
PEER REVIEW HISTORY 

BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.  Some articles will have been accepted based in part or entirely on reviews 

undertaken for other BMJ Group journals. These will be reproduced where possible. 

ARTICLE DETAILS 

TITLE (PROVISIONAL) Redesigning the ‘choice architecture’ of hospital prescription charts: 

a mixed methods study incorporating in-situ simulation 

AUTHORS King, Dominic ; Jabbar, Ali; Charani, Esmita; Bicknell, Colin; Wu, 
Zhe; Miller, Gavin; Gilchrist, Mark; Vlaev, Ivo; Franklin, Bryony; 
Darzi, Ara 

 

VERSION 1 - REVIEW 

REVIEWER Melissa Baysari 
Centre for Health Systems & Safety Research, University of New 
South Wales, Sydney, Australia 

REVIEW RETURNED 27-Jun-2014 

 

GENERAL COMMENTS Abstract:  
1. The results in the abstract present no findings from Phase 1 and 
2, only 3  
2. The authors describe anti-infective indications and durations as 
'better' using the new chart, but it is not clear what 'better' means  
 
Introduction  
1. The authors explain that the AoMRCs have released guidelines 
on safe and effective chart design. It is not clear how this current 
study utilises these standards. Could these standards be used to 
design a new chart and test it in situ? Why/why not? Why were 
phases 1 and 2 needed?  
 
Method  
1. why were 30 doctors sought for the simulation evaluation? What 
was the expected improvement and was the sample size adequate 
to detect this difference?  
2. In the analysis section, the description of the differences to be 
tested between the 2 charts is vague. What were the main outcome 
measures?  
 
Results  
1. In the phase 1 exploratory phase, when discussing review of the 
40 charts, it is not clear why some of the numbers don't correspond 
to the percentages. For example, 10 represents 10% of patients, but 
40 charts were reviewed (so 10 is 25%?)  
2. The results of the focus groups and observations are quite brief. It 
is not clear what users thought of the new design ideas that were 
presented during focus groups.  
3. How much of the new design (described in phase 2) was informed 
by the focus group and observational data? The authors present this 
as a user centred approach but user input from focus groups and the 
observational findings are only mentioned briefly. The focus of the 
results section appears to be the review of charts. Is this really user 
centred design?  
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4. In the results on nursing and pharmacy, it is not clear what was 
measured and what a 'substantial' difference would be.  
 
Discussion  
1. The authors state that few studies have investigated the context 
or environment in which prescribing takes place but this study was a 
simulation study so is the 'context' real, even if located on the 
wards?  
2. The authors state that little is known about how specific elements 
of chart design exert their influence, but this study does not improve 
on this - the authors do not explicitly spell-out what elements of their 
new chart exerted an influence on prescribing. This information 
would be very useful for other organisations.  
3. Errors are described as 'cognitive lapses' but lapses are just one 
type of error and how do the authors know that the prescribing errors 
took this form?  
 
General comment about terminology: some inconsistency in the way 
outcomes are described. In the discussion, they are called 'errors', 
but in the method it's stated that charts were audited against pre-
determined standards for safe and good prescribing ('error' is not 
mentioned). The word 'error' is not used in the results section either. 

 

REVIEWER Tom Kennedy 
Royal Liverpool University Hospital UK  

Liverpool Health Partners UK  

REVIEW RETURNED 13-Aug-2014 

 

GENERAL COMMENTS A clear and useful study. It is pity that nurses were not involved in 
the initial design. Also the risks included in ensuring timely delivery 
and taking of drugs to patient were not fully explored. The study 
would have had much more value if the theoretical design of the 
prescription chart had been used in normal clinical practice, rather 
than in situ simulation. With the direction of travel towards electronic 
prescribing, it would have been helpful to discuss lessons learnt 
from the paper records 

 

VERSION 1 – AUTHOR RESPONSE 

Response to Reviewer: 1  

 

Abstract:  

 

1. The results in the abstract present no findings from Phase 1 and 2, only 3  

 

We have now included further information in the results section of the abstract on earlier phases of 

study  

 

2. The authors describe anti-infective indications and durations as 'better' using the new chart, but it is 

not clear what 'better' means  

 

This has now been clarified in the abstract by adding more information on actual outcomes.  

 

Introduction  
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1. The authors explain that the AoMRCs have released guidelines on safe and effective chart design. 

It is not clear how this current study utilises these standards. Could these standards be used to 

design a new chart and test it in situ? Why/why not? Why were phases 1 and 2 needed?  

 

The AoMRC guidelines provided recommendations on what the expert panel felt to be the essential 

contents of a prescription chart but did not detail how this could look in practice. The AoMRC report 

did not undertake any rigorous research with end users nor did they speak with behavioural scientists 

whose insights were integral to the design of the IDEAS chart. We have clarified this in the final 

paragraph of the introduction.  

 

 

Method  

 

1. Why were 30 doctors sought for the simulation evaluation? What was the expected improvement 

and was the sample size adequate to detect this difference?  

 

Formal sample size calculations were not completed as the aim of this study was initially to serve as 

the prelude to a formal clinical trial of the IDEAS chart. The number of doctors chosen represented 

the number of doctors at that level available to test the chart on during the trial period. We have 

clarified this in both the methods section and the ‘strengths and weaknesses’ section  

 

2. In the analysis section, the description of the differences to be tested between the 2 charts is 

vague. What were the main outcome measures?  

 

There was a range of different outcomes or outputs measured based on the prescribing task. This 

may have been to confirm whether indication and duration of anti-infectives was documented or 

whether the prescriber was identifiable. These outcomes are documented more clearly in the results 

section and we have clarified the different outcomes measured more fully in the analysis section.  

 

Results  

 

1. In the phase 1 exploratory phase, when discussing review of the 40 charts, it is not clear why some 

of the numbers don't correspond to the percentages. For example, 10 represents 10% of patients, but 

40 charts were reviewed (so 10 is 25%?)  

 

We have taken a more standardised approach to the presenting of this data and corrected the error in 

reporting picked up by the reviewer.  

 

2. The results of the focus groups and observations are quite brief. It is not clear what users thought 

of the new design ideas that were presented during focus groups.  

 

We have expanded the section on findings from the focus groups with more reference to participant’s 

views on new design features that had been presented.  

 

3. How much of the new design (described in phase 2) was informed by the focus group and 

observational data? The authors present this as a user centred approach but user input from focus 

groups and the observational findings are only mentioned briefly. The focus of the results section 

appears to be the review of charts. Is this really user centred design?  

 

The views of end-users were central to the process of designing the IDEAS chart. These insights 

were gained through the focus groups and ward-based observations but also through feedback on 
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different iterations from a wider project team of clinicians, pharmacists, nursing staff and designers. 

We have made this clearer in the description of Phase 2.  

 

4. In the results on nursing and pharmacy, it is not clear what was measured and what a 'substantial' 

difference would be.  

 

We have removed reference to this section as on reflection we are not able to infer enough from 

pharmacists and nurses behaviour in relation to the chart from the limited information collected.  

 

Discussion  

 

1. The authors state that few studies have investigated the context or environment in which 

prescribing takes place but this study was a simulation study so is the 'context' real, even if located on 

the wards?  

 

This statement was meant to relate more to the physical interface through which prescribing takes 

place. Certainly wider contextual factors will have an influence on prescribing and that is why we used 

an in-situ simulation as opposed to a ‘classroom based’. We have clarified this in the early part of the 

discussion.  

 

2. The authors state that little is known about how specific elements of chart design exert their 

influence, but this study does not improve on this - the authors do not explicitly spell-out what 

elements of their new chart exerted an influence on prescribing. This information would be very useful 

for other organisations.  

 

This is an important point. In the discussion we have started that it is difficult to tease out the 

contribution from the individual nudges provided through the chart. In Table 5 we have provided some 

recommended features of an ‘intelligent’ prescription chart to help other organisations developing 

charts and are grateful for this recommendation from the reviewer.  

 

3. Errors are described as 'cognitive lapses' but lapses are just one type of error and how do the 

authors know that the prescribing errors took this form?  

 

We agree with the reviewer that not all errors are necessarily ‘cognitive lapses’ and have changed the 

text in the discussion in Paragraph 4 of the discussion to reflect this.  

 

General comment about terminology: some inconsistency in the way outcomes are described. In the 

discussion, they are called 'errors', but in the method it's stated that charts were audited against pre-

determined standards for safe and good prescribing ('error' is not mentioned). The word 'error' is not 

used in the results section either.  

 

Overall an interesting study, but paper needs some revision to make clear how approach was really 

'user-centred' (i.e. how was new design informed by data from users). Identifying the specific design 

features that improved prescribing would also strengthen this work.  

 

Response:  

We have used the term ‘error’ more consistently through the paper based on standard definitions in 

the wider literature. We have expanded on user-centred contributions to the chart design and have 

more clearly specified the specific design features of the chart in the discussion.  

   

Response to Reviewer: 2  
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A clear and useful study. It is pity that nurses were not involved in the initial design. Also the risks 

included in ensuring timely delivery and taking of drugs to patient were not fully explored. The study 

would have had much more value if the theoretical design of the prescription chart had been used in 

normal clinical practice, rather than in situ simulation. With the direction of travel towards electronic 

prescribing, it would have been helpful to discuss lessons learnt from the paper records.  

 

Response:  

We agree about the importance of the views of nursing staff. Nurses were part of the focus groups 

and our designers spent a substantial part of the period of observation with nursing staff on ‘drug 

rounds’ and administering ‘as required’ medications. We have clarified their contribution in the 

methods section.  

We agree that a proper clinical trial of the IDEAS chart would provide better and more reliable 

information and we are working towards this based on the results of this study. We document this aim 

in the final paragraph of the discussion.  

We agree that there will be an inevitable shift from paper to electronic prescribing. There is some 

evidence to show that electronic prescribing also facilitates prescription errors and there is certainly 

some learning from this study that is translatable to a digital setting. We have added to our discussion 

of this in the paper. 

 

 

 

VERSION 2 – REVIEW 

REVIEWER Melissa Baysari 
University of New South Wales, Australia 

REVIEW RETURNED 05-Oct-2014 

 

GENERAL COMMENTS Overall, the authors have done a very good job revising their 
manuscript to improve clarity.  
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