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previous grant proposals with Drs. Ferreira and Herbert. We have 
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email and Skype.  
 
A BMJ Open editor reviewed these conflicts and approved my 
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REVIEW RETURNED 30-Nov-2012 

 

THE STUDY This is a well written protocol describing an appropriately designed 
study aiming to assess the smallest worthwhile effect (SWE) of 
exercise-based programs to prevent falls in older people, using an 
innovative combination of benefit harm trade-off (BHTO) and 
discrete choice experiment (DCE) methodologies. Addressing SWE, 
and methods to assess it, is high priority indeed, as is the goal of 
learning more about patient values in regard to preventing falls for 
the elderly.  
 
The abstract, article focus, key messages and introduction are clear, 
appropriately focused, and well written. The description of target 
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population and recruitment strategy is appropriate, although a bit 
short on details. A bulleted list of specific inclusion and exclusion 
criteria might be helpful.  
 
The basic methodology is sound, if not quite as detailed as one 
might hope for in a finished protocol aiming to direct the actual 
research project work. The benefit harm trade-off (BHTO) method is 
well described. However, the specific wording and methodology of 
the BHTO scenarios are not detailed, but really should be. Format 
and wording of initial statements describing potential harms and 
magnitude of primary benefit should be provided, as should details 
on the response-dependent follow-up questions. If these have not 
yet been drafted, tested and refined, then perhaps that development 
phase should be described in more detail, and perhaps the protocol 
should be updated once that information is available.  
 
The discrete choice experiment (DCE) is described somewhat more 
thoroughly. Table 1 lists some attributes distinguishing two 
comparative exercise programs, with cost, travel time, level of 
difficulty, and degree of balance improvement provided. This is an 
excellent start, but could use further development. For example, 
participants might very well want to know what the investigators 
mean by statements such as “50% improvement in balance.” 
Protocol reviewers might want to know how these attributes will be 
presented to participants, perhaps with wording of specific “discrete 
choices” questions that participants will be asked to answer. Also, 
while duration (30 minutes versus one hour) and intensity (light 
versus moderate) are listed, frequency of exercise is not included 
(how many times per week?), even though it is surely an attribute of 
interest to potential participants.  
 
The sample size section suggests that 60 participants in the BHTO 
sample will be sufficient. The sample size for the DCE is not 
described, with the wording “the sample size cannot be determined 
until attributes are identified.”  
 
The data analysis section in choice of modeling strategy is a 
reasonable, although basic methods such as univariate and bivariate 
descriptive methodologies (histograms, scatter plots, summary 
statistics) are not mentioned. Also, the plan to assess and deal with 
missing data is not provided.  
 
The authors state individual written informed consent will be 
obtained and that the project has already received ethics approval 
from the University of Sidney.  
 
 
Summary of strengths: This is in general a well thought out and 
clearly described research project addressing an important topic 
using innovative yet appropriate methodology.  
 
Summary of limitations: There are several important details that 
need to be worked out. I would have more confidence in the ultimate 
results and interpretation if the specific format and wording of the 
BHTO and DCE questionnaire instruments were provided, and if the 
target sample size was known.  
 
In conclusion, this proposed study represents a potentially important 
contribution both in terms of advancement of methodology and in 
terms of the likely important knowledge to be gleaned. 
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GENERAL COMMENTS This is a well written protocol describing an appropriately designed 

study aiming to assess the smallest worthwhile effect (SWE) of 

exercise-based programs to prevent falls in older people, using an 

innovative combination of benefit harm trade-off (BHTO) and 

discrete choice experiment (DCE) methodologies.  Addressing SWE, 

and methods to assess it, is high priority indeed, as is the goal of 

learning more about patient values in regard to preventing falls for 

the elderly. 

 

The abstract, article focus, key messages and introduction are clear, 

appropriately focused, and well written.  The description of target 

population and recruitment strategy is appropriate, although a bit 

short on details.  A bulleted list of specific inclusion and exclusion 

criteria might be helpful.   

 

The basic methodology is sound, if not quite as detailed as one 

might hope for in a finished protocol aiming to direct the actual 

research project work.  The benefit harm trade-off (BHTO) method is 

well described.  However, the specific wording and methodology of 

the BHTO scenarios are not detailed, but really should be.  Format 

and wording of initial statements describing potential harms and 

magnitude of primary benefit should be provided, as should details 

on the response-dependent follow-up questions.  If these have not 

yet been drafted, tested and refined, then perhaps that development 

phase should be described in more detail, and perhaps the protocol 

should be updated once that information is available. 

 

The discrete choice experiment (DCE) is described somewhat more 

thoroughly. Table 1 lists some attributes distinguishing two 

comparative exercise programs, with cost, travel time, level of 

difficulty, and degree of balance improvement provided.  This is an 

excellent start, but could use further development. For example, 

participants might very well want to know what the investigators 

mean by statements such as “50% improvement in balance.”  

Protocol reviewers might want to know how these attributes will be 

presented to participants, perhaps with wording of specific “discrete 

choices” questions that participants will be asked to answer. Also, 

while duration (30 minutes versus one hour) and intensity (light 

versus moderate) are listed, frequency of exercise is not included 

(how many times per week?), even though it is surely an attribute of 

interest to potential participants.  

 

The sample size section suggests that 60 participants in the BHTO 

sample will be sufficient.  The sample size for the DCE is not 

described, with the wording “the sample size cannot be determined 
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until attributes are identified.”   

 

The data analysis section in choice of modeling strategy is a 

reasonable, although basic methods such as univariate and bivariate 

descriptive methodologies (histograms, scatter plots, summary 

statistics) are not mentioned.  Also, the plan to assess and deal with 

missing data is not provided. 

 

The authors state individual written informed consent will be 

obtained and that the project has already received ethics approval 

from the University of Sidney. 

 

 

Summary of strengths:    This is in general a well thought out and 

clearly described research project addressing an important topic 

using innovative yet appropriate methodology. 

 

Summary of limitations: There are several important details that 

need to be worked out.  I would have more confidence in the 

ultimate results and interpretation if the specific format and wording 

of the BHTO and DCE questionnaire instruments were provided, and 

if the target sample size was known. 

 

In conclusion, this proposed study represents a potentially important 

contribution both in terms of advancement of methodology and in 

terms of the likely important knowledge to be gleaned. 

 

 

Conflict of interest statement:  I have been co-author on a 

conference presentation and a submitted paper with Drs. Ferreira & 

Herbert.  I don't believe I've had any interaction with M. Franco.  

   

M. L. Ferreira, R. Herbert, J. Latimer, R. Ostelo, M. Grotle, and B. 

Barrett. Consumers'perceptions of the smallest worthwhile effect of 

interventions for non-specific low back pain. Anonymous. 

Anonymous. Amsterdam, Netherlands:World Confederation for 

Physical Therapy (WCPT) 16th International Congress.  2011.  

 

M. L. Ferreira, R. Herbert, J. Latimer, R. Ostelo, M. Grotle, and B. 

Barrett. The smallest worthwhile effect of non-steroidal anti-

inflammatory drugs and physiotherapy for chronic low back pain. 
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Submitted, 2012. 

  

I currently have no financial conflict, and have not received any 

funding with these authors, but have discussed and reviewed 

previous grant proposals with Drs. Ferreira and Herbert.  We have 

never met in person, but we have talked and worked together using 

email and Skype.  

 

A BMJ Open editor reviewed these conflicts and approved my 

review of this protocol. 

 

 

REVIEWER Julie Ratcliffe  
Professor in Health Economics  
Flinders Health Economics Group  
Flinders Clinical Effectiveness  
School of Medicine  
Flinders University  
Australia  
 
I have no competing interests to report 

REVIEW RETURNED 05-Dec-2012 

 

THE STUDY The study is well described but the paper lacks convinction 
concerning the suitability of the DCE approach in this context. It is 
difficult to see what the DCE will add over and above utilisation of 
the benefit-harm trade-off method. Indeed the possible pitfalls of the 
DCE approach in this context concern me, particularly the need to 
condense what are undoubtedly many parameters of potential 
benefits of participation (and harm) inot possibly 5 or 6 salient 
attrubutes. The illustrated DCE example is a case in point. As an 
older person I would find it extremely difficult to evaluate the 
differences between a 50% improvement in balance versus an 80% 
improvement in balance. I can imagine that in this type of situation I 
would definately seek the advice of my physician and /or wider 
clincial team as to how e.g. a 30% improvement in balance would 
translate in terms of the effectiveness of the programme to prevent 
my falling again and its potential wider benefits for a person with my 
characteristics which is contrary to the main objective of the study. 
What I would really want to know is how effective is the exercise 
programme in terms of its impact upon my risk of falling again in the 
near or medium term future. I would also want to know what the 
mortaility risk is from repeat falling and how safe is the programme 
since presumably participating in an intervention of this type also 
carries some risks of a repeat fall?  
I am not so familar with the benefit harm trade off method, although I 
am aware that it has been proposed previously in the context of 
identifying the SWE so in that sense it is not particularly new. It is 
claimed in the manuscript that Table 1 offers an illustrated example 
of benefit harm trade off method in this context but my Table 1 is an 
example of a DCE? I imagine that the benefit harm trade off method 
is not so restrictive in terms of the information that can be 
realistically presented to the participants and as such I would have 
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more confidence in this method as offering a more useful approach 
to get at the SWE than the DCE.  
The inclusion criteria for the study are limited e.g. there may be a 
significant number of frail older people with a large number of health 
impairments, where English is not their first language, who may 
struggle to evaluate the information presented and provider valid 
responses. In addition it is well known that many people have 
difficultities interpreting probabilities. It would be helpful if some 
guidance could be included as to how the research team will attempt 
overcome these types of issues and what mechanisms they will 
employ to try to ensure that they do achieve valid responses from 
this population of older people. 

GENERAL COMMENTS Whilst the paper is generally well written I do have a number of 
reservations about the proposed approach and it's added benefits. 
In particular the paper is very unclear in relation to as to what the 
DCE approach will add over and above the benefit harm trade off 
method. On balance I do not feel that this paper is likely to be of 
sufficient interest to warrant publication in the journal  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: Bruce Barrett MD PhD 
Associate Professor 
University of Wisconsin 
 
This is a well written protocol describing an appropriately designed study aiming to assess the 
smallest worthwhile effect (SWE) of exercise-based programs to prevent falls in older people, 
using an innovative combination of benefit harm trade-off (BHTO) and discrete choice 
experiment (DCE) methodologies. Addressing SWE, and methods to assess it, is high priority 
indeed, as is the goal of learning more about patient values in regard to preventing falls for the 
elderly. 
 
1) The abstract, article focus, key messages and introduction are clear, appropriately focused, 
and well written. The description of target population and recruitment strategy is appropriate, 
although a bit short on details. A bulleted list of specific inclusion and exclusion criteria might 
be helpful. 
 
We have adopted the suggestion and converted the specific inclusion criteria into a bulleted list. The 
amended version is shown below (and on page 6 of the revised manuscript) 
 
Participants 
 

“Participants will be recruited via newspaper, radio and online media advertisements as well as 
through community organisations that target older audiences. To be eligible to participate in 
both the benefit-harm trade-off study and the discrete choice experiment, study participants 
must meet the criteria below: 

 Community-dwelling people aged 60 years or over, 

 Able to comprehend and read English fluently, 

 Have experienced one or more falls in the past, 

 Present no obvious cognitive impairment (mini-mental greater or equal to 24 points),  

 Present no serious neurological, cardiovascular or musculoskeletal condition that might 
hinder their participation in exercise programs. 

 
Participants will not be excluded based on their participation in exercise programs (i.e. 
participants who are and who are not participating in exercise programs will be eligible).” 

 
2) The basic methodology is sound, if not quite as detailed as one might hope for in a finished 
protocol aiming to direct the actual research project work. The benefit harm trade-off (BHTO) 
method is well described. However, the specific wording and methodology of the BHTO 
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scenarios are not detailed, but really should be. Format and wording of initial statements 
describing potential harms and magnitude of primary benefit should be provided, as should 
details on the response-dependent follow-up questions. If these have not yet been drafted, 
tested and refined, then perhaps that development phase should be described in more detail, 
and perhaps the protocol should be updated once that information is available. 
We appreciate the reviewer’s comment. The benefit-harm trade-off interview has not been finalised 
yet, but for clarity, we provide in this response letter an example of an interview script for this method 
previously used by our group. The example is part of work under review in a separate scientific 
journal and therefore should not be published as part of this protocol. Please see Table 1 below. 
 
3) The discrete choice experiment (DCE) is described somewhat more thoroughly. Table 1 lists 
some attributes distinguishing two comparative exercise programs, with cost, travel time, level 
of difficulty, and degree of balance improvement provided. This is an excellent start, but could 
use further development. For example, participants might very well want to know what the 
investigators mean by statements such as “50% improvement in balance.” Protocol reviewers 
might want to know how these attributes will be presented to participants, perhaps with 
wording of specific “discrete choices” questions that participants will be asked to answer. 
Also, while duration (30 minutes versus one hour) and intensity (light versus moderate) are 
listed, frequency of exercise is not included (how many times per week?), even though it is 
surely an attribute of interest to potential participants. 
 
The sample size section suggests that 60 participants in the BHTO sample will be sufficient. 
The sample size for the DCE is not described, with the wording “the sample size cannot be 
determined until attributes are identified.” 
 
As this is a protocol paper, we do not have finalised versions of the instruments. From the results of 
our qualitative systematic review cited in the manuscript, we have identified potential attributes to be 
included in the Discrete Choice Experiment (DCE) questionnaire and a piloting version of the 
questionnaire has been produced. As stated by the reviewer, “Frequency of exercise (how many 
times per week)” is a relevant attribute indeed and has been included in the piloting version, which is 
available in the revised version of the manuscript. The revised manuscript shows all potential 
attributes to be included in the questionnaire as well as how these attributes might be presented to 
participants. Please see the piloting version of the DCE questionnaire in Table 2 on the pages below 
(and on page 10 of the revised manuscript). 
 
The complete development of a DCE questionnaire is an iterative process, informed by qualitative 
pre-testing work, as well as actual piloting of the DCE questionnaire before the final efficient design is 
decided, and before a final sample size (based on the efficient design) can be estimated. We are 
currently conducting the pilot study in older Australians and collecting qualitative data on their 
perceptions and views about the relevance of potential attributes to their own context and their 
comprehensibility. These data will inform our decision about: 1) which actual attributes are to be 
included in the DCE, 2) the levels of those attributes. From the findings of this pilot study we will be 
able to estimate prior parameters, which will inform the efficient design of the final study.  
 
4) The data analysis section in choice of modeling strategy is a reasonable, although basic 
methods such as univariate and bivariate descriptive methodologies (histograms, scatter 
plots, summary statistics) are not mentioned. Also, the plan to assess and deal with missing 
data is not provided. 
 
We now state that descriptive statistics will be calculated for respondent samples of the Discrete 
Choice Experiments. Regarding missing data, we now make clear that all available responses from 
each individual will be included in the model. This is consistent with the recommendations of Lancsar 
and Louviere (2006). Please see the paragraph below (or Data analysis on page 10). 
 
Data analysis 

“Discrete choice experiment. A summary of descriptive statistics will be calculated for 
respondent samples. Data will be analysed with a mixed multinomial logit model (MMNL). With 
this approach it is implicitly assumed that preferences do not vary between responses made by 
an individual respondent but variation in preferences between respondents is modelled 
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explicitly. Mixed models allow for dependence of observations provided by the same 
respondent.[1-3] The use of mixed multinomial logit models relaxes the statistical assumptions 
made with more commonly used fixed effect multinomial logit models and is likely to better 
explain choice behaviour than fixed effect models.[4, 5] Interactions between attributes and 
between attributes and population characteristics (for example, age, gender, education, prior 
recent experience with falls) will be explored by including the appropriate interaction terms in 
the model. The analysis will provide an estimate of the probability that participants consider an 
intervention to be worthwhile (or, more directly, of the log odds that participants would choose 
to have the intervention) based on any particular combination of attributes, and will allow us to 
examine the trade-offs between attributes that participants are willing to accept. In accordance 
with the recommendations of Lancsar and Louviere, responses deemed by researchers as 
“irrational” will not be excluded from analysis, all available responses will be included in the 
model). [6]” 
 

Lancsar E, Louviere, J. Deleting 'irrational' responses from discrete choice experiments: a case of 
investigating or imposing preferences? Health Econ. 2006 Aug;15(8):797-811 
 
The authors state individual written informed consent will be obtained and that the project has 
already received ethics approval from the University of Sidney. 
 
Summary of strengths: This is in general a well thought out and clearly described research 
project addressing an important topic using innovative yet appropriate methodology. 
 
5) Summary of limitations: There are several important details that need to be worked out. I 
would have more confidence in the ultimate results and interpretation if the specific format 
and wording of the BHTO and DCE questionnaire instruments were provided, and if the target 
sample size was known. 
 
We have provided information regarding both designs above. Please refer to Question 2 and 3, 
Reviewer 1. 
 
As we previously stated in the manuscript, the sample size required for Discrete Choice Experiments 
is based upon the characteristics of the design of the study, such as number of attributes included, 
the attribute level range, the number of choice scenarios presented and the number of alternatives in 
each choice set. Therefore, at the moment, it is not possible to provide the exact sample size 
required, because piloting has not been completed, and data from the analysis of the pilot study are 
required to generate an efficient DCE design that minimizes D-error and provides an estimate of 
sample size. However, given previous experience with DCEs, we are confident that a sample of 
approximately 200 respondents is likely to be sufficient to produce robust parameter estimates and 
answer our question of interest. Please see the paragraph below (and on page 9 of the revised 
manuscript). 
 

“For the discrete choice experiment, the current theory of sampling determine that sample sizes 
are based upon the characteristics of the design of the study, such as number of attributes 
included, the attribute level range, the number of hypothetical scenarios presented and the 
number of alternatives in each choice set.[7] Consequently, the sample size cannot be 
determined until attributes to be included in the final design are identified. An efficient design, 
that minimises D-error, will be estimated using NGENE software. D-error is a measure of 
statistical efficiency of the design (lower D-error indicates greater design efficiency). With an 
efficient choice design, we expect that a sample size of approximately 200 respondents will be 
sufficient to answer our questions of interest.” 
 

 
Reviewer: Julie Ratcliffe 
Professor in Health Economics 
Flinders Health Economics Group 
Flinders Clinical Effectiveness 
School of Medicine 
Flinders University 
Australia 
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1) The study is well described but the paper lacks convinction concerning the suitability of the 
DCE approach in this context. It is difficult to see what the DCE will add over and above 
utilisation of the benefit-harm trade-off method. Indeed the possible pitfalls of the DCE 
approach in this context concern me, particularly the need to condense what are undoubtedly 
many parameters of potential benefits of participation (and harm) into possibly 5 or 6 salient 
attributes. The illustrated DCE example is a case in point. As an older person I would find it 
extremely difficult to evaluate the differences between a 50% improvement in balance versus 
an 80% improvement in balance. I can imagine that in this type of situation I would definately 
seek the advice of my physician and /or wider clincial team as to how e.g. a 30% improvement 
in balance would translate in terms of the effectiveness of the programme to prevent my falling 
again and its potential wider benefits for a person with my characteristics which is contrary to 
the main objective of the study. What I would really want to know is how effective is the 
exercise programme in terms of its impact upon my risk of falling again in the near or medium 
term future. I would also want to know what the mortality risk is from repeat falling and how 
safe is the programme since presumably participating in an intervention of this type also 
carries some risks of a repeat fall? 
 

We suggest that the discrete choice experiments provide additional information over the benefit-harm 

trade-off method. In the benefit-harm trade-off method, the scenarios presented differ in just one 

attribute, the hypothetical size of the effect of intervention, while the other attributes are fixed. As a 

consequence, it is not possible to assess the extent of interaction between the smallest worthwhile 

effect and the value of the other fixed attributes. In contrast, discrete choice methods allow us to 

explore how people value multiple attributes when they make health choices and can be used to 

estimate the relative value attached to attributes by examining trade-offs that people are willing to 

make between attributes. Therefore, the choices people make in discrete choices experiments can be 

used to determine the probability that a person will consider the effects of an intervention to be 

worthwhile, given specific benefits, costs and inconveniences. In addition, discrete choice 

experiments allow us to explore sources of between-patient heterogeneity in perceptions of the 

smallest worthwhile effect and identify which attributes of intervention are most highly valued.  

 

We believe that discrete choice experiments are suitable in the context of this study. As stated above 

(Please refer to Question 3, Reviewer 1), a pilot version of the DCE questionnaire has been produced 

and attributes have been expressed in terms of effectiveness of exercise programs for falls risk 

reduction. We are currently conducting a pilot study in older Australians to assess understanding and 

comprehensibility of attributes and their levels and only attributes that are readily understandable to 

older people will be included in the final design.  

 

The recently-updated Cochrane systematic review (Gillespie et al, 2012) included 59 trials 

investigating exercise interventions to prevent falls in older people living in the community, which is 

our population of interest. It provides robust evidence that exercise programs are effective to reduce 

both the rate of falls and the number of fallers on this population. Therefore, based on the evidence, 

we do not feel confident to state that our population of interest would increase the risk of falling from 

participating in an exercise intervention that aims to prevent falls.  

 

Gillespie LD, Robertson MC, Gillespie WJ, et al. Interventions for preventing falls in older people living 
in the community. Cochrane Database Syst Rev 2012;9:CD007146. 
 
2)I am not so familar with the benefit harm trade off method, although I am aware that it has 
been proposed previously in the context of identifying the SWE so in that sense it is not 
particularly new. It is claimed in the manuscript that Table 1 offers an illustrated example of 
benefit harm trade off method in this context but my Table 1 is an example of a DCE? I imagine 
that the benefit harm trade off method is not so restrictive in terms of the information that can 
be realistically presented to the participants and as such I would have more confidence in this 
method as offering a more useful approach to get at the SWE than the DCE. 
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The benefit-harm trade-off interview script has not been finalised yet. For clarity, we provide the 
editors and reviewers with an example of an interview script for this method previously designed and 
used by our group. Please refer to Question 2, Reviewer 1 or see the Table 1 below. 
3)The inclusion criteria for the study are limited e.g. there may be a significant number of frail 
older people with a large number of health impairments, where English is not their first 
language, who may struggle to evaluate the information presented and provider valid 
responses. In addition it is well known that many people have difficultities interpreting 
probabilities. It would be helpful if some guidance could be included as to how the research 
team will attempt overcome these types of issues and what mechanisms they will employ to 
try to ensure that they do achieve valid responses from this population of older people. 
 
To overcome the issue of complete comprehensibility of the DCE questionnaire, we are currently 

conducting a pilot study to assess understanding of the proposed attributes and their levels in 

community-dwelling older people in Australia. Only attributes which are successful answered in the 

pilot study will be included in the final design. In addition, we will use strategies to facilitate 

appropriate interpretations of the DCE questionnaire, such as diagrams and plain language. If the 

final design results in a large number of scenarios, the design will be blocked into two blocks to 

ensure that respondents are not overly burdened by the number of questions. Please see the 

amended version below (and on page 9 of the revised manuscript). 

 

“The initial design will be tested with a pilot study including community-dwelling older people 
living in Australia to assess comprehension and understanding of attributes and their levels. 
From the findings of this pilot study we will be able to estimate prior parameters, which will 
inform the efficient design of the final study. Strategies to facilitate appropriate interpretations of 
the DCE questionnaire will be used, such as diagrams and plain language. If the final design 
results in a large number of scenarios, the design will be blocked into two blocks to ensure that 
respondents are not overly burdened by the number of questions.” 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 1: An example of a benefit-harm trade-off  method 
 

Script for eliciting estimates of the smallest worthwhile effect of interventions for chronic low 
back pain. 
 
 
We are trying to find out how effective treatments for back pain would have to be to make you feel 
that the treatments were worthwhile.  
 
We are interested in two treatments: anti-inflammatory pills and physiotherapy. 
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NSAIDS 
First, I want to tell you about the anti-inflammatory pills, such as Voltaren, for example.  If you 
were to have anti-inflammatory pills you would need to take four pills (or 200 mg) each day, and you 
would need to keep taking the pills either until your pain had gone or, if the pain didn’t go away, for up 
to four weeks. The pills would cost about 3 dollars a day, or 21 dollars a week. Some people find that 
these pills give them unwanted side effects, especially stomach pain. Occasionally the side effects 
can be more significant: some people could get stomach ulcers, and very rarely, increased risk of 
heart attacks and liver problems, from taking anti-inflammatory pills. But that’s not very common.  
 
Do you have any questions about treatment with anti-inflammatory pills? 
 

[SWE in pain for anti-inflammatory pills] 

If you didn’t take the pills your back pain could get about 20% better in the next week.  However, if 
you were given the anti-inflammatory pills, how much additional reduction of your pain would you 
expect to see?  
 
Would that be worthwhile? 
 
...If so, 
 
Now, suppose you only got (X-10%) better on top of the initial 20%, would that be big enough to make 
the pills worth their cost and side-effects.  
 
(X is how much the patient expects to get better.) 
 
… If so, 
 
OK. Now imagine that with the pills your back pain got X – 20% better. Would you still believe the pills 
were worthwhile?  
 
… If so, 
 
OK. Now imagine that with the pills your back pain got X – 30% better. In this case, would you still 
believe the pills were worthwhile?  
 
 
 

 

 

 

 

Table 2: A potential choice set for the discrete choice study 

Scenario 1 Exercise option A Exercise option 
B 

Out of pocket cost ($ per session) 
 

$100 $5 

Is transport provided 
 
 

no transport is provided, 
you need to provide your 
own 

no need for 
transport 

Travel time 
 

about 45 minutes 5 minutes or less 

Type of exercise 
 
 

combination of different 
types of exercise (balance 
and strength training),  

Yoga  
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How often you exercise per week 
 

1x/week 1x/week 

Time per day 
 

30 min 10 min or less 

Improvement in the ease with which you 
can undertake daily tasks at home  
(Daily tasks at home include bathing, 
dressing, preparing meals, cleaning the 
house) 
 

10% 30% 

Improvement in the ability to leave the 
house to undertake tasks or socialize 
(Tasks include shopping, banking, walking 
outdoors, using public transport) 
 

30% 
 

60% 

Falls risk reduction 
On average 30 out of 100 older people fall 
at least once each year. Exercise can 
reduce the number of people who fall to... 
 

20 out of 100 10 out of 100 

 

VERSION 2 – REVIEW 

REVIEWER Barrett, Bruce 
University of Wisconsin Madison, Family Medicine 

REVIEW RETURNED 11-Jan-2013 

 

GENERAL COMMENTS In looking over the revised version I see that the authors were 
appropriately responsive, and would judge that this is now 
acceptable for publication.  
 
But please don't forget that I have a conflict, as I am co-author with 
Manuela Ferreira, and have advised this group before. 
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