
 

 

Dear reviewer 2, 

 

Many thanks to you for your valuable comments on our manuscript.We have 

revised the manuscript as suggested by you. The following, in order of your 

comments, are our responses to the comments and suggestions, along with details of 

the changes highlighted in yellow we have made to the revised manuscript. 

 

Yours sincerely, 

The authors 

 

 

Responses to Questions and Comments from Reviewer 

Reviewer #1: 

Scientific Quality: Grade A (Excellent) 

Language Quality: Grade B (Very good) 

Conclusion: Minor revision 

 

Q1. Despite these strengths, the letter would benefit from minor refinements. The 

length is somewhat extensive for a Letter to the Editor, and certain sections could be 

condensed to improve clarity and readability. In particular, consolidating 

overlapping arguments and prioritizing the most impactful recommendations would 

help maintain focus. 

 

Response: Thank you very much for your suggestions. We have read the 

submitted manuscript repeatedly and revised the parts that may have repeated 

meanings, as follows: 

We deleted the sentence “From a pharmacological perspective, new 

hypoglycemic drugs have demonstrated the ability to significantly reduce the 

progression of heart and kidney diseases while achieving HbA1c targets and 

weight loss” in the Third Limitations and suggestions. 

We also deleted the sentences “(such as sodium–glucose cotransporter-2 

inhibitors and glucagon-like peptide-1 receptor agonists)” and “New 

glucose-lowering and weight-reducing drugs have been shown to 

simultaneously improve blood sugar, body weight, and metabolic risk, 

providing new options for the comprehensive management of these patients” 

in the Fourth Limitations and suggestions. 

We added a table in the Limitations and suggestions section of the manuscript 

to make the article more clear, as follows: 

Limitations Core issues Optimization suggestions 



 

 

Obesity 

assessment index 

is too single 

Unable to distinguish 

between body fat rate and 

muscle mass,ignoring the 

impact of muscle loss in 

patients with CKD 

Dual energy X-ray absorptiometry 

or bioelectrical impedance method 

were used to evaluate body 

composition, including body fat 

rate and muscle mass index 

Not stratified by 

EGFR 

There are differences in 

metabolic status in different 

stages of CKD and the risk 

model may be specific 

When analyzing the risk 

association between blood glucose 

and obesity, CKD should be 

counted by stages according to 

eGFR. 

Lack of long-term 

glycemic control 

assessment 

The regulatory effect of 

long-term blood glucose 

control condition on obesity 

related CVD risk is not 

clear. 

The HbA1c index of long-term 

monitoring was included to 

analyze the correlation between 

the quality of blood glucose 

control and risk. 

Not studied 

targeted 

intervention 

Clinical intervention 

programs corresponding to 

different risk stratification 

have not been studied. 

Carry out intervention research to 

verify the effectiveness of 

personalized nutrition, exercise 

and drug intervention. 

Inadequate ethnic 

representation 

Based on the data of Korean 

population, the universality 

was limited. 

Carry out a multi-ethnic, multi 

center cohort study to verify the 

cross ethnic applicability of the 

risk model. 

 



 

 

Reviewer #2: 

Scientific Quality: Grade B (Very good) 

Language Quality: Grade B (Very good) 

Conclusion: Minor revision 

 

Q1. Need for Greater Specificity in Selected Sections: While the proposed 

recommendations are generally well articulated, certain areas—such as the 

discussion of pharmacological interventions (e.g., SGLT2 inhibitors)—would benefit 

from the inclusion of one or two concrete examples. 

 

Response: We add the sentence “The new hypoglycemic drugs(sodium 

glucose cotransporters inhibitors) can reduce major adverse cardiovascular 

events by 11%, cardiovascular death by 23%, and the risk of kidney disease 

progression by 45%[16]. Glucagon like peptide-1 receptor agonists have 

shown hypoglycemic and lipid lowering effects as well as renal 

protection[17].” 

 

Q2. Adding brief, specific illustrations would enhance the practical relevance and 

facilitate clinical interpretation for readers. 

 

Response: The reviewers' suggestions were very pertinent. We added a table 

in the manuscript, as follows: 

Limitations Core issues Optimization suggestions 

Obesity 

assessment index 

is too single 

Unable to distinguish 

between body fat rate and 

muscle mass,ignoring the 

impact of muscle loss in 

patients with CKD 

Dual energy X-ray absorptiometry 

or bioelectrical impedance method 

were used to evaluate body 

composition, including body fat 

rate and muscle mass index 

Not stratified by 

EGFR 

There are differences in 

metabolic status in different 

stages of CKD and the risk 

model may be specific 

When analyzing the risk 

association between blood glucose 

and obesity, CKD should be 

counted by stages according to 

eGFR. 

Lack of long-term 

glycemic control 

assessment 

The regulatory effect of 

long-term blood glucose 

control condition on obesity 

related CVD risk is not 

clear. 

The HbA1c index of long-term 

monitoring was included to 

analyze the correlation between 

the quality of blood glucose 

control and risk. 

Not studied 

targeted 

intervention 

Clinical intervention 

programs corresponding to 

different risk stratification 

have not been studied. 

Carry out intervention research to 

verify the effectiveness of 

personalized nutrition, exercise 

and drug intervention. 

Inadequate ethnic 

representation 

Based on the data of Korean 

population, the universality 

Carry out a multi-ethnic, multi 

center cohort study to verify the 



 

 

was limited. cross ethnic applicability of the 

risk model. 

 

 

Q3. Reference Currency: Although several recent and relevant sources (including 

studies from 2025–2026) are already incorporated, a few references (e.g., older WHO 

and NEJM publications) appear dated. I recommend reviewing the reference list to 

ensure that all citations are current and, where appropriate, replaced or 

complemented by more recent evidence. 

 

Response: Thank you for your suggestions. The references proposed by 

experts are relatively old. The specific values should be references [6] and 

[18]. Reference [6] is to prove the argument that "the guidelines clearly 

pointed out that the risk should be assessed according to the EGFR of renal 

function long ago". Therefore, early and high-level references should be 

selected. Similarly, reference [18] is also to prove that Asian people cannot 

fully represent the characteristics of all people on earth. In particular, the 

obesity diagnostic criteria involved in this study may be different in different 

ethnic groups. This situation has been clear for a long time. The WHO also 

took note of the above situation and gave suggestions long ago. Therefore, 

when it comes to the basis of these two arguments, our team tried to choose 

the references published earlier. 

 


