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VERSION 1 - REVIEW 

REVIEWER Tiffany Gill 
The University of Adelaide  
Australia 

REVIEW RETURNED 13-Oct-2015 

 

GENERAL COMMENTS Thank you for the opportunity to review this paper. My comments 
are as follows.  
 
Abstract:  
Setting: should be "data were"  
Participants: should be "Data from 9064 participants.....surveyees 
were analyzed."  
 
Introduction:  
Line 6: "pains" should be "pain"  
 
The focus of the introduction is very much on knee OA however hip 
OA is included in the analysis. If hip OA is to be included, there also 
needs to be some discussion of this aspect.  
 
Methods:  
 
Ethics approval for the study is not stated.  
 
Page 5, line 29, should be "Data were" data is plural and it needs to 
be checked throughout the document that "Data were" instead of 
"data was" is being used.  
 
Hip joint x-rays are described however the issue of hip OA and 
smoking is not described in the introduction.  
 
The categorisation of smoking is of interest. Did the authors consider 
that ex-smokers could also be indirect smokers and tnat their 
categories are not quite as clear cut?  
 
Page 6, line34-36, is there a reference for the categories used for 
pack-years?  
 
Page 7, line 34, should be "in a complex sampling..."  
 
Page 8, line 1, again knee OA is focused on and it is not until the 
following paragraph that is stated the hip OA is excluded.  

 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-2015-010062 on 18 F

ebruary 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/site/about/resources/checklist.pdf
http://bmjopen.bmj.com/


 
Again I am unclear as to why hip OA is included.  
 
Results:  
 
The results are clearly presented and the tables are clear except 
that I assume that when the models are stratified for sex, that there 
is also no adjustment for sex, only for age (the column heading is 
somewhat misleading in that case) and then the other covariates.  
 
However, I suggest that there may be residual confounding of some 
kind in the analysis.  
 
Discussion:  
 
I would be interested for the authors to discuss why the prevalence 
of knee OA is so much higher in women than in men. This would 
relate to the difference by gender point raised on page 18, line 24.  
 
Page 17, line 3 should be "prevalence were.."  
Page 17, line 39, the only significant association was for men and 
indirect smoking and it was borderline and also protective. This 
could be made clearer in the text.  
 
Page 18, line 3 onwards. Do the authors have thoughts on why 
exposure time to indirect smoking was also not a factor?  
Why also might the association seen in this study be protective?  
 
Page 18, line 36, again I think that the reference to hip pain could be 
removed.  
 
Page 19, final paragraph. Again, the association was only significant 
in males.  
 
There are some minor issues with English throughout that just need 
to be checked thoroughly.  

 

REVIEWER Alicia Jackson 
University of Miami  
Coral Gables, FL USA 

REVIEW RETURNED 06-Nov-2015 

 

GENERAL COMMENTS The authors have presented a very interesting cross-sectional study 
of the association between smoking and OA prevalence in Korea 
using data from a national study. Their findings that there was either 
no or weak association between smoking and hip or knee OA. The 
major advantage of this study is the survey data was national-level 
and including both self-reporting and x-ray diagnosis for OA. There 
are a few concerns that should be addressed.  
 
It would be helpful if the authors could add some more context for 
their findings in relation to others in the literature. The comparison 
between the prevalence of OA in Korea and US is made - what 
about elsewhere? How else might the vast difference be explained?  
 
Given that X-ray images were obtained in the survey, is it possible to 
draw any association between smoking exposure and severity of 
OA? You state that smoking has been associated with more severe 

 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-2015-010062 on 18 F

ebruary 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


pain and cartilage loss in a previous study (Page 17, lines 28-29).  
 
In Table 2, your data is separated into Knee OA or Hip OA, and 
Knee OA. Did you do any analysis on Hip OA alone?  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name  

Tiffany Gill  

 

Thank you for the opportunity to review this paper. My comments are as follows.  

 

Abstract:  

Setting: should be "data were"  

Participants: should be "Data from 9064 participants.....surveyees were analyzed."  

 

-> We have revised the Abstract as follows so that data is plural.  

 

“Setting: Data were collected at portable Health Examination Centers in Korea.  

Participants: Data of 9,064 participants of the 5th Korean National Health and Nutrition Examination 

Survey (2010-2012) aged 50 years or older who received knee or hip joint X-rays out of 31,596 total 

surveyees were analyzed.”  

 

Introduction:  

Line 6: "pains" should be "pain"  

 

-> We have accordingly revised the manuscript as follows.  

 

“A previous survey reported that up to 50% of the general population aged 50 or over suffered knee 

pain over the course of a year, and that 1/4 had severe disabling pain.”  

 

The focus of the introduction is very much on knee OA however hip OA is included in the analysis. If 

hip OA is to be included, there also needs to be some discussion of this aspect.  

 

-> We agree with the reviewer’s comment and have revised the introduction to include discussion of 

the social and economic impact of increase in hip OA prevalence and difference between studies on 

risk factors of hip OA and knee OA. We have also included a brief discussion in the Discussion 

section regarding the difference in risk factors and etiology of hip OA and knee OA.  

 

-> In addition, the authors have stated specifically whether OA references relate to knee OA or hip for 

heightened clarity.  

 

“Risk factors of hip OA have not been as thoroughly investigated as those of knee OA.14 Suggested 

risk factors for knee OA in older adults include increased body mass index (BMI), history of knee 

injury, presence of Heberden's node or hand OA, female sex, older age, intense physical exercise, 

certain occupational activities (e.g., kneeling, squatting), and increased bone mineral density (BMD), 

and there is limited evidence suggesting that poor mental health and hysterectomy may also be 

associated with onset of knee OA.4 While the association between potentially modifiable risk factors 

such as obesity and knee OA has been clearly established, that of obesity and hip OA is not yet well-

defined. Prior studies are conflicting, with some suggesting that obesity increases risk of symptomatic 

OA, while others state that obesity and radiographic OA are not significantly related.9”  
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“Similar to studies on risk factors of knee OA and hip OA, reports on etiology also show marked 

difference. Previous studies on hip OA and knee OA etiology investigating expression of 

metalloproteinases consistently show that expression of the collagenase gene MMP-1 and 

aggrecanase genes ADAMTS-5 and ADAMTS1 increase in knee OA and decrease in hip OA 

cartilage.42-44 These results suggest different etiology in the 2 types of OA. While this study 

investigated associations between smoking and knee and hip OA drawing reference from prior 

studies, the sample size of hip OA patients was too small to evaluate the association with smoking 

with sufficient statistical power, and results are not shown.”  

 

Methods:  

 

Ethics approval for the study is not stated.  

 

-> We have stated ethics approval for the study accordingly in the Methods section, adding an Ethics, 

consent and permissions paragraph to the Methods section and corresponding to the Ethics 

statement at the end of manuscript as follows.  

 

“Ethics, consent and permissions  

The interviewer was not given information about a participant before conducting the interview, and all 

participants gave written informed consent to participate. The protocol was approved by the 

Institutional Review Boards (IRBs) of Jaseng Hospital of Korean Medicine in Seoul, Korea (IRB 

approval number: KNJSIRB2015-59).”  

 

Page 5, line 29, should be "Data were" data is plural and it needs to be checked throughout the 

document that "Data were" instead of "data was" is being used.  

 

-> We have revised the manuscript so that all mention of data refers to it in plural form as follows.  

 

“All the KNHANES data used for our study are made available through email request specifying which 

annual report is needed at the KNHANES website.”  

“Data were collected through health surveys and examinations conducted at portable Health 

Examination Centers.”  

“Of 31,596 eligible subjects of the 5th KNHANES, 24,173 participants (76.5% of the total population) 

answered the health examination and survey, and the data of 9,064 patients aged 50 or older who 

received knee or hip joint X-rays and completed health survey sections on OA and smoking were 

included for final analysis.”  

“Data were analyzed with stratified, cluster, and weighted variables in a complex sampling design 

analysis.”  

“As the data are from a single assessment point, associations cannot indicate direction or causality, or 

dictate prognosis.”  

“KNHANES data are third-party data not owned by the authors.”  

 

Hip joint x-rays are described however the issue of hip OA and smoking is not described in the 

introduction.  

 

-> Most previous studies on the association between smoking and OA prevalence tend to assess 

associations with large joint OA (knee, hip) as opposed to specific joint OA. This is probably why the 

reviewer felt that hip joint X-rays are described but the issue of hip OA and smoking is not sufficiently 

covered with the references in the introduction. The association between smoking and hip joint OA is 

as of yet unclear due to inconsistent study results. The authors have added specific OA sites for 

reference citations in the Introduction section in an effort to minimize confusion of readers as follows.  
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“Though smoking is a major risk factor of several diseases including cancer, diabetes and 

cardiovascular disease,15 and is known to be related with elevated risk of such musculoskeletal 

diseases as back pain,16, 17 chronic widespread pain,18 and rheumatoid arthritis (RA),19-21 there is 

still considerable debate regarding the association between smoking and OA of the knee and hip joint. 

Anderson and Felson reported in an early study considering smoking as a possible risk factor for knee 

and hip OA that smoking had a negative relationship with OA occurrence22, 23 and subsequent 

progression.24-27 However, not all results are consistent,28, 29 and evidence supporting the 

negative relationship between smoking and knee and hip OA development is somewhat controversial. 

Suggested reasons for reduced risk of knee and hip OA in smokers include decreased physical 

activity27 and lower body weight.30 However, these results were not maintained after adjusting for 

physical activity31 and body weight.32 While nicotine has been asserted to significantly increase 

chondrocyte proliferation in both healthy individuals and knee and hip OA patients,33 some studies 

report that smoking is a major risk factor in knee OA pain and cartilage loss.34, 35 A recent meta-

analysis of 48 observational studies encompassing over 500,000 participants showed that the 

protective effect of smoking against knee and hip OA development is mainly true in case–control 

studies and especially hospital-based settings, and that the association was neutral in cohort and 

cross-sectional studies, especially community-based studies, which implies that the association is a 

false negative. Furthermore, the inhibitive role of smoking in knee and hip OA occurrence was only 

observed in current smokers, and not in ever- or ex-smokers, revealing that smoking and knee and 

hip OA prevalence do not display a dose–response relationship and further suggesting that that a 

causal relationship between smoking and knee and hip OA is unlikely.36 However, there are several 

limitations, such as the fact that diagnostic criteria for knee and hip OA and classification of smoking 

behavior differ by study, and analyses were not conducted for associations between smoking habits 

(smoking amount, period, and pack-years) and OA prevalence. In addition, there are no studies 

analyzing the direct relationship between indirect smoking and knee and hip joint OA prevalence.”  

 

The categorisation of smoking is of interest. Did the authors consider that ex-smokers could also be 

indirect smokers and tnat their categories are not quite as clear cut?  

 

-> The authors agree with the reviewer’s opinion and regard the fact that we did not consider for 

indirect smoking in ever-smokers (ex-smokers and current smokers) in categorization of smoking to 

be a limitation of this study. We have revised the manuscript to include discussion of this limitation.  

 

“Validity and reliability of data may be put under question as data on smoking habits were collected by 

self-report, and there is the added limitation that we did not consider for indirect smoking in ever-

smokers (ex-smokers and current smokers) as categorization of smoking would not be as clear cut as 

in never-smokers. Still, the fact that we differentiated between indirect and no exposure to smoking in 

never-smokers to distinguish additional risk factors is a notable strength of this study.”  

 

Page 6, line34-36, is there a reference for the categories used for pack-years?  

 

-> While the categories used for pack-years were from a reference, the authors decided that trisection 

into 3 even parts would be more appropriate, and have accordingly recategorized pack-years by 

trisection into tertiles.  

 

“Pack-years were calculated as daily smoking amount (pack) multiplied by smoking period (years), 

and classified by tertiles into light smoking (<15 pack-years), moderate smoking (<32.4 pack-years), 

and heavy smoking (≥32.4 pack-years).”  

 

Page 7, line 34, should be "in a complex sampling..."  
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-> Statistical methods were revised in accordance with the reviewer’s suggestion as follows, and the 

corresponding statement in the Abstract was also revised.  

 

“Data were analyzed with stratified, cluster, and weighted variables in a complex sampling design 

analysis.”  

 

“Secondary outcome measures: Estimated risk of OA by smoking amount, period, pack-years, and 

indirect smoking exposure time to assess the association between smoking-related factors and OA by 

calculating odds ratios (ORs) and adjusting for covariates in a complex sampling design. Multinomial 

logistic regression analysis and backward elimination method was used.”  

 

Page 8, line 1, again knee OA is focused on and it is not until the following paragraph that is stated 

the hip OA is excluded. Again I am unclear as to why hip OA is included.  

 

-> Although knee OA and hip joint OA data were assessed separately in reference to prior studies 

demonstrating difference in risk factors and etiology, the small sample size of hip joint OA patients 

limited statistical power, and results are not shown. We have revised the Discussion part to more 

clearly reflect our initial intention as follows.  

 

“Similar to studies on risk factors of knee OA and hip OA, reports on etiology also show marked 

difference. Previous studies on hip OA and knee OA etiology investigating expression of 

metalloproteinases consistently show that expression of the collagenase gene MMP-1 and 

aggrecanase genes ADAMTS-5 and ADAMTS1 increase in knee OA and decrease in hip OA 

cartilage.42-44 These results suggest different etiology in the 2 types of OA. While this study 

investigated associations between smoking and knee and hip OA drawing reference from prior 

studies, the sample size of hip OA patients was too small to evaluate the association with smoking 

with sufficient statistical power, and results are not shown.”  

 

Results:  

 

The results are clearly presented and the tables are clear except that I assume that when the models 

are stratified for sex, that there is also no adjustment for sex, only for age (the column heading is 

somewhat misleading in that case) and then the other covariates.  

 

-> We agree with the reviewer’s comment, and have added footnote e in Table 2 as follows as the 

column heading may be a cause of confusion.  

 

“e Sex was excluded in adjustments.”  

 

However, I suggest that there may be residual confounding of some kind in the analysis.  

 

-> As the reviewer has kindly pointed out, there may be residual confounding from various factors 

other than the variables considered in the analysis. We have accordingly added mention of this 

limitation in the Discussion section.  

 

“Lastly, various OA-related factors other than the variables considered in the analysis may be cause 

for potential residual confounding. For example, while there are several studies attesting to the close 

relationship between OA and cardiovascular risk factors,51, 52 this study failed to consider these 

confounding factors.”  

 

Discussion:  
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I would be interested for the authors to discuss why the prevalence of knee OA is so much higher in 

women than in men. This would relate to the difference by gender point raised on page 18, line 24.  

 

-> As the reviewer has commented, there are previous study results reporting gender disparity in OA 

development from physiological and chemical factors such as hormonal difference. Sidestream 

smoke is known to contain far more toxic substances than direct smoking as it does not pass through 

the cigarette filter or smoker’s lungs and is suspected to be a factor influencing these physiological 

and chemical aspects. However, whether it does have an effect, and if so how it affects gender 

difference remains to be seen in future studies. The Discussion section has been revised to reflect 

these study results as follows.  

 

“Analysis of indirect smoking and OA displayed sex difference with a weak association in men. OA is 

the most common cause of disability in the elderly, and women are generally known to have higher 

prevalence due to weaker cartilage development, and higher damage and decrease in cartilage in 

menopause.40 A meta-analysis of sex differences in occurrence and severity of osteoarthritis found 

that women had more moderate radiological knee OA than men, but that there was no significant 

difference in hip or finger joint OA.41 The results of this study demonstrate sex difference in OA 

prevalence of indirect smokers but not direct smokers, warranting further studies investigating 

potential mechanisms.”  

 

Page 17, line 3 should be "prevalence were.."  

 

-> We have accordingly revised the Discussion section as follows.  

 

“Data analysis of 9,064 participants of the 5th KNHANES aged ≥50 years revealed that smoking 

behavior and knee and hip joint OA prevalence were not significantly associated.”  

 

Page 17, line 39, the only significant association was for men and indirect smoking and it was 

borderline and also protective. This could be made clearer in the text.  

 

-> The manuscript has been revised for higher clarity in accordance with the reviewer’s opinion.  

 

“The results of this study show that the only significant association, which was borderline and also 

protective, was for men and indirect smoking (Table 2).”  

 

Page 18, line 3 onwards. Do the authors have thoughts on why exposure time to indirect smoking was 

also not a factor?  

Why also might the association seen in this study be protective?  

 

-> Whether indirect smoking has a protective effect on OA but exposure time to indirect smoking was 

not detected as a factor due to low statistical power from small sample size by time interval, or indirect 

smoking and OA are actually unassociated is an issue warranting further study. We have revised the 

manuscript to include more detailed discussion of the direction of future studies as follows.  

 

“However, the association weakened in full adjustment, and analyses by indirect smoking exposure 

time also failed to produce significant results. As this may be due to small sample size in a cross-

sectional observation, these results require cautious interpretation, and further studies on the negative 

association between indirect smoking and OA in larger samples of indirect smokers are required to 

reach a more definite conclusion.”  

 

-> “However, the association weakened in full adjustment, and analyses by indirect smoking exposure 

time also failed to produce significant results. Whether indirect smoking has a protective effect on OA 
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and exposure time to indirect smoking was not detected as a factor due to low statistical power from 

small sample size in time intervals or indirect smoking and OA are actually unassociated is an issue 

warranting further study. As this may be due to small sample size in a cross-sectional observation, 

these results require cautious interpretation, and further studies on the negative association between 

indirect smoking and OA in larger samples of indirect smokers are required to reach a more definite 

conclusion. In vivo and in vitro studies on specific pathways and byproducts of indirect and direct 

smoking potentially associated with OA development are also required.”  

 

Page 18, line 36, again I think that the reference to hip pain could be removed.  

 

-> While this point was covered above, as hip joint OA was not analyzed separately in this study, we 

have specified that study results on the association between smoking and OA pertain specifically to 

knee OA in the manuscript.  

 

“We also covered smoking behavior in more detail (daily smoking amount, smoking period, pack-

years, and indirect smoking exposure time) with regard to knee OA prevalence. Most previous studies 

classify smoking behavior as current smoking, past smoking, and non-smoking. This study 

subcategorized an additional ‘indirect smoking group’ within the non-smoking group, indicating regular 

exposure to indirect smoking at home or at work, and assessed the relationship between knee OA 

prevalence and both direct and indirect smoking. ORs in knee OA patients by smoking habit were 

also analyzed for associations between smoking and knee OA prevalence.”  

 

“A major limitation of this study is that only associations between smoking and knee OA prevalence 

can be drawn due to its cross-sectional design.”  

 

Page 19, final paragraph. Again, the association was only significant in males.  

 

-> We have revised the manuscript in accordance with the reviewer’s opinion.  

 

“In conclusion, analysis of associations between OA prevalence and smoking behavior and habit in 

Koreans aged ≥ 50 years using nationally representative data of the 5th KNHANES revealed that 

while direct and past smoking was not significantly associated with OA prevalence, indirect smoking 

and knee and hip joint OA prevalence displayed associations in men that merit further investigation. 

Future cohort studies on large numbers of indirect smokers, and studies exploring potential pathways 

regarding indirect smoking and OA development are indicated.”  

 

There are some minor issues with English throughout that just need to be checked thoroughly.  

 

-> We thank the reviewer for her rigorous review. The authors have proofread and corrected the 

article thoroughly for syntax errors, grammar mistakes, and typos. The corrections are indicated in the 

manuscript with tracked changes.  

 

 

Reviewer: 2  

Reviewer Name  

Alicia Jackson  

 

The authors have presented a very interesting cross-sectional study of the association between 

smoking and OA prevalence in Korea using data from a national study. Their findings that there was 

either no or weak association between smoking and hip or knee OA. The major advantage of this 

study is the survey data was national-level and including both self-reporting and x-ray diagnosis for 

OA. There are a few concerns that should be addressed.  
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It would be helpful if the authors could add some more context for their findings in relation to others in 

the literature. The comparison between the prevalence of OA in Korea and US is made - what about 

elsewhere? How else might the vast difference be explained?  

 

-> The reviewer has brought up an important point of interest. Prevalence of OA in Korea and the US 

in previous literature displayed a stark contrast which may be due to ethnical, cultural, or lifestyle 

differences. We have therefore added more context with the Third National Health and Nutrition 

Examination Survey (NHANES III) data, which is a nationwide US survey designed to assess health 

and nutritional status for better comparison of OA prevalence in Korea and the US, and suggestions 

that this disparity may be due to difference in obesity rate as obesity is a major risk factor of OA.  

 

“A 2011 analysis of the U.S. National Health and Nutrition Examination Survey (NHANES) III data 

found that approximately 35% of men and women aged 60 years or older had radiographic OA of the 

knee,9 showing a wide gap with OA prevalence in Korea which may be due to ethnical, cultural, or 

lifestyle differences and consequent differences in risk factors for OA. Obesity, regarded to be a major 

risk factor for OA by the Organization for Economic Co-operation and Development (OECD), 

reportedly affects 28.5% of U.S. men and 27.9% of women, which is the highest of OECD countries, 

while prevalence in Korea (men 2.1%, and women 1.6%, respectively) was at lowest levels.10 

Alternatively, this disparity may reflect the difference in method of OA diagnosis.”  

 

Given that X-ray images were obtained in the survey, is it possible to draw any association between 

smoking exposure and severity of OA? You state that smoking has been associated with more severe 

pain and cartilage loss in a previous study (Page 17, lines 28-29).  

 

-> As the reviewer has stated, though this study categorized OA by KL grade to assess severity of OA 

by exposure to smoking in associations between OA and smoking, the results were not of 

significance. We have included discussion of this point in reference to previous meta-analyses.  

 

“While this study categorized OA by KL grade to assess OA development by exposure to smoking in 

associations between smoking and OA, the results were not significant, which is in line with previous 

meta-analyses.  

 

In Table 2, your data is separated into Knee OA or Hip OA, and Knee OA. Did you do any analysis on 

Hip OA alone?  

 

-> Although we performed assessment on knee OA and hip joint OA separately in respect of 

difference in risk factors and etiology of knee OA and hip joint OA, the sample size of hip joint OA 

patients was too small to evaluate the association with smoking with sufficient statistical power, and 

results are not shown. We have included mention in the Discussion section as follows.  

 

“Similar to studies on risk factors of knee OA and hip OA, reports on etiology also show marked 

difference. Previous studies on hip OA and knee OA etiology investigating expression of 

metalloproteinases consistently show that expression of the collagenase gene MMP-1 and 

aggrecanase genes ADAMTS-5 and ADAMTS1 increase in knee OA and decrease in hip OA 

cartilage.42-44 These results suggest different etiology in the 2 types of OA. While this study 

investigated associations between smoking and knee and hip OA drawing reference from prior 

studies, the sample size of hip OA patients was too small to evaluate the association with smoking 

with sufficient statistical power, and results are not shown.” 
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VERSION 2 – REVIEW 

REVIEWER Tiffany Gill 
The University of Adelaide  
Australia 

REVIEW RETURNED 04-Jan-2016 

 

GENERAL COMMENTS I thank the authors for thoroughly addressing the previous 
comments.  
 
Abstract: appropriate  
 
Introduction:  
Page 4, line 9, should be "the health and economic.."  
Page 5, line 1 "Though.." should be "Although.."  
 
Otherwise clear  
 
Methods;  
Well described  
 
Results:  
Could the authors check the overall prevalence of 14.3%, please? It 
just seems a little large if the prevalence for males is 3.3% and for 
females 16.0%.  
 
Otherwise well described and tables clear  
 
Discussion:  
Clear and appropriate.  

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name  

Tiffany Gill  

 

I thank the authors for thoroughly addressing the previous comments.  

 

Abstract: appropriate  

 

Introduction:  

Page 4, line 9, should be "the health and economic.."  

Page 5, line 1 "Though.." should be "Although.."  

 

-> We have revised the Introduction in accordance with the reviewer’s suggestions as follows.  

 

“As life expectancy grows longer in an aging society, the health and economic burden of knee and hip 

OA is expected to increase.”  

 

“Although smoking is a major risk factor of several diseases including cancer, diabetes and 

cardiovascular disease, and is known to be related with elevated risk of such musculoskeletal 

diseases as back pain, chronic widespread pain, and rheumatoid arthritis (RA), there is still 

considerable debate regarding the association between smoking and OA of the knee and hip joint.”  
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Otherwise clear  

 

Methods;  

Well described  

 

Results:  

Could the authors check the overall prevalence of 14.3%, please? It just seems a little large if the 

prevalence for males is 3.3% and for females 16.0%.  

 

-> We thank the reviewer for bringing up this point as we consequently discovered that these statistics 

were indeed erroneous. These statistics are from the Korea National Health and Nutrition 

Examination Survey (KNHANES) annual report of 2012 (referenced in the Introduction), whereas the 

study results are an analysis of 2010-2012 KNHANES data. The prevalence statistics have been 

accordingly revised in the Results section of the Abstract on page 2, and the Results on page 8, and 

the authors have also thoroughly rechecked all statistical analyses for any further inaccuracies in 

analysis caused by this error, but have found none.  

 

“Results: OA prevalence in Koreans aged 50 years or older was 13.9%, with prevalence about 3.5 

times higher in women (men 5.7%, women 20.1%).”  

 

“OA prevalence in Koreans aged 50 years or older was 13.9%, and prevalence in women was about 

3.5 times higher than that of men (men 5.7%, and women 20.1%, respectively). OA prevalence by 

age group was 1.5% in men in their 50s, 6.1% in men in their 60s, and 10.3% in men in their 70s, and 

6.9% in women in their 50s, 20.7% in women in their 60s, and 36.0% in women in their 70s, showing 

a sharp increase in prevalence in women with older age.”  

 

Otherwise well described and tables clear  

 

Discussion:  

Clear and appropriate.  

 

-> We have also found that BMI was incorrectly stated to be a categorical variable and have revised 

the Covariates section on page 8 as follows.  

 

“BMI was analyzed as a continuous variable, and fasting blood glucose was divided into binary values 

of <126 ㎎/㎗, and ≥126 ㎎/㎗.”  

 

-> We thank the reviewer for her keen eye for detail and are deeply indebted to the reviewer for her 

time and detailed, constructive advice helping us better our manuscript on many levels and in various 

aspects to better communicate our findings to the readers. Thank you. 
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