Peer-Review Report(s). Authors must resolve all issues in the manuscript that are raised in the
peer-review report(s) and provide point-by-point responses to each of the issues raised in the

peer-review report(s):
Reviewer #1:

Specific Comments to Authors:

My recommendation is minor revision.

The piece is timely and clinically relevant, and the overall argument is coherent and easy to
follow. I do not think additional analyses are required. However, a small number of targeted
edits would improve positioning, strengthen the evidentiary tone, and make the clinical take-
home message more actionable for readers.

Authors’response: Thank you very much for your time and constructive comments on our
manuscript. We have carefully revised the text.

1. Please tighten the framing so it is immediately clear that this is a commentary/synthesis based
on prior work rather than an original cohort analysis. As written, parts of the Abstract/Core Tip
can be read as if “this study” generated the findings, while the key results are attributed to a
nationwide cohort study by Bae et al. A simple fix would be to add one explicit sentence early
in the Abstract (and mirror it in the Core Tip), for example: “In this editorial, we interpret
findings from Bae et al.’s nationwide cohort and discuss their clinical implications for risk
stratification in diabetic CKD.” This will help prevent confusion for readers and indexers and
will also make the paper’s contribution—contextualization and clinical interpretation—more
explicit.

Authors’response: Thank you for your suggestion. We have revised the abstract and key points
accordingly to clarify the nature of this article as a commentary and to clearly articulate its
perspective, which is grounded in and responds to the study by Bae et al.

2.Several mechanistic explanations are reasonable, but the wording occasionally sounds more
definitive than the evidence presented supports. For instance, the link between underweight/low
waist circumference in diabetic CKD and protein—energy wasting/sarcopenia or systemic
inflammation is plausible, but it is not established within this manuscript. [ would recommend
either adding 1-2 key references that directly support these pathways in diabetic CKD
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populations, or adjusting the language to a more cautious register (“may reflect,” “is consistent
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with,” “could be mediated by,” “hypothesis-generating”). This small change will keep the
discussion scientifically tight and reduce the risk that readers interpret the mechanisms as
proven rather than proposed.

Authors’response: Thank you for your suggestion. We have revised the relevant sections to
adopt a more tentative tone—for example, by using phrases such as "may reflect" and "may be
associated with"—and have added supporting references where appropriate.

3.The clinical translation would be stronger with a short, practical paragraph that shows how
readers might apply the concept. You argue for integrating BMI and waist circumference into
individualized risk stratification; consider briefly specifying (i) how you would categorize BMI
and waist circumference in practice (even if you cite standard guideline cut-points), (ii) which
subgroups should trigger closer nutrition/frailty assessment (e.g., low BMI with low waist
circumference in diabetic CKD), and (iii) what “next-step” assessments could be considered
(e.g., sarcopenia screening tools, dietary assessment, functional measures). Even two or three
sentences outlining a proposed workflow would make the manuscript more useful at the bedside
without overstating causality.

Authors’response: Thanks. We have added a brief section outlining a potential clinical

pathway for risk stratification and subsequent evaluation steps based on BMI and waist

circumference findings, to enhance the clinical utility of the discussion.



