

“To the best of our knowledge, this is the first study examining the association between maternal 

education and malocclusion among adolescents in Mongolia,…” [page 19, line 11]  

 

“A possible interpretation for this result of malocclusion as an oral health outcome is that when 

socioeconomic transition occurs in developing countries or in regions with clear socioeconomic 

disparity, women with higher levels of education or socioeconomic status change their lifestyle faster, 

resulting in poorer oral health.[29, 37, 38] A fluctuating national socioeconomic position does not 

always guarantee healthy food, healthy eating behaviors, good provision of information about the 

potential health risks of new lifestyles or suitable countermeasures, or a healthy living environment.” 

[page 19, line 24]  

 

“It is known that there are inequalities in the distribution of highly educated women between urban 

and rural areas, with women with high levels of education concentrated in Ulaanbaatar.[30] A 

previous study reported that chronic upper respiratory disease has increased in urban areas, and that 

there are different risk levels among those living in rural areas from birth, those who have migrated 

from rural to urban areas and those living in Ulaanbaatar from birth.[41] Further studies are needed to 

investigate these factors.” [page 20, line 30]  
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“This positive association between maternal education and malocclusion might be indicative of the 

oral health conditions in society at the present time.” [page 21, line 19]  

 

“Third, excluding individuals with a history of orthodontic treatment could influence the association 

between maternal educational status and malocclusion.[22, 49]” [page 22, line 33]  

 

Comment 10: I think authors cannot write that the prevalence of malocclusion requiring orthodontic 

treatment among Mongolian adolescents living in Ulaanbaatar was 35.2% if they not calculate a 

probabilistic sample to achieve this objective.  

 

Response: We agree with this point. We have therefore rewritten this sentence to read:  

“However, the prevalence of malocclusion in our sample was 35.2%, which is lower than in a recent 

Japanese study in the city of Koshu (46.5%).[8]” [page 22, line 6]  

 

Thank you again for your comments on our manuscript. We trust that the revisions are appropriate 

and that the manuscript is now suitable for publication.  

 

RESPONSES TO REVIEWER 2:  

 

Comment 1: The title states “influence” which is, in my view, a different approach to that is applied in 

the rest of the study. Reconsider the choice of word to make the title more consistent with the content.  

 

Response: We have changed the title to: “Association between maternal education and malocclusion 

in Mongolian adolescents: a cross-sectional study.”  

.  

Comment 2: Several covariates have been studied. In the introduction, there is some discussion 

about “socioeconomic”, “environmental” and “behavioral” factors. The definitions should be addressed 

to clarify for the reader the difference between the categories and thereby between specific covariates 

that fall into each category.  

 

Response: We have added definitions of socioeconomic, behavioral and environmental risk factors to 

the introduction:  

“These [environmental risk factors] include socioeconomic status and behavioral factors. 

Socioeconomic status is assessed by variables such as income, educational level and occupation, 

which fundamentally structure the condition or environmental circumstance.[18] Behavioral risk 

factors are considered to be behaviors learned through environmental circumstances.[19]  

Behavioral risk factors are known to differ systematically between individuals of different 

socioeconomic status.[18]” [page 4, line 47]  

 

Comment 3: The aim of the study is clearer in the abstract rather than the introduction. I would 

suggest that the authors rephrase and clarify it in the introduction.  

 

Response: We have deleted the last sentence in the introduction and substituted the sentence from 

the abstract:  

“We therefore investigated the prevalence of malocclusion among Mongolian adolescents, and its 

association with maternal educational status in a community-based sample in Mongolia.” [page 6, line 

11]  

 

Comment 4: The reason for choosing Ulaanbaatar and the specific schools for the study should be 

explained more clearly.  
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Response: We have added further explanation for our choice of Ulaanbaatar and the specific schools:  

“Ulaanbaatar, the capital city of Mongolia, was chosen as a convenient location for the study because 

almost half of the country’s total population live there (45.8%), and more than one third of 

schoolchildren study there (N = 186,822, 37.7%). Ulaanbaatar has 9 large districts, and the 2 largest, 

Bayanzurkh and Songinokhairkhan, were chosen for investigation. Two schools, the biggest in the 

each district, with different backgrounds were selected. One school was located in Bayanzurkh, the 

largest of the 9 districts, and the other in Songinokhairkhan, the second largest district, in suburb of 

Ulaanbaatar.” [page 7, line 5]  

 

Comment 5: The sampling frame is defined.  

 

Response: We believe that the new additions about the selection of the schools made in response to 

Comment 4 will also strengthen the information about the sampling frame.  

 

Comment 6: Covariates: the inclusion/relevance of finger sucking-habits, frequency of tooth brushing, 

early childhood care, and factors in environment where the participant grew up should be explained. 

Although some of these factors may have an impact on the occlusion, they may also be influenced by 

factors such as time of debut, timing, duration, and frequency. Otherwise, they may be too vague and 

unspecific to dichotomize for analytical purposes.  

 

Response: We consider that behavior and socioeconomic status are closely related. The chi-square 

test revealed that maternal education and use of a feeding bottle and pacifier were significantly 

associated in our sample. Some variables, such as finger sucking-habits and frequency of tooth 

brushing, which were not significantly associated with maternal education, were included in the testing 

model to assess their influence. We used chi-square analysis to assess whether the duration of these 

habits influenced the occlusion among those with the habit. However, there were no significant 

associations with the duration.  

In a detailed question about the type of feeding during childhood with three options, “had 

breastfeeding only”, “had mixed feeding”, “had only bottle-feeding”, we found a statistically significant 

association with the distribution of malocclusion. However, the group of participants who responded 

with “mixed feeding” and “bottle-feeding” did not overlap with the frequencies of using a feeding bottle. 

We agree that it is too vague to dichotomize bottle-feeding, so we substituted “use of a feeding bottle” 

with “the type of feeding” in the statistical analysis in the manuscript and the result did not change 

significantly.  

We have therefore added the following sentence in the Result and substituted in Table 2:  

 

The chi-square test revealed no significant association between malocclusion and duration of using a 

pacifier, finger-sucking habit, or bottle-feeding (data not shown). [page 12, line 3]  

 

We have also reorganized the discussion, adding:  

“In this study, we considered models assessing both maternal factors (Model 1) and participants’ 

factors (Model 2). The association between maternal education and malocclusion was slightly weaker 

for the participants’ factors. In Model 1, behaviors related to maternal educational level were included 

to test for causal links, because maternal behavioral variables are closely associated with maternal 

education level. In Model 2, birth weight, type of feeding during early childhood, type of dwelling, and 

school location were considered as mediators related to socioeconomic status. Mediators related to 

participants’ behavioral factors were non-nutritive sucking habits such as use of a pacifier during 

childhood, finger-sucking habit,[16] frequency of tooth brushing and regular breakfast habits. Low 

birth weight has been reported as a risk factor for malocclusion[34] and also to be associated with low 

levels of maternal education in Mongolia, particularly no education.[40] However, in our sample, low 

birth weight was associated with women with high levels of education, showing the possibility of 

response bias. Sucking habits including a pacifier, a feeding bottle and a finger have previously been 
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reported as risk factors of malocclusion, even if they occurred only for a short time. This suggests that 

they could, directly influence the developing occlusion and indirectly change swallowing patterns.[15] 

Behaviors such as regular consumption of breakfast and tooth brushing habits were considered to be 

indices of the health education level of participants, but did not show any strong associations. It may 

be that other behavioral factors or the presence of chronic upper respiratory disease could explain the 

association between maternal education and children’s malocclusion, but we did not investigate 

these. It is known that there are inequalities in the distribution of highly educated women between 

urban and rural areas, with women with high levels of education concentrated in Ulaanbaatar.[30]” 

[page 19, line 46]  

 

Comment 7: The tables are good and intuitive. However, to make the tables easier to read I would 

suggest that decimals are removed as the frequencies are presented anyway.  

 

Response: We have removed the decimals from categorical variables, but we have left them in 

continuous variables in Tables 1, 2, and 3 to avoid any potential confusion.  

 

Comment 8: There are repetitions in text that are presented in tables. Reconsider reducing or 

removing the ones in the text.  

 

Response: We have reduced the repetition of information included in Tables 2 and 3.  

 

Comment 9: Table 3: The variable Dental age is not addressed previously and needs to be 

commented/addressed in Method.  

 

Response: We have added a sentence in the method, together with a reference:  

“Dental age was estimated based on Hellman’s dental age.[33]”  

Hellman M. An introduction to growth of the human face from infancy to adulthood. Am J Orthod 

Dentofacial Orthop 1932;18(8):777-98 doi: http://dx.doi.org/10.1016/S0099-6963(32)90114-

8published Online First: Epub Date]|.  

 

Comment 10: Table 4: The significance of the model should be addressed. Where other models 

tested? Where there differences?  

 

Response: We have added other models. Model 1 adjusted for maternal age, education level, and 

lifestyle (drinking and smoking habits and x-ray exposure) during pregnancy, and participant’s sex 

and age. Model 2 adjusted for maternal age and education level, participant’s sex and age, birth 

weight, type of feeding and pacifier use, finger sucking habit during childhood, frequency of tooth 

brushing, level of dental caries and regular breakfast consumption. Model 3 adjusted for maternal 

age, education level, and lifestyle during pregnancy, participant’s sex and age, birth weight, type of 

feeding and pacifier use, finger-sucking habit during childhood, frequency of tooth brushing, level of 

dental caries and regular breakfast consumption. The results are shown in the Results section, and 

particularly Table 4.  

 

Comment 11: Through the points above, reconsider developing the discussion in accordance to 

changes.  

 

Response: We have redeveloped the discussion and added new and revised sections as follows.  

“To the best of our knowledge, this is the first study examining the association between maternal 

education and malocclusion among adolescents in Mongolia…” [page 19, line 11]  

 

“A possible interpretation for this result of malocclusion as an oral health outcome is that when 

socioeconomic transition occurs in developing countries or in regions with clear socioeconomic 
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disparity, women with higher levels of education or socioeconomic status change their lifestyle faster, 

resulting in poorer oral health.[29, 37, 38] A fluctuating national socioeconomic position does not 

always guarantee healthy food, healthy eating behaviors, good provision of information about the 

potential health risks of new lifestyles or suitable countermeasures, or a healthy living environment.” 

[page 19, line 24]  

 

“In this study, we considered models assessing both maternal factors (Model 1) and participants’ 

factors (Model 2). The association between maternal education and malocclusion was slightly weaker 

for the participants’ factors. In Model 1, behaviors related to maternal educational level were included 

to test for causal links, because maternal behavioral variables are closely associated with maternal 

education level. In Model 2, birth weight, type of feeding during early childhood, type of dwelling, and 

school location were considered as mediators related to socioeconomic status. Mediators related to 

participants’ behavioral factors were non-nutritive sucking habits such as use of a pacifier during 

childhood, finger-sucking habit,[16] frequency of tooth brushing and regular breakfast habits. Low 

birth weight has been reported as a risk factor for malocclusion[34] and also to be associated with low 

levels of maternal education in Mongolia, particularly no education.[40] However, in our sample, low 

birth weight was associated with women with high levels of education, showing the possibility of 

response bias. Sucking habits including a pacifier, a feeding bottle and a finger have previously been 

reported as risk factors of malocclusion, even if they occurred only for a short time. This suggests that 

they could, directly influence the developing occlusion and indirectly change swallowing patterns.[15] 

Behaviors such as regular consumption of breakfast and tooth brushing habits were considered to be 

indices of the health education level of participants, but did not show any strong associations.” [page 

19, line 46]  

 

“It is known that there are inequalities in the distribution of highly educated women between urban 

and rural areas, with women with high levels of education concentrated in Ulaanbaatar.[30] A 

previous study reported that chronic upper respiratory disease has increased in urban areas, and that 

there are different risk levels among those living in rural areas from birth, those who have migrated 

from rural to urban areas and those living in Ulaanbaatar from birth.[41] Further studies are needed to 

investigate these factors.” [page 20, line 30]  

 

“This positive association between maternal education and malocclusion might be indicative of the 

oral health conditions in society at the present time.” [page 21, line 19]  

 

“Third, excluding individuals with a history of orthodontic treatment could influence the association 

between maternal educational status and malocclusion.[22, 49]” [page 22, line 33]  

 

Comment 12: Page 20 states “…However, the prevalence of malocclusion in Mongolia is 35.2%, 

which is lower than in a recent study in Japan (46.5%)”. As the prevalence of Mongolia is from this 

study, I recommend you rephrase the statement as it cannot be generalized in that way.  

 

Response: We have rephrased this statement as follows,  

“However, the prevalence of malocclusion in our sample was 35.2%, which is lower than in a recent 

Japanese study in the city of Koshu (46.5%).[8]” [page 22, line 6]  

 

 

 

Thank you again for your comments on our manuscript. We trust that the revisions are appropriate 

and that the manuscript is now suitable for publication. 
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VERSION 2 – REVIEW 

REVIEWER Fábio Luiz Mialhe 
University of Campinas, Piracicaba Dental School 

REVIEW RETURNED 12-Sep-2016 

 

GENERAL COMMENTS Authors respond to reviewer questions and made the necessary 
changes throughout the text.  

 

REVIEWER Jir Barzangi 
School of health sciences, Örebro University, Sweden 

REVIEW RETURNED 03-Sep-2016 

 

GENERAL COMMENTS I am satisfied with the revised version. In my view, the study is 
acceptable now.  
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