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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 
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increasing physical activity: a RESIDE modelling study 
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McCormack, Gavin R.; Cobiac, Linda J.; Mantilla Herrera, Ana 
Maria; Giles-Corti, Billie; Shiell, Alan 

 

VERSION 1 - REVIEW 

REVIEWER Natalie Mueller 
ISGlobal - Centre for Research in Environmental Epidemiology 
(CREAL) 

REVIEW RETURNED 30-Mar-2016 

 

GENERAL COMMENTS This paper estimates the cost-effectiveness of investing in sidewalks 
as a means of increasing the levels of physical activity through 
increased walking. The study is important and contributes to the 
growing evidence on how built environment features can impact our 
physical activity levels and at what costs. The study concludes that 
installing sidewalks in low density cities in Australia is unlikely to 
cost-effectively improve public health, due to excessive intervention 
costs that outweigh estimated health benefits. As a main mechanism 
to improve cost-effectiveness population density is proposed as the 
higher the density, the lower the fixed cost per person exposed.  
The paper is well written and would not need any language editing. 
The references are up to date and relevant.  
My main concern is, however, that the Methods section is partially 
hard to follow. The authors state in the manuscript that DALYs 
related to the most important health outcomes associated with 
physical activity were estimated but do not mention which health 
outcomes they refer to in particular. I would like to see how each 
health outcome considered contributes to DALYs averted and how 
years of life lost (YLL) and years lived with disability (YLD) were 
calculated. Where were disease incidence and mortality rates 
obtained from?  
Moreover, I suggest numbering the scenarios or grouping them in 
the text, tables and figures to improve readability.  
A short elaboration on how representative the RESIDE cohort is and 
how generalizable the here presented results are would be useful in 
the Discussion.  
For detailed comments, please see the attached pdf file. 
 
The reviewer also provided a marked copy with additional 
comments. Please contact the publisher for full details. 
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REVIEWER Noreen McDonald 
University of North Carolina at Chapel Hill  
USA 

REVIEW RETURNED 30-Mar-2016 

 

GENERAL COMMENTS This article estimates how increasing neighborhood sidewalk 
coverage would affect physical activity and Disability Adjusted Life 
Years (DALY). The key outcome measure is cost per DALY for 
adding 10km of sidewalks to the average neighborhood. The authors 
estimate the cost-effectiveness at A$176,000 per DALY. This work is 
important because it provides quantifications of outcomes thereby 
allowing policymakers and practitioners to compare the costs and 
benefits of various behavior change initiatives.  
 
The authors’ approach is reasonable given the aims of estimating 
the PA benefits of sidewalk investment. However, I am concerned 
with the narrowness of this focus given the large range of benefits 
sidewalks likely confer. I am also concerned that the type of 
infrastructure improvement that is analyzed – 10km of additional 
sidewalk – doesn’t link well to questions faced by planners. Finally, I 
wonder about the generalizability of these findings. Each of these 
concerns is discussed below.  
 
Narrow Definition of Sidewalk/Pavement Benefits  
The authors focus on how increasing the length of sidewalks would 
increase physical activity. I was surprised that the authors did not 
discuss other public health benefits of sidewalks such as safety. 
Sidewalks provide pedestrians with a separate realm that is 
presumably safer than walking in the street and this separation from 
traffic likely has important benefits particularly on higher speed 
roads. I imagine it is difficult to quantify the safety benefit but I would 
have liked to see the authors discuss the possible benefits of 
sidewalks more fully. My concern is that while the authors are clear 
that they are evaluating the cost effectiveness of sidewalks in 
increasing PA. I suspect the resulting analyses will be seen as 
evaluating the health benefits and cost-effectiveness of sidewalks. 
This is particularly true since the authors translated PA benefits into 
DALY. DALY may be affected by other (unquantified) benefits such 
as safety improvements. However, this is not presented in the 
analysis. I would encourage the authors to instead focus on changes 
in PA rather than moving to DALY or to provide a stronger 
description of other possible health benefits of sidewalks and the 
limits of their analysis in evaluating cost effectiveness 
comprehensively.  
 
Links to Planning Design Guidelines  
The authors’ models are set up to presume a linear relationship 
between the percent neighborhood sidewalk coverage and PA. From 
that, it follows that the authors’ look at the impacts of a 10km 
increase in the sidewalk network. However, I’m not sure this is how 
policy makers look at the topic of sidewalks. I would find it helpful if 
the authors could explain where their results should (or should not 
inform) development decisions on sidewalks. Can these results be 
used to think about design guidelines for new developments (which 
generally set minimum sidewalk coverage requirements of 1 vs. 2 
sides)? Should they be used in conversations about filling a gap in 
the sidewalk network or in putting sidewalks on both sides in 
neighborhoods where they are currently only on one? Or in installing 
sidewalks in developments where there are not any. In essence, I’m 
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afraid that the particular context of the situation matters and looking 
at average effects in average neighborhoods may ultimately not 
relate to any likely policy decisions.  
 
Sample Variation & Generalizability  
Finally, the description of the sample demographics for the RESIDE 
study suggested a suburban, family-oriented sample. I think it would 
be helpful to understand how the demographics and context of that 
study limit where the reported cost-effectiveness is likely to apply. 
Should it be used in low-income areas? In areas with substantial 
multi-family? In infill neighborhoods? Additional commentary on this 
topic would be appreciated. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

 

This paper estimates the cost-effectiveness of investing in sidewalks as a means of increasing the 

levels of physical activity through increased walking. The study is important and contributes to the 

growing evidence on how built environment features can impact our physical activity levels and at 

what costs. The study concludes that installing sidewalks in low density cities in Australia is unlikely to 

cost-effectively improve public health, due to excessive intervention costs that outweigh estimated 

health benefits. As a main mechanism to improve cost-effectiveness population density is proposed 

as the higher the density, the lower the fixed cost per person exposed.  

The paper is well written and would not need any language editing. The references are up to date and 

relevant.  

1. My main concern is, however, that the Methods section is partially hard to follow. The authors state 

in the manuscript that DALYs related to the most important health outcomes associated with physical 

activity were estimated but do not mention which health outcomes they refer to in particular. I would 

like to see how each health outcome considered contributes to DALYs averted and how years of life 

lost (YLL) and years lived with disability (YLD) were calculated. Where were disease incidence and 

mortality rates obtained from?  

 

Detail on the methods for the calculation of health outcomes appeared in the Supplementary Material. 

There we explained the use of a multi-cohort version of a proportional multi-state life table to estimate 

changes in DALYs attributable to changes in walking due to the installation of sidewalks.  

Our DALYs are different from those produced in Burden of Disease studies (YLL+YLD) and applied in 

many comparative risk assessments.  

The difference is related to the way the YLL component is calculated in burden of disease studies. 

First, the mortality rates we used are those likely to be observed in the population in question, not 

those for a hypothetical population that has the lowest observed mortality at every age as is usually 

the case with DALYs.  

Second, our model does not explicitly separate YLL and YLD components, but instead calculates the 

total number of life years lived, adjusted for the average health-related quality of life in those years (by 

age and sex), comparing an intervention population with an identical population that does not receive 

the intervention effect. We basically compare health adjusted life years for two identical populations 

except that one increases their level of physical activity whereas the other doesn’t. For the health 

adjustment we use disability weights developed by the Global Burden of Disease. Our ‘DALYs’ are 

thus more akin to QALYs (except for the use GBD disability weights) than to DALYs as used in 

burden of disease studies. Like the QALY, our ‘DALY’ is a positive concept, equivalent to a year in full 

health.  

In our original submission we explained the difference between our estimated DALYs and those from 

GBD studies as follows:  
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“Although the same disability weights are used, the method applied here for the estimation of DALYs 

differs from the WHO Global Burden of Disease (GBD) approach (1). Notably, in the GBD method the 

change in years of life lost component of the DALY is calculated using hypothetical low mortality rates 

whereas in our model we use current Australian mortality rates”  

However, to avoid confusion with DALYs from the Global Burden of Disease studies (YLL+YLD) we 

propose to change the term DALY for Health Adjusted Life Years (HALYs). We have amended the 

manuscript to reflect the change in terminology and clarify the construction of our DALYs/HALYs to 

avoid confusion.  

We have now specified which diseases are included in the multi-state life table (page 10).  

Disease incidence and mortality rates were derived using DISMOD II from data on prevalence and 

disease specific mortality for Australia from the Global Burden of Diseases 2010 study. This was 

explained in the supplementary material in page 4, but we have now moved this to the methods 

section, stating:  

“Epidemiological data for the five physical activity related diseases (ischemic heart disease, stroke, 

type 2 diabetes, colon cancer and breast cancer in women) were derived from the Global Burden of 

Disease 2010 study with the help of DISMOD II to obtain parameters not explicitly reported (incidence 

and case fatality from prevalence and mortality).”  

 

2. Moreover, I suggest numbering the scenarios or grouping them in the text, tables and figures to 

improve readability.  

 

The scenarios presented start with the baseline scenario, and are then ordered according to those 

that deal with alternative costs scenarios, those that deal with density scenarios, those addressing a 

combination of costs and density, then variation in the discount rate and lastly exclusion of additional 

costs of prolonged life. We have numbered each scenario and edited the table to make the groupings 

clearer in the hope that this addresses the reviewer’s concern.  

 

3. A short elaboration on how representative the RESIDE cohort is and how generalizable the here 

presented results are would be useful in the Discussion.  

 

The methods section describes the population stating that “The RESIDE dataset contains information 

on 1,813 people of whom 59% were female, 81% were married or in de facto relationships, 67% have 

children living at home, 22% were university educated, and 53% were either overweight or obese 

(average BMI was 26.05) [29].”  

In the discussion we added the following text: “Since this was a sample of mostly younger and middle-

aged people who were about to move into new housing developments in suburban Australia, the 

external validity of our findings is greatest when applied in similar settings. The more the population of 

interest differs from out study population, the more caution should be applied in the use of our 

findings. However, in situations where better suited alternative data are not available, our estimates 

could serve as a ‘best available estimate’ if the alternative is no estimate at all, with the risk that the 

health benefits of walking associated with sidewalks are ignored in the decision making process.”  

 

For detailed comments, please see the attached pdf file.  

 

Line 13-page 3: We added cycling  

Line 31-page 3: The health outcome of interest is change in HALYs, which is a consequence in 

changes in exposure to PA which has an impact on PA-related diseases (breast cancer, colon cancer, 

IHD, ischemic stroke and type 2 diabetes). We added diseases information in page 10 of the main 

manuscript. We changed health outcomes to “change in health adjusted life years”.  

Line 39-page 3: We conducted sensitivity analysis with the aim of testing which parameters the 

results most sensitive to.  

Line 52-page 3: Added adult population  
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Line 53-page 3: Added average neighbourhood population  

Line 25-page 4: We added further clarification in brackets.  

Line 58-page 5: Added  

Line 58-page 5: The evidence suggests that in more walkable neighbourhoods a greater share of trips 

is made on foot and a smaller share by car.  

Line 16-page 6: We added the following section to the discussion (page 22): “Other studies found 

more favourable cost-effectiveness results for sidewalks. For example, using a sophisticated spatial 

analysis but what they considered a ‘back-of-the-envelope’ economic analysis, Guo and 

Gandavarapu [23] found that increased sidewalk prevalence in Dane County, Wisconsin, USA, would 

deliver a cost-benefit ratio of 1.87. The contrast with our findings could be due to a range of factors, 

including the inability in that study to adjust for residential self-selection, the assumption that 

additional energy spent on active transport directly translate to lower obesity rates (without dietary 

compensation) where we modelled the impact via physical activity, and differences in the built 

environment such as housing density.”  

Line 24-page 6: It is generic, the study says 5:1, which would apply to any currency  

Line 43-page 6: Thanks, we fixed the values  

Line 6-page 7: The comment highlighted only refers to the work by Boarnet et al.  

Line 5-Page 8: Added  

Line 37-Page 8: Please see our response to point 3 below.  

Line 6-Page 9: Added clarification  

Line 48-Page 9: Related to comment 15, amended as per the reviewer’s suggestion  

Line 26-Page 10: This comment in the Pdf is similar to comment 1 above, addressed in reply to 

authors and paper.  

Line 35-Page 10: Same above QALYs text deleted.  

Line 40-Page 10: Added  

Line 57-Page 10: We expanded the explanation of the model and the sources of input data  

Line 14-Page 11: We clarify in Table 2. Price in text is the original value and in Table 2, deflated to 

2010.  

Line 42-Page 11: This is an average, and no children are included in this analysis.  

Line 13-Page 12: We replaced the sentence with “The reduction in diseases related to physical 

inactivity lowers treatment cost in the short and medium term, but it also means that new health care 

costs may be incurred by people who now go on to develop unrelated conditions in their added years 

of life.” We hope this reads better.  

Line 16-Page 12: We amended the text in Table 2, as it was not clear, all sensitivity scenarios, except 

the last one include unrelated health care costs incurred in the added life years.  

Line 28-Page 12: It is a threshold commonly used in CEA, inflated to 2010 values. Reference is 

provided.  

Line 40-Page 12: Yes, text added  

Line 45-Page 12: Yes, text added  

Line 54-Page 12: This is already clarified in the methods section and clear in the Supplementary 

Material.  

Line 6-Page 13: Addition in Methods-Overview  

Line 14-Page 14: Currency added  

Line 17-Page 14: Yes, as in table 2  

Line 23-Page 14: Currency added  

Line 22-Page 18: Added text  

Line 30-Page 18: We included diseases for which the strongest evidence exists. We now mention that 

other potential outcomes were not included.  

Line 35-Page 18: We believe we are clear in regards to the limitation of not including all potential 

outcomes “Thus, one cannot conclude from this work that investing in extending sidewalks is not cost-

effective per se. Health gain is, to some extent, an externality or fortunate by-product of decisions that 

make neighbourhoods more walkable and ultimately more liveable. A more complete evaluation 

 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-2016-011617 on 20 S

eptem
ber 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


would reflect the value of all outcomes of importance.”  

Line 55-Page 18: Personal choices and intrinsic motivation were taken into account by adjusting for 

self selection.  

Line 18-Page 19: Low-intensity activities like walking the dog (MET=3) would qualify as ‘more 

moderate-intensity’ compared to jogging and running.  

 

 

Reviewer: 2  

 

This article estimates how increasing neighborhood sidewalk coverage would affect physical activity 

and Disability Adjusted Life Years (DALY). The key outcome measure is cost per DALY for adding 

10km of sidewalks to the average neighborhood. The authors estimate the cost-effectiveness at 

A$176,000 per DALY. This work is important because it provides quantifications of outcomes thereby 

allowing policymakers and practitioners to compare the costs and benefits of various behavior change 

initiatives.  

 

The authors’ approach is reasonable given the aims of estimating the PA benefits of sidewalk 

investment. However, I am concerned with the narrowness of this focus given the large range of 

benefits sidewalks likely confer. I am also concerned that the type of infrastructure improvement that 

is analyzed – 10km of additional sidewalk – doesn’t link well to questions faced by planners. Finally, I 

wonder about the generalizability of these findings. Each of these concerns is discussed below.  

 

1. Narrow Definition of Sidewalk/Pavement Benefits  

The authors focus on how increasing the length of sidewalks would increase physical activity. I was 

surprised that the authors did not discuss other public health benefits of sidewalks such as safety. 

Sidewalks provide pedestrians with a separate realm that is presumably safer than walking in the 

street and this separation from traffic likely has important benefits particularly on higher speed roads. I 

imagine it is difficult to quantify the safety benefit but I would have liked to see the authors discuss the 

possible benefits of sidewalks more fully. My concern is that while the authors are clear that they are 

evaluating the cost effectiveness of sidewalks in increasing PA. I suspect the resulting analyses will 

be seen as evaluating the health benefits and cost-effectiveness of sidewalks. This is particularly true 

since the authors translated PA benefits into DALY. DALY may be affected by other (unquantified) 

benefits such as safety improvements. However, this is not presented in the analysis. I would 

encourage the authors to instead focus on changes in PA rather than moving to DALY or to provide a 

stronger description of other possible health benefits of sidewalks and the limits of their analysis in 

evaluating cost effectiveness comprehensively.  

 

We agree with this comment and recognize that this study includes only a part of the benefits of 

sidewalks. However, previous studies have suggested that the physical health benefits constitute a 

large part of the health impact of active transport, and their relevance is best characterized in the 

literature. We strengthened the discussion on this point, which now reads as follows (page 19):  

“The analysis is limited to the outcomes associated with the most important diseases related to 

physical inactivity. Other health benefits, including improved safety for pedestrians, and broader social 

benefits such as those related to less reliance on motor vehicles, or to any increase in sense of 

community that results from seeing more of one’s neighbours on the street, have not been included 

because we lack data on the impact on these measures.”  

Change in levels of physical activity is a good outcome measure, but a limitation is that it does not 

facilitate comparisons with measures to promote health other than those that also focus on physical 

activity. Economists are therefore interested in generic measures of health such as HALYs in what is 

termed ‘cost-utility analysis’. Using estimates of the cost per HALY, investments in measures that 

facilitate physical activity can be compared with investments in, for instance, nutritional advice. Or 

bariatric surgery. This allows decision makers to optimize the allocation of health resources across a 
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broad range of health care and health promotion options.  

 

2. Links to Planning Design Guidelines  

The authors’ models are set up to presume a linear relationship between the percent neighborhood 

sidewalk coverage and PA. From that, it follows that the authors’ look at the impacts of a 10km 

increase in the sidewalk network. However, I’m not sure this is how policy makers look at the topic of 

sidewalks. I would find it helpful if the authors could explain where their results should (or should not 

inform) development decisions on sidewalks. Can these results be used to think about design 

guidelines for new developments (which generally set minimum sidewalk coverage requirements of 1 

vs. 2 sides)? Should they be used in conversations about filling a gap in the sidewalk network or in 

putting sidewalks on both sides in neighborhoods where they are currently only on one? Or in 

installing sidewalks in developments where there are not any. In essence, I’m afraid that the particular 

context of the situation matters and looking at average effects in average neighborhoods may 

ultimately not relate to any likely policy decisions.  

 

In this paper we show that in high density neighbourhoods, the provision of sidewalks can be justified 

based on physical activity-related health benefits alone. It emphasizes that sidewalks have a value 

from a health perspective. This paper focuses on the average value of sidewalks, but makes clear 

that that value depends on how much use is made of any section of sidewalk. In a previous paper we 

focused on priorities with respect to adding sidewalks to roads that currently have none, or only on 

one side (Prev Med. 2014 Oct;67:322-9).  

Adding sidewalks was only ever likely to have a modest effect on physical activity, but it is also a 

relatively modest intervention and our decision maker partners were keen to explore whether 

investing in extending sidewalk could generate enough health benefit to warrant the expenditure. Our 

results confirm popular opinion that investing in sidewalks alone is unlikely to be sufficient to impact 

on physical activity. People need something to walk on and something to walk to, at the very least. 

Thus planning guidelines will need to be cognisant of the synergistic effects of elements of the built 

environment when looking to harness the benefits of urban design to improve health.  

 

 

3. Sample Variation & Generalizability  

Finally, the description of the sample demographics for the RESIDE study suggested a suburban, 

family-oriented sample. I think it would be helpful to understand how the demographics and context of 

that study limit where the reported cost-effectiveness is likely to apply. Should it be used in low-

income areas? In areas with substantial multi-family? In infill neighborhoods? Additional commentary 

on this topic would be appreciated.  

 

On page 8 we provide basic information about the sample (%women, age, BMI, education, marital 

status, children).  

Also in response to comment 3 from reviewer 1, we added the following text to the discussion: “Since 

this was a sample of mostly younger and middle-aged people who were about to move into new 

housing developments in suburban Australia, the external validity of our findings is greatest when 

applied in similar settings. The more the population of interest differs from out study population, the 

more caution should be applied in the use of our findings. However, in situations where better suited 

alternative data are not available, our estimates could serve as a ‘best available estimate’ if the 

alternative is no estimate at all, with the risk that the health benefits of walking associated with 

sidewalks are ignored in the decision making process.”  

 

1. Lopez AD, Murray CJL, World B, World Health O, Harvard University. School of Public H. The 

global burden of disease: a comprehensive assessment of mortality and disability from diseases, 

injuries, and risk factors in 1990 and projected to 2020. Cambridge, MA: Published by the Harvard 

School of Public Health on behalf of the World Health Organization and the World Bank; 1996. 
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VERSION 2 – REVIEW 

REVIEWER Natalie Mueller 
ISGlobal - Centre for Research in Environmental Epidemiology 
(CREAL), Barcelona, Spain 

REVIEW RETURNED 04-Jul-2016 

 

GENERAL COMMENTS I would appreciate it if the authors could put some final thoughts into:  
 
1) the concept of HALYs.  
I was suprised finding the health outcome changed from DALYs to 
HALYs. I am not sure how well known the concept of HALYs is (not 
just in public health but also in the urban and transport planning 
sectors, which are important to consider since this is interdisciplinary 
research). Introducing a new concept might be confusing, especially 
since the interpretation changed 1:1 from averted DALYs to gained 
HALYs.  
2) If the authors decide to keep HALYs then HALYs should be 
mentioned and defined in the introduction as the main health 
outcome. Currently, in the introduction only DALYs are mentioned.  
3) I would appreciate a full definition of residential 'self-selection' at 
its first mentioning (p 6). I think this is important, especially since the 
authors claim that no previous studies adjusted for residential self-
selection.  
4) Rather than just providing a reference I would say that the chosen 
threshold of A$60,000 per HALY is a commonly used threshold in 
cost-effectiveness analyses in Australia.  
4) Generally, I recommend consistency in terminology throughout 
the manuscript (e.g. base case scenario - baseline scenario; 
threshold - benchmark)  
5) A lot of different methodologies are mentioned. Despite providing 
a reference or refering to the supplementary material, a one 
sentence explanation what the mathematical model for the ACE-
prevention project does or what the DISMOD2 is would help the 
readership understanding better what exactly was done.  
6) Table 3. Column 7: Shouldn't the ICER be defined as A$/HALY 
since it is a ratio? 

 

VERSION 2 – AUTHOR RESPONSE 

1) the concept of HALYs.  

I was suprised finding the health outcome changed from DALYs to HALYs. I am not sure how well 

known the concept of HALYs is (not just in public health but also in the urban and transport planning 

sectors, which are important to consider since this is interdisciplinary research). Introducing a new 

concept might be confusing, especially since the interpretation changed 1:1 from averted DALYs to 

gained HALYs.  

 

As explained in our previous rebuttal, the units we use are not really DALYs in the Burden of Disease 

sense of the word. They are a hybrid measure, like QALYs in that they measure health not disability, 

but based on disability weights taken from the Global Burden of Disease study. To remove the 

ambiguity, we switched to the ‘neutral’ term ‘health-adjusted life years’ (HALYs) – in this study and in 

our other work. Neither DALYs nor QALYs are better known among urban and transport planning 

circles and health-adjusted life-years has an intuitive meaning.  

 

2) If the authors decide to keep HALYs then HALYs should be mentioned and defined in the 

introduction as the main health outcome. Currently, in the introduction only DALYs are mentioned.  
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Thanks for the suggestion, now we include a definition in the introduction of the manuscript.  

 

Health Adjusted Life Years (HALYs) were calculated to represent the impact on health of 

improvements in walking. HALYs are population health measures that combine impacts on morbidity 

and mortality in a single metric (1).  

 

3) I would appreciate a full definition of residential 'self-selection' at its first mentioning (p 6). I think 

this is important, especially since the authors claim that no previous studies adjusted for residential 

self-selection.  

 

We added text to the introduction with a definition for self-selection.  

 

Self-selection refers to the bias introduced by residents who choose to live in neighbourhoods that 

facilitate walking because they prefer to walk, rather than the neighbourhoods causing them to walk 

more (2).  

 

4) Rather than just providing a reference I would say that the chosen threshold of A$60,000 per HALY 

is a commonly used threshold in cost-effectiveness analyses in Australia.  

 

We now have additional text to address the reviewer’s comment.  

 

The results of the Monte Carlo analysis were then used to determine the probability of intervention 

cost-effectiveness against a cost-effectiveness threshold of A$60,000 per HALY, which is a commonly 

used threshold in the Australian context (3, 4).  

 

5) Generally, I recommend consistency in terminology throughout the manuscript (e.g. base case 

scenario - baseline scenario; threshold - benchmark)  

 

Amended as suggested. Baseline and threshold are used across the text.  

 

6) A lot of different methodologies are mentioned. Despite providing a reference or refering to the 

supplementary material, a one sentence explanation what the mathematical model for the ACE-

prevention project does or what the DISMOD2 is would help the readership understanding better what 

exactly was done.  

 

We added text to further clarify our methods.  

 

In the proportional multi-state life table model, health outcomes are calculated from changes in 

incidence of physical activity-related diseases (ischemic heart disease, stroke, type 2 diabetes, colon 

cancer, and breast cancer in women) (5). Changes in incidence of diseases lead to corresponding 

changes in prevalence in later years, and from there to changes in mortality and years lived with 

disability. Epidemiological data for the diseases were derived from the Global Burden of Disease 2010 

(6) study with the help of DISMOD II (7) to obtain parameters not explicitly reported (incidence and 

case fatality from prevalence and mortality). The conceptual model for DISMOD II is based on the 

multi-state life table (8).  

 

7) Table 3. Column 7: Shouldn't the ICER be defined as A$/HALY since it is a ratio?  

Amended as suggested.  

 

 

References  
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