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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.   
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VERSION 1 - REVIEW 

REVIEWER Helen Atherton 
University of Oxford, UK 

REVIEW RETURNED 18-Aug-2015 

 

GENERAL COMMENTS Thank you for the opportunity to review this paper.  
This is a very interesting and very readable study on the potential 
association between the use of secure patient-clinician email and 
clinical services utilization. I have just a few minor changes that the 
authors could consider making, along with some suggestions for 
things that might add to the write up, mostly in relation to making the 
paper more relevant for an non-US audience.  
 
Minor revisions  
No mention of ethics or whether there is no requirement for approval 
of any kind?  
 
Page 10, line 32. You describe minimal differences between the 
users and non-users, but in fact there are statistically significant 
differences between the groups for most of the demographic factors. 
It seems misleading to use the term minimal so please consider 
using something else. As a retrospective cohort study there are 
inevitably going to be differences between groups and this is an 
acceptable limitation of the study design. in playing it down it seems 
like you might be trying to detract from it.  
 
Page 6, Line 32. Your aim is clear, but you do not really refer back to 
it later in the manuscript. You present your findings and summarise 
these clearly in the discussion, but you do not expressly state that 
your hypothesis was incorrect and patients do not use fewer clinical 
services in the long term. By the time I got to the end of the paper I 
had forgotten what your hypothesis was and why - even though the 
results and discussion presented the findings very clearly. It might 
be good to address this mismatch somehow, probably by adding 
something to the discussion about how your hypothesis of use of 
fewer clinical services was not realised.  
 
Page 13, table 2 is not very easy to read. What we are really 
interested in is the difference between the two groups; users and 
non-users. The pre-post data is distracting and so either two 
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different tables or a reversal of the order would make it easier to see 
the key findings.  
 
Page 15, line 49. You adjusted for the initial surge of use when 
people register for the portal, which is a strength of this study. I was 
left wondering though what the impact of this surge is on workload - 
which is a key factor for many organisations considering 
implementation of patient-clinician messaging. Presumably people 
are registering all the time, and so the 'surge' is actually a rolling 
thing over time with these patients needing treatment too. Do you 
foresee a time when new registrations stop and so the surge stops? 
If not then this is crucial part of the workload associated with using 
this type of consultation, and your findings are only part of the story? 
I think it would do your work a disservice if you did not at least 
acknowledge that the surge is a factor in workload.  
 
Page 16, Line 44. You state that RCTs cannot be conducted due to 
organisation-wide implementation of portals - but this is only the 
case in the US. There are other settings where it may still be 
possible to conduct RCTs and indeed work underway to determine 
what is the best design for testing the impact on clinical services 
utilisation. So I do not feel comfortable with your generalisation re 
RCts. I do agree that for your setting a stepped-wedge is a 
promising design.  
 
Possible additions  
Page 7, Line 3. For the benefit of a non-US audience it would be 
helpful to consider adding something about the types of patients you 
care for at KP and how they are selected. Perceptions in universal 
access healthcare systems are that generalisability is low from any 
studies in the US because patient populations are 'chosen' and if 
this is not the case it might be helpful for you to state e.g. patients 
come from a wide range of people in the general population. 

 

REVIEWER Ross Koppel 
Univ of Pennsylvania, USA 

REVIEW RETURNED 26-Aug-2015 

 

GENERAL COMMENTS This is a fine contribution. I'm delighted to see a work that has the 
guts to report findings of "no difference" -- especially when done with 
excellent methodologica rigor. We need more of that.  
Two concerns:  
1. I wish the abstract and intro had a way of telescoping the key 
findings that the secure email made no difference....even controlling 
for so many factors. (This is said clearly, but takes a whilel to reach). 
And  
2. I urge the authors to at least speculate on the reasons for the 
findings. They can be humble and careful, but I'd love to see their 
thoughts on this....and I'm sure others would also.   

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1  

No mention of ethics or whether there is no requirement for approval of any kind?  

 

Complete information added, p. 10, as above.  
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Page 10, line 32. You describe minimal differences between the users and non-users, but in fact there 

are statistically significant differences between the groups for most of the demographic factors. It 

seems misleading to use the term minimal so please consider using something else. As a 

retrospective cohort study there are inevitably going to be differences between groups and this is an 

acceptable limitation of the study design. in playing it down it seems like you might be trying to detract 

from it.  

 

Edited accordingly, p. 10-11.  

 

Page 6, Line 32. Your aim is clear, but you do not really refer back to it later in the manuscript. You 

present your findings and summarise these clearly in the discussion, but you do not expressly state 

that your hypothesis was incorrect and patients do not use fewer clinical services in the long term. By 

the time I got to the end of the paper I had forgotten what your hypothesis was and why - even though 

the results and discussion presented the findings very clearly. It might be good to address this 

mismatch somehow, probably by adding something to the discussion about how your hypothesis of 

use of fewer clinical services was not realised.  

 

Discussion section now begins with a restatement of the hypothesis ( restated as null) and a 

statement that it was confirmed, p. 15.  

 

Page 13, table 2 is not very easy to read. What we are really interested in is the difference between 

the two groups; users and non-users. The pre-post data is distracting and so either two different 

tables or a reversal of the order would make it easier to see the key findings.  

 

Table 2 was reconstructed to enable horizontal comparison of within- and between-group differences, 

making it more readable, p. 13-14.  

 

Page 15, line 49. You adjusted for the initial surge of use when people register for the portal, which is 

a strength of this study. I was left wondering though what the impact of this surge is on workload - 

which is a key factor for many organisations considering implementation of patient-clinician 

messaging. Presumably people are registering all the time, and so the 'surge' is actually a rolling thing 

over time with these patients needing treatment too. Do you foresee a time when new registrations 

stop and so the surge stops? If not then this is crucial part of the workload associated with using this 

type of consultation, and your findings are only part of the story? I think it would do your work a 

disservice if you did not at least acknowledge that the surge is a factor in workload.  

 

To clarify, we adjusted for a surge in utilization of other health care services around the time of patient 

portal registration but we did not study it as a distinct phenomenon. However, we have added 

additional comments on workload, pp. 17-18.  

 

Page 16, Line 44. You state that RCTs cannot be conducted due to organisation-wide implementation 

of portals - but this is only the case in the US. There are other settings where it may still be possible to 

conduct RCTs and indeed work underway to determine what is the best design for testing the impact 

on clinical services utilisation. So I do not feel comfortable with your generalisation re RCts. I do agree 

that for your setting a stepped-wedge is a promising design.  

 

Stage 2 of the US government’s Meaningful Use program requires that at least 5% of patients view, 

download, and transmit their health information and send a secure electronic message to their 

provider. In 2012, According to the American Academy of Family Physicians, 41% of family practice 

physicians use portals for secure messaging. Almost three in ten individuals were offered online 

access to their medical record in 2013 (ONC Data Brief, No. 20, September 2014). In 2013, the 
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National Ambulatory Medical Care Survey (NAMCS) EHR Survey showed that about 78% of office-

based physicians used any EHR system. Therefore, at least in the USA, it would be difficult to 

conduct a RCT of the use of portals and secure patient-provider email communications, since this 

type of capability is required to meet Meaningful Use Stage 2 criteria. However, other designs are 

possible and RCTs may be possible in other countries. Edited accordingly, p. 20.  

 

Page 7, Line 3. For the benefit of a non-US audience it would be helpful to consider adding something 

about the types of patients you care for at KP and how they are selected. Perceptions in universal 

access healthcare systems are that generalisability is low from any studies in the US because patient 

populations are 'chosen' and if this is not the case it might be helpful for you to state e.g. patients 

come from a wide range of people in the general population.  

 

Additional detail added, p.7.  

 

Reviewer 2  

I wish the abstract and intro had a way of telescoping the key findings that the secure email made no 

difference....even controlling for so many factors. (This is said clearly, but takes a whilel to reach).  

 

We moved the lack of statistically significant between-group differences to the first sentence of the 

results in the abstract, p.2, and to the first paragraph of the discussion section, p. 15.  

 

I urge the authors to at least speculate on the reasons for the findings. They can be humble and 

careful, but I'd love to see their thoughts on this....and I'm sure others would also.  

 

Please note that we didn’t directly study the reasons for the utilization surge that was followed by a 

return to baseline utilization. We speculate that there are two reasons, which are now included on 

pp.17-18. 
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