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VERSION 1 - REVIEW 

REVIEWER Chirag Shah, MD, MPH  
Ophthalmic Consultants of Boston  
Boston, MA, USA  
 
I have no competing interests. 

REVIEW RETURNED 11/11/2011 

 

GENERAL COMMENTS Overall, this is a nice study and paper with relevant results for any 
clinic without access to electronic prescriptions. I only have a few 
suggestions. I'm not familiar with the term "nonrandomized before 
and after study". Perhaps this should be replaced with 
nonrandomized interventional study. This paper is well written but 
there are a few areas, particularily in the abstract, in which the 
parallelism could be better. For instance, the second sentence in the 
results section of the abstract would read more easily if rewritten to: 
FormularyScripts were associated with decreased rates of various 
error types, including those due to legibility, incompleteness, and 
use of abbreviations (in other words, all the terms after "due to" are 
nouns, and do not alternate between nouns and adjectives).   

 

REVIEWER Christine Bond  
Professor of Primary Care (Pharmacy)  
Head of Centre of Academic Primary Care  
Room 1.123  
Polwarth Building West Block  
Foresterhill  
Aberdeen  
 
No competing interests 

REVIEW RETURNED 22/12/2011 

 

THE STUDY The power calculation needs checking- I do not think it gives enough 
information and I am puzzled that although a 30% absolute 
reduction was not achieved the result is significant .  
 
As a before and after study rather than a RCT the level of evidence 
is weak althought he reduction in error rate observed is compelling 
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and not surprising. 

RESULTS & CONCLUSIONS The results are probably too detailed given the limitations of the 
study. Tables 2,3 and 4 could be combined and the narrative could 
just highlight one or two key findings especially with regard to 
subtypes of errors. 

REPORTING & ETHICS Ethics not addressed but probably not needed as a service 
evaluation. 

GENERAL COMMENTS The article is well written and well presented. However it is a small 
non randomised study based in one clinic and i think a shorter report 
would be appropriate.  
 
The participants should be described using clearer dscriptors- who 
are faculty and (from Table 1) what does attending mean?  
 
The demography of the population -is this the prescriptions or the 
prescribers- should be in the Results and it is not clear how all this 
information on prescriber level is collected.  
 
On page 7 I am not clear what the relationship is between the chart 
and the prescription. Presumably the dispensing pharmacist who did 
the first review did not have access to the chart? So if the second 
reviewer did how could their assessments be compared? I assume 
the first reviewer was just carrying out the normal clincial role in 
identifying the errors? if an error was found what happened to the 
prescription? Did all erors get returned to the prescriber?  
 
Why wasn't a standard error classification system used?  
 
The Discussion could refer a little more to error rates elsewhere to - 
it says the error types are similar to other studies but does not 
mention rates.  
 
The limitations are extensive but do not mention the poor design (a 
before and after study) or the single site, and single condition- it is 
hard to generalise beyond these.  
 
How many open prescriptions were written on the preprinted form 
and did the error rate for these items compare with the pre 
intervention period?  
 
There is no indication of the ease of use of the form and its 
acceptability. 

 

VERSION 1 – AUTHOR RESPONSE 

Thank you for the helpful and insightful comments. Our responses are below in bold font. Changes 

have been made to the original manuscript based on these comments.  

 

From the managing editor:  

 

To be publishable, the article will need to be open and clear about its limitations, as described by 

reviewer Bond, with regard especially to the study design and the generalizability, and these should 

be reflected in suitably cautious conclusions.  

• Changes made to conclusions in abstract and manuscript indicating its limitations and 

generalizability.  

 

Reviewer: Chirag Shah, MD, MPH  
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Ophthalmic Consultants of Boston  

Boston, MA, USA  

 

I have no competing interests.  

 

Overall, this is a nice study and paper with relevant results for any clinic without access to electronic 

prescriptions. I only have a few suggestions. I'm not familiar with the term "nonrandomized before and 

after study". Perhaps this should be replaced with nonrandomized interventional study. This paper is 

well written but there are a few areas, particularly in the abstract, in which the parallelism could be 

better. For instance, the second sentence in the results section of the abstract would read more easily 

if rewritten to: FormularyScripts were associated with decreased rates of various error types, including 

those due to legibility, incompleteness, and use of abbreviations (in other words, all the terms after 

"due to" are nouns, and do not alternate between nouns and adjectives).  

• Title changed to nonrandomized interventional study  

• Issues with parallelism addressed in abstract and results section  

 

Reviewer: Christine Bond  

Professor of Primary Care (Pharmacy)  

Head of Centre of Academic Primary Care  

Foresterhill  

Aberdeen  

 

No competing interests  

 

The power calculation needs checking- I do not think it gives enough information and I am puzzled 

that although a 30% absolute reduction was not achieved the result is significant.  

• There are two explanations for this: first, the 30% is not an absolute reduction but a percentage 

reduction (from 5% to 3.5%), and most errors achieved this level of reduction 

• Second, when the reduction is less than 30%, or when the level of error before the intervention is 

higher than 5%, we are often still able to detect a significant change because our actual sample size 

was bigger than our target.  

 

As a before and after study rather than a RCT the level of evidence is weak although he reduction in 

error rate observed is compelling and not surprising.  

• Study design included as limitation in discussion  

 

The results are probably too detailed given the limitations of the study. Tables 2,3 and 4 could be 

combined and the narrative could just highlight one or two key findings especially with regard to 

subtypes of errors  

• Tables 2 and 3 combined (Table 4 could not be combined in with them)  

• Narrative condensed in Subtype error section  

 

Ethics not addressed but probably not needed as a service evaluation  

• Ethics approval and informed consent is at end at paper (above references) so was not repeated in 

manuscript  

 

The article is well written and well presented. However it is a small non randomised study based in 

one clinic and I think a shorter report would be appropriate.  

• Revised manuscript is shorter ( ~320 words less) , one less table  

 

The participants should be described using clearer descriptors- who are faculty and (from Table 1) 

what does attending mean?  
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• Table 1 was revised to provide clearer descriptions  

• Attending is same as faculty ophthalmologist  

 

The demography of the population -is this the prescriptions or the prescribers- should be in the 

Results and it is not clear how all this information on prescriber level is collected.  

• The population is the prescriptions. The results are reported for the before and after groups as a 

whole – they are not reported based on prescriber  

 

On page 7 I am not clear what the relationship is between the chart and the prescription. Presumably 

the dispensing pharmacist who did the first review did not have access to the chart? So if the second 

reviewer did how could their assessments be compared? I assume the first reviewer was just carrying 

out the normal clinical role in identifying the errors? if an error was found what happened to the 

prescription? Did all errors get returned to the prescriber?  

• Clarified in manuscript – first review for agreement between chart and prescription done at time of 

data entry.  

• Prescriptions with errors needing clarification were returned to the prescriber as is the usual process 

at the hospital pharmacy.  

 

Why wasn't a standard error classification system used?  

• This was the standard error system used at the study hospital  

 

The Discussion could refer a little more to error rates elsewhere to - it says the error types are similar 

to other studies but does not mention rates.  

• Information about rates was added to discussion  

 

The limitations are extensive but do not mention the poor design (a before and after study) or the 

single site, and single condition- it is hard to generalise beyond these.  

• These limitations were added  

• Included statement that findings are not generalizable  

 

How many open prescriptions were written on the preprinted form and did the error rate for these 

items compare with the pre intervention period?  

• 747 prescriptions that were hand written on FormularyScript were excluded from analysis (reported 

in Table 1)  

• These were excluded from analysis so I do not know if error rate was the same  

 

There is no indication of the ease of use of the form and its acceptability  

• Statement about acceptability and ease of use added to discussion  

 

VERSION 2 – REVIEW 

REVIEWER Chirag Shah, MD, MPH  
Ophthalmic Consultants of Boston  
Boston, MA, USA  
 
I have not competing interests. 

REVIEW RETURNED 22/01/2012 

 

The reviewer completed the checklist but made no further comments. 
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