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VERSION 1 - REVIEW 

REVIEWER Anya Plutynski 
Washington University in St. Louis 

REVIEW RETURNED 18-Aug-2014 

 

GENERAL COMMENTS Great work, really interesting discussion of empirical data on how 
and why different experts disagree about cancer screening! My main 
suggestions would be to elaborate on the following:  
On p. 17, the authors note that there appeared to be a trade-off in 
values between avoiding harm and promoting autonomy. A brief 
explanation of why these two values might be in tension, specifically, 
would be helpful here. More generally, a bit more context as to why 
this issue is so controversial might be in order here. Not all readers 
may have sufficient background to know. Also, it may be worth 
mentioning Rose's paradox in this context. Stephen John has a nice 
paper on this paradox in the journal Preventive Medicine.  
On p. 19, the authors rightly point out that the current situation 
where values are are rarely considered explicitly is not ideal. I agree! 
They then claim that they've "provided a roadmap" of many different 
pathways and outcomes that values thinking can take. I would have 
liked very much to see more of an explicit roadmap. The authors list 
five different weightings of different values, yielding different 
outcomes, but a more explicit discussion of e.g., why exactly 
favoring autonomy, for instance, over maximizing benefit might lead 
one to favor X outcome over Y would be helpful. A graphic with 
some sense of what is driving the trade-offs might be useful.  
Most generally, the authors assume some background knowledge 
here about the dynamics of the debate that would be useful to make 
explicit. Readers unfamiliar with the very idea of overdiagnosis and 
overtreatment may not know why these things pose challenges. 
Believe it or not, even some practitioners are unaware of those 
issues, so it is worth defining and explaining these terms, at 
minimum. Another article they might cite on this topic is Quanstrum 
and Hayward's NEJM article, "Lessons from the Mammography 
Wars." See also my piece, "Ethical Issues in Cancer Screening and 
Prevention" in the Journal of Medicine and Philosophy. 

 

REVIEWER Cornelia J. Baines 
Dalla Lana School of Public Health  
University of Toronto  
Toronto, Ontario 
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REVIEW RETURNED 15-Oct-2014 

 

GENERAL COMMENTS General Comments: This paper offers interesting insights into the 
thoughts and values of Australians involved in various aspects of 
breast screening programs. I am embedded in quantitative research 
and have only minimal knowledge of qualitative research, so my 
review does not constitute an ‘expert’ opinion. Nevertheless the 
sample selection, the questions asked, the analysis of the answers, 
all seem appropriate and are clearly presented.  
Other comments: It was somewhat surprising to read that ethical 
values included cost-effectiveness, accountability, professionalism 
and transparency. According to Wikipedia: “Ethics seeks to resolve 
questions dealing with human morality—concepts such as good and 
evil, right and wrong, virtue and vice, justice and crime.” As 
someone long involved in breast screening, I have often been 
amazed at the amount of money channeled to breast screening (7.8 
billion USD/y in the US) and questioned the justice of such 
expenditure in the face of competing and important societal needs. I 
have questioned the huge expenditure in terms of the rather small 
benefits: about 1 in 2000 screened women will avoid death from 
breast cancer due to being screened, contrasting hugely with the 
amount of harm endured in terms of anxiety and unnecessary 
procedures associated with false-positive mammograms, and the 
much more harmful consequences of overdiagnosis. The minimal 
attention paid to these issues, does not reduce their importance. I 
have problems with the variables assigned to the two categories, 
ethical and epistemological, but at the same time I do recognize that 
the authors may well have better justification for their views than I do 
for mine.  
Although the authors do briefly mention conflict of interest in their 
introduction, it is an issue that deserves more attention in 
understanding behavior, as is fear. Conflict of interest is a major 
driver of controversy beyond “values”. And fear is a major driver of 
consumption of screening.  
I believe that the article could usefully be condensed while 
addressing a larger perspective of the issues involved.  
Cornelia Baines 

 

REVIEWER Lindsay Fraser 
University College London  
Institute for Women's Health  
United Kingdom 

REVIEW RETURNED 04-Feb-2015 

 

GENERAL COMMENTS The aim of this study, to explore the ethical values that may 
contribute to the schism seen between pro- and anti-breast cancer 
screening experts, is both timely and important. The paper will be of 
general medical interest, suitable for publication in BMJ Open. 
However confidence in the findings is hampered by the lack of clarity 
about the qualitative methodology used and this must be addressed.  
 
‘Values in breast screening: an empirical study with Australian 
experts.’  
 
This interview-based study explores the values held by experts on 
the provision of breast cancer screening. The authors argue that an 
empirical ethics perspective may shed light on the disparate views 
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held by experts and the continuing debate about the provision of 
breast cancer screening. 33 influential experts in Australia were 
interviewed face-to-face or by telephone about their views and 
opinions on the Australian breast cancer screening programme. The 
data was analysed using qualitative methods.  
 
I think the paper would be improved by addressing the following 
points:  
 
Major comments  
 
1. Introduction: It would be helpful to state what the differences of 
opinions and controversies are about the provision of breast cancer 
screening.  
 
2. Method: While the authors state they have used grounded theory 
in the accompanying COREQ check list (analysis and findings), 
neither the methodological orientation nor the reason for its selection 
to address the research question are clearly specified in the 
manuscript. It is therefore difficult to gauge whether the study has 
been conducted appropriately and properly reported.  
 
The brief paragraph on the qualitative methodology is consistent 
with grounded theory (simultaneous data gathering, coding, memo-
writing). However other key tenets (theoretical sampling, theoretical 
saturation) do not appear to have been correctly applied.  
 
3. Were participants assured their responses would be confidential? 
What are the characteristics of those who took part, refused or did 
not reply, including their stance on the cancer screening debate 
which was presumably known to the researchers before inviting 
them? Was any attempt made to explore the participants' motives 
for taking part?  
 
4. Over what period/dates did the interviews take place?  
 
5. Results: The results are not easy to assimilate. Can this section 
be made clearer? The authors describe the results as providing a 
‘roadmap’ to the different pathways and outcomes that values 
thinking can take. One or more schematics to illustrate this would be 
helpful.  
 
6. Discussion: There is insufficient reference to the literature that has 
looked at why breast screening experts may develop different 
interpretations of the evidence. For example, the results of this study 
offer support for the view that differences in opinion may reflect a 
lack of understanding about potential methodological biases and 
professional vested interests.  
 
7. Limitations: Have the authors considered whether any bias has 
been introduced in view of the number of experts who refused to 
take part?  
 
 
Minor comments  
 
1. The term ‘breast screening’ in the title and manuscript would more 
accurately be described as ‘breast cancer screening’.  
 
2. Abstract: To ‘explore’ rather than to ‘explain’ what Australian 
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experts value …  
 
3. Introduction: I think study ‘aims’ rather than study ‘questions’ 
would be more appropriate and ‘… what are the range of things that 
Australian experts think are of fundamental importance…’, should be 
more carefully defined.  
 
4. Results: I am not keen on the extensive Box 1 material that 
readers have to refer back to and search for evidence of illustrative 
quotes. I would prefer to read a description of the findings, peppered 
with quotes.  
 
5. Discussion: Are there reports of ethical conflicts and dilemmas 
relating to other health issues that may be pertinent to the study 
findings, for example triggers for conflicts in values thinking (Salloch, 
Sabine, and Christof Breitsameter. "Morality and moral conflicts in 
hospice care: results of a qualitative interview study." Journal of 
medical ethics 36.10 (2010): 588-592.)?  
 
6. Implications for practice: Some of the experts acknowledge they 
find the evidence based on theoretical models/biostatistics difficult to 
understand, preferring someone else to interpret it for them or 
discounting it because it does not make sense to them. This 
suggests there is scope for professional education.  
 
7. The authors may wish to include a recent paper on the 
polarisation of scientific communities, illustrating the importance of 
disclosing conflict of interest in scientific publications (Ploug, T., & 
Holm, S. (2015). Conflict of interest disclosure and the polarisation 
of scientific communities. J Med Ethics 2015;0:1–3. 
doi:10.1136/medethics-2014-102114).  
 
8. I would like to have seen the authors take their grounded theory 
analysis beyond the descriptive level, to the formulation of a theory 
which would have greater explanatory power.  
 

 

REVIEWER Janet Parsons 
Research Scientist, Li Ka Shing Knowledge Institute, St. Michael's 
Hospital;  
Department of Physical Therapy and the Rehabilitation Sciences 
Institute, University of Toronto  
Toronto, Canada 

REVIEW RETURNED 12-Feb-2015 

 

GENERAL COMMENTS While this paper has some merit and offers some important insights, 
unfortunately in its current form it has some serious shortcomings.  
I think the most disturbing thing about this paper is the absence of 
any methodological referencing. Qualitative research is well-
established in biomedical circles, and there is large and robust body 
of methodological references on which to draw. The authors use no 
methodological references whatsoever.  
The authors state in the COREQ form that this is a grounded theory 
but give no indication of this in the manuscript.  
In addition, I indicate in the checklist above that the research 
question was not adequately defined. At the very outset, the authors 
say their first research question is: "What is the range of things that 
Australian experts think are of fundamental importance to breast 
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screening in this country?" The use of the term "things" I feel is 
vague and unhelpful. While the authors did a good job articulating 
the focus of their research topic this depiction of their research 
question does not do this work justice. The second question is fine, 
but it hinges on this vague first question.  
With respect to the background literature review and positioning the 
study within a broader framework of scholarship, unfortunately the 
authors appear to neglect what is a broad and robust literature on 
ethics and values in health care decision-making (including from 
experts, clinicians, patients and citizens).  
I mention that research ethics is acceptable here, but I do request a 
clarification. The ethics statement offered by the authors is a bit 
unclear.  
 
I have alluded to my primary concerns with the study's methodology 
and the lack of appropriate referencing. In addition the sample is 
poorly described and the results appear to be under-analysed. The 
rather narrow focus makes it difficult to position this work in a 
broader field of scholarship.  
In my attached review I offer further details for my recommendation 
below.  
 
General Comments:  
This is an interesting paper on an important topic. I think the authors 
are correct that their study’s findings would potentially be of interest 
to other jurisdictions beyond Australia. The authors gathered data 
based on qualitative interviews with a range of experts in breast 
cancer screening as participants. The researchers identified two 
types of ‘values’ from participants’ accounts related to breast cancer 
screening: ethical values and epistemological values. While this 
paper has some merit and offers some important insights, 
unfortunately in its current form it has some serious shortcomings. I 
outline my concerns below. All of these concerns are major in my 
opinion and would require significant and extensive revision/re-
writing on the authors’ part.  
Major Concerns:  
1) Of major concern is the complete absence of any methodological 
referencing in this paper.  
While the authors do describe what they did in detail, this does not 
excuse this absence of appropriate references. Qualitative research 
is well-established in social scientific and biomedical circles, and 
there is a large and robust body of methodological references on 
which to draw. The authors use no methodological references 
whatsoever, although they do describe the methods/techniques 
used (interviewing, coding). They did not invent these techniques 
and should reference appropriately.  
 
2) The authors indicate in their COREQ checklist that they used 
grounded theory, yet nowhere  
do they mention this in their paper. It appears as if they did little 
more than a content analysis of their interviews. Grounded theory is 
a particular methodological stance and is well-documented in the 
methodological literature. There are certain practices that are 
accepted; it uses a specific approach to coding and to theory 
building. In my experience, novice qualitative researchers often 
claim to use grounded theory when they have no idea how to apply 
specific methodologies to their data or study design. As written, this 
is NOT a grounded theory paper. Moreover, they do not indicate 
what their methodological stance was towards their study and the 
data generated - were they using an ethnographic approach, a 
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narrative approach, a grounded theory approach, a critical theory 
approach, discourse analysis, or even a qualitative descriptive 
approach (à la Sandelowski)? This kind of positioning is essential to 
the rigour of qualitative studies. Interviews are not a method but a 
data source, and are used in a range of methodologies.  
 
3) Additional methods issues: Other questions raised for me in the 
Methods section of the paper  
include the authors’ lack of justification for mixing telephone and in-
person interviews. While a mixture is at times acceptable, the 
rationale should be articulated and appropriate references cited. It is 
important to address the strengths and limitations of mixing these 
administration techniques. In their description of their sampling 
strategy, they appear to be using a key informant interview 
approach, but do not call it this. Again, there are ample references 
for describing accepted sampling strategies in qualitative research – 
but the approach is unclear from the description offered by the 
authors and no references are cited. Of the 46 experts approached, 
13 declined to participate or did not respond. Was there anything 
about these 13 individuals that was different from those who 
consented to participate? Did they all come from a particular ‘group’ 
of experts (e.g. policy makers or clinicians?). Nowhere, in either the 
Methods or the Results sections, do they give us any kind of 
indication what the distribution of ‘types’ of experts was in their 
study. All experts are treated as identical, and yet they seem to have 
been sampled based on particular attributes (e.g. clinical service 
providers, senior advocacy figures, researchers, economists, policy 
advisors). They delineate the types that they interviewed but give us 
no idea of the distribution of these groups nor how the findings might 
relate to these groupings. This is also problematic for interpreting the 
Results reported (see below). Finally, the authors indicate that their 
participants gave “individual consent” to be interviewed. Was this 
written or verbal consent? Was this informed consent? Given that 
this paper comes from a bioethical stance I was surprised that this 
was not more explicitly stated by the authors.  
 
4) Background literature and Discussion literature: With respect to 
the background literature  
review and positioning the study’s findings within a broader 
framework of scholarship in the Discussion section, it is unfortunate 
that the authors have chosen to cite relatively little literature beyond 
that related to breast cancer screening. The authors appear to 
neglect what is a broad and robust literature on ethics and values in 
health care decision-making and health technology assessment 
(HTA) more generally (including from experts, clinicians, patients, 
citizens). One need only to look at the work from NICE in the UK 
(which explores societal values and how this influences 
considerations of evidence and cost-effectiveness analysis), Ross 
Upshur on the ethics of evidence, Laupacis and others to see that 
this study is situated within a much broader tradition of scholarship 
that addresses values and evidence. While values and experts' 
perspectives on breast cancer screening may not have been looked 
at in an Australian context previously, I would argue that to dismiss 
this broader literature and not position their work within it in a more 
robust way is a serious shortcoming. One final point about their 
reference list. I note that 9/43 of their references (over 20% or 1 in 5) 
are of one- page commentaries in a single issue of The Lancet 
2013. While these letters to the editor may be of interest, they serve 
only to highlight that the authors would do well to consult a broader 
array of literature.  
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5) Concerns related to the Results Section: The Results section was 
somewhat difficult to read,  
given the vast table placed in the middle of the document prior to 
any real unpacking of the study results. The reader feels that they 
are lost in a raw dataset with little guidance. The title of the first 
section of Box 1 says nothing about ‘Ethical Values’ at the outset, 
yet there is one for ‘Epistemological Values’ later in the table. I 
would recommend that Box 1 appear as a supplementary table or at 
another point in the paper. Alternatively a shorter Box 1 with a 
greater degree of synthesis of the findings would be another way of 
improving readability.  
 
All experts are just labeled ‘Expert’ and given an identifying number. 
And yet, surely values espoused in the interviews were 
contextualized by the participants based on their experiences with 
breast cancer screening and the kind of expert role that they play. 
Without this contextual information, no understanding of participant 
‘groups’ similarities and differences is available and the authors do 
nothing to address this. Did the authors perform constant 
comparative analysis within and between interviews? If noting 
tensions, as they describe, one assumes yes, but these cross-group 
and cross-interview comparisons are largely absent. This suggests a 
problem with under-analysis. In keeping with my concerns about 
under-analysis, I noted with interest how often experts were noted to 
dismiss patient and citizen abilities to judge the evidence related to 
breast screening and that at times participants indicated that 
informed consent was less important than getting people screened. 
This was fascinating as a discursive practice and says something 
about these participants’ perspectives and about the social 
construction of lay perspectives by experts. I think in a bioethics 
paper these should be problematized more and I think the authors 
have missed a rich analytic opportunity. I would encourage them to 
explore this issue. Moreover the participant who recounted that 
values thinking was “not for practitioners” raises some very 
interesting bioethical questions for this reviewer. These opinions 
from respected experts in the field of breast cancer screening, some 
of whom may be gatekeepers to the system, were thought provoking 
and I would have liked to see the authors unpack these ideas more 
– and to interrogate their significance.  
 
In Box 2, the example quotes used did not (for me) always illustrate 
the Pair/Tension sufficiently. For example, I did in not feel that the 
quote illustrating No. 3 was addressing informed consent. For No. 5, 
the quote used did not speak to the values being equally important 
as the authors claim, but rather suggests simply a weighing of 
competing values. The notion of ‘equal importance’ is not illustrated 
by this quote.  
 
I liked the notion of ‘traded off’ values but wished that the authors 
had unpacked this concept more for the reader, rather than 
assuming that everyone understands what this means. I think 
problematizing this and exploring what this actually means would be 
a valuable contribution.  
 
6) Discussion: No consideration of limitations – The authors do not 
identify any limitations of  
their research. This should be considered in any revision of the 
paper.  
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In closing, I believe this paper to report on some interesting findings 
on an important topic. The issue of health care decision-making and 
health technology assessment is one of interest to me, particularly 
our understanding of how various players in the system 
(practitioners, patients, policy makers and the public) view the role of 
values in decision-making. Unfortunately, the paper has major 
shortcomings, which I have outlined above and on the scoring form. 
As such I cannot recommend its acceptance for publication at the 
present time. However I would encourage the authors to continue 
revising their paper based on these recommendations. 
 
The reviewer also provided a marked copy with detailed comments. 
Please contact the publisher for full information about it. 

 

VERSION 1 – AUTHOR RESPONSE 

AUTHORS’ STATEMENT ON CHANGES TO RESULTS SECTION  

As reviewers #1, #3 and #4 made comments about the presentation of our data, we will explain our 

overall changes here and then refer to particular reviewers’ comments in our individual responses:  

 

Firstly, thank you for drawing our attention to the need to provide greater readability and clarity to the 

way we present our data.  

 

In order to address this issue we have substantially changed the way we present our finding in the 

Results section. Instead of presenting the bulk of our findings in a large table we have adopted a 

more descriptive approach, presenting a much more synthesised version of the data in the text, 

illustrated with representative quotes where useful and supported by a smaller, summarised table. We 

explore three ethical values (delivering benefits, avoiding harms, respecting autonomy) and ideas 

about epistemological values in depth, describing observed patterns between and within respondent 

groups as to how these values are conceived. We discuss common patterns of perceived values in 

conflict and provide worked individual examples (case studies) to exemplify how different conceptions 

and prioritisations of values thinking can influence opinions about specific breast screening practices 

and overall support for screening.  

 

COMMENTS BY REVIEWER #1: Anya Plutynski  

Reviewer #1: Great work, really interesting discussion of empirical data on how and why different 

experts disagree about cancer screening! My main suggestions would be to elaborate on the 

following:  

On p. 17, the authors note that there appeared to be a trade-off in values between avoiding harm and 

promoting autonomy. A brief explanation of why these two values might be in tension, specifically, 

would be helpful here. More generally, a bit more context as to why this issue is so controversial 

might be in order here. Also, it may be worth mentioning Rose's paradox in this context. Stephen John 

has a nice paper on this paradox in the journal Preventive Medicine.  

 

Authors’ response: We have changed our wording in Results:Conflicting values to make our meaning 

clearer and explain why values might be in tension:  

“Most experts who discussed conflicting values described tensions between respecting autonomy and 

delivering benefit. These experts equated respecting autonomy with providing information, and felt 

that providing information to consumers might reduce participation rates and therefore lower breast 

cancer mortality and morbidity benefits of screening … Those who prioritised delivering benefits, for 

example, preferred to limit breast screening information in order to avoid frightening women away. 

Those who prioritised autonomy were in favour of providing more comprehensive information and 

encouraging informed choice.”  
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We have also included Table 3 to provide case studies of how and why experts resolve perceived 

conflicts between delivering benefits and avoiding harms.  

While we appreciate the reviewer’s suggestion to discuss Rose’s paradox, we could not find a way to 

integrate it smoothly into the argument here.  

 

Reviewer #1: On p. 19, the authors rightly point out that the current situation where values are rarely 

considered explicitly is not ideal. I agree! They then claim that they've "provided a roadmap" of many 

different pathways and outcomes that  

values thinking can take. I would have liked very much to see more of an explicit roadmap. The 

authors list five different weightings of different values, yielding different outcomes, but a more explicit 

discussion of e.g., why exactly favoring autonomy, for instance, over maximizing benefit might lead 

one to favor X outcome over Y would be helpful. A graphic with some sense of what is driving the 

trade‐offs might be useful.  

 

Authors’ response: We have addressed this topic earlier in our: “Statement on changes to results 

section”. In particular response to this comment, we have provided more explanation about how and 

why experts’ values thinking leads to particular outcomes in terms of their views about breast 

screening. For example, in Results:delivering benefits we discuss how the experts’ conception of 

benefits influences their perception of the level of benefit:  

“Participants’ conception of morbidity appeared to inform their perception of the presence or absence 

of this benefit. When participants said, “screening offers morbidity benefits” they usually meant 

“screening reduces the treatment needed, or provides reassurance”. When participants said, 

“screening does not offer morbidity benefit” they usually meant, “screening does not decrease the 

burden of breast cancer illness in populations” (generally because of the impact of overdiagnosis).  

A small group of experts argued that breast screening did not deliver benefits. When they argued this, 

they used a broader, non-breast cancer specific concept of benefits, and meant either that screening 

did not reduce all-cause mortality, or that screening did not assist the communities with the poorest 

health outcomes.”  

 

And in Results:avoiding harms we discuss how experts’ conception of harms influences their 

perception of the level of harm:  

“As with benefits, we saw correlations between experts’ concepts of harm and ideas about level of 

harm. Those who viewed harm as overdiagnosis perceived harms as more extensive than those who 

viewed harm as false positives, overtreatment or unpleasant experiences.”  

 

In Results:respecting autonomy we discuss how experts’ conceptions of autonomy influences their 

opinions about providing information to consumers:  

“A less common view, described by a smaller number of experts, including all three consumer 

advocates, placed respecting autonomy as being about the provision and promotion of breast 

screening … For these experts, information was less central to autonomy than the 

option/encouragement to screen. They advocated limiting information in order to avoid scaring women 

away.”  

 

In Results:Epistemological values we noted that epistemological values varied but there was no clear 

pattern linking these to overall opinions about breast screening:  

“We did not find a clear pattern linking experts’ epistemological values and their overall opinion about 

breast screening and could not predict, from expressed epistemological values, whether experts 

would be supportive or critical of breast screening.”  

 

In Results:conflicting values we noted how values prioritisation influenced experts’ opinions on breast 

screening practices:  

“Those who prioritised delivering benefits, for example, preferred to limit breast screening information 
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in order to avoid frightening women away. Those who prioritised autonomy were in favour of providing 

more comprehensive information and encouraging informed choice.”  

 

We included Table 3. Conception of values and prioritisation of values influences experts’ opinions on 

breast screening  

to provide several explanatory case studies of how experts’ values thinking on harms influenced their 

overall views on breast screening.  

 

Reviewer #1: Most generally, the authors assume some background knowledge here about the 

dynamics of the debate that would be useful to make explicit. Readers unfamiliar with the very idea of 

overdiagnosis and overtreatment may not know why these things pose challenges. Believe it or not, 

even some practitioners are unaware of those issues, so it is worth defining and explaining these 

terms, at minimum Another article they might cite on this topic is Quanstrum and Hayward's NEJM 

article, "Lessons from the Mammography Wars." See also my piece, "Ethical Issues in Cancer 

Screening and Prevention" in the Journal of Medicine and Philosophy.  

 

Authors’ response: Thank you for pointing this out to us. We have included the following comments in 

the Introduction, where we mentioned these terms for the first time:  

“(Throughout this paper we use overdiagnosis to mean: diagnosis of non or slowly progressive breast 

cancer through screening, a diagnosis that does not produce a net benefit for the women diagnosed. 

We use the term overtreatment to mean the treatment of overdiganosed cancers, treatment which is, 

by definition, unnecessary.[10-12])”  

 

Thank you for the suggested references. We have included the reviewer’s piece, “Ethical Issues in 

Cancer Screening and Prevention” here but not the Quanstrum article as it does not specifically 

mention the terms we are using. We have, however, included it as a reference elsewhere as we agree 

that it is a very useful and relevant article.  

 

REVIEWER #2: Cornelia Baines  

Reviewer #2 This paper offers interesting insights into the thoughts and values of Australians involved 

in various aspects of breast screening programs. I am embedded in quantitative research and have 

only minimal knowledge of qualitative research, so my review does not constitute an ‘expert’ opinion. 

Nevertheless the sample selection, the questions asked, the analysis of the answers, all seem 

appropriate and are clearly presented.  

 

Other comments: It was somewhat surprising to read that ethical values included cost‐effectiveness, 

accountability, professionalism and transparency. According to Wikipedia: “Ethics seeks to resolve 

questions dealing with human morality—concepts such as good and evil, right and wrong, virtue and 

vice, justice and crime.” As someone long involved in breast screening, I have often been amazed at 

the amount of money channeled to breast screening (7.8 billion USD/y in the US) and questioned the 

justice of such expenditure in the face of competing and important societal needs. I have questioned 

the huge expenditure in terms of the rather small benefits: about 1 in 2000 screened women will avoid 

death from breast cancer due to being screened, contrasting hugely with the amount of harm endured 

in terms of anxiety and unnecessary procedures associated with false‐positive mammograms, and the 

much more harmful consequences of overdiagnosis. The minimal attention paid to these issues, does 

not reduce their importance. I have problems with the variables assigned to the two categories, ethical 

and epistemological, but at the same time I do recognize that the authors may well have better 

justification for their views than I do for mine.  

 

Authors’ response: There are a range of approaches to studying ethics in the discipline. The approach 

we take is known generally as empirical bioethics. We have added comments about this in 

Methods:methodology:  
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“We were motivated by our commitment to empirical bioethics, in particular to the view that practice 

and theory must exist in a symbiotic relationship, where each has the potential to alter the other.[39, 

40] We undertook this study in that spirit, expecting that existing ethical theory would inform our 

analysis, but also that our data and analysis could make a useful contribution to ethical theorising in 

the area of breast screening.”  

 

Thus our approach to ethics used here is one that is informed by the theoretical literature (in 

bioethics, applied ethics, and moral and political philosophy) but presumes that good quality ethical 

reasoning begins with good quality empirical evidence, including evidence about the way that people 

involved in a situation (like these screening experts) make sense of the ethical or moral dimensions of 

that situation. The values that we have drawn out are informed by the ethics literature, but they are 

primarily driven by our close analysis of the talk of the experts. In keeping with our research questions 

(which have been revised to make their expression more precise) we report on the values that these 

experts thought had moral significance in the context of breast screening. We as authors may not 

always agree with them, but—as we have argued in the discussion—by understanding what is valued 

by these opinion leaders we will be in a better position to contribute to and shape the debate. Many of 

the issues raised by Prof Baines (for example, opportunity cost, preventing death, causing iatrogenic 

harm through labelling and overdiagnosis) are central to our analysis.  

 

On the categories ethical and epistemological: we have applied these according to their common 

philosophical meanings (ethical values are values relevant to determining the morally correct course 

of action; epistemological values are values relevant to determining what knowledge is or what should 

count as knowledge). We have explained epistemological values in a little more detail in the text:  

“A range of epistemological values was also expressed (Table 2), with experts describing ways of 

thinking about knowledge, including views on constructing or reviewing the scientific evidence base 

and uses of non-evidence based knowledge.[47]”  

 

Reviewer #2: Although the authors do briefly mention conflict of interest in their introduction, it is an 

issue that deserves more attention in understanding behavior, as is fear. Conflict of interest is a major 

driver of controversy beyond “values”. And fear is a major driver of consumption of screening.  

 

Authors’ response: We agree that conflict of interest is a very important issue and is deserving of 

ongoing research. It is somewhat beyond the scope of this paper, which focuses instead on ethical 

and epistemological values that drive opinions about the benefits and harms of screening, rather than 

the commercial, professional or political drivers that have been widely discussed elsewhere. 

Nevertheless, we have taken the reviewer’s comments on board and have noted the possible impact 

of professional interests in the Discussion:  

“Other authors attribute disagreements to vested interests.[6,12,17-19] Although we did not explore 

experts’ financial or commercial interests in this study, many participants had direct clinical and/or 

research interests in breast screening. Their familiarity with and trust in their own work may have led 

them to ignore or discount evidence that presented an alternative view.”  

 

Reviewer #2: I believe that the article could usefully be condensed while addressing a larger 

perspective of the issues involved.  

 

Authors’ response: We do acknowledge that the paper is a long read. In order to address this issue 

we have considerably reduced the length of Table 2, Experts’ views on what is important in breast 

screening in Results (previously Table 1). We would like to address many more issues relevant to 

values in breast screening but are mindful of keeping the scope of the paper at a manageable level by 

focusing on those data we have that are directly relevant to our research questions for this paper. We 

plan to publish more about this topic in the future.  
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AUTHORS’ STATEMENT ON CHANGES TO METHODOLOGY AND METHOD SECTION As both 

reviewers #3 and #4 commented on the methodology and methods, we will explain our overall 

approach here and then refer back in our response to particular reviewers’ comments.  

 

First, thank you to the reviewers for picking up the absence of references in the methodology section. 

This was an error and has been amended.  

We note that authors Carter and Rychetnik are qualitative researchers of long standing. Our goal in 

writing methodology is to set out the logic of the design of a study as clearly as possible, rather than 

to demonstrate conformity to a particular extant methodology (for more of our arguments on this see 

Ref 43 Carter SM. Enacting internal coherence as a path to quality in qualitative inquiry. In: Higgs J, 

Cherry N, Macklin R, et al, eds. Researching practice: A discourse on qualitative methodologies, Vol 2 

Practice, Education, Work and Society Series. Rotterdam: Sense Publishers 2010:143-152., and Ref 

44 Carter SM, Little M. Justifying knowledge, justifying method, taking action: epistemologies, 

methodologies and methods in qualitative research. Qual Health Res 2007;17:1316-1328.  

 

We didn’t do a great job of explaining this approach and we do apologise: we’ve now substantially 

revised the methods section. In the revised MS we have provided further detail in response to the 

helpful feedback from reviewers, and have been more explicit about our methodological approach, 

inserting relevant references to our own methodological work and that of others.  

 

The main distraction seems to have been the reference to grounded theory in the COREQ checklist. 

This was an unfortunate oversight on our part. Both Carter and Rychetnik have been using grounded 

theory for many years, so the logic of the methodology always provides the bedrock for our qualitative 

empirical work and reasoning (see, for example, Ref 42 Sbaraini A, Carter S, Evans RW, et al. How to 

do a grounded theory study: a worked example of a study of dental practices. BMC Med Res 

Methodol 2011;11:128, which was selected by Kathy Charmaz and Adele Clarke for inclusion in their 

2014 landmark edited reference work Grounded Theory and Situational Analysis, published by 

SAGE). However the reviewers are quite right that this particular study was not a ‘pure’ grounded 

theory study (as much as any such thing exists).  

 

So although, as we always do, we have drawn quite heavily on grounded theory strategies in this 

study (especially the various elements of the constant comparative method of analysis), we have 

removed from the MS and the checklist anything that might suggest it reports on a grounded theory 

study per se. We have, however, retained the reference to Charmaz’s work when discussing coding, 

categorisation and memo-writing, as the methods we used were directly modelled on hers.  

 

We hope that these general amendments, as well as the detailed changes outlined below, will satisfy 

the reviewers and the Editor, although of course we are happy to take further direction if anything 

remains unclear.  

 

REVIEWER #3: Lindsay Fraser  

Reviewer #3: The aim of this study, to explore the ethical values that may contribute to the schism 

seen between pro‐ and anti‐breast cancer screening experts, is both timely and important. The paper 

will be of general medical interest, suitable for publication in BMJ Open. However confidence in the 

findings is hampered by the lack of clarity about the qualitative methodology used and this must be 

addressed.  

 

See general comments above regarding method, and detail below.  

Introduction: It would be helpful to state what the differences of opinions and controversies are about 

the provision of breast cancer screening.  

 

Authors’ response: We have added the following comment to the Introduction: “…disagreements 
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between experts about breast screening persist, particularly around the amount of benefit and the risk 

of overdiagnosis.”  

 

Reviewer #3: Method: While the authors state they have used grounded theory in the accompanying 

COREQ check list (analysis and findings), neither the methodological orientation nor the reason for its 

selection to address the research question are clearly specified in the manuscript. It is therefore 

difficult to gauge whether the study has been conducted appropriately and properly reported  

 

Authors’ response: This was an unfortunate error in our completion of the COREQ checklist as 

explained above. We have now substantially rewritten the methods section to clarify our 

methodological position and methods.  

 

Reviewer #3: The brief paragraph on the qualitative methodology is consistent with grounded theory 

(simultaneous data gathering, coding, memo-writing). However other key tenets (theoretical sampling, 

theoretical saturation) do not appear to have been correctly applied.  

 

Authors’ response: The reviewer is absolutely correct that this is not a “pure” grounded theory study 

as explained in our general comment above. We have now been much clearer about how our 

methods were and were not guided by grounded theory methodology.  

 

Reviewer #3: Were participants assured their responses would be confidential?  

 

Authors’ response: Yes, and we have added that in Methods:Research ethics:  

“All participants gave individual written or verbal consent to be interviewed, were assured of 

confidentiality, and were free to withdraw from the study at any stage.”  

 

Reviewer #3: What are the characteristics of those who took part, refused or did not reply, including 

their stance on the cancer screening debate which was presumably known to the researchers before 

inviting them?  

 

Authors’ response: We have added this information in Table 1 in the Methods  

 

Reviewer #3: Was any attempt made to explore the participants' motives for taking part?  

 

Authors’ response: We did not examine participants’ motivations for taking part in the study. The 

purpose of the study was clearly outlined in the participant information sheet which was provided to all 

invited participants.  

 

Reviewer #3: Over what period/dates did the interviews take place?  

 

Authors’ response: Thank you for noting this. We have added the following comment in Methods:Data 

collection:  

“LP conducted semi-structured interviews face to face in the expert’s or LP’s workplace or by 

telephone if unavailable to meet in person, from October 2012 - October 2013.”  

 

Reviewer #3: The results are not easy to assimilate. Can this section be made clearer? The authors 

describe the results as providing a ‘roadmap’ to the different pathways and outcomes that values 

thinking can take. One or more schematics to illustrate this would be helpful.  

 

Authors’ response: We have addressed this topic in our earlier “Statement on changes to results 

section”. In particular, we have presented a more synthesised version of the data in the text, 

describing observed patterns between and within respondent groups and providing worked examples 
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(in Table 3) of various pathways and outcomes relating to values thinking.  

 

Reviewer #3: There is insufficient reference to the literature that has looked at why breast screening 

experts may develop different interpretations of the evidence. For example, the results of this study 

offer support for the view that differences in opinion may reflect a lack of understanding about 

potential methodological biases and professional vested interests.  

 

Authors’ response: Thank you for these comments. We have revised and added greater detail to our 

coverage of this topic in the Discussion:  

“…differences of opinion of this sort are often attributed to the correctness or incorrectness of 

evidence interpretations[12, 16, 17] but our findings suggest evidence interpretations may also be 

related to variations in epistemological values. Other authors attribute disagreements to vested 

interests.[6, 12, 17-19] Although we did not explore experts’ financial or commercial interests in this 

study, many participants had direct clinical and/or research interests in breast screening. Their 

familiarity with and trust in their own work may have led them to ignore or discount evidence that 

presented an alternative view. More significantly, our study suggests another, potentially more subtle 

set of reasons to explain differing opinions: experts may hold quite different values, or different 

versions of the same values. Even epidemiologically competent and non-conflicted experts may 

disagree about breast cancer screening because of deep value commitments. They may be working 

from very different understandings of what is good or bad about breast screening, what its goals 

should be, and what matters.”  

 

Reviewer #3: Limitations: Have the authors considered whether any bias has been introduced in view 

of the number of experts who refused to take part?  

 

Authors’ response: Thank you for noting that we omitted to discuss this point. We have added the 

following comments in the Methods: Particpants and Sampling:  

“We approached 46 experts via email, and interviewed 33 (17 male, 16 female). Thirteen people 

either refused (3) or were unable to participate (1) or did not respond to emails (9). We had a 

particularly low response rate from volunteers who were on public record as holding senior roles in 

consumer advocacy organisations. This may have been due to a higher turnover of people in these 

positions than in other professional roles: they may no longer have been working as advocates when 

we sent our email. Our sampling evolved as analysis progressed, ensuring we had enough 

representation of positions and roles to give us confidence in our findings.[42] We continued to 

sample until we reached thematic saturation.[39]”  

 

And mentioned it again in the Discussion:  

“Note that we were not seeking to demonstrate the prevalence of particular values (which would 

require a survey in a population-based sample): rather, we aimed to capture the range and variety of 

values. By continuing our sampling and analysis until we reached thematic saturation we are 

confident that we have achieved this aim.[38] Finally, it is possible that experts who agreed to take 

part were somehow different from those who did not, however we sought to minimise such potential 

bias by ensuring we interviewed experts from a range of backgrounds and professed opinions about 

screening.”  

 

Reviewer #3: The term ‘breast screening’ in the title and manuscript would more accurately be 

described as ‘breast cancer screening’.  

 

Authors’ response: Thank you, we have altered the title to read: “Values in breast cancer screening: 

an empirical study with Australian experts”  

 

Reviewer #3: Abstract: To ‘explore’ rather than to ‘explain’ what Australian experts value …  
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Authors’ response: Thank you, we have changed this as suggested  

 

Reviewer #3: Introduction: I think study ‘aims’ rather than study ‘questions’ would be more appropriate  

Authors’ response: Thank you for raising this point. We are comfortable with leaving the wording of 

“research questions” as it is, but we have redrafted them to be absolutely sure that we are 

communicating clearly.  

 

Reviewer #3: ‘… what are the range of things that Australian experts think are of fundamental 

importance…’, should be more carefully defined.  

 

Authors’ response: Thank you, we have altered the research questions in the Introduction to read:  

1. “What values are expressed in the talk of Australian experts about breast screening in Australia?  

2. What are the implications for policy and practice of experts holding particular values?”  

 

Reviewer #3: Results: I am not keen on the extensive Box 1 material that readers have to refer back 

to and search for evidence of illustrative quotes. I would prefer to read a description of the findings, 

peppered with quotes.  

 

Authors’ response: Thank you for bringing our attention to this. We have addressed this point in our 

earlier “Statement on changes to results section”. In particular, we have removed the large table, and 

adopted a more descriptive approach, presenting a more synthesised version of the data in the text, 

illustrated with representative quotes where useful.  

 

Reviewer #3: Discussion: Are there reports of ethical conflicts and dilemmas relating to other health 

issues that may be pertinent to the study findings, for example triggers for conflicts in values thinking 

(Salloch, Sabine, and Christof Breitsameter. "Morality and moral conflicts in hospice care: results of a 

qualitative interview study." Journal of medical ethics 36.10 (2010): 588-592.)?  

 

Authors’ response: Thank you for bringing this to our attention. In the Introduction we have added 

comments regarding the values-based-medicine literature, that has influenced our thinking in regard 

to this study. We particularly note that the literature acknowledges the importance of values and the 

need to explore values differences and conflicts that often exist:  

“The idea that values are important in healthcare is not new. There has been considerable interest in 

paying attention to: patients’ values in clinical practice[28] and health technology assessment[29-31]; 

citizens’ values in healthcare policy[32, 33]; and health practitioners’ values in clinical practice.[34, 35] 

This way of looking at healthcare not only assumes the importance of values in healthcare,[36] but 

also accepts a plurality of values amongst different stakeholders, and emphasises the need to explore 

and work through values differences during healthcare decision making.[35] With these ideas in mind, 

we aimed to investigate experts’ values in breast screening, with a view to identifying new means by 

which persistent disagreements in this field might be understood or mitigated.”  

 

Reviewer #3: Implications for practice: Some of the experts acknowledge they find the evidence 

based on theoretical models/biostatistics difficult to understand, preferring someone else to interpret it 

for them or discounting it because it does not make sense to them. This suggests there is scope for 

professional education.  

 

Authors’ response: Thank you, we agree and we have added the following comments in Table 4:  

“[4] Professional ethics education: Opportunities to participate in training in thinking explicitly about 

ethics and values may assist experts in the difficult task of decision-making.[51] Thinking and talking 

about values is not easy, not least because—as we have shown—the same terminology can be used 

to communicate very different meanings. Explicit training has the potential to increase the robustness 
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and contextualisation of reasoning about breast screening, both by individuals and in decision-making 

bodies.[39, 53]”  

 

Reviewer #3: The authors may wish to include a recent paper on the polarisation of scientific 

communities, illustrating the importance of disclosing conflict of interest in scientific publications 

(Ploug, T., & Holm, S. (2015). Conflict of interest disclosure and the polarisation of scientific 

communities. J Med Ethics 2015;0:1–3. doi:10.1136/medethics-2014-102114)  

 

Authors’ response: Thank you for this. We have added more detail to our comments on conflict of 

interest in the Discussion:  

“Other authors attribute disagreements to vested interests.[6, 12, 17-19] Although we did not explore 

experts’ financial or commercial interests in this study, many participants had direct clinical and/or 

research interests in breast screening. Their familiarity with and trust in their own work may have led 

them to ignore or discount evidence that presented an alternative view.”  

 

Reviewer #3: I would like to have seen the authors take their grounded theory analysis beyond the 

descriptive level, to the formulation of a theory which would have greater explanatory power.  

 

Authors’ response: This is a very reasonable comment from the reviewer in response to our lack of 

clarity around our methodological logic. In particular, we have now located the paper more directly in 

empirical bioethics. Our purpose here was not to develop a theory but to understand how mid-range 

ethical concepts were actually used and understood in practice.  

 

With respect, we do not believe that our analysis is merely descriptive. We have focused on making 

an argument, and setting out evidence for that argument, rather than generating a theory, for reasons 

expressed above. We argue that some experts accept, and some reject, that there is a place for 

values in breast screening, that experts evoke ethical and epistemological values in reasoning about 

breast screening, but that experts applied and understood these mid-range concepts very differently, 

as we illustrate, and that the values held were often in tension. This has clear implications for 

policymaking and practice: for example, it makes it likely that experts will speak at cross-purposes 

about the same ethical idea, such as benefit.  

 

We are happy to take further direction from the Editor on this point if our argument requires further 

clarification.  

 

REVIEWER #4: Janet Parsons  

Reviewer #4: The authors use no methodological references whatsoever. The authors state in the 

COREQ form that this is a grounded theory but give no indication of this in the manuscript.  

 

Authors’ response: Please see the earlier “Statement on changes to methodology and method 

section”.  

 

Reviewer #4: The research question was not adequately defined. At the very outset, the authors say 

their first research question is: "What is the range of things that Australian experts think are of 

fundamental importance to breast screening in this country?" The use of the term "things" I feel is 

vague and unhelpful. While the authors did a good job articulating the focus of their research topic this 

depiction of their research question does not do this work justice.  

 

Authors’ response: Thank you, we have altered the research questions in the Introduction to read:  

1. “What values are expressed in the talk of Australian experts about breast screening in Australia?  

2. What are the implications for policy and practice of experts holding particular values?”  
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Reviewer #4: The authors appear to neglect what is a broad and robust literature on ethics and values 

in health care decision-making and health technology assessment (HTA) more generally (including 

from experts, clinicians, patients, citizens). One need only to look at the work from NICE in the UK 

(which explores societal values and how this influences considerations of evidence and cost-

effectiveness analysis), Ross Upshur on the ethics of evidence, Laupacis and others to see that this 

study is situated within a much broader tradition of scholarship that addresses values and evidence.  

 

Authors’ response: In light of the reviewer’s comments we have included a section in the Introduction 

discussing the literature on values in healthcare, that has influenced our thinking in regard to this 

study. We particularly note the literature that acknowledges the importance of values and the need to 

explore values differences and conflicts that often exist:  

“The idea that values are important in healthcare is not new. There has been considerable interest in 

paying attention to: patients’ values in clinical practice[28] and health technology assessment[29-31]; 

citizens’ values in healthcare policy[32, 33]; and health practitioners’ values in clinical practice.[34, 35] 

This way of looking at healthcare not only assumes the importance of values in healthcare,[36] but 

also accepts a plurality of values amongst different stakeholders, and emphasises the need to explore 

and work through values differences during healthcare decision making.[35] With these ideas in mind, 

we aimed to investigate experts’ values in breast screening, with a view to identifying new means by 

which persistent disagreements in this field might be understood or mitigated.”  

 

Reviewer #4: I mention that research ethics is acceptable here, but I do request a clarification. The 

ethics statement offered by the authors is a bit unclear.  

 

Authors’ response: We have included some additional comments in Methods:Research Ethics to 

clarify the issues of consent and confidentiality in this study. I am not sure if this is what the reviewer 

meant here, and am happy to be guided by the reviewer and the Editor if they think more is required:  

“Ethics approval was granted from the Cancer Institute NSW Population & Health Services Research 

Ethics Committee [HREC/12/CIPHS/46] and the University of Sydney Human Research Ethics 

Committee [#15245]. All participants gave individual written or verbal consent, were assured of 

confidentiality, and were free to withdraw from the study at any stage.”  

 

Reviewer #4: the sample is poorly described  

 

Authors’ response: We have added Table 1 “Characteristics of experts” to the Methods section 

outlining the characteristics (including professional roles) of the experts.  

 

Reviewer #4: the results appear to be under-analysed … Did the authors perform constant 

comparative analysis within and between interviews? If noting tensions, as they describe, one 

assumes yes, but these cross-group and cross-interview comparisons are largely absent. This 

suggests a problem with under-analysis.  

 

Authors’ response: We have addressed this comment in our earlier “Statement on changes to 

methodology and method section”. In particular, we have explicitly described our comparative 

analysis methods in Methods:analysis:  

“Analysis focused on developing a set of categories that captured the most important values in 

experts’ talk. Our goal was not to develop a theory, but to identify mid-range ethical concepts being 

used by participants, and understand what those concepts meant in use. Interviews were read 

repeatedly and coded in detail to capture values-in-use. From codes, more abstract categories were 

developed; these evolved iteratively as the data collection and analysis progressed. LP wrote analytic 

memos throughout, and shared these with other authors for discussion. Coding, categorisation and 

memo-writing were closely informed by Charmaz’s iteration of the constant comparative method.[41]”  
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We have also addressed the points raised here about presentation of our analysis in our earlier 

“Statement on changes to results section”. In particular, we have provided a more synthesised 

presentation, with frequent descriptions of observed patterns between and within respondent groups 

regarding values conception and values priortisation.  

 

Reviewer #4: The rather narrow focus makes it difficult to position this work in a broader field of 

scholarship  

 

Authors’ response: Breast cancer screening is a large public health program throughout the 

developed world and one that is currently subject to much debate internationally. In addition we think 

this study has relevance beyond the field of breast screening into the broader field of public health 

since the concept of recognising that values influence the thinking of experts can be widely 

extrapolated.  

 

Reviewer #4: authors use no methodological references whatsoever, although they do describe the 

methods/techniques used (interviewing, coding). They did not invent these techniques and should 

reference appropriately.  

 

Authors’ response: This was an oversight for which we apologise. Please see our above “Statement 

on changes to methodology and method section”. We have now added the following references:  

38. Mason J. Qualitative researching. 2nd edn. London: SAGE Publications 2002.  

39. Frith L. Symbiotic empirical ethics: a practical methodology. Bioethics 2012;26:198-206.  

40. Carter SM. Beware dichotomies and grand abstractions: attending to particularity and practice in 

empirical bioethics. Am J Bioethics 2009;9:76-77.  

41. Charmaz K. Constructing grounded theory: a practical guide through qualitative analysis. London: 

SAGE Publications 2006.  

42. Sbaraini A, Carter S, Evans RW, et al. How to do a grounded theory study: a worked example of a 

study of dental practices. BMC Med Res Methodol 2011;11:128.  

43. Carter SM. Enacting internal coherence as a path to quality in qualitative inquiry. In: Higgs J, 

Cherry N, Macklin R, et al, eds. Researching practice: A discourse on qualitative methodologies, Vol 2 

Practice, Education, Work and Society Series. Rotterdam: Sense Publishers 2010:143-152.  

44. Carter SM, Little M. Justifying knowledge, justifying method, taking action: epistemologies, 

methodologies and methods in qualitative research. Qual Health Res 2007;17:1316-1328.  

45. Miles MB, Huberman AM. Qualitative data analysis. 2nd edn. California:SAGE Publications 

1994:27-33.  

46. Sturges J, Hanrahan K. Comparing telephone and face-to-face qualitative interviewing: a research 

note. Qualitative Research 2004;4:107-118.  

 

Reviewer #4: The authors indicate in their COREQ checklist that they used grounded theory, yet 

nowhere do they mention this in their paper… they do not indicate what their methodological stance 

was towards their study and the data generated - were they using an ethnographic approach, a 

narrative approach, a grounded theory approach, a critical theory approach, discourse analysis, or 

even a qualitative descriptive approach (à la Sandelowski)? This kind of positioning is essential to the 

rigour of qualitative studies  

 

Authors’ response: Please see our above “Statement on changes to methodology and method 

section”. We recognise that many qualitative researchers have a strong commitment to working within 

extant methodological traditions such as ethnography or grounded theory and using them 

prescriptively. However—as the reviewer will be aware—there are also leading qualitative 

researchers who advocate the value of working in a robust and well-justified way outside of these 

extant traditions (including Sandelowski, but also methodologists such as Jennifer Mason, who 

influenced our methodological logic; our own methodological writing certainly argues along these 
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lines). We were also influenced by, and did not acknowledge strongly enough, recent developments in 

empirical bioethics.  

We have now completely reworked the methodology section and hope that it better addresses the 

reviewer’s concerns, but are of course open to further feedback about how to address this point.  

 

Reviewer #4: As written, this is NOT a grounded theory paper  

 

Authors’ response: The reviewer is quite correct as noted above. This was an error in filling out the 

COREQ checklist, but not in the manuscript. We have amended the checklist and expanded our 

methodology section considerably to address this very reasonable objection.  

 

Reviewer #4: Interviews are not a method but a data source, and are used in a range of 

methodologies.  

Authors’ response: We agree that interviews are not a methodology, although we would categorise 

them as a data collection method (for our argumentation on this see Ref 44. Carter SM, Little M. 

Justifying knowledge, justifying method, taking action: epistemologies, methodologies and methods in 

qualitative research. Qual Health Res 2007;17:1316-1328.  

 

We hope that our reworked methodology section addresses this comment.  

 

Reviewer #4: Other questions raised for me in the Methods section of the paper include the authors’ 

lack of justification for mixing telephone and in-person interviews. While a mixture is at times 

acceptable, the rationale should be articulated and appropriate references cited. It is important to 

address the strengths and limitations of mixing these administration techniques  

 

Authors’ response: Thank you for pointing out that this was missing from our report. We have included 

the following comments in Methods:data collection and a new reference:  

“LP conducted semi-structured interviews face to face in the expert’s or LP’s workplace or by 

telephone if unavailable to meet in person, from October 2012 - October 2013. Interviews lasted 39 to 

105 minutes (average 66 minutes). In keeping with reports from the literature, we found that face to 

face and telephone interviews were of comparable quality and length.[46] Utilising telephone 

interviews enabled us to interview experts across the country.”  

46 Sturges J, Hanrahan K. Comparing telephone and face-to-face qualitative interviewing: a research 

note. Qualitative Research 2004;4:107-118.  

 

Reviewer #4: In their description of their sampling strategy, they appear to be using a key informant 

interview approach, but do not call it this. Again, there are ample references for describing accepted 

sampling strategies in qualitative research – but the approach is unclear from the description offered 

by the authors and no references are cited.  

 

Authors’ response: Thank you for pointing out that this was not clear, and for noting our oversight 

about referencing. In order to avoid any confusion, our preference is to clearly describe the 

methodological logic underpinning what we’ve done, rather than to necessarily adopt particular labels, 

while of course recognising and acknowledging that we are building on a long history of qualitative 

methodology. We have changed the text to describe our approach in greater detail, and have 

provided an appropriate reference:  

“We selected participants from the population of ‘influential experts’, individuals who had engaged in: 

frequent media commentary, publications, senior administration or management, advice to 

government or professional committees, or senior advocacy on breast screening. We sampled 

purposively for maximum variation[45] of ideas, deliberately inviting participants with strongly 

divergent opinions (see Table 1). We also reasoned that perspectives may be associated with 

professional responsibilities and experiences, so contacted participants with a range of professional 
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roles.”  

 

Reviewer #4: Of the 46 experts approached, 13 declined to participate or did not respond. Was there 

anything about these 13 individuals that was different from those who consented to participate? Did 

they all come from a particular ‘group’ of experts (e.g. policy makers or clinicians?)  

 

Authors’ response: We have addressed this point in the new Table 1 which describes the 

characteristics of participants and of experts who were contacted but did not participate. We also 

included the following comment in Methods:participants and sampling:  

“We approached 46 experts via email, and interviewed 33 (17 male, 16 female). Thirteen people 

either refused (3) or were unable to participate (1) or did not respond to emails (9). We had a 

particularly low response rate from volunteers who were on public record as holding senior roles in 

consumer advocacy organisations. This may have been due to a higher turnover of people in these 

positions than in other professional roles: they may no longer have been working as advocates when 

we sent our email. Our sampling evolved as analysis progressed, ensuring we had enough 

representation of positions and roles to give us confidence in our findings.[41] We continued to 

sample until we reached thematic saturation.[38]”  

 

We have also addressed this in the Discussion:  

“It is possible that experts who agreed to take part were somehow different from those who did not, 

however we sought to minimise such potential bias by ensuring we interviewed experts from a range 

of backgrounds and professed opinions about screening.”  

 

Reviewer #4: Nowhere, in either the Methods or the Results sections, do they give us any kind of 

indication what the distribution of ‘types’ of experts was in their study. All experts are treated as 

identical, and yet they seem to have been sampled based on particular attributes (e.g. clinical service 

providers, senior advocacy figures, researchers, economists, policy advisors). They delineate the 

types that they interviewed but give us no idea of the distribution of these groups nor how the findings 

might relate to these groupings.  

 

Authors’ response: We have added Table 1 “Characteristics of experts” to the Methods section 

outlining the characteristics (including professional roles) of the experts and we have included the 

expert’s role alongside each expert quotation. We have also commented, where appropriate, on how 

experts’ backgrounds affected their comments. For example: in Results:Avoiding harms we note that 

there was a relationship between professional role and conceptualisation of “harm”:  

“One group of experts, comprised mostly of researchers, conceived of harm as being mainly about 

overdiagnosis. A second group, mostly clinicians, saw significant harms in false positive diagnoses 

and/or overtreatment. Not all researchers or clinicians expressed a clear conception of harm, and of 

those that did, not all described it along these lines. However these two major patterns were 

associated with particular professional roles, suggesting some influence of availability bias.[48] 

Researchers whose work involved calculating overdiagnosis in populations tended to conceptualise 

harm as overdiagnosis. In contrast, clinicians working with identifiable patients receiving false positive 

results and negotiating between appropriate treatment and overtreatment, tended to see harm in 

these terms. A third, less widely expressed, view about harms concentrated on womens’ experience 

of the screening process. This view was held by all three consumer advocates.”  

 

In Results:Epistemological values we note that epidemiologists express differing ideas about scientific 

evidence  

“There was a wide spread of ideas, however, about what constitutes ‘good’ scientific evidence (Table 

2) and this spread was evident across the sub-group of epidemiologists and biostatisticians.”  

 

In Table 4 we discuss the particular view of breast screening expressed by consumer advocates:  
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“[3] Breast cancer consumers’ view of screening: Consumer advocates in this study presented a very 

particular view of breast screening. They emphasised morbidity benefits including reassurance; 

tended to suggest that harms were minimal; and argued that the best way to respect women’s 

autonomy was to provide them with, and promote, screening services, as this allowed them to access 

information about their personal breast cancer risk. It seems possible that these ways of thinking 

about screening may risk generating “too much medicine”[10] for women.”  

 

Reviewer #4: the authors indicate that their participants gave “individual consent” to be interviewed. 

Was this written or verbal consent? Was this informed consent?  

 

Authors’ response: We have altered our comment about consent in Methods:research ethics to 

address these points:  

“All participants gave individual written or verbal consent to be interviewed, were assured of 

confidentiality, and were free to withdraw from the study at any stage.”  

 

Reviewer #4: reference list. I note that 9/43 of their references (over 20% or 1 in 5) are of one- page 

commentaries in a single issue of The Lancet 2013. While these letters to the editor may be of 

interest, they serve only to highlight that the authors would do well to consult a broader array of 

literature.  

 

Authors’ response: We have combined the letters-to-the-editor referred to in this comment into a 

single reference, for greater clarity and ease of use for the reader. We have added many new 

references in our revision of the paper; in particular we have added several references about 

methodology and methods and several references about values in healthcare.  

 

Reviewer #4: The Results section was somewhat difficult to read, given the vast table placed in the 

middle of the document prior to any real unpacking of the study results. The reader feels that they are 

lost in a raw dataset with little guidance….I would recommend that Box 1 appear as a supplementary 

table or at another point in the paper. Alternatively a shorter Box 1 with a greater degree of synthesis 

of the findings would be another way of improving readability.  

 

Authors’ response: We have taken these comments on board. Please see our “Statement on changes 

to results section” above.  

 

Reviewer #4: The title of the first section of Box 1 says nothing about ‘Ethical Values’ at the outset, 

yet there is one for ‘Epistemological Values’ later in the table.  

 

Authors’ response: Thank you, this has been added in  

 

Reviewer #4: All experts are just labeled ‘Expert’ and given an identifying number. And yet, surely 

values espoused in the interviews were contextualized by the participants based on their experiences 

with breast cancer screening and the kind of expert role that they play. Without this contextual 

information, no understanding of participant ‘groups’ similarities and differences is available and the 

authors do nothing to address this.  

 

Authors’ response: We have added Table 1 “Characteristics of experts” to the Methods section 

outlining the characteristics (including professional roles) of the experts. We have also included the 

expert’s role alongside each expert quotation. We have also commented, where appropriate, on how 

experts’ backgrounds affected their comments. For example: in Results:Avoiding harms we note that 

there was a relationship between professional role and conceptualisation of “harm”:  

“One group of experts, comprised mostly of researchers, conceived of harm as being mainly about 

overdiagnosis. A second group, mostly clinicians, saw significant harms in false positive diagnoses 
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and/or overtreatment. Not all researchers or clinicians expressed a clear conception of harm, and of 

those that did, not all described it along these lines. However these two major patterns were 

associated with particular professional roles, suggesting some influence of availability bias.[48] 

Researchers whose work involved calculating overdiagnosis in populations tended to conceptualise 

harm as overdiagnosis. In contrast, clinicians working with identifiable patients receiving false positive 

results and negotiating between appropriate treatment and overtreatment, tended to see harm in 

these terms. A third, less widely expressed, view about harms concentrated on womens’ experience 

of the screening process. This view was held by all three consumer advocates.”  

 

In Results:Epistemological values we note that epidemiologists express differing ideas about scientific 

evidence  

“There was a wide spread of ideas, however, about what constitutes ‘good’ scientific  

evidence (Table 2) and this spread was evident across the sub-group of epidemiologists and 

biostatisticians.”  

 

In Table 4 we discuss the particular view of breast screening expressed by consumer advocates:  

“[3] Breast cancer consumers’ view of screening: Consumer advocates in this study presented a very 

particular view of breast screening. They emphasised morbidity benefits including reassurance; 

tended to suggest that harms were minimal; and argued that the best way to respect women’s 

autonomy was to provide them with, and promote, screening services, as this allowed them to access 

information about their personal breast cancer risk. It seems possible that these ways of thinking 

about screening may risk generating “too much medicine”[10] for women.”  

 

Reviewer #4: I noted with interest how often experts were noted to dismiss patient and citizen abilities 

to judge the evidence related to breast screening and that at times participants indicated that informed 

consent was less important than getting people screened. This was fascinating as a discursive 

practice and says something about these participants’ perspectives and about the social construction 

of lay perspectives by experts. I think in a bioethics paper these should be problematized more and I 

think the authors have missed a rich analytic opportunity. I would encourage them to explore this 

issue.  

 

Authors’ response: Thank you for including this comment. We were also fascinated by the data that 

we obtained. We have added some greater detail to this issue. We noted that some participants 

viewed autonomy as being about attending screening or having screening available, so that for them, 

respecting autonomy was not being compromised by providing only limited information (in 

Results:promoting autonomy):  

“A less common view, described by a smaller number of experts, including all three consumer 

advocates, placed respecting autonomy as being about the provision and promotion of breast 

screening, as this enabled women to “find out whether you have [a cancer] or not” (#24 consumer 

advocate) early enough to enable less aggressive treatments. For these experts, information was less 

central to autonomy than the option/encouragement to screen. They advocated limiting information in 

order to avoid scaring women away.”  

 

We also included the following comments about participants who equated autonomy with providing 

information, describing different ways that experts prioritised autonomy (in Results:conflicting values):  

“Most experts who discussed conflicting values described tensions between respecting autonomy and 

delivering benefit. These experts equated respecting autonomy with providing information, and felt 

that providing information to consumers might reduce participation rates and therefore lower breast 

cancer mortality and morbidity benefits of screening. Some experts simply described a spectrum of 

positions that one could take regarding these conflicting values, such as “the continuum between 

individual autonomy and public health” (#17 researcher NOS). Others openly favoured one value over 

another, with implications for practice. Those who prioritised delivering benefits, for example, 
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preferred to limit breast screening information in order to avoid frightening women away. Those who 

prioritised autonomy were in favour of providing more comprehensive information and encouraging 

informed choice.”  

 

We are planning to explore this particular topic in greater detail in another paper that deals with this 

data set.  

 

Reviewer #4: the participant who recounted that values thinking was “not for practitioners” raises 

some very interesting bioethical questions for this reviewer. These opinions from respected experts in 

the field of breast cancer screening, some of whom may be gatekeepers to the system, were thought 

provoking and I would have liked to see the authors unpack these ideas more – and to interrogate 

their significance.  

 

Authors’ response: Thank you for this comment. We have include a discussion in Table 4 in the 

Discussion section exploring this idea:  

“(4) Professional ethics education: Opportunities to participate in training in thinking explicitly about 

ethics and values may assist experts in the difficult task of decision-making.[51] Thinking and talking 

about values is not easy, not least because—as we have shown—the same terminology can be used 

to communicate very different meanings. Explicit training has the potential to increase the robustness 

and contextualisation of reasoning about breast screening, both by individuals and in decision-making 

bodies.[39, 53]”  

 

Reviewer #4: In Box 2, the example quotes used did not (for me) always illustrate the Pair/Tension 

sufficiently. For example, I did in not feel that the quote illustrating No. 3 was addressing informed 

consent. For No. 5, the quote used did not speak to the values being equally important as the authors 

claim, but rather suggests simply a weighing of competing values. The notion of ‘equal importance’ is 

not illustrated by this quote.  

 

Authors’ response: Thank you for these comments. Please see our “Statement on changes to 

methodology and method section” above. Specifically, in order to address reviewer’s requests to 

provide greater readability and clarity of the data we have substantially changed the way we present 

our finding in the Results section. We have changed the way that we use quotes, and the section that 

the reviewer refers to here is no longer present.  

 

Reviewer #4: I liked the notion of ‘traded off’ values but wished that the authors had unpacked this 

concept more for the reader, rather than assuming that everyone understands what this means. I 

think problematizing this and exploring what this actually means would be a valuable contribution.  

 

Authors’ response: Thank you for this. We have reworked the section that deals with conflicting 

values (Results:conflicting values); we have used different terminology and provided greater clarity as 

to our meanings:  

“Many experts described a perceived conflict between one or more values in the breast screening 

context. They saw certain values as being in tension with each other, such that respecting one value 

would necessarily entail sacrificing the other. Most experts who discussed conflicting values 

described tensions between respecting autonomy and delivering benefit.”  

 

We have described different patterns of how participants prioritised conflicting values in conflict, and 

provided worked examples in Table 3 in order to assist with explaining this concept to the readers  

 

Reviewer #4: Discussion: No consideration of limitations – The authors do not identify any limitations 

of their research. This should be considered in any revision of the paper.  
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Authors’ response: Thank you for this. We have made our comments about limitations more explicit 

and extensive in the Discussion section:  

“Possible limitations include the focus on Australia, as experts from other jurisdictions may hold 

different values. However since the Australian program shares much in terms of rationale, purpose 

and implementation with counterpart programs in the UK and many European countries, it seems 

likely that our results will be at least partially transferable. Note that we were not seeking to 

demonstrate the prevalence of particular values (which would require a survey in a population-based 

sample): rather, we aimed to capture the range and variety of values. By continuing our sampling and 

analysis until we reached thematic saturation we are confident that we have achieved this aim.[38] 

Finally, it is possible that experts who agreed to take part were somehow different from those who did 

not, however we sought to minimise such potential bias by ensuring we interviewed experts from a 

range of backgrounds and professed opinions about screening.” 

VERSION 2 – REVIEW 

REVIEWER Lindsay Fraser 
UCL Institute for Women's Health, UK 

REVIEW RETURNED 24-Apr-2015 

 

GENERAL COMMENTS The authors have addressed the reviewer's comments and the 
revised manuscript was a pleasure to read. Clear and articulate.  

 

REVIEWER Janet Parsons 
St. Michael's Hospital and University of Toronto,  
Toronto, Canada 

REVIEW RETURNED 28-Apr-2015 

 

GENERAL COMMENTS The authors are to be commended for very thoroughly and 
thoughtfully responding to all the reviewers' comments on the 
previous version. They have done an excellent job addressing all of 
our concerns and I find the revised version of the manuscript greatly 
improved. The authors have done an excellent job incorporating the 
methodological references and describing their methods in much 
greater detail. They also appropriately position their research within 
the broader literature in this latest version. The expanded and 
updated reference list was greatly appreciated by this reviewer. 
Overall, the flow and argumentation was much better and told a 
compelling and engaging research story.  
The greater incorporation of quotes within the body of the text, and 
the condensed Table 2 made for a much more readable paper this 
time around. The expanded Discussion (including the addition of 
Table 4) was very well executed.  
I have only 2 very minor revisions to suggest. They are not required, 
but are simply recommended for clarification.  
1) RESULTS section - page 39, line 24 of revised MS: The authors 
use the term 'case study' for their examples, but case study has a 
particular meaning in qualitative research circles, and this might 
prove confusing for readers. I would simply suggest revising the 
term to 'case examples' to avoid any confusion with case study 
methodology, which I realize is not the authors' meaning.  
2) DISCUSSION section - page 40, line 50: after the word 
"transferable" it would be nice to incorporate a reference, to 
demonstrate that they are acknowledging what this means in 
qualitative studies. I think one of the methods references already 
cited would likely suffice.  
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As I say, these are very minor recommendations and in no way 
influence my decision that this paper should be accepted for 
publication in BMJ Open.  
Again, I would like to commend the authors for doing such an 
extensive and thoughtful revision.  
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