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VERSION 1 - REVIEW 

REVIEWER Jørgen Nexøe  
Associate professor, MD, PhD  
Research Unit for General Practice  
Institute of Public Health  
University of Southern Denmark  
 
No conflicts of interests 

REVIEW RETURNED 01-Jul-2011 

 

THE STUDY Original sample size and number of subjects included for analyses is 
not very clearly described. Of 1687 with completed questionnaires 
only 1154 appear to be included for analyses. Futhermore it seems 
that data is incomplete among these 1154 subjects. For instance 
in16 adults from community information on self-reported flu status is 
missing. 533 subjects excluded is apparently not accounted for.  
 
Stratification for etnicity seems to have no purpose.  
 
Demographic information on socio-economic deprivation is collected 
according to description in the material and methods section but not 
reported.  
 
In my opinion the use of Rao-Scott correction to chi square statistics 
is rather advanced and should in some way be described further. 
Maybe a relevant citation in the reference list would do. 

GENERAL COMMENTS This paper is in general well written and concerns an important 
subject. I have, however, reservations as mentioned above. 
Furthermore, I have concerns listed below to be addressed by the 
authors.  
 
A flow-chart describing the population sample, inclusions and 
exclusions might be helpful.  
 
If respondents believed to have suffered influenza could be 
answered “yes, “possibly”, “no”, and “don‟t know”. The number 
answering “don‟t know” is not reported.  
 
The fact that the study was based on symptom recall makes it prone 
to recall bias which is not at all discussed. I do not understand the 
statement that "there is some validity in focussing on recalled 
symptoms which may reflect the participants' enduring perceptions 
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of influenza, which are likkely to guide their behaviour in future 
influenza epidemics".  

 

REVIEWER Lindsay Prior  
Professor, School of Sociology,  
Queen's University, Belfast. UK  
 
No known conflict of interest 

REVIEW RETURNED 05-Jul-2011 

 

GENERAL COMMENTS In general, this is a well designed study that focuses on the extent to 
which the judgements of lay people and health professionals with 
respect to the diagnosis of pandemic flu show high degrees of 
sensitivity and specificity as compared to serological findings relating 
to H1N1. The location of the study was New Zealand.  
 
Unfortunately, the results are not especially surprising – lay people 
do not undertake haemagglutination inhibition assays and therefore 
their diagnoses are often out of kilter with those of the lab scientists 
who do undertake such assays. Indeed, using the assay as the gold 
standard and comparing assay results with lay judgement, only 23% 
of adults can qualify as true positives whilst 21% count as false 
negatives. Given the axioms of the study the authors conclude that 
most lay and health care professional diagnoses of pandemic flu can 
be regarded as „inaccurate‟.  
 
The results undoubtedly have implications for the management of 
pandemic flu, but the findings are in my view unduly limited and 
limiting. For, the simple fact is that most people act on the basis of 
their personal understanding and interpretation of the world – if they 
believe that they (or others) are sick then they will act as if they are 
sick and conversely if they believe that they (or others) are healthy 
and they will act as if they are healthy – and in any pandemic it is 
going to be the distribution of those interpretations and 
understandings that will fashion the epidemic every bit as much as 
the distribution of H1N1. So, for me, what is lacking here is any 
reference to a relevant social scientific literature that could place 
these serological findings in context, and it is that lack that 
constitutes the paper‟s greatest weakness.  
 
What the paper does show is that lay people do undertake diagnosis 
and that they identify a range of appropriate symptoms as being 
associated with flu – it is just that they either under or over-
emphasise the significance of particular and individual symptoms.  
 
Other comments.  
Abstract line 4 „efficacy‟. In the light of my comments above I would 
suggest „accuracy‟ rather than efficacy.  
Page 6 „Little is known…‟ OK, but something is known – what is it?  
p.13 „first published investigation on the effectiveness of self-
diagnosis …‟ Yes, it probably is but there are studies that compare a 
clinical diagnosis with a lab findings (and find roughly similar 
degrees of mismatch). E.g. JAMA, 2005, 987-997  
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VERSION 1 – AUTHOR RESPONSE 

Thank you for giving us the opportunity to respond to the reviewers‟ comments. I list below each  of 

their comments, and the action we have taken in response:  

 

COMMENT 1: Original sample size and number of subjects included for analyses is not very clearly 

described. Of 1687 with completed questionnaires only 1154 appear to be included for analyses. 

Furthermore it seems that data is incomplete among these 1154 subjects. For instance in 16 adults 

from community information on self-reported flu status is missing. 533 subjects excluded is apparently 

not accounted for.  

RESPONSE: The reduction in sample size (from 1687 to 1154) is due to the upper limited age 

restriction put on the adult samples – we have made this more clear in the results where study 

numbers are reported. The other missing data (missing self-reported flu status, n=16 in community 

adults) consists of people who responded “Don‟t know” to the self-reported flu status question. We 

have identified these more clearly in the tables.  

 

COMMENT 2: Stratification for ethnicity seems to have no purpose/ Demographic information on 

socio-economic deprivation is collected according to description in the material and methods section 

but not reported.  

RESPONSE: These pieces of information were included here to give a breakdown of the sample 

demographics, rather than forming part of the analysis per se, and are therefore not described any 

further. The community sample was stratified according to age and ethnicity, and so we feel it is 

important to retain this information.  

 

COMMENT 3: the use of Rao-Scott correction to chi square statistics is rather advanced and should 

in some way be described further. Maybe a relevant citation in the reference list would do.  

RESPONSE: We agree that this was an oversight to not include a note on this. We have added to the 

methods text: “Chi-squared comparisons for the complex survey data (seroprevalence community 

survey) were adjusted using the Rao-Scott correction to allow for the impact of the complex survey 

structure and to test whether seropositivity rates were different between the three self-reported 

influenza status groups; and also to test whether seropositivity status differed according to the 

decision making process by which a respondent had decided that he or she (or their child) had 

influenza.” And have added a reference to Rao and Scott‟s work  

 

COMMENT 4: A flow-chart describing the population sample, inclusions and exclusions might be 

helpful.  

RESPONSE: We think that the flow chart might be more confusing than helpful, as we have two 

separate groups under study (health care workers and lay people) which would generate a dual chart, 

and more confusion. We hope that the clarifications we have offered in other areas will suffice.  

 

COMMENT 5: If respondents believed to have suffered influenza could be answered “yes, “possibly”, 

“no”, and “don‟t know”. The number answering “don‟t know” is not reported  

RESPONSE: As noted above (in the response to comment 1), this is now explained in the text and as 

a foot note to each relevant table.  

 

COMMENT 6: The fact that the study was based on symptom recall makes it prone to recall bias 

which is not at all discussed. I do not understand the statement that "there is some validity in 

focussing on recalled symptoms which may reflect the participants' enduring perceptions of influenza, 

which are likkely to guide their behaviour in future influenza epidemics  

RESPONSE: We have reworked this section to read: “Further, this survey was based on symptom 

recall, rather than symptom reports at time of presentation. Symptoms reported retrospectively may 

well not match the actual symptoms experienced during the illness. However, there is some validity in 

focussing on recalled symptoms, because these may reflect the participant‟s enduring perceptions of 
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influenza, which guide their behaviour in relation to future influenza like illness. Furthermore the 

pandemic was an unusual event of some concern to the individual and recall bias tends to be minimal 

in such situations.“  

 

COMMENT 7: Abstract line 4 „efficacy‟. In the light of my comments above I would suggest „accuracy‟ 

rather than efficacy.  

RESPONSE: Agree. Changed  

 

COMMENT 8: Page 6 „Little is known…‟ OK, but something is known – what is it?  

RESPONSE: We have rephrased this paragraph and have been explicit about the fact that the 

accuracy of self-diagnosis has not been established for influenza, despite it being known for a number 

of other common conditions.  

 

COMMENT 9: p.13 „first published investigation on the effectiveness of self-diagnosis …‟ Yes, it 

probably is but there are studies that compare a clinical diagnosis with a lab findings (and find roughly 

similar degrees of mismatch). E.g. JAMA, 2005, 987-997  

RESPONSE; We have already acknowledged this and have cited this paper in our manuscript.  

 

COMMENT 10: Unfortunately, the results are not especially surprising – lay people do not undertake 

haemagglutination inhibition assays and therefore their diagnoses are often out of kilter with those of 

the lab scientists who do undertake such assays. Indeed, using the assay as the gold standard and 

comparing assay results with lay judgement, only 23% of adults can qualify as true positives whilst 

21% count as false negatives. Given the axioms of the study the authors conclude that most lay and 

health care professional diagnoses of pandemic flu can be regarded as „inaccurate‟.  

RESPONSE: Yes – we agree with this point. However, we have addressed this matter, we believe, by 

focussing on the fact that there are probably more useful ways than clinical data for predicting 

whether an individual has influenza, such as reports of regional influenza patterns and daily 

temperature measurement.  

 

COMMENT 11: reference to a relevant social scientific literature that could place these serological 

findings in context, and it is that lack that constitutes the paper‟s greatest weakness.  

RESPONSE: We (and particularly the first author, who is a social scientist) agree wholeheartedly with 

this reviewer, but also are aware that the readers of this journal will mainly come from the medical 

community, as opposed to the social science one, so we have chosen to be restrained in addressing 

this. However, we have inserted an additional paragraph (#2, p. 5) which makes a nod towards 

relevant social science literature.  

 

We are happy to revisit any of these changes if required. 

VERSION 2 - REVIEW 

REVIEWER Lindsay Prior 
REVIEW RETURNED 20-Jul-2011 

 

GENERAL COMMENTS The publication year for reference 32 seems to be missing  
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