
PEER REVIEW HISTORY 

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

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

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

reproduced below.   

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) Is referral of post-surgical colorectal cancer survivors to cardiac 
rehabilitation feasible and acceptable? A pragmatic pilot randomised 
controlled trial with embedded qualitative study 

AUTHORS Hubbard, Gill; Adams, Richard; Campbell, Anna; Kidd, Lisa; Leslie, 
Stephen; Munro, Julie; Watson, Angus 

 

VERSION 1 - REVIEW 

REVIEWER A Fisher 
UCL 

REVIEW RETURNED 31-Jul-2015 

 

GENERAL COMMENTS This is a well written paper addressing aspects of a pilot study on a 
topic of high importance. It seems likely that the only way to ensure 
CRC patients are offered exercise prescription is to adapt existing 
services, therefore this study addressed an important gap. I have 
only minor comments.  
 
Minor comments  
Page 5 lines 41-50: This paragraph would benefit from brief 
expansion on the efficacy of CR for physical activity change in 
cardiac patients.  
 
Page 7 (Table 1) – 'CR could be once or twice weekly depending on 
site'. Any comment on the relative dose of exercise, adherence by 
site that could be informative in future trial design? (possible 
discussion points). Did CRC patients also attend cardiac-specific 
education classes? If so how relevant were these?  
 
Page 11 lines 2-6: The reasons for declining are useful – this could 
be slightly reworded to reflect the fact that adjuvant therapy and 
mobility related comorbidities are potentially quite different barriers 
(as presented in the table).  
 
Page 11 Lines 20-27: What was the cut-off for ‘per protocol’? Was 
this attending >75% of classes (based on the range presented 
later)? This should be reported in the methods.  
 
Page 11 Lines 36-40: – if all scores were 4/5 is the mean the most 
informative way to present this data?  
 
Reasons for drop out / not beginning the CRC classes are important. 
Numbers are relatively small, but can ‘poor health’ be elaborated on 
in any way? This could be useful information in (e.g.) planning a 
future trial – is there anything that could be done in terms of more 
targeted recruitment for people who think they are too unwell (but 
have passed clinical screening for safety to exercise). Possibly a 
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discussion point.  
 
Page 14 Lines 48-56 – Re earlier point. Some of this information on 
the content of education classes would be more useful in the 
methods.  
 
Page 15 – Lines 32-35 – Not sure that the additional quotes here are 
essential. They nicely provide the framework, but this could be 
outlined in e.g. the methods rather than discussion.  
 
Page 16 Lines 10-14 – In the ‘demand’ section of the discussion it 
could be useful to highlight that the benefits of exercise for CRC are 
not as widely recognised as they are for cardiac patients, therefore 
further educational efforts may also enhance uptake.  
 
Flowchart – the box that says “agreed to participate and signed” – 
what does the signed refer to, as ‘signed consent form’ is after.  
 
Will the other elements of the pilot trial (e.g. completion rate for 
proposed outcome measures / early economic evaluation) be 
presented in a future paper? 

 

REVIEWER Susan J Dutton 
University of Oxford, UK 

REVIEW RETURNED 17-Aug-2015 

 

GENERAL COMMENTS This is a well written and interesting piece of work that has been 
described carefully highlighting the limitations of this small 
feasibility/pilot study. The qualitative work seems appropriate and 
the consent and adherence has been appropriately reported.  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

 

RQ1 - This is a well written paper addressing aspects of a pilot study on a topic of high importance. It 

seems likely that the only way to ensure CRC patients are offered exercise prescription is to adapt 

existing services, therefore this study addressed an important gap. I have only minor comments.  

 

AR1 – We thank the reviewer for these positive comments.  

 

RQ2 - Page 5 lines 41-50: This paragraph would benefit from brief expansion on the efficacy of CR for 

physical activity change in cardiac patients.  

 

AR1: We have added the following explanation for choosing CR in section 2.1.4:  

 

‘One of the key reasons why CR was chosen as the NHS service to evaluate if it is feasible and 

acceptable for patients with colorectal cancer is that physical activity (our proposed primary outcome 

for a full trial [23]) is the cornerstone of CR.’  

 

RQ3 - Page 7 (Table 1) – 'CR could be once or twice weekly depending on site'. Any comment on the 

relative dose of exercise, adherence by site that could be informative in future trial design? (possible 

discussion points). Did CRC patients also attend cardiac-specific education classes? If so how 

relevant were these?  
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AR3 – We thank the reviewer for this comment. This is certainly an important issue as the optimal 

dose of exercise is not known and indeed may differ between individuals and between disease state. 

We agree that more detail would be useful here, and have added an additional table (Table 4) to the 

results section to illustrate any effect of ‘dose’ of CR on adherence and attendance.  

 

With regard to the classes attended, all CRC patients were offered the chance to attend the 

information sessions that were available to the cardiac patients, as the majority include generic risk 

factor advice on lifestyle, diet, relaxation etc. Attendance for these sessions was not 

monitored/recorded. The following has been added to the main text for clarification: In section 2.1.4 

we have added the following paragraph:  

 

‘Additionally, CRC patients were invited along to the education sessions delivered by the CR team. 

Session themes across the 3 sites included healthy lifestyle sessions (e.g. diet, physical activity, 

relaxation/stress management), and cardiac specific sessions (e.g. misconceptions, medications, 

‘healthy heart’). Cancer specific sessions were not provided, as this was not possible across the 3 

sites.’  

 

RQ4 - Page 11 lines 2-6: The reasons for declining are useful – this could be slightly reworded to 

reflect the fact that adjuvant therapy and mobility related comorbidities are potentially quite different 

barriers (as presented in the table).  

 

AR4 – We have restructured this paragraph to separate the barriers, as suggested. The main text 

now reads as follows:  

 

‘Table 3 shows reasons for declining to participate in the study. The most common reason why those 

interested in participating withdrew before formally consenting to the study fell into the clinical 

category (9 out of 33, 27%), including recovery from surgery, poor mobility, and co-morbidities. We 

also had 18% (6 out of 33) of patients unable to attend whilst receiving their adjuvant therapy 

following surgery, due to tiredness and fatigue. In total, these factors accounted for 45% of all 

declining patients.’  

 

RQ5 - Page 11 Lines 20-27: What was the cut-off for ‘per protocol’? Was this attending >75% of 

classes (based on the range presented later)? This should be reported in the methods.  

 

AR5 – This was a feasibility and pilot study and one of our objectives was to find out level of 

attendance. We did not have a cut-off. We have changed the wording slightly to avoid confusion.  

 

RQ6 - Page 11 Lines 36-40: – if all scores were 4/5 is the mean the most informative way to present 

this data?  

 

AR6 – We thank the reviewer for this comment and have amended the text to read:  

‘All 18 scaled questions marked highly with a score of 4 or 5 - with 5 being the maximum possible 

score. Attendees, for instance, reported that the course content was at the appropriate level, and was 

well presented, and all said they would recommend the course to a colleague.’  

 

RQ7 - Reasons for drop out / not beginning the CRC classes are important. Numbers are relatively 

small, but can ‘poor health’ be elaborated on in any way? This could be useful information in (e.g.) 

planning a future trial – is there anything that could be done in terms of more targeted recruitment for 

people who think they are too unwell (but have passed clinical screening for safety to exercise). 

Possibly a discussion point.  
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We have added the following detail to the sentence, to clarify reasons for drop out:  

‘(Musculoskeletal issues (n=2); Further surgery; uncontrolled hypertension; mental health issue; 

chemotherapy side effects (n=2)’  

 

RQ8 - Page 14 Lines 48-56 – Re earlier point. Some of this information on the content of education 

classes would be more useful in the methods.  

AR8 – We have added more detail in the methods section, as suggested, and as detailed in AR3 

above.  

 

RQ9 - Page 15 – Lines 32-35 – Not sure that the additional quotes here are essential. They nicely 

provide the framework, but this could be outlined in e.g. the methods rather than discussion.  

 

AR9 – We think they are helpful to the readers and given that the other reviewer did not suggest their 

removal our preference is to keep them in. However, if the editor wishes to have them removed, then 

we will comply.  

 

RQ10 - Page 16 Lines 10-14 – In the ‘demand’ section of the discussion it could be useful to highlight 

that the benefits of exercise for CRC are not as widely recognised as they are for cardiac patients, 

therefore further educational efforts may also enhance uptake.  

 

AR10 – We thank the reviewer for this comments – the benefits of PA for this group of patients have 

been described clearly in the Background section, but we have added the following to the main text to 

reiterate the need for educational efforts:  

 

‘Educational efforts on the benefits of PA for CRC patients have the potential to greatly improve 

demand and uptake of this type of intervention. The evidence is strong [5-10] and building, and 

demand is likely to continue to grow, as health professionals, and patients alike become aware of 

that.’  

 

RQ11 - Flowchart – the box that says “agreed to participate and signed” – what does the signed refer 

to, as ‘signed consent form’ is after.  

 

AR11 – This was an error, which has now been corrected to read ‘Agreed to participate and be 

contacted by the research team’ the Flowchart has been changed accordingly.  

 

RQ12 - Will the other elements of the pilot trial (e.g. completion rate for proposed outcome measures / 

early economic evaluation) be presented in a future paper?  

 

AR12 – Yes, a second paper reporting the other elements of the pilot study is in preparation.  

 

Reviewer: 2  

 

This is a well written and interesting piece of work that has been described carefully highlighting the 

limitations of this small feasibility/pilot study. The qualitative work seems appropriate and the consent 

and adherence has been appropriately reported.  

 

AR 13 – We thank the reviewer for this feedback, and are pleased they find the paper of interest. 
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