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VERSION 1 - REVIEW 

REVIEWER Leon, Natalie 
Health Systems Research Unit  
South African Medical Research Council  
South Africa 

REVIEW RETURNED 10-Mar-2015 

 

GENERAL COMMENTS General  
a) The study addresses and important question regarding patient 
experiences of new complex interventions, knowledge that can 
inform future design of interventions.  
b) The study, manuscript and writing is of a high quality in terms of 
structure, layout, and appropriateness of methodology, concise and 
coherent content and good interpretation of findings.  
c) Although I would consider this manuscript to be acceptable for 
publication in its current form, the minor revisions suggested below, 
could strengthen the article.  
Minor revisions  
1. Sampling: please clarify how sampling was done for the meta-
analysis (beyond stating it was a sub-sample of a larger set of 
evaluations (For example, was it purposive, convenience or a 
combination?). Or is this what pg 11. Line 14-19 refers to?  
2. Sampling: Please clarify if all the ‘caregivers’ refer to non-medical 
(informal/family caregivers). At times it was not clear if medical 
personnel may have been included. E.g. See pg 22. Line 15, where 
you speak of patients and providers.  
3. Sampling: Related to 2 above, also explain the difference in 
numbers between the intervention groups and clarify why no 
caregivers were selected for two of the intervention groups.  
4. Method: It is not clear how ‘qualitative meta-evaluation’ is a 
different or innovative method, other than the multiple data sources it 
uses. The authors appear to claim it has unique value as a method, 
but this is not easily evident and needs to be further explained.  
5. Method: Although interview questions may have differed across 
the intervention project evaluations, it would be useful to state 
broadly the type of questions that was asked in the interviews.  
6. Analysis: It is useful to state the background of the two authors 
who did the bulk of the analysis (and or their role in the overall 
BRIDGES Collaboration) as this helps the reader to know their 
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interest in the topic. (Issue of reflexivity).  
7. Analysis: The authors fed back the preliminary findings to 
stakeholders. It would be interesting to know if and how their 
responses were taken into consideration in the final manuscript.  
8. Findings: Theme 5. The title of this theme could be a bit more 
focussed to what is being described. This section talks initially of 
self-censoring and self-blame as responses to the sense of being 
perceived as burdensome. Might be more accurate to refer to 
patients’ responses being shaped?  
9. Supplementary Quotes: Pg 28. Lines 14 and 18 : clarify if 
‘hospital’ refers to ED or is it indication and alternative to ED; Line 
48-51- quote can be reduced; Pg 29. The first quote duplicates 
some of the quote used in the manuscript; line 37-38- its not clear 
what this quote is illustrating. For example, the reference to the 
caseworker is the case manager being done away with or not, and is 
this being perceived as improvement or not). 

 

REVIEWER Burt, Jenni 
University of Cambridge, UK 

REVIEW RETURNED 22-Mar-2015 

 

GENERAL COMMENTS General comments  
More ambitious approaches to qualitative data collection and 
analysis are not seen as often as one might hope, and I was really 
pleased to read this paper reporting a cross-study qualitative 
evaluation of five different interventions. The authors are to be 
congratulated on their work co-ordinating interviews across these 
various projects, and drawing them together to consider the 
experiences of patients with complex needs within different projects 
aiming to better integrate their care. However, whilst this current 
draft has some strengths, I think there is a missed opportunity to 
focus in more depth on areas which really add to our current 
understanding, rather than what is already known from previous 
research: I’ll outline this in more detail as I go through the paper.  
Background  
Whilst clearly written, I feel the background section displays a 
general lack of engagement with current research which might 
explain some of the choices of data presentation in the results. For 
example, I do not agree with the assertion (lines 22-24ish, page 7 of 
28 in my review copy, page 6 of 26 for the authors) that “To date, 
research of this vulnerable patient group has been focused on a 
single condition using primarily survey and administrative data”. If, 
by “vulnerable patient group” the authors mean those with complex 
health and social needs (which they don’t really define anywhere), 
there is a plethora of research on the experiences of care for those 
with multimorbidity and other challenges. For example, just within 
the UK, key programmes include Stewart Mercer’s work on GPs at 
the Deep End; Bruce Guthrie’s work on multimorbidity and 
depression; Chris Salisbury’s work on approaches to managing 
multimorbidity; and Anne Roger’s work on the experiences of those 
with long-term conditions, particularly in self-management and 
informal networks of care. Engagement with this body of work would 
lead to a more nuanced presentation of our current understanding of 
the challenges of improving care for patients with complex needs 
within this paper.  
Additionally, I wasn’t convinced by the articulation of the knowledge 
gap the paper states it is addressing. Paragraph two of the 
background covers a great deal of ground – the need for complex 
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interventions (although I think the role of simply really good primary 
care in coordinating care is slightly missed here); the neglect of the 
patient perspective in complex interventions (I am not sure this is 
entirely the case); the “limited empirical evidence” on the importance 
of engaging patients in “reform efforts” (specifically around 
multimorbidity or more generally?) and the difficulties of measuring 
complexity. The authors suggest that measurement relies on 
individual level, local context or system levels rather than the 
relationships between them: again, research does indeed address 
this area (as does extensive work on the theory behind evaluating 
such interventions). So, altogether, I am not entirely convinced I 
follow this argument, which runs rather sketchily over a vast tract of 
ground.  
 
The discussion, by contrast, places the study as “highlight[ing] and 
challeng[ing] the key assumptions often embedded in complex 
interventions designed for patients with multiple chronic diseases”. I 
think this is a much better, and more convincing, place to start, 
although it needs a new emphasis in the introduction to be more 
clearly addressed. The introduction would be stronger if it more 
clearly presented what we currently know: that interventions may be 
designed without really engaging with how patients live their lives 
and interact with health care, and that they often fall down as a 
result (although they might not work in some cases in spite of this – 
the WISE trial of a self-management intervention is a good example 
here, regardless of its impressive approach to patient engagement in 
its design and conduct: see 
http://www.bmj.com/content/346/bmj.f2882 for main findings; there 
are many additional papers associated with it too if you look up Anne 
Kennedy’s or Anne Roger’s work). However, if this is the key 
argument, the authors also need to make very clear whether the 
“innovative interventions” they are evaluating were designed with 
greater engagement with patient attitudes and experiences (and 
therefore that they were expecting more positive patient experiences 
than has sometimes been the case). Alternatively, if the 
interventions they were evaluating were not particularly alert to the 
issues important to patients, this needs to be articulated, and the 
subsequent aim of the study clarified.  
A minor note – “Appendix A”, with more details of the nine projects 
forming the BRIDGES programme was referenced, but I could not 
find this material in what was available to me – only an “Appendix 1” 
which had supplementary quotes.  
Methods  
Whilst the methods are broadly well described and appropriate, 
more detail would be helpful. In particular:  
• Perhaps this detail is in the missing Appendix, but to be able to 
make more sense of the findings, I would like to know more about 
the projects than is set out in Table 1. For example, what were the 
time-limes over which these projects ran, the geographical/health 
care system areas covered, the conditions or patients on which they 
were focussed (stated for some but not always clear e.g. the 
IMPACT project), and the anticipated impact of each project? For 
this reason, I think that Table 1 should be separated out to make two 
tables – one about the projects, and one about the patients and 
carers included within the dataset for this paper (for example, a table 
setting out, perhaps for each project, the age range, gender, location 
and nature of conditions for each participating patient/carer).  
• I wasn’t clear whether patients and carers were dyads (carers 
related to patients who were also interviewed) or not.  
• How were patients and carers sampled for interview? I do 
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appreciate this is across five different service evaluations, but there 
is no mention at all in the text at present as to how participants were 
identified, sampled, and recruited.  
• More information about the topic guide (e.g. a box highlighting key 
core areas across the guides) would be useful to provide better 
understanding of what was covered in each interview. Was the topic 
guide piloted and, if so, how?  
• Over what time period were interviews conducted? And when were 
participants interviewed in the context of their experience of the 
intervention?  
• The number of interviews conducted per project varied widely – 
from 4 to 26. Why? In the limitations, I think it would be helpful to 
consider how the variations in data available for each project added 
to the complexities of analysis  
• Was the approach always intended to analyse all interview data 
together across all projects, or are project-level analyses also being 
conducted? I think it would be good to be very clear if this analysis 
was planned a priori or not.  
Results  
This section is the one which I feel could most benefit from a re-
think, guided by an engagement with the current literature on the 
experiences of patients with complex needs. The authors state 
(page 11/28 or 10/26, lines 54-57) that they “organised our findings 
into five broad themes…”, which I found a rather odd turn of phrase. 
Are these five areas which they identified as key content running 
throughout the interviews, or have they re-orientated or re-presented 
everything for the purposes of this paper? The core interest of this 
paper is the idea that complex interventions might not be designed 
with a great understanding of the patients’ experiences and 
perspectives. This is a rather worrying situation if true (and I am not 
suggesting it isn’t) – but the authors do not really situate their 
findings within the nature of the interventions they are evaluating. To 
do so, us readers need to know much more about what the 
interventions patients were participating in were trying to do (hence 
more information in the methods on these) and, perhaps, these 
interventions need to be brought into the findings, for example by 
situating the patients’ comments within the context of the 
intervention they were experiencing. I know this is going to sound a 
very unhelpful comment, as the whole point of this paper is to 
identify key issues across the five interventions, but we cannot 
ignore the context here in making sense of patient and carer 
experience.  
So, for example, the first area we read about is that ED is 
unavoidable. I don’t know this is even relevant if I don’t know that 
interventions were aiming specifically to reduce ED attendance 
(which is briefly mentioned in the introduction but without great 
detail, and not reiterated here), so it sits slightly uneasily as a first 
area to cover. Additionally, the methods state that interviews 
focussed specifically on both before, during and after interventions 
but it is not clear from the ED section whether this was always the 
case and remained the case or was something participants 
experienced prior to the intervention which had subsequently 
changed. In fact, throughout the results the temporal dimension is 
lacking.  
Areas two and three (the situating of patients and carers within their 
daily lives and responsibilities and the importance of non-medical 
issues) are where I would like to see particular changes, as at 
present I am not sure the authors appear aware of the full extent of 
what is already out there on this. I am sure these were indeed 
important areas within the interviews (in all the patients with 
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multimorbidity and their carers I have interviewed, these areas are 
always to the fore), but there is a very extensive literature on the 
nature and the work of being a patient and carer (starting with 
Corbin and Strauss, moving through Michael Bury and now, for 
example, Annemarie Mol’s work) and, for example, how this can 
change over time (http://chi.sagepub.com/content/7/2/147.abstract). 
The way these data are currently presented, it appears that the 
integrated care interventions were entirely unaware of the competing 
demands on patients’ lives and the challenges in the effective 
delivery of interventions for those with multimorbidity (which can 
indeed happen: see for example our evaluation of the complete lack 
of care planning in patients with long term conditions: 
http://www.ncbi.nlm.nih.gov/pubmed/25179071 and 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3436749/ ) Whilst the 
authors may wish to acknowledge these areas were present, I think 
a re-focus on giving more depth to other areas would improve the 
paper immeasurably.  
Where I got really interested was in section 4, on the unanticipated 
consequences of interventions. This was fascinating, and new, and 
helpful – the idea that an intervention might help (although I have no 
idea if effectiveness of these interventions was assessed in any 
way) because it made a patient feel cared for at last is really 
important. This section would benefit from greater detail and depth, 
as to me it appears to be a key message of this work. Would the 
authors be able to present more data on this, and more information 
on whether, for example, this was across all interventions, and any 
other aspects they identified which were related to this?  
I wasn’t sure how section 5 “Patients are shaped by discourses on 
medically complex patients” quite hung together. Some of the data 
relates to perceived effectiveness, which to me isn’t necessarily to 
do with medical discourses: perhaps this link between reducing ED 
use and patients’ awareness of this as an aim of the intervention 
was more present in the data, but I am not sure it is substantiated 
here.  
Discussion  
As with the Introduction, the Discussion is clearly written but lacks 
engagement with the literature: it is incredibly sparsely referenced. 
For example, the whole of the second paragraph on the “second key 
finding” relating to informal support systems references one paper, 
in spite of the plethora of work in this area I have already mentioned. 
Similarly, on page 22/28 (21/26) there is a full paragraph with no 
references at all. I’m all for authors discussing their results and 
giving their views, but this does need to be done within the context 
of what we already know, how this work is similar and how it is 
different, which rather needs references to existing work to be 
achieved.  
One comment particularly struck me (page 21/28 or 20/26, lines 29 
to 32ish): “while socioeconomic factors were often overlooked in 
intervention designs”. I scribbled in the margins: “the authors haven’t 
made a case for this”. I think this comes back to the key issue at 
hand for this paper: is it making the case that intervention design 
ignores what we know about the needs of patients (and is this really 
true: we have some pretty sophisticated understanding about 
patients’ attitudes, beliefs and expectations e.g. 
http://chi.sagepub.com/content/10/2/135.full.pdf+html, which are 
used to inform interventions. It also begs the cheeky question 
mentioned above – was their intervention design also blind to these 
factors and, if so, why?). Or is the paper perhaps making the case 
that, even for interventions which are designed to address the 
realities of patients’ lives (do their interventions sit in this camp?), we 
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still struggle to really get there. Better enunciation of their data on 
this, and better situation of the discussion within the current 
literature, would really help here.  
I do encourage the authors to re-think what their paper adds to the 
existing literature: I think the approach is strong, and there are good 
and important insights here into how interventions might be better 
formulated. Whilst the thinking process has not quite run to its full 
potential in this draft, there is nothing to suggest that the paper 
cannot be re-orientated to provide a much stronger and clearer 
message, though it might need a fairly brave look at the results 
section to achieve this.  
I haven’t added any minor comments on typos etc at this stage, as I 
think I have probably given the authors enough to think about for 
now. I wish them well with the progress of this paper. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer #1  

Name Natalie Leon  

Institution and Country Health Systems Research Unit South African Medical Research Council South 

Africa Please state any competing interests or state ‘None declared’: None declared  

 

Please leave your comments for the authors below  

 

Reviewer: Dr. Natalie Leon  

Health Systems Research Unit  

SA Medical Research Council, South Africa March 2015  

 

General  

a) The study addresses and important question regarding patient experiences of new complex 

interventions, knowledge that can inform future design of interventions.  

b) The study, manuscript and writing is of a high quality in terms of structure, layout, and 

appropriateness of methodology, concise and coherent content and good interpretation of findings.  

c) Although I would consider this manuscript to be acceptable for publication in its current form, the 

minor revisions suggested below, could strengthen the article.  

 

Minor revisions  

1. Sampling: please clarify how sampling was done for the meta-analysis (beyond stating it was a 

sub-sample of a larger set of evaluations (For example, was it purposive, convenience or a 

combination?). Or is this what pg 11. Line 14-19 refers to?  

 

Response: Thank you for pointing this out. We have added a line in the Methods section indicating 

that in fact the sampling was purposive: “In accordance with qualitative research, the sampling design 

was purposive (Patton 1990).”  

 

2. Sampling: Please clarify if all the ‘caregivers’ refer to non-medical (informal/family caregivers). At 

times it was not clear if medical personnel may have been included. E.g. See pg 22. Line 15, where 

you speak of patients and providers.  

 

Response: Caregivers refer to those who are non-medical while provider refers to medical providers. 

We have gone through the manuscript and added the term “medical” before each use of the word 

“provider” in order to make this distinction more clear.  

 

3. Sampling: Related to 2 above, also explain the difference in numbers between the intervention 
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groups and clarify why no caregivers were selected for two of the intervention groups.  

 

Response: Sample requirements were determined independently by the different project teams. 

Interventions 3 and 5 did not include caregivers in their sample populations. No changes in 

manuscript.  

 

4. Method: It is not clear how ‘qualitative meta-evaluation’ is a different or innovative method, other 

than the multiple data sources it uses. The authors appear to claim it has unique value as a method, 

but this is not easily evident and needs to be further explained.  

 

Response: We are not making claims about the method’s uniqueness but are recommending that it is 

useful to compare across interventions and patient groups to gather cumulative learnings at a 

systems level that can hopefully inform intervention design and modification. No changes in 

manuscript.  

 

5. Method: Although interview questions may have differed across the intervention project 

evaluations, it would be useful to state broadly the type of questions that was asked in the interviews.  

 

Response: We have added these semi-structured interview guides as an appendix. Please see 

Appendix A.  

 

6. Analysis: It is useful to state the background of the two authors who did the bulk of the analysis 

(and or their role in the overall BRIDGES Collaboration) as this helps the reader to know their interest 

in the topic. (Issue of reflexivity).  

 

Response: We have added background information about the two authors and their roles in the 

overall BRIDGES Collaboration [Page 10, Para 1]:  

“To ensure some degree of standardization in data collection across sites, a sociologist and member 

of the BRIDGES’ Executive Committee (FW), led five workshops on qualitative methods for research 

teams from each of the five projects conducting the interviews. Research teams also had ongoing 

access to this individual as well as a Masters trained sociologist (JC) employed by BRIDGES to 

address methodological challenges.”  

 

7. Analysis: The authors fed back the preliminary findings to stakeholders. It would be interesting to 

know if and how their responses were taken into consideration in the final manuscript.  

 

Response: All project teams read a copy of the manuscript and their written responses were taken 

into consideration. No changes in manuscript.  

 

8. Findings: Theme 5. The title of this theme could be a bit more focussed to what is being described. 

This section talks initially of self-censoring and self-blame as responses to the sense of being 

perceived as burdensome. Might be more accurate to refer to patients’ responses being shaped?  

 

Response: Thank you – We have revised the title of theme 5: “Patient experiences are shaped by the 

health care discourses on medically complex patients”  

 

9. Supplementary Quotes: Pg 28. Lines 14 and 18 : clarify if ‘hospital’ refers to ED or is it indication 

and alternative to ED; Line 48-51- quote can be reduced; Pg 29. The first quote duplicates some of 

the quote used in the manuscript; line 37-38- its not clear what this quote is illustrating. For example, 

the reference to the caseworker is the case manager being done away with or not, and is this being 

perceived as improvement or not).  

Response: We made your suggested changes to the supplementary table.  
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Reviewer #2  

Reviewer Name Jenni Burt  

Institution and Country University of Cambridge, UK Please state any competing interests or state 

‘None declared’: None declared  

 

Please leave your comments for the authors below Capturing the experiences of patients across 

multiple complex interventions: a pragmatic qualitative approach BMJ Open March 2015  

 

General comments  

More ambitious approaches to qualitative data collection and analysis are not seen as often as one 

might hope, and I was really pleased to read this paper reporting a cross-study qualitative evaluation 

of five different interventions. The authors are to be congratulated on their work co-ordinating 

interviews across these various projects, and drawing them together to consider the experiences of 

patients with complex needs within different projects aiming to better integrate their care. However, 

whilst this current draft has some strengths, I think there is a missed opportunity to focus in more 

depth on areas which really add to our current understanding, rather than what is already known from 

previous research: I’ll outline this in more detail as I go through the paper.  

 

1. Background  

Whilst clearly written, I feel the background section displays a general lack of engagement with 

current research which might explain some of the choices of data presentation in the results. For 

example, I do not agree with the assertion (lines 22-24ish, page 7 of 28 in my review copy, page 6 of 

26 for the authors) that “To date, research of this vulnerable patient group has been focused on a 

single condition using primarily survey and administrative data”. If, by “vulnerable patient group” the 

authors mean those with complex health and social needs (which they don’t really define anywhere), 

there is a plethora of research on the experiences of care for those with multimorbidity and other 

challenges. For example, just within the UK, key programmes include Stewart Mercer’s work on GPs 

at the Deep End; Bruce Guthrie’s work on multimorbidity and depression; Chris Salisbury’s work on 

approaches to managing multimorbidity; and Anne Roger’s work on the experiences of those with 

long-term conditions, particularly in self-management and informal networks of care. Engagement 

with this body of work would lead to a more nuanced presentation of our current understanding of the 

challenges of improving care for patients with complex needs within this paper.  

 

Response: Thank you for these excellent comments. We have removed the statement “To date, 

research of this vulnerable patient group has been focused on a single condition using primarily 

survey and administrative data” and included literature on the experiences of care of those with 

multimorbidity, depression, self-management and informal care networks.  

 

 

2. Additionally, I wasn’t convinced by the articulation of the knowledge gap the paper states it is 

addressing. Paragraph two of the background covers a great deal of ground – the need for complex 

interventions (although I think the role of simply really good primary care in coordinating care is 

slightly missed here); the neglect of the patient perspective in complex interventions (I am not sure 

this is entirely the case); the “limited empirical evidence” on the importance of engaging patients in 

“reform efforts” (specifically around multimorbidity or more generally?) and the difficulties of 

measuring complexity. The authors suggest that measurement relies on individual level, local context 

or system levels rather than the relationships between them: again, research does indeed address 

this area (as does extensive work on the theory behind evaluating such interventions). So, altogether, 

I am not entirely convinced I follow this argument, which runs rather sketchily over a vast tract of 

ground.  
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Response: We have substantially revised the background section and, as recommended in the next 

comment, positioned the study as highlighting and challenging the key assumptions in complex 

interventions and revised Page 6, Para 2:  

“The care and management of individuals with multiple chronic diseases often involve complex 

interventions comprised of behavioural, organizational and technological components that may act 

both independently and interdependently.[11-12]. However, the significance of patients’ social 

locations and how they interact with health and social services is often missing in the design of 

complex interventions [7, 13]. Protocols for the implementation and evaluation of complex 

interventions for patients with multiple chronic diseases often assume a single, universal patient 

trajectory or journey [14] As a result, complex interventions targeting this patient group often include 

self-management strategies that do not consider the patient’s physical, social and economic 

challenges [7,15-17]. In addition, patient preferences and perceptions of innovative care models may 

are often be overlooked in their design and implementation .[18-19]. This is not to say that providers 

are unaware of their patient’s complex life contexts or lack empathy. Far from it. However, despite 

many recent initiatives internationally to address this gap there remains a lack of clarity as to how 

individual health care providers or projects could best address systemic issues outside of their control 

that might better allow for the delivery of patient-centred care [18]. While intervention outcome 

measures such as reduced ED visits reflect system priorities, these metrics may not address what 

matters most to the patient [20]. As well, the interaction of multiple level system components is often 

inadequately theorized[21-24]. As a result, intervention components typically focus on the individual 

level (patient or caregiver), local context (clinic or hospital) or system level (economic or policy); even 

though these are inter-related components within complex systems [23-24]. “  

 

3.The discussion, by contrast, places the study as “highlight[ing] and challeng[ing] the key 

assumptions often embedded in complex interventions designed for patients with multiple chronic 

diseases”. I think this is a much better, and more convincing, place to start, although it needs a new 

emphasis in the introduction to be more clearly addressed.  

 

Response: We have revised accordingly. Page7, Para 1:  

“Researchers have explored the health and social care experiences of patients with multimorbidity 

[15,25-26], including patient perceptions of intervention components [17] and barriers to the 

translation and implementation of patient-centred strategies into primary care settings [27-30]. Our 

study contributes to critical studies of care for patients with multiple chronic conditions by highlighting 

and challenging some of the key assumptions embedded in the design of complex interventions. We 

examine these underlying logics by drawing on the experiences of patients with multiple chronic 

diseases from the qualitative study component of five complex intervention projects that were 

implemented in Toronto, Ontario, Canada. BRIDGES (Building bridges to integrate care) was initiated 

in 2011 at the University of Toronto to improve care coordination for patients with complex medical 

and social needs. To date, nine project teams targeting patients with various conditions have received 

methodological and financial support for the design and evaluation of these innovative interventions. 

This pragmatic qualitative meta-evaluation provides a unique opportunity to compare and validate 

findings across multiple innovative interventions that seek to address the same complex issue through 

a variety of approaches and in different patient populations.”  

 

4.The introduction would be stronger if it more clearly presented what we currently know: that 

interventions may be designed without really engaging with how patients live their lives and interact 

with health care, and that they often fall down as a result (although they might not work in some cases 

in spite of this – the WISE trial of a self-management intervention is a good example here, regardless 

of its impressive approach to patient engagement in its design and conduct: see 

http://www.bmj.com/content/346/bmj.f2882 for main findings; there are many additional papers 

associated with it too if you look up Anne Kennedy’s or Anne Roger’s work).  
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Response: We have integrated examples from the literature that speak to the design of complex 

interventions for patients with multiple chronic diseases that do not fully address how patients live 

their lives and engage with health care.  

 

5.However, if this is the key argument, the authors also need to make very clear whether the 

“innovative interventions” they are evaluating were designed with greater engagement with patient 

attitudes and experiences (and therefore that they were expecting more positive patient experiences 

than has sometimes been the case). Alternatively, if the interventions they were evaluating were not 

particularly alert to the issues important to patients, this needs to be articulated, and the subsequent 

aim of the study clarified.  

 

Response: The primary outcome for all these interventions was reduced ED visits. We are arguing 

that this focus inherently contradicts the notion of these interventions being patient-centred.  

 

6.A minor note – “Appendix A”, with more details of the nine projects forming the BRIDGES 

programme was referenced, but I could not find this material in what was available to me – only an 

“Appendix 1” which had supplementary quotes.  

 

Response: Thank you. We have removed this reference from the text.  

 

7.Methods  

Whilst the methods are broadly well described and appropriate, more detail would be helpful. In 

particular:  

• Perhaps this detail is in the missing Appendix, but to be able to make more sense of the findings, I 

would like to know more about the projects than is set out in Table 1. For example, what were the 

time-limes over which these projects ran, the geographical/health care system areas covered, the 

conditions or patients on which they were focussed (stated for some but not always clear e.g. the 

IMPACT project), and the anticipated impact of each project?  

For this reason, I think that Table 1 should be separated out to make two tables – one about the 

projects, and one about the patients and carers included within the dataset for this paper (for 

example, a table setting out, perhaps for each project, the age range, gender, location and nature of 

conditions for each participating patient/carer).  

 

Response: We regret that we cannot create a participant table as we don’t have all of this information 

which is kept by the individual teams.  

 

8.I wasn’t clear whether patients and carers were dyads (carers related to patients who were also 

interviewed) or not.  

 

Response: Some of the caregivers were related to patients interviewed where as others were not. 

Some patients were too ill to be interviewed, for example the IHBPC intervention did not necessarily 

interview patients and carers as dyads. No changes in manuscript.  

 

• 9. How were patients and carers sampled for interview? I do appreciate this is across five different 

service evaluations, but there is no mention at all in the text at present as to how participants were 

identified, sampled, and recruited.  

 

Response: We have added a line in the Methods section indicating that in fact the sampling was 

purposive: “In accordance with qualitative research, the sampling design was purposive[32].”  

 

10. More information about the topic guide (e.g. a box highlighting key core areas across the guides) 

would be useful to provide better understanding of what was covered in each interview. Was the topic 
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guide piloted and, if so, how?  

 

Response: We pilot tested the interview guides and make some small adjustments related to flow. 

The project teams were also advised to pilot test the interview guides in order to adapt them to their 

specific populations. To the best of our knowledge this was completed. We have added these semi-

structured interview guides as an appendix referenced on Page 9, Para 1:  

”Three different sets of standardized semi-structured interview guides were developed to collect data 

from patients, informal caregivers and medical providers (Appendix A).”  

 

11. Over what time period were interviews conducted? And when were participants interviewed in the 

context of their experience of the intervention?  

 

Response: Interviews were conducted at different times depending on the round of the project but 

overall the interviews took place within a one year period. We have included this information in the 

text [Page 10, Para 1]:  

“The patient interviews were conducted in-person or by telephone depending on participant 

preference and each lasted approximately 30-45 minutes within a one year period. Interviews were 

audio-recorded and transcribed verbatim.”  

 

12. The number of interviews conducted per project varied widely – from 4 to 26. Why? In the 

limitations, I think it would be helpful to consider how the variations in data available for each project 

added to the complexities of analysis  

 

Response: As mentioned in the Limitations section on Page 22, we were not directly involved in 

project management and were not involved in data collection processes. No changes in manuscript  

 

13. Was the approach always intended to analyse all interview data together across all projects, or 

are project-level analyses also being conducted? I think it would be good to be very clear if this 

analysis was planned a priori or not.  

 

Response: Yes, the meta-evaluation was part of the project design. Individual teams are also 

conducting their own analyses. In the text [Page 9, Para 1] we state:  

“A qualitative descriptive design [31] was adapted for the original project-level evaluations for several 

reasons, including the attempt to standardize data collection and analysis across several projects as 

much as possible and to improve the feasibility of the study design.“  

 

Results  

14.This section is the one which I feel could most benefit from a re-think, guided by an engagement 

with the current literature on the experiences of patients with complex needs. The authors state (page 

11/28 or 10/26, lines 54-57) that they “organised our findings into five broad themes…”, which I found 

a rather odd turn of phrase. Are these five areas which they identified as key content running 

throughout the interviews, or have they re-orientated or re-presented everything for the purposes of 

this paper?  

 

Response: These are the five key themes that the research team identified as running across all five 

projects after careful analysis of the data. We have revised for clarity as follows [page 11, Results, 

Para 1]:  

“We identified five key themes shared across the different projects that captured patients’ experiences 

and highlighted everyday assumptions about the patient standpoint that might not be addressed in the 

development of interventions designed to improve care for complex patients.”  

 

15.The core interest of this paper is the idea that complex interventions might not be designed with a 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-007664 on 8 S

eptem
ber 2015. D

ow
nloaded from

 

http://bmjopen.bmj.com/


great understanding of the patients’ experiences and perspectives. This is a rather worrying situation 

if true (and I am not suggesting it isn’t) – but the authors do not really situate their findings within the 

nature of the interventions they are evaluating. To do so, us readers need to know much more about 

what the interventions patients were participating in were trying to do (hence more information in the 

methods on these) and, perhaps, these interventions need to be brought into the findings, for example 

by situating the patients’ comments within the context of the intervention they were experiencing. I 

know this is going to sound a very unhelpful comment, as the whole point of this paper is to identify 

key issues across the five interventions, but we cannot ignore the context here in making sense of 

patient and carer experience.  

 

Response: The BRIDGES projects all shared a common focus on integrating care for patients with 

complex chronic conditions across primary, hospital and community care with the aim to reduce ED 

visits and hospitalizations.  

 

16.So, for example, the first area we read about is that ED is unavoidable. I don’t know this is even 

relevant if I don’t know that interventions were aiming specifically to reduce ED attendance (which is 

briefly mentioned in the introduction but without great detail, and not reiterated here), so it sits slightly 

uneasily as a first area to cover.  

 

Response: Demonstrating a reduction of ED visits was a metric required for all five projects by the 

funding organization. No changes in manuscript  

 

17.Additionally, the methods state that interviews focussed specifically on both before, during and 

after interventions but it is not clear from the ED section whether this was always the case and 

remained the case or was something participants experienced prior to the intervention which had 

subsequently changed. In fact, throughout the results the temporal dimension is lacking.  

 

Response: All of the interviews were conducted after they received the intervention however, the 

interview guide included questions about their experience of care prior to, during and after the 

intervention. No changes in the manuscript.  

 

18.Areas two and three (the situating of patients and carers within their daily lives and responsibilities 

and the importance of non-medical issues) are where I would like to see particular changes, as at 

present I am not sure the authors appear aware of the full extent of what is already out there on this. I 

am sure these were indeed important areas within the interviews (in all the patients with 

multimorbidity and their carers I have interviewed, these areas are always to the fore), but there is a 

very extensive literature on the nature and the work of being a patient and carer (starting with Corbin 

and Strauss, moving through Michael Bury and now, for example, Annemarie Mol’s work) and, for 

example, how this can change over time (http://chi.sagepub.com/content/7/2/147.abstract). The way 

these data are currently presented, it appears that the integrated care interventions were entirely 

unaware of the competing demands on patients’ lives and the challenges in the effective delivery of 

interventions for those with multimorbidity (which can indeed happen: see for example our evaluation 

of the complete lack of care planning in patients with long term conditions: 

http://www.ncbi.nlm.nih.gov/pubmed/25179071 and 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3436749/ ) Whilst the authors may wish to acknowledge 

these areas were present, I think a re-focus on giving more depth to other areas would improve the 

paper immeasurably.  

 

Response: We have integrated literature on patient and caregiver work in the discussion section as 

recommended and to contextualize our findings.  

 

19.Where I got really interested was in section 4, on the unanticipated consequences of interventions. 
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This was fascinating, and new, and helpful – the idea that an intervention might help (although I have 

no idea if effectiveness of these interventions was assessed in any way) because it made a patient 

feel cared for at last is really important. This section would benefit from greater detail and depth, as to 

me it appears to be a key message of this work. Would the authors be able to present more data on 

this, and more information on whether, for example, this was across all interventions, and any other 

aspects they identified which were related to this?  

 

Response: We also found this very interesting and hope to learn more through future studies. Here 

we have presented all data available across the interventions that supported this theme. No changes 

in manuscript.  

 

20.I wasn’t sure how section 5 “Patients are shaped by discourses on medically complex patients” 

quite hung together. Some of the data relates to perceived effectiveness, which to me isn’t 

necessarily to do with medical discourses: perhaps this link between reducing ED use and patients’ 

awareness of this as an aim of the intervention was more present in the data, but I am not sure it is 

substantiated here.  

Response: Thank you for this comment. We have revised and reorganized this section.  

 

Discussion  

21.As with the Introduction, the Discussion is clearly written but lacks engagement with the literature: 

it is incredibly sparsely referenced. For example, the whole of the second paragraph on the “second 

key finding” relating to informal support systems references one paper, in spite of the plethora of work 

in this area I have already mentioned. Similarly, on page 22/28 (21/26) there is a full paragraph with 

no references at all. I’m all for authors discussing their results and giving their views, but this does 

need to be done within the context of what we already know, how this work is similar and how it is 

different, which rather needs references to existing work to be achieved.  

 

Response: We have integrated references within this section to position our findings in relation to 

what is already known about informal support systems.  

 

22.One comment particularly struck me (page 21/28 or 20/26, lines 29 to 32ish): “while 

socioeconomic factors were often overlooked in intervention designs”. I scribbled in the margins: “the 

authors haven’t made a case for this”. I think this comes back to the key issue at hand for this paper: 

is it making the case that intervention design ignores what we know about the needs of patients (and 

is this really true: we have some pretty sophisticated understanding about patients’ attitudes, beliefs 

and expectations e.g. http://chi.sagepub.com/content/10/2/135.full.pdf+html, which are used to inform 

interventions.  

 

Response: We agree that this claim hasn’t been substantiated and have removed lines 29 “While 

socioeconomic factors were often overlooked in intervention designs.”  

 

23.It also begs the cheeky question mentioned above – was their intervention design also blind to 

these factors and, if so, why?). Or is the paper perhaps making the case that, even for interventions 

which are designed to address the realities of patients’ lives (do their interventions sit in this camp?), 

we still struggle to really get there. Better enunciation of their data on this, and better situation of the 

discussion within the current literature, would really help here.  

 

Response: In our significant re-working of the paper we hope we have been able to clarify this point, 

which we believe really lies at the heart of the situation we are describing. Even when interventions 

are designed to address the realities of patients’ lives, powerful systemic issues at the level of health 

care organization continued to impede these well-meaning efforts. We are indeed really struggling to 

get there.  
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24.I do encourage the authors to re-think what their paper adds to the existing literature: I think the 

approach is strong, and there are good and important insights here into how interventions might be 

better formulated. Whilst the thinking process has not quite run to its full potential in this draft, there is 

nothing to suggest that the paper cannot be re-orientated to provide a much stronger and clearer 

message, though it might need a fairly brave look at the results section to achieve this.  

 

Response: Thank you for your truly insightful feedback which we believe has now strengthened our 

manuscript and allowed us an opportunity to add to the existing literature. We hope you will agree 

with us. 

VERSION 2 - REVIEW 

REVIEWER Leon, Natalie 
Health Systems Research Unit  
South African Medical Research Council  
Cape Town  
South Africa 
 
I declare I have no competing interest. 

REVIEW RETURNED 23-Jun-2015 

 

GENERAL COMMENTS 1. The Article summary section could be revised to be a more 
accurate reflection of the Article. It is currently a list of 
methodological points.  
2. The authors indicated that they included the Questionnaire as an 
Appendix, but I could not see it. This should be corrected. 

 

REVIEWER Burt, Jenni 
University of Cambridge, UK 

REVIEW RETURNED 26-Jun-2015 

 

GENERAL COMMENTS  

1.  The need for more information about (a) the interventions being 

evaluated and (b) the interview participants 

In my previous review, I asked for a number of key details about 

both the interventions and the interview participants.  The authors 

have made few if any changes to the manuscript as a result of my 

comments. Thus, in the revised manuscript, I still do not feel there 

are sufficient details on these key areas. As I noted first time around, 

I do think an important contextual point is how these interventions 

were designed and whether there was patient and carer input into 

these designs. Additionally, I find it hard to follow some aspects of 

the details of the findings without better grounding in the nature of 

the interventions these concern. At the moment, the only 

intervention details we are provided with are in Table 1, which 

combines both a brief description of each intervention’s aims with 
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details of the interview data derived from each for the purposes of 

this analysis. Again, as with my previous comments, I still would like 

this to be presented separately, with some more information on each 

intervention included in one table (e.g. reiterating the primary and 

any secondary outcomes that were defined at the start of the project, 

as well as clarifying whether there was Patient and Public 

Involvement in their development, and outlining the reach and 

timescale of these projects e.g. how many participants did they 

cover and how long did they last?). Additionally, for example, the 

findings section mentions that “many” of the interventions drew on 

“the theory of … focused on education, self-management and 

appropriate connection to services”, but no details of this are given 

earlier on in the manuscript to enable the reader to visualise the 

approach of interventions we are talking about.  

 

Secondly, the authors have responded to my request for more 

details about the interview participants by stating that “We regret that 

we cannot create a participant table as we don’t have all of this 

information which is kept by the individual teams”. It is surprising, 

therefore, that they were able to choose transcripts for analysis 

“using maximum variation sampling in which the aim was to identify 

information-rich data across a wide range of differences (i.e. sex, 

age, disease, etc.)”. I find it hard to believe that interview transcripts 

were sampled in this way yet data are not available for particular 

interview participants in terms of their age and gender. The reason I 

ask for details of the participants is to help the reader understand the 

basic characteristics of those who have contributed data to the study 

and the nature of the sampling of the transcripts. This is important in 

understanding how the experiences of these patients might relate to 

those of others: for example, are we dealing with the “younger old” 

or the “oldest old”? If the authors were able to produce a table 

outlining the broad age range, gender and health status or similar of 

patients and caregivers interviewed for each intervention and 

sampled for this paper, that would be most helpful. 

 

This was also why I asked whether patients and carers were dyads 

(carers related to patients who were also interviewed) or not. The 

authors responded that “Some of the caregivers were related to 

patients interviewed where as others were not. Some patients were 

too ill to be interviewed, for example the IHBPC intervention did not 
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necessarily interview patients and carers as dyads. No changes in 

manuscript.” I asked on the basis that more details would be added 

to the manuscript as this is an important point: how many 

cases/patients are we dealing with within the sample and how many 

were patients only, patient-carer dyads or carers only? 

 

2. Details of sampling of both interview participants for each 

individual evaluation, and for interview transcripts to include in the 

meta-evaluation 

I previously requested more information on sampling. The authors 

have added to the manuscript “In accordance with qualitative 

research, the sampling design was purposive.” I am glad that we 

have clarified that the sampling was purposive, but the way the 

sentence is written this suggests that all qualitative research uses 

purposive sampling, which it does not. Some re-wording is therefore 

required here. It also made me think, coming back to this again, that 

I remain unclear about the relationship between the number and 

sampling of interviewees across all five interventions, and the 

chosen sample of transcripts included within this paper. It would be 

good to have clarification in the manuscript of why only a sub-

sample of transcripts appeared to be chosen for the meta-

ethnography. 

 

I also commented previously “The number of interviews conducted 

per project varied widely – from 4 to 26. Why? In the limitations, I 

think it would be helpful to consider how the variations in data 

available for each project added to the complexities of analysis”, to 

which the authors have responded:  “As mentioned in the Limitations 

section on Page 22, we were not directly involved in project 

management and were not involved in data collection processes. No 

changes in manuscript”. Yet this brings up again the issue of 

whether the numbers in Table 1 refer to the number of interview 

participants or the number of transcripts chosen to be included in the 

overall analysis: which is this? And, I would note, that not being 

directly involved in data collection does not stop a consideration in 

the limitations of the richness of the data you have to draw upon to 

bring insights to an intervention when you only have four 

interviewees/sampled interviews for this (not clear which), compared 

to 26 for another.  
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3. Temporal dimensions of the findings 

I previously noted that the findings lack a temporal dimension – so 

whilst the interview schedule specifically considered what happened 

before, during and after interventions “in order to explore 

experiences of care and potential changes in patient experience 

across these time frames” this remains absent from the findings. If 

the interventions were designed to reduce avoidable ED visits, I 

would expect the section on “ED is often an unavoidable point of 

care” to note whether these sentiments were expressed regardless 

of the point in time of the intervention. The authors’ response to my 

previous concerns was that “All of the interviews were conducted 

after they received the intervention however, the interview guide 

included questions about their experience of care prior to, during 

and after the intervention. No changes in the manuscript.” I would 

like some further consideration of the temporal dimension, however 

brief, in the findings. 

 

I know the authors would, at this point, like to politely hit me over the 

head for coming back with further annoying requests for 

complicated-to-get information like details of the participants. I’ve 

been there myself. But I ask as I genuinely believe it is useful and 

important to enable readers to better engage with the nature of the 

interventions, their context and participants, in order to maximise 

understanding of the findings and their implications. 

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer #1  

Institution and Country Health Systems Research Unit South African Medical Research Council South 

Africa Please state any competing interests or state ‘None declared’: None declared  

 

Please leave your comments for the authors below 1.  

 

1.The Article summary section could be revised to be a more accurate reflection of the Article. It is 

currently a list of methodological points.  

 

Response: Thank you for pointing this out. As we kept making revisions we did not revise the 

abstract. We have corrected this.  

 

2.The authors indicated that they included the Questionnaire as an Appendix, but I could not see it. 

This should be corrected  

 

Response: We have now attached the semi-structured interview guides that were used in the study 

(Appendix A).  
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Reviewer #2  

Reviewer Name Jenni Burt  

Institution and Country University of Cambridge, UK Please state any competing interests or state 

‘None declared’: None declared  

 

Second review  

General comments:  

Many thanks to the authors for their response to my initial review of this paper. Greater engagement 

with the literature has led to a much stronger and clearer argument about where this evaluation sits, 

and a number of my previous comments have been well addressed through revisions to the paper. 

However, there remain some outstanding revisions which I feel need to be made for there to be 

sufficient information for the reader to judge the nature and contribution of this study.  

 

1. The need for more information about (a) the interventions being evaluated and (b) the interview 

participants  

In my previous review, I asked for a number of key details about both the interventions and the 

interview participants. The authors have made few if any changes to the manuscript as a result of my 

comments. Thus, in the revised manuscript, I still do not feel there are sufficient details on these key 

areas. As I noted first time around, I do think an important contextual point is how these interventions 

were designed and whether there was patient and carer input into these designs. Additionally, I find it 

hard to follow some aspects of the details of the findings without better grounding in the nature of the 

interventions these concern. At the moment, the only intervention details we are provided with are in 

Table 1, which combines both a brief description of each intervention’s aims with details of the 

interview data derived from each for the purposes of this analysis. Again, as with my previous 

comments, I still would like this to be presented separately, with some more information on each 

intervention included in one table (e.g. reiterating the primary and any secondary outcomes that were 

defined at the start of the project, as well as clarifying whether there was Patient and Public 

Involvement in their development, and outlining the reach and timescale of these projects e.g. how 

many participants did they cover and how long did they last?). Additionally, for example, the findings 

section mentions that “many” of the interventions drew on “the theory of … focused on education, self-

management and appropriate connection to services”, but no details of this are given earlier on in the 

manuscript to enable the reader to visualise the approach of interventions we are talking about.  

 

Response:  

We have added more details to the manuscript about primary and secondary outcomes by adding the 

following sentences. We hope this is sufficient rather than a more detailed table.  

“While these interventions were distinct, they all focused on developing [new section starting line 236] 

innovative models of health service delivery to reduce avoidable hospitalizations, readmissions and 

emergency department (ED) visits through better integration of care. These models targeted patients 

who are most likely to use inpatient and ED services, such as those with multiple chronic diseases. 

Their design did not specifically involve patients and families.”  

It is difficult for us to provide any further detail about the interventions as our ethics approval was to 

conduct this meta-qualitative evaluation. Each project is conducting its own evaluations both 

qualitatively and quantitatively and this will be reported by each separately. We hope that this is 

acceptable to you as we are not sure what else to do! We have added the following sentence [new 

sentence, beginning line 232]: This study was conducted in addition to the individual qualitative and 

quantitative evaluation undertaken by each team.  

 

2. Secondly, the authors have responded to my request for more details about the interview 

participants by stating that “We regret that we cannot create a participant table as we don’t have all of 

this information which is kept by the individual teams”. It is surprising, therefore, that they were able to 

choose transcripts for analysis “using maximum variation sampling in which the aim was to identify 
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information-rich data across a wide range of differences (i.e. sex, age, disease, etc.)”. I find it hard to 

believe that interview transcripts were sampled in this way yet data are not available for particular 

interview participants in terms of their age and gender. The reason I ask for details of the participants 

is to help the reader understand the basic characteristics of those who have contributed data to the 

study and the nature of the sampling of the transcripts. This is important in understanding how the 

experiences of these patients might relate to those of others: for example, are we dealing with the 

“younger old” or the “oldest old”? If the authors were able to produce a table outlining the broad age 

range, gender and health status or similar of patients and caregivers interviewed for each intervention 

and sampled for this paper, that would be most helpful.  

 

Response: We have now created a separate and unfortunately rudimentary table of participant 

characteristics (Appendix B). Please note that this data was not available for 2 of the 5 interventions, 

as noted in the file. In terms of maximum variation sampling, we have also clarified our process for 

determining this by adding that [new sentence clause line 256]: “Transcripts were chosen using 

maximum variation sampling by asking the project teams to identify information-rich data across a 

wide range of differences (i.e. sex, age, disease, etc.)”  

We hope that this, albeit simple, clause better explains specifically how transcripts were chosen and 

why we were unable to perform our own sampling but rather relied on the individual teams.  

 

3. This was also why I asked whether patients and carers were dyads (carers related to patients who 

were also interviewed) or not. The authors responded that “Some of the caregivers were related to 

patients interviewed where as others were not. Some patients were too ill to be interviewed, for 

example the IHBPC intervention did not necessarily interview patients and carers as dyads. No 

changes in manuscript.” I asked on the basis that more details would be added to the manuscript as 

this is an important point: how many cases/patients are we dealing with within the sample and how 

many were patients only, patient-carer dyads or carers only?  

 

Response: The patients and carers were not analyzed as a dyad, although we agree that it would be 

worthwhile to do so in the future. We have added a sentence in the manuscript in the Methods section 

to acknowledge this: [new sentence, line 250]. ”These interviews were not analyzed as dyads but 

rather were treated as separate data sets.”  

 

4. Details of sampling of both interview participants for each individual evaluation, and for interview 

transcripts to include in the meta-evaluation  

I previously requested more information on sampling. The authors have added to the manuscript “In 

accordance with qualitative research, the sampling design was purposive.” I am glad that we have 

clarified that the sampling was purposive, but the way the sentence is written this suggests that all 

qualitative research uses purposive sampling, which it does not. Some re-wording is therefore 

required here. It also made me think, coming back to this again, that I remain unclear about the 

relationship between the number and sampling of interviewees across all five interventions, and the 

chosen sample of transcripts included within this paper. It would be good to have clarification in the 

manuscript of why only a sub-sample of transcripts appeared to be chosen for the meta- ethnography.  

 

Response: We have added two sentences that we hope will clarify our approach to sampling. We 

drew on the transcripts that were available, at the time, from the teams for our analysis. As we felt we 

had reached saturation on our main themes we did not seek additional transcripts from the teams as 

they became available over time. [New sentences beginning line 254] “In accordance with qualitative 

research, the sampling design was purposive [new section] rather than experimental and [end of new 

section] depended on the stage that each team had reached in terms of their own data collection at 

the time of our analysis [32]. [new sentence] “We chose not to continue our transcript review as more 

data became available as we felt we had reached saturation on the themes we had identified.”  
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5. I also commented previously “The number of interviews conducted per project varied widely – from 

4 to 26. Why? In the limitations, I think it would be helpful to consider how the variations in data 

available for each project added to the complexities of analysis”, to which the authors have 

responded: “As mentioned in the Limitations section on Page 22, we were not directly involved in 

project management and were not involved in data collection processes. No changes in manuscript”. 

Yet this brings up again the issue of whether the numbers in Table 1 refer to the number of interview 

participants or the number of transcripts chosen to be included in the overall analysis: which is this? 

And, I would note, that not being directly involved in data collection does not stop a consideration in 

the limitations of the richness of the data you have to draw upon to bring insights to an intervention 

when you only have four interviewees/sampled interviews for this (not clear which), compared to 26 

for another.  

 

Response: The participants in the table are those that were included in our analysis. Each of the 

projects was at a different stage of maturity when we undertook our analysis and this resulted in some 

teams contributing more data than others. We have added this detail to the manuscript in the 

Limitations section by noting the following [new sentence, beginning line 612]: “The variations in data 

available for each project added to the complexities of analysis and did not allow us to compare the 

separate interventions. However, as we had achieved data saturation on the central themes we 

identified we do not believe additional transcripts would have added any substantive benefit to this 

particular analysis as our purpose was not to conduct an evaluative comparison of projects.”  

 

6. Temporal dimensions of the findings  

I previously noted that the findings lack a temporal dimension – so whilst the interview schedule 

specifically considered what happened before, during and after interventions “in order to explore 

experiences of care and potential changes in patient experience across these time frames” this 

remains absent from the findings. If the interventions were designed to reduce avoidable ED visits, I 

would expect the section on “ED is often an unavoidable point of care” to note whether these 

sentiments were expressed regardless of the point in time of the intervention. The authors’ response 

to my previous concerns was that “All of the interviews were conducted after they received the 

intervention however, the interview guide included questions about their experience of care prior to, 

during and after the intervention. No changes in the manuscript.” I would like some further 

consideration of the temporal dimension, however brief, in the findings.  

 

Response: We can see why this is important. We have therefore added the following sentence which 

we hope clarifies why the questions were organized this way (for each individual team’s benefit) but 

not used by us in the cross study analysis [new sentences beginning line 266]: “Interview guides were 

organized around the time points of ‘before, during and after’ the intervention in order to explore 

experiences of care and potential changes in patient experience across these time frames. [new 

sentence] “This allowed for individual teams to perform a basic before and after analysis of their 

interventions but was not included in our exploration of broader themes.”  

 

7. I know the authors would, at this point, like to politely hit me over the head for coming back with 

further annoying requests for complicated-to-get information like details of the participants. I’ve been 

there myself. But I ask as I genuinely believe it is useful and important to enable readers to better 

engage with the nature of the interventions, their context and participants, in order to maximise 

understanding of the findings and their implications.  

 

Response: We appreciate engaging with your very thoughtful feedback and believe your insights have 

added considerably to our work. Thank you! 
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