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VERSION 1 - REVIEW 

REVIEWER Stefanie Hofstede 
Department of Medical Decision Making, Leiden University Medical 
Center, The Netherlands 

REVIEW RETURNED 08-Sep-2016 

 

GENERAL COMMENTS I read your study protocol with great pleasure and am enthusiastic 
about the goal, since I think implementing SDM is an important topic 
and conducting a step wedge cluster randomized trial is a good 
choice for an implementation study. However, I do have some 
remarks/ questions:  
 
Introduction  
p.7 lines 20-25 “unless they have participated in an earlier cluster 
randomized trial that compared the impact of training home care 
teams in SDM and provided them with a decision guide during 
training to usual care”.  
 
Thus this earlier cluster randomized trial compared the same 
intervention as suggested in this current protocol, but used “usual 
care” instead of “passive dissemination of a decision guide”. I 
wonder what the results of this earlier study are? Did these groups 
differ in use of SDM?  
As you stated in the introduction “Passive dissemination of printed 
educational material may have a small beneficial effect on 
professional practice outcomes”. So, if I am correct, in the current 
study you would expect smaller differences between the groups, 
compared to the earlier cluster randomized trial, using “usual care”? 
I have some doubts about what this current study adds compared to 
your other study.  
 
P.6 lines 20-27 “The null hypothesis is that the addition of a training 
program in IP-SDM beyond the passive dissemination of a decision 
guide will not increase the proportion of clients and caregivers 
reporting an active role in the decision-making process.” You want to 
implement SDM, but your null hypothesis focusses on “an active 
role” of the client. In my opinion, however, a focus solely on the 
behaviour/role of the client is not necessarily the same as SDM.  
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Methods  
Intervention – The current intervention focusses on micro level 
(skills/ knowledge of the professional), while previous research has 
shown that collaboration/ organization of care is also very important 
in IP-SDM. In one of your previous articles about validating a 
conceptual model for IP-SDM, you stated that an imbalance of 
power among health professionals is an important barrier and 
understanding of disciplinary roles a facilitator. This is also what we 
found in one of our studies, although this was another setting (1, 2). I 
think it would be interesting to extent the intervention and also focus 
on collaboration since multifaceted interventions are proven to be 
more effective.  
 
Primary outcome - I wonder why the authors choose the modified 
version of the Control Preferences Scale as primary outcome, above 
other questionnaires originally developed with the aim to measure 
SDM, e.g. D-OPTION (which is now a secondary outcome)? In 
addition, I think it is important to assess both views of 
clients/caregivers and professionals, since research has shown that 
the perceived level of SDM may differ between them. And also a 
clinician version of the D-OPTION exists.  
 
Outcomes - When performing an implementation study, besides 
effect evaluations, I think it is also important to include a process 
evaluation (secondary outcome). I.e. how many professionals 
indeed followed the online tutorial and the workshop (actual 
exposure) and also an evaluation (opinion of participants) of the 
individual implementation components. Even more, since you stated 
“Recruiting elders and busy providers may be challenging” as 
limitation of the study; this may influence the effect of the 
intervention.  
 
References  
p. 21 line 45, delete “empty” 22.  
 
1. Hofstede SN, Marang-van de Mheen PJ, Wentink MM, 
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Barriers and facilitators to implement shared decision making in 
multidisciplinary sciatica care: a qualitative study. Implementation 
science : IS. 2013;8:95.  
2. Hofstede SN, van Bodegom-Vos L, Wentink MM, Vleggeert-
Lankamp CL, Vliet Vlieland TP, Marang-van de Mheen PJ, et al. 
Most important factors for the implementation of shared decision 
making in sciatica care: ranking among professionals and patients. 
PloS one. 2014;9(4):e94176.  

 

REVIEWER Ian Watt 
Dept of Health Scxiences, University of York / Hull York Medical 
School 

REVIEW RETURNED 19-Sep-2016 

 

GENERAL COMMENTS This is a clearly written research protocol and I only have minor 
suggestions for the team to consider. It might be helpful to clarify 
some aspects of the intervention in the protocol. It is unclear 
whether the 1.5 hr online tutorial is completed as an individual or by 
the clinical team. It is also unclear what, if any, theory has been 
used to develop the intervention, or if the content of the training 
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programme has been informed by previous research on the barriers 
to SDM in this setting. Finally I wonder whether the team are 
considering doing any qualitative research alongside the trial to help 
in interpreting the results.  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

 

Comment : I read your study protocol with great pleasure and am enthusiastic about the goal, since I 

think implementing SDM is an important topic and conducting a step wedge cluster randomized trial is 

a good choice for an implementation study. However, I do have some remarks/ questions:  

 

Answer : Thank you for agreeing that this is an important topic and the right study design.  

 

Introduction  

 

Comment : p.7 lines 20-25 “unless they have participated in an earlier cluster randomized trial that 

compared the impact of training home care teams in SDM and provided them with a decision guide 

during training to usual care”.  

Thus this earlier cluster randomized trial compared the same intervention as suggested in this current 

protocol, but used “usual care” instead of “passive dissemination of a decision guide”. I wonder what 

the results of this earlier study are? Did these groups differ in use of SDM?  

 

Answer : Thank you. These two studies use different designs and have different research questions, 

and are thus independent (although conducted simultaneously). Results of the other study are not 

available yet.  

 

Comment : as you stated in the introduction “Passive dissemination of printed educational material 

may have a small beneficial effect on professional practice outcomes”. So, if I am correct, in the 

current study you would expect smaller differences between the groups, compared to the earlier 

cluster randomized trial, using “usual care”? I have some doubts about what this current study adds 

compared to your other study.  

 

Answer : Thank you for this question. These two studies have different research questions and are 

conducted in different geographic areas with different teams. Each one will inform us on specific and 

complementary aspects of the impact of decision support.  

 

Comment : P.6 lines 20-27 “The null hypothesis is that the addition of a training program in IP-SDM 

beyond the passive dissemination of a decision guide will not increase the proportion of clients and 

caregivers reporting an active role in the decision-making process.” You want to implement SDM, but 

your null hypothesis focusses on “an active role” of the client. In my opinion, however, a focus solely 

on the behaviour/role of the client is not necessarily the same as SDM.  

 

Answer : Thank you for your comment. After consulting with our caregiver representatives, we aimed 

to measure SDM using the least burdensome measure. We added this specification in the text: „‟We 

used the modified version of the Control Preferences Scale to reduce the burden on frail elderly 

participants, as suggested by our stakeholders.‟‟ As shown in the Cochrane review of interventions to 

improve SDM in clinical practice (3), the modified Control Preferences Scale (also known as the 

assumed role in decision making) is the instrument that is currently most often used. Given no perfect 

scale or gold standard instrument for measuring SDM yet exists, we decided to use this scale, a 

single question with a 5 point response scale. Based on previous work, we defined SDM as the 
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combination of three potential responses and contrasted it against the two responses that are the 

least associated with the idea of sharing decision with patients.  

 

Methods  

 

Comment : Intervention – The current intervention focusses on micro level (skills/ knowledge of the 

professional), while previous research has shown that collaboration/ organization of care is also very 

important in IP-SDM. In one of your previous articles about validating a conceptual model for IP-SDM, 

you stated that an imbalance of power among health professionals is an important barrier and 

understanding of disciplinary roles a facilitator. This is also what we found in one of our studies, 

although this was another setting (1, 2). I think it would be interesting to extent the intervention and 

also focus on collaboration since multifaceted interventions are proven to be more effective.  

 

Answer : Thank you for this interesting point and congratulations for your studies. We included a 

reference to your work in the introduction section. The intervention we are proposing is focused on IP-

SDM so the training is intended for all health professionals and integrates interprofessional concepts. 

In particular, the workshop includes a video demonstrating SDM in the context of an IP home care 

team, and the role play is adapted to the professions of people attending the workshop and raises 

issues such as the organization of care. The whole intervention is multifaceted: dissemination of a 

decision guide, online tutorial, lecture course, video, and role play followed by performance feedback. 

We added a few specifications to the „‟Intervention‟‟ paragraph for better clarity: „‟All IP home care 

teams will receive the multifaceted intervention at different time points. The intervention consists of a) 

a 1.5-hour online tutorial, based on the Ottawa Decision Support Tutorial, and b) a 3.5-hour skills 

building workshop which includes a lecture, a video demonstrating SDM in the context of an IP home 

care team and performance feedback during a role play.‟‟  

 

Comment : Primary outcome - I wonder why the authors choose the modified version of the Control 

Preferences Scale as primary outcome, above other questionnaires originally developed with the aim 

to measure SDM, e.g. D-OPTION (which is now a secondary outcome)? In addition, I think it is 

important to assess both views of clients/caregivers and professionals, since research has shown that 

the perceived level of SDM may differ between them. And also a clinician version of the D-OPTION 

exists.  

 

Answer : Thank you for this comment. Considering the home care context and the target population 

(frail elderly people), the modified version of the Control Preferences Scale was deemed preferable by 

the stakeholders we consulted, as it contains only one question with five answer options, and is thus 

much easier to answer for this population. We therefore added: “The modified version of the Control 

Preferences Scale is used to reduce the burden on frail elderly participants, as suggested by our 

stakeholders.” Also, healthcare professionals‟ behavioral intention to engage in SDM is measured 

before and after the intervention.  

 

Comment : Outcomes - When performing an implementation study, besides effect evaluations, I think 

it is also important to include a process evaluation (secondary outcome). I.e. how many professionals 

indeed followed the online tutorial and the workshop (actual exposure) and also an evaluation 

(opinion of participants) of the individual implementation components. Even more, since you stated 

“Recruiting elders and busy providers may be challenging” as limitation of the study; this may 

influence the effect of the intervention.  

 

Answer : Thanks for pointing this out, and we agree that a process evaluation is important. We will 

indeed follow how many professionals complete the online tutorial and workshop, and both of these 

components include an evaluation questionnaire. We will also collect qualitative data that will further 

inform our process evaluation. We added in the following sentence to the “Outcomes and measures‟‟ 
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section: “Both tutorial and workshop also include an evaluation component. In addition, we will collect 

qualitative data on the research process by the use of research assistants‟ logbooks in which 

participants‟ comments and reactions will be recorded. We will also periodically contact site managers 

and research agents to solicit their views on the research process.‟‟  

 

Reviewer: 2  

 

Comment : This is a clearly written research protocol and I only have minor suggestions for the team 

to consider. It might be helpful to clarify some aspects of the intervention in the protocol.  

 

Answer : Thank you for your positive feedback.  

 

Comment : It is unclear whether the 1.5 hr online tutorial is completed as an individual or by the 

clinical team.  

 

Answer : We added this information to the „‟Intervention‟‟ section as follows: “The online tutorial is 

completed individually.”  

 

Comment : It is also unclear what, if any, theory has been used to develop the intervention, or if the 

content of the training programme has been informed by previous research on the barriers to SDM in 

this setting.  

 

Answer : The tutorial is based on the Ottawa Decision Support Framework (O‟Connor et al., 1998) 

and the content of the training was based on previous research that we conducted in Quebec City and 

Alberta. We added this reference (20).  

 

Comment : Finally I wonder whether the team are considering doing any qualitative research 

alongside the trial to help in interpreting the results.  

 

Answer : Thank you for this relevant comment. Indeed, we will collect qualitative data. Research 

assistants will complete a logbook for each participant recruited and will take notes on qualitative 

information during the interviews. We added this information at the end of the „‟Outcomes and 

measures‟‟ section : „‟In addition, we will collect qualitative data on the research process by the use of 

research assistants‟ logbooks in which participants‟ comments and reactions will be recorded. We will 

also periodically contact site managers and research agents to solicit their views on the research 

process.‟‟  
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VERSION 2 – REVIEW 

REVIEWER Stefanie Hofstede 
Leiden University Medical Center, The Netherlands 

REVIEW RETURNED 24-Oct-2016 

 

GENERAL COMMENTS The authors have answered my earlier comments in a satisfactory 
manner.  

 

REVIEWER Ian Watt 
Department of Health Sciences / Hull York Medical School.  
University of York, UK. 

REVIEW RETURNED 25-Oct-2016 

 

GENERAL COMMENTS I have considered the author responses to the original review and 
read the revised manuscript, and feel that the changes made to the 
original manuscript have satisfactorily addressed the comments 
made by me and the other referee. In view of this I would now be 
happy to support the publication of the paper.  
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