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VERSION 1 - REVIEW 

REVIEWER Mathis Heydtmann 
Royal Alexandra Hospital Paisley  
UK 

REVIEW RETURNED 13-Nov-2015 

 

GENERAL COMMENTS The study addresses the important issue of hospitalisations due to 
harmful alcohol consumption.  
 
The authors aims to quantify the “exact proportion of emergency 
admissions” for which alcohol is responsible.  
 
A prospective methodology in a large ED is used and the decision 
whether the admission to hospital (rather than the presentation to 
the ED?) was due to alcohol was determined by the admitting 
clinician rather than by the discharge diagnosis.  
 
Clinicians were using ICD 10 classification to estimate / distinguish 
between severity of alcohol intoxication and chronic alcohol 
dependency in patients admitted to the ED. They then categorised 
the admissions as “largely”, “partially” or “not” due to alcohol. This 
can hardly be a method to quantify the “exact proportion of 
emergency admissions”.  
For example for the diagnosis “upper GI bleed” (which is a very 
important and topical one, see figure 3), the authors estimate that 
about 50 % of admissions were related to alcohol. This seems to be 
an ED assessment (impression) of an admission diagnosis done 
prior to further tests such as an upper GI endoscopy.  
It seems the investigators use the main diagnosis only (I would 
expect that a significant percentage of patients have more than one 
diagnosis / admission reason at presentation?). In this example with 
regards to the figure 3 it is not clear whether the about 50 % of 
upper GI bleeds were “largely” thought due to alcohol or whether this 
also includes patients in whom it was thought their bleed was 
“partially” due to alcohol? Also, the exact percentages are not given 
in this figure and without a legend it is not clear whether the 
numbers (n) in this figure relate to the total presentations with the 
diagnosis of bleed or only those thought to be due to alcohol (total 
45 patients with upper GI bleed or 45 patients with upper GI bleed 
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related to alcohol (largely or at least partially?)?  
From figure 3 it is also not clear how for example head trauma (“not 
associated with alcohol”) seems to be in about 20 % due to alcohol? 
Again, a legend would help in understanding the thinking of the 
authors.  
 
Given that the main statement: “21 % of hospital admissions through 
the ED (in this hospital) were due to alcohol” depends on a high 
number of these relative subjective and potential biased decisions, 
the total numbers of admissions “due to” (largely or at least 
partially?) might be biased. For example there could be a prejudice 
that the presentation of a severely intoxicated patient or a patient 
with alcohol dependence presenting to the unit is due to alcohol 
whereas for example after specific tests a different aetiology might 
be found. Also, the authors seem to distinguish between an “ED 
presentation due to alcohol” and a subsequent “hospital admission 
due to alcohol” without clarifying this. Otherwise it would be difficult 
to explain how in patients presenting with "alcohol withdrawal" not all 
patient admissions are due to alcohol?  
 
I therefore feel that the methodology needs to be much clearer and 
the presentation of results much more more descriptive. For 
example it would be clearer to state which number of patients were 
seen with the working diagnosis of upper GI bleed in ED and 
required admission; in which percentage the upper GI bleed was 
thought to be largely (or likely?) due to alcohol and in which 
percentage partially (or possibly?) due to alcohol. This might well be 
different to in which percentage the admission was necessary 
because of alcohol problems (for example because the patient could 
not be sent home safely late at night).  
 
Consequently, the interpretation of the results needs to be much 
more cautious and any future reproducibility will be much more 
difficult than the authors claim.  

 

REVIEWER Andy Irving 
University of Sheffield, School of Health and Related Research, UK 

REVIEW RETURNED 01-Dec-2015 

 

GENERAL COMMENTS The authors state "Minimum pricing has been effective overseas 
[7,8,9] and epidemiological modelling predicts a significant decrease 
in alcohol related admissions should it be implemented in Scotland" 
What does MUP (latest version) applied to Scotland predict in terms 
of reduced alcohol related ED admissions? Relate to the sample 
size calculated to detect a 10% reduction, and by when? year 1? 
year 10?  
 
Discussion - Principle finding p15, 27-29 "Acute intoxication remains 
important as it accounts for surges in the number of admissions due 
to alcohol at peak times" Peak times is only categorised as 
Saturdays, yet most other papers include Friday eves too. According 
to fig 5 shows a higher than average admission rate due to CAD not 
AI. This could be explained.  
 
Ethics  
There is no mention of ethics in this submission.  
 
Limitations  
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The authors acknowledge the omission in looking at attendances. 
Could be suggested in the future research section how this may be 
addressed? 

 

REVIEWER Annie Herbert 
Institute of Child Health, University College London, UK 

REVIEW RETURNED 01-Dec-2015 

 

GENERAL COMMENTS Overall  
This study reports the proportion of admissions due to alcohol, 
according to physician judgement, within a tertiary hospital in 
Glasgow, over the course of 14 weeks. The authors also report the 
proportion of admissions that were related to either severe or very 
severe intoxication, and the proportion related to chronic alcohol 
disorder (CAD). This will be a valuable report for service providers 
within hospitals that deal with similar populations of patients, and 
researchers and policy-makers involved in public health or 
healthcare management policies related to alcohol.  
 
Though I feel this paper will be very useful, I was unclear on a few 
elements of the study design: 1) whether the admissions related to 
severe or very severe intoxication, or CAD, were captured through 
electronic hospital records already coded in ICD-10, or through 
clinician notes and then categorised according to ICD-10, 2) whether 
these admissions (related to intoxication or CAD) included those not 
already defined as due to alcohol by the physician, and 3) why 
proportions of admissions due to mild and moderate intoxication 
were not reported (these are still of interest to researchers and 
policymakers and may be one of these reasons why the proportion 
of admissions related to CAD outnumbered the proportion related to 
intoxication).  
 
In addition, I think the reporting of this paper could be improved to 
make aspects of study design and interpretation of results clearer for 
the reader. I think that figures and tables could be strengthened by 
removing Figure 1 (I explain why below), and reporting all other 
tables and figures by age and sex (as prevalence of alcohol-related 
admissions differs so much by these factors). Differences between 
groups would be more explicit through reporting confidence intervals 
either instead of or alongside p-values, and if reporting p-values. 
These comparisons would also be clearer by stating explicitly under 
tables and figures exactly which comparisons were made. I could 
work out from the sentence in the Methods section and the 
respective outcome which test was used between t-test and chi-
square, but not easily what was exposure and what was outcome in 
each case.  
 
Major comments/issues  
 
Paper structure :  
1. I found the different categories a bit confusing, and wondered 
where the overlaps between physician diagnoses and ICD-10 
diagnosis (for different levels of intoxication and CAD) overlapped. I 
suggest instead of Figure 1 a proportional Venn diagram showing 
these proportions and overlaps (an easy to use free programme with 
which to do this is available online: 
http://www.eulerdiagrams.org/eulerAPE/).  
2. Figure 1 (Figures 2a and b but not split by sex) appeared a bit 
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redundant to me. Figure 2a and b shows that the relationships 
between age and prevalence were so different by sex anyway. For 
this reason, as mentioned above, I think it would also be good to 
produce most results by age and sex. If concerned about 
space/word-count, these tables and figures could be reported as 
supplementary files.  
3. I found it strange that there were no limitations stated in 
Discussion. For example, the authors could include the limitation 
mentioned in the summary of the article (about children under 13 
years old). Other suggested limitations: the subjectivity of physician 
opinion and variability between physicians at the hospital, and the 
fact that ICD-10 though validated by WHO is still known to under-
capture alcohol involvement in electronic hospital records (K 
McKenzie, NZ J Public Health, 2010).  
4. Could the authors please include whether they obtained research 
ethics approval and if not, why.  
5. Some of the STROBE checklist (Results onwards) was missing in 
my copy of the article.  
 
Methodology:  
6. I wasn’t sure how multiple admissions from the same individuals 
were treated. If this element was ignored, it would be good to say so 
in the discussion (preferably when discussing limitations if some are 
eventually included), and say how this may affect 
results/interpretation.  
7. I found the reporting of diagnoses among the non-alcohol-related 
admissions very helpful.  
Validity of conclusions drawn:  
8. As mentioned above under ‘Overall’, I think the conclusions would 
be strengthened by also reporting proportions of admissions due to 
mild/moderate intoxication.  
9. In the Discussion section (specifically under Comparison with 
other studies), though I understand why the authors came to the 
conclusion that physician diagnosis of alcohol driving an admission 
indicated high proportions being due to alcohol, I think the statement 
about causality is a little strong given that the physician’s judgement 
is still a subjective measure. I think this sentence could acknowledge 
a certain element of uncertainty, e.g., ‘more likely to be the root 
cause’.  
Other:  
10. As a reader, I found in Figure 3 the divergence between 
admissions related to intoxication and those related to CAD with age 
very interesting. Maybe the authors could discuss this finding in the 
main article (this may have already been discussed, but the 
respective sentence wasn’t clear to me – see point 16.).  
11. As mentioned above, it would be good to explicitly state which 
tests were carried out in each case (even as a tiny footnote). For 
example, in Fig 4, the p-values could be for whether proportion 0 or 
not (no exposure, outcome diagnosis), whether more likely to have 
this diagnosis between due and not due (exposure: alcohol, 
outcome: diagnosis), or whether more likely to be due or not due 
between diagnosis categories (exposure: diagnosis, outcome 
alcohol).  
 
Minor comments/issues  
12. It would be good if the authors defined abbreviations on first 
mention, e.g., Abstract (Results) mention of GI, or in the Introduction 
mention of ISD (there are other examples throughout the article), as 
these abbreviations may not be clear for the reader otherwise. The 
same comment for figures and tables so that they stand alone.  
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13. In the Methods section the authors could refer to ICD-10 online 
(http://apps.who.int/classifications/icd10/browse/2015/en) for the 
reader to find out more about how the not necessarily alcohol-
related conditions explored later in Results (Diagnosis) were 
defined, e.g., deliberate self-harm, as different research groups 
categorise these entities differently. E.g. Wilkinson et al (J Public 
Health Medicine, 1995) use all codes that mention self-harm except 
those using ‘history of self-harm’ (Z91.5) and my own group do use 
this particular code.  
14. For the power calculation the authors should state what numbers 
of admissions their power calculation suggested they use. They 
could also state what they assumed to be the baseline rate and the 
programme/website used for this.  
15. Could the authors explain more about the policy context, e.g., 
population catchment of deprivation etc. in the Methods section 
rather than in the Discussion section? I found myself wondering 
what this was up until the Discussion section. This is good for 
readers to know whether these results are applicable to their 
population of interest.  
16. The authors could save space/words by removing the first 
paragraph in Results (Diagnosis): ‘Figure 4… relationship’. I think it’s 
redundant if the reader uses Figure 4’s headings and labels.  
17. Some sentences don’t appear to be in the most appropriate 
section. To me:  
a. Discussion (Comparison with other studies): ‘In this study data 
was collected… patient comorbidities’ fits better within a Strengths 
and Limitations section.  
b. Results (Diagnosis): ‘This confirms… … trauma’ appears to be an 
interpretation of the results and more fitting in the Discussion 
section.  
c. Discussion (unanswered questions): ‘Acute intoxication… … 
adopted’ belongs in the Discussion (meaning and implications of the 
results) section.  
18. Discussion (meaning of study): Would be good if the authors 
elaborated on the magnitude of the difference between study by 
Bauld et al and the current study, so that the reader can judge how 
similar/different they are.  
19. In Table 1 I think it would be useful to elaborate on the Y91 
codes. In the ICD-10 online link that I give above this covers a wide 
range of diagnoses/sub-codes. As mentioned in the Overall 
comment above, it would be good to know where these codes were 
captured (in electronic hospital record?) Table 1 needs to stand 
alone, so would have preferred the definitions described in the 
Methods section were either moved or repeated here.  
20. In Figure 2a and b it would be useful to include all types of 
classification, e.g., clinician-defined due to alcohol, due to alcohol as 
defined by ICD-10 (either intox or CAD), intoxication from ICD-10, 
and CAD from ICD-10, to get a better idea of the overlap/sensitivity 
of these measures. It would also be useful to have these plots by 
individual age year (you could put explicit numbers by age-groups 
underneath), so that researchers/policymakers/service-providers can 
look at changes according to their own interests. For example, I was 
interested in the change at around 16 years old, as this is when 
NICE self-harm guidelines stop mandating admission.  
21. In Figure 5 it might be clearer to plot as lines rather than bars, as 
then you can see the lines diverge during the weekend.  
22. I didn’t understand:  
a. If in the Abstract ‘due to alcohol were younger’ (45 vs 56, 9 
<0.0001), referred to the mean or median.  
b. the sentence ‘there is a lag period among young adults 
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representing emergency admissions ‘Due’ to alcohol but without a 
diagnosis of CAD.’ I think it means that CAD and due to alcohol 
diverge with age and then converge until practically overlapping 
(relating to point 9. above).  
c. Whether in Discussion (Principal findings) ‘Peak times’ referred to 
days of the week.  
d. What ‘minors area’ meant.  
Typos:  
23. Abstract (Results): ‘Chronic alcohol dependency is responsible’  
24. Methods: ‘departmental software to identify…’  
25. Discussion (unanswered questions): ‘and to detect a minimum 
10% difference’ 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1: Mathis Heydtmann:  

thank you for your useful insights and advice  

- Admission to hospital v presentation: this should always refer to admission and I have changed 

where needed thanks  

- Diagnosis eg GI bleed: we seek to infer that 50% of patients admitted with GI bleeds were admitted 

due to alcohol not that 50% of GI bleeds were due to alcohol and I have tried to amend text 

accordingly.  

-Figure legends: I see what you mean, the tables do not all stand alone well. I have tried to improve 

them.  

-Non head trauma: this is trauma to any part of body except head rather than non alcohol trauma, 

sorry this confusing, hope improved.  

-Bias re intoxication: this is the opinion of the admitting clinician at the time of the admission decision. 

A subjective element yes but that said the dept staff are accustomed to dealing with intoxicated 

patients. Agree additional testing later may uncover additional diagnosis but we are interested in the 

dependence of admission on alcohol rather than a specific diagnosis.  

-Alcohol withdrawal: yes, I am at a loss to explain how 2 patients can be admitted with withdrawal but 

not due to alcohol. I expect someone just ticked the wrong box, I didn't feel I could ethically approach 

the clinician to change it. Futhermore although data collected at admission it was several months 

before it was processed and unlikely the clinician would remember the patient by then.  

-Methods and Results: I will try to make clearer and more descriptive.  

 

Reviewer 2: Andy Irving:  

thank you for your concise and helpful comments  

- MUP impact and relation to sample size: Amended and clarified in into and power calc thanks  

- Disussion: the friday increase in CAD wasn't statisticlly significant for friday, agree no significant 

increase in CAD either. I have amended to be more cler this peak is saturday.  

- Ethics: I have added a note on ethic approval  

- Limitations: We looked at admissions only to reflect the Scottish Govt target of reduced admissions 

due to alcohol. It would be possible to collect data on discharges too using similar methodology but it 

would be a lot of work to get anywhere near a complete data.  

 

Reviewer 3: Annie Herbert:  

thank you for your kind comments on the usefulness of this paper  

-ICD-10: clinicains were given the ICD-10 diagnosis and selected one at time of admission decision. I 

have attempted to revise Table 1 to make this clearer.  

-Mild/mod intoxication: I agree this is interesting, I removed it initially as felt distracting however agree 

value and have added a proportion back in  

-Fig 1/2: these are not meant to show the same thing and I apologise that this not clear. The other 
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reviewers also made the point that the figures do not stand alone well and I have tried to improve this.  

-Stats: I take your point re CI v p values and will add CI where possible. Also clarified in methods 

section re tests used in specific calculations.  

-Venn diagram: sorry, I did visit this website but didn't manage to make the figure more readable (to 

me) perhaps as not familiar, so went back to trying to clarify figure in present format.  

-Age/sex: as you say I was worried about space but will produce figures for supplementary files if this 

is of interest  

-Strengths / limitations: we were wary of duplication as the format calls for a text box with strengths 

and limitations at the start and I didnt want simple repitition but I agree the major points need inclusion 

in main text and have amended.  

-Ethics: I have added a note on ethic approval  

-Multiple admissions same individual: agree this should have been included and have amended  

-Fig 3 discussion: divergence between intox and CAD is one of the key points of the paper and 

obviously not presented clearly which I have tried to improve, thanks.  

-Abbreviations: will correct this, agree this is a standard that must be observed  

-ICD 10 website: although intox and CAD were defined according to ICD10 the admission diagnosis 

was not (we are spared coding in Scotland) but was grouped by freehand diagnosis. Will try to clarify 

this by amending Table 1.  

-text for Fig 4: thank you, space saved appreciated!  

-Location of text, thanks have tried to amend to flow better  

-Bauld et al: unfortuantely we don't have any data on employment of patients to do this comparison 

meaningfully. Tried to reword.  

-mean/median: this refers to mean, will try andclarify in main text  

-peak times: not clear- amended  

-minors area: clarified  

-Typos: Thanks! 

 

VERSION 2 – REVIEW 

REVIEWER Mathis Heydtmann 
Department of Gastroenterology,  
Royal Alexandra Hospital Paisley,  
Corsebar Road  
Paisley, PA2 9PN 

REVIEW RETURNED 16-Jan-2016 

 

GENERAL COMMENTS The body of the text has been improved but the abstract has not 
been changed which needs to be done. Since the abstract is the part 
that I expect to be read more often then the body this needs to be 
clear and not over interpret the data:  
 
The abstract is still unclear and too strong in its conclusion.  
For the reasons outlined by several reviewers the wording “exact 
proportion” should be removed from the objectives. I suggest for 
example:  
“This study aims to quantify the proportion of hospital admissions 
through our emergency department which were thought by the 
admitting doctor to be (largely or partially) as a result of alcohol 
consumption.”  
In the abstract the primary outcome measure should define better 
who gives the “opinion”. Probably not a physician but a (often middle 
grade?) A&E doctor. (The receiving physician might have a different 
view given for example initial tests or a collateral history)  
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Secondary outcomes: The wording “impact” is not clear. Do you 
mean percentage?  
 
Result paragraph of abstract:  
First line, please correct: … admissions were thought to be due to 
alcohol  
In the sentence: “Patients admitted due to alcohol were younger…” 
It is not clear what this relates to (younger than who?). It needs to be 
very clear in the abstract what you compare. (who is on average 56 
years old?)  
It is not clear what you mean by “impact on admissions” in the 
abstract (see also below). What is the comparison for which you 
quote the p value of 0.003 in the abstract?  
 
Conclusions section of abstract:  
Needs to be changed to make the conclusion less strong and less 
suggestive of generalisability, for example for the first sentence: 
“Alcohol was thought to be implicated in our cohort…”  
 
Main body:  
Methodology:  
Some of the methodology is still not clear. While the authors state (in 
their definitions section) that: “Therefore levels of ‘Severe’ or ‘Very 
Severe’ intoxicated were taken as having influence on the admission 
decision.” In contrast to this their secondary aim is to: analyse these 
relationships: … paid particular attention to the relationship between 
acute alcohol intoxication, chronic dependency and admission due 
to alcohol.” And they elaborate on this in the results section where 
they write about “severely” or “Very Severely” intoxicated: “This is 
the level of intoxication significant enough that it may itself influence 
the decision to admit.” It needs to be clearer what the authors are 
analysing and trying to find out and what they take as given?.  
The critical categorisation of causality is still very subjective (and not 
exactly clear by whom: % of decisions / categorisations by the 
different grades working in A&E?). For example whether an 
admission is “partially” due to alcohol (alcohol a strong contributing 
factor) this might depend on the assessing clinicians view on the 
patients support or safety at home.  
 
 
After definition of admissions subjectively categorised into “largely”, 
“partially” or “not” due to alcohol, the authors the patients should 
define in the methods admissions “due” to alcohol as used in the 
rest of the study (which I suppose is the first two groups taken 
together?).  
 
If Chronic Alcohol Dependence was defined through ICD-10 Y91 
then the methodology is wrong, the correct code is F10.2. Given that 
it is not clear what the definition in the study was it is important to 
see the information that was displayed in the department to make 
the diagnosis. How were for example patients with chronic alcohol 
dependence in remission (F10.21) classified? This will have an 
impact on the results.  
 
Discussion / Reproducibility:  
 
The first sentence “were ‘Due’ to needs to be weakened (e.g.: were 
thought by the reviewing A&E clinician to be due to)…  
 
The sentence “Chronic alcohol dependency has a greater impact…” 
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as principle finding needs to be changed and the interpretation 
weakened. For the impact of these the prevalence of both conditions 
would need to be known (I would have thought that if the prevalence 
of CAD was 75 % the condition would have no impact on admissions 
at all!). The study does not give any indication of these prevalences 
in the attending population (alchol dependency in those not 
admitted) nor in the general population.  
 
The error of misdiagnosing “ticking the wrong box” needs to be 
mentioned as it seems to be wrongly diagnosing 2 of 100 (2%) of 
patients with alcohol withdrawal. If this error of 2 % was also present 
in the other categorisations this would be very relevant, change 
significance of the calculations and therefore this needs to be 
mentioned in the discussion to allow the reader to interpret the 
quality of the study. It seems that with better research governance 
the quality of the study could have been significantly improved.  
 
 
All figures need to be adequately labelled and have a figure legends 
(none of them has one) so that is clear what is displayed as 
requested (this might be missing in the files available to me?). For 
example:  
Figure 4: What are the p values: It is not clear what was compared 
and what the null hypothesis is in this graph? For example in 
patients with seizures admitted it was thought that in about 50 % 
alcohol contributed to their admission. It needs to be made clear in 
the graph / legend why that is significant.  
It is bad practice to have a Y axis labelled as “proportion” without 
detailing what is meant in the legend (figure 5). 

 

VERSION 2 – AUTHOR RESPONSE 

Dear Dr Heydmann, thanks again for constructive advice. The comments were very useful and 

appreciated.  

 

Abstract - I have taken on board your comments regarding the abstract and hope the tone is 

improved.  

 

Methods: Defiriniton of chronic alcohol dependency - I have added the definitions sheet that guided 

clinicains as a supplimental file as suggested.  

 

Due to alcohol - have added section in methods as requested to clarify that analysis was partially and 

largely combined, sorry this was not clear. Also take on board comment re social and pt safety 

influence on admission and added sentence to this effect to discussion section.  

 

Grade of admitting clinican - have added a sentence clarifying this. We did not collect data on the 

admitting clinicans grade specifically for this group of admitted patients.  

 

Unclear methodology - I have tried to improve the clarity  

 

Results - Governance - I liked your comment 'It seems that with better research governance the 

quality of the study could have been significantly improved' I think thats very true, it was undertaken 

with no additional resources in a busy department relying entirely on the goodwill and hard work of 

staff and I am sorry to say that dispite our best efforts this shows in places. I hope we are not trying to 

present this as anything more than the observational study it is.  
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Alcohol withdrawal - I haven't added to the discussion about the 2 cases of withdrawal not counted as 

due to alcohol. I can't think of a good reason why this was the case other than withdrawal was mild 

and another diagnosis prompted admission (but then that diagnosis should have been primary 

diagnosis) or someone made a mistake or misjudgement which is more likely. However continuing 

your arguement that all conditions synonymous with alcohol were admitted due to alcohol it gives an 

error rate of 2/261 or 0.77% and I would be pleased if the overall error rate is truely this low.  

 

Figure legends - all figs had legends but I think I may have gone wrong by putting them above not 

below the figures. I could still see them on the proof but it maybe I used the wrong format and caused 

problems. I have put legends below the figures now and hope they stay attatched.  

 

Figure 4 - this would make no sense without the legend I agree. I have tried to phrase legend to make 

the points you raise clear, thanks  

 

Figure 5 y axis clarified -thanks  

 

Editor - have added to title, should I clarify further or is this sufficient?  

 

Thanks for the considerable time you must have spent on this review and I think the changes you 

have recommended have improved the paper 

 

VERSION 3 – REVIEW 

REVIEWER Mathis Heydtmann 
Royal Alexandra Hospital Paisley  
Corsebar Rd  
Paisley, PA2 9PN 

REVIEW RETURNED 12-Mar-2016 

 

GENERAL COMMENTS The study is now clearer to me but I still feel that it is difficult to read 
and would benefit from general rewriting by a senior investigator to 
improve clarity. The subject is important and I feel worth publishing.  
 
On the changes for the re-submission:  
I feel that the title is now too long and I suggest to shorten it again.  
 
The error of coding / clinical assessment (“ticking the wrong box” in 
at least 2 cases) needs to be mentioned in the discussion as well as 
in the weakness list and I don’t believe that the 2 obvious cases are 
the only ones in the study.  
 
The authors still use the word impact (eg. “relative Impact” Heading 
page 14) and it is not clear how they define this? I feel the word 
impact is wrongly used in this study and should not be used.  
 
The legend of figure 4 is still not clear. It suggests that the number 
given (for example for head injury: 208) is of the patients with head 
injury thought to be Due to alcohol (with a total number of head 
injury of 306 and 98 not related to alcohol?) – is that true? The figure 
legend should state what was compared and what statistical test 
was used?.  
 
I feel that on further resubmission the article should also be 
reviewed by an additional reviewer.  
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VERSION 3 – AUTHOR RESPONSE 

The study is now clearer to me but I still feel that it is difficult to read and would benefit from general 

rewriting by a senior investigator to improve clarity. The subject is important and I feel worth 

publishing.'  

- Thank you for this encouraging comment. I do appreciate not to the standard of many other papers. I 

have gone over again and tried to improve.  

 

'I feel that the title is now too long and I suggest to shorten it again. '  

- Yes it is, many thanks for the editors suggestion below which we will use.  

 

'The error of coding / clinical assessment (“ticking the wrong box” in at least 2 cases) needs to be 

mentioned in the discussion as well as in the weakness list and I don’t believe that the 2 obvious 

cases are the only ones in the study.'  

- I think there is a degree of misunderstanding here. We have no evidence a mistake was made 

(although it is possible) and I agree that it is counterintuitive that 2 patients with alcohol withdrawal 

were admitted 'Not' due to alcohol. However the data refers to the admission being due to alcohol and 

not the diagnosis being due to alcohol. We would not admit a patient in uncompliated withdrawal 

without wernickes or psychosis so one possibility is that these patients had mild withdrawal but 

required admission for other possible social reasons. There were 261 admissions with a diagnosis 

synonymous with alcohol and these 2 were listed as admitted not due to alcohol. I dont have any 

more data to hand on them but I'm not surprised that a small proportion were not due to alcohol. I 

have no doubt this is not a perfect study but to inisist these 2 admissions must be due to alcohol 

misinterprets the data. I agree the withdrawal will be due to alcohol but not necessarily the admission.  

 

Likewise there were 574 admissions with ACS of whom 27 (4.7%) were admitted due to alcohol. This 

demonstrated a negative association with alcohol but still had 27 patients admiited due to alcohol. 

Alcohol probably doesnt cause ACS acutely but the admission was considered to be due to alcohol 

and ACS was the primary admitting diagnosis.  

 

In the same way as we discussed before that 51.8% of patients with upper GI bleeds were admitted 

due to alcohol as opposed to 51.8% of UGIB -the bleeds themselves- being due to alcohol.  

 

Evidently I had not made this clear in the text and I apologise for this and have attempted to rewrite.  

 

'The authors still use the word impact (eg. “relative Impact” Heading page 14) and it is not clear how 

they define this? I feel the word impact is wrongly used in this study and should not be used.'  

-I have gone through and removed the word impact  

 

 

'The legend of figure 4 is still not clear. It suggests that the number given (for example for head injury: 

208) is of the patients with head injury thought to be Due to alcohol (with a total number of head injury 

of 306 and 98 not related to alcohol?) – is that true? The figure legend should state what was 

compared and what statistical test was used?.'  

-sorry this is stil unclear, have tried to remedy  

 

'I feel that on further resubmission the article should also be reviewed by an additional reviewer.'  

-we would have no objection if it is felt by editors that futher review would improve the quality of the 

paper 
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VERSION 4 – REVIEW 

REVIEWER Mathis Heydtmann 
Royal Alexandra Hospital Paisley  
Corsebar Road  
Paisley  
PA2 9PN 

REVIEW RETURNED 08-May-2016 

 

GENERAL COMMENTS The paper now reads better and clearer.  
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