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

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

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

reproduced below.   
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VERSION 1 - REVIEW 

REVIEWER Patricia Stewart 
Univ of MS Medical Center, USA 

REVIEW RETURNED 14-Dec-2015 

 

GENERAL COMMENTS Overall this is a well-designed study that I believe adds to the 
literature and provides data at the same time as provoking 
physicians to consider whether or not they would act as Good 
Samaritans.  
1. Original references to add:  
There are a couple of original references that should be added, in 
my opinion.  
-The first is the original reference to the federal Aviation Medical 
Assistance Act of 1998 (rather than just referencing Shepherd et al). 
From my understanding of the language in the AMAA, this act 
provides protection to physicians acting as Good Samaritans on 
planes registered in the U.S. (even if outside U.S. airspace). That 
would be in contrast to what you mention in the paper about 
"domestic fights."  
-I would suggest adding the original reference for the American 
Medical Association Code of Medical Ethics. You may even consider 
listing the World Medical Association in its International Code of 
Medical Ethics. As an ethical take-home message, I think it would 
help physicians, as well as strengthen the paper, to elaborate on the 
moral obligation of this profession.  
2. The authors should offer an explanation of "routine clinical care," 
mentioned on at least two places in the paper. What is routine for a 
pathologist is not routine for a critical care physician; you do allude 
to this later on in the text, but I think it is best to state at the 
beginning sentence of the Discussion. Do you mean, basic life 
support and CPR, etc?  
3. Table 5:  
I wonder if there is a gender bias created from the hypothetical 
patient scenarios, where the female scenarios seemed to have more 
intervention than the males. You may consider addressing this or 
even listing it as a weakness of the questionnaire design. 

 

REVIEWER Dr Kevin Williams 
Sheffield Hallam University  
Sheffield, UK 

REVIEW RETURNED 17-Dec-2015 
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GENERAL COMMENTS I have a few of minor observations and queries and one major 
question.  
 
On p 5 (Article Summary) and later on p 10 out-of-office 
emergencies are described as 'extremely common' and 'routine' 
experiences. Surely this is too strong, notwithstanding that some 
80% reported having acted as a Good Samaritan (GS) on up to 5 
occasions across their professional lives. And, of course, doctors 
who have acted as a GS may be more inclined to participate in the 
survey - 'measurement bias', as is acknowledged later on pp 11 and 
16.  
 
Table 1 appears to say that 246 respondents identified themselves 
as male (which incidentally is 97.2%, not 64.2%, assuming a 253 
sample), whereas Table 4 identifies 69 female doctors as having 
acted as a GS (37% of 188 total).  
 
P 9, line 43, should perhaps say that half of respondents were 
confident they 'knew about' the protection available to GS.  
 
If one adds together the 'probably' and the 'definitely' intervene 
categories in Table 5 there is (surprisingly?) little difference between 
the scenarios - other than traffic accidents and EMS already on site. 
Perhaps opening para on p 10 might be worth reconsidering. 
Strangers (in practice the most likely beneficiaries) are it seems 
hardly less likely than friends to be helped.  
 
On p 11, line 23, back in 1973 Gray and Sharpe's study claimed that 
only a half of US doctors would help at a roadside accident (cf. 90% 
of Canadians), citing litigation fears.  
 
On p 16, line 23,the link between behaviour and legal knowledge is 
unlikely to be elucidated using 'the same survey instrument'.  
 
This brings me to my major query, which concerns the claim (in the 
Abstract, Summary and on p 12) that knowledge of the GS statute in 
NC and GS behaviour are somehow (causally) connected. The 
connections between liability rules and real world behaviour are 
more complex and less certain than the authors appear to allow (the 
caveats expressed under 'Limitations' on p 16 notwithstanding) and 
are certainly not convincingly demonstrated by Table 3. Many 
lawyers have commented adversely on the absence of empirical 
evidence linking legal rules and their supposed practical effects 
generally. And in this particular context, there seems to be no 
convincing evidence that dangling the carrot of (partial) immunity 
has been effective, either in the sense that it has encouraged more 
North American doctors to render aid willingly or that it was initially 
necessary to protect them from a real risk of vexatious litigation by 
ungrateful rescuees. Nor, incidentally, is there evidence that 
imposing a positive duty to rescue (as in Vermont) has had any 
effect one way or the other. It appears that despite Britain and the 
US having very different liability regimes (about which doctors' 
understanding is patchy - less than 10% in this survey were very 
knowledge-confident) the incidence and willingness to help are 
remarkably similar. Not too surprising, perhaps, when both 
overwhelmingly see themselves as driven by a moral compunction 
to help those in medical need and that their professional bodies 
similarly mandate aid for the vulnerable. Claims against Samaritan 
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doctors are as rare as hens' teeth. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1 Comments:  

 

1. Original references to add:  

There are a couple of original references that should be added, in my opinion.  

-The first is the original reference to the federal Aviation Medical Assistance Act of 1998 (rather than 

just referencing Shepherd et al). From my understanding of the language in the AMAA, this act 

provides protection to physicians acting as Good Samaritans on planes registered in the U.S. (even if 

outside U.S. airspace). That would be in contrast to what you mention in the paper about "domestic 

fights."  

 

This is a good catch – the act provides protection to all health care providers on flights on 

domestically registered airplanes. This relates to the jurisdiction of the FAA which is not directly 

mentioned in the AMAA. We have updated the text to reflect this information and added the original 

citation.  

 

-I would suggest adding the original reference for the American Medical Association Code of Medical 

Ethics. You may even consider listing the World Medical Association in its International Code of 

Medical Ethics. As an ethical take-home message, I think it would help physicians, as well as 

strengthen the paper, to elaborate on the moral obligation of this profession.  

 

This is a good point. Citations to relevant ethical guidance from professional societies are important to 

establishing context for physicians’ personal ethical decisions. We have incorporated the reference 

from the AMA.  

 

2. The authors should offer an explanation of "routine clinical care," mentioned on at least two places 

in the paper. What is routine for a pathologist is not routine for a critical care physician; you do allude 

to this later on in the text, but I think it is best to state at the beginning sentence of the Discussion. Do 

you mean, basic life support and CPR, etc?  

 

We agree that such clarification would be helpful for readers. The phrase occurs throughout the text 

typically phrased as “outside routine clinical care” in order to distinguish opportunities to act as a 

Good Samaritan. We have added a sentence in the paper clarifying this point.  

 

3. Table 5:  

I wonder if there is a gender bias created from the hypothetical patient scenarios, where the female 

scenarios seemed to have more intervention than the males. You may consider addressing this or 

even listing it as a weakness of the questionnaire design.  

 

This is a point that we thought about in drafting the scenarios as the gender of victims receiving 

emergency medical care might plausibly affect provider behavior. In setting up the scenarios we 

sought to explore three different variables. For instance, the scenarios at the mall vary the relationship 

to the victim (friend, stranger, etc) while the scenarios at the baseball game vary the type of 

emergency (possible heart attack, anaphylaxis, neurologic trauma, choking). The other variable that 

was examined was varying the setting (on a bus, on the street, on a plane). The gender of the victim 

is known in 11 of the 12 scenarios and there are six scenarios with female victims and five with male.  

 

Regarding female scenarios with more intervention than males, there were four situations in which 

less than 75% of respondents would definitely intervene: one was the man on a stretcher, one was 
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genderless victims of a traffic accident, one was the man with spinal injury at baseball game and the 

fourth was a woman on a city street. Among the remaining scenarios, the average rate of those who 

would definitely intervene was 83.4% for scenarios involving women and 82.1% for scenarios 

involving men. Therefore, we do not believe gender bias is playing a substantial role.  

 

Reviewer 2 Comments:  

 

On p 5 (Article Summary) and later on p 10 out-of-office emergencies are described as 'extremely 

common' and 'routine' experiences. Surely this is too strong, notwithstanding that some 80% reported 

having acted as a Good Samaritan (GS) on up to 5 occasions across their professional lives. And, of 

course, doctors who have acted as a GS may be more inclined to participate in the survey - 

'measurement bias', as is acknowledged later on pp 11 and 16.  

 

This is a fair point – perhaps “extremely common” is too strong of a characterization. Measurement 

bias is surely a problem in terms of those responding to the survey being more likely to intervene or 

share experiences acting as Good Samaritans. This is addressed as a weakness and would be 

avoided in a population study with better response rate. The survey did find that >80% of physicians 

completing the survey had previous opportunity to act as a Good Samaritan, a better characterization 

might be “The opportunity to act as a Good Samaritan in in the course of a career as a physician is 

common.” Text has been changed accordingly.  

 

Table 1 appears to say that 246 respondents identified themselves as male (which incidentally is 

97.2%, not 64.2%, assuming a 253 sample), whereas Table 4 identifies 69 female doctors as having 

acted as a GS (37% of 188 total).  

 

This is indeed confusing. The ‘n’ in Table 1 refers to the number of respondents who completed that 

question on the survey. While there were 251 responses to the survey, only 246 respondents 

completed the question on gender. To minimize confusion, we have edited the way the number of 

respondents for each specific item are reported in the tables.  

 

P 9, line 43, should perhaps say that half of respondents were confident they 'knew about' the 

protection available to GS.  

 

We agree that this language is perhaps too strong in the paper. – We modified to say that around half 

of the respondents stated they were knowledgeable about Good Samaritan laws in North Carolina.  

 

If one adds together the 'probably' and the 'definitely' intervene categories in Table 5 there is 

(surprisingly?) little difference between the scenarios - other than traffic accidents and EMS already 

on site. Perhaps opening para on p 10 might be worth reconsidering. Strangers (in practice the most 

likely beneficiaries) are it seems hardly less likely than friends to be helped.  

 

This is true and we noticed that collapsing the intervention columns yielded similar response rates for 

the mall scenarios, however the rates for definitely intervene were much higher for a friend (87.6%) 

compared to a stranger (76.6%), which is what we felt was worth noting.  

 

On p 11, line 23, back in 1973 Gray and Sharpe's study claimed that only a half of US doctors would 

help at a roadside accident (cf. 90% of Canadians), citing litigation fears.  

 

Gray and Sharpe paper’s original contribution is the responses of Canadian physicians which found a 

hypothetical rate of response >90%. Gray and Sharpe cite the 1964 AMA study that we cite in the 

previous line (“…a higher response rate than the 1964 AMA study in which 57.4% of NC physicians 

would intervene.”) We chose to include the NC response rate of 57.4% instead of the national rate as 
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we felt that was more interesting given that this study was confined to physicians in North Carolina.  

 

On p 16, line 23,the link between behaviour and legal knowledge is unlikely to be elucidated using 'the 

same survey instrument'.  

This statement was meant to relate to ways that differences in behavior between physicians 

throughout the United States might be compared more easily if the same survey instrument was used. 

Trying to compare our results to the responses found by Gross et al in his study of New York 

internists is complicated by the fact that different surveys were used. We were not suggesting that the 

survey instrument used in the NC Good Samaritan Study be necessarily used to elucidate the link 

between behavior and legal knowledge.  

 

This brings me to my major query, which concerns the claim (in the Abstract, Summary and on p 12) 

that knowledge of the GS statute in NC and GS behaviour are somehow (causally) connected. The 

connections between liability rules and real world behaviour are more complex and less certain than 

the authors appear to allow (the caveats expressed under 'Limitations' on p 16 notwithstanding) and 

are certainly not convincingly demonstrated by Table 3. Many lawyers have commented adversely on 

the absence of empirical evidence linking legal rules and their supposed practical effects generally. 

And in this particular context, there seems to be no convincing evidence that dangling the carrot of 

(partial) immunity has been effective, either in the sense that it has encouraged more North American 

doctors to render aid willingly or that it was initially necessary to protect them from a real risk of 

vexatious litigation by ungrateful rescuees. Nor, incidentally, is there evidence that imposing a positive 

duty to rescue (as in Vermont) has had any effect one way or the other. It appears that despite Britain 

and the US having very different liability regimes (about which doctors' understanding is patchy - less 

than 10% in this survey were very knowledge-confident) the incidence and willingness to help are 

remarkably similar. Not too surprising, perhaps, when both overwhelmingly see themselves as driven 

by a moral compunction to help those in medical need and that their professional bodies similarly 

mandate aid for the vulnerable. Claims against Samaritan doctors are as rare as hens' teeth.  

 

Thank you for this comment. While the study found that doctors with a greater perceived knowledge 

of the law were statistically more likely to state they would intervene, the link between knowledge of 

the law and actual behavior is very hard to determine. Perhaps the implications of this study might be 

less strongly worded stating that this was suggestive of a relationship between knowledge and 

behavior but certainly not definitive. We changed the text accordingly. There has been relatively little 

research into Good Samaritan behavior, and the findings regarding knowledge of the law and 

behavior was not consistent with previous research. Not only does this run counter to the finding of 

previous studies of Good Samaritan behavior, but the literature regarding the effect of law on medical 

behavior is not at all cohesive. We attempt to make this point regarding the uncertainty of effect of 

laws on patient outcomes and the lack of empirical evidence is certainly important. 

VERSION 2 – REVIEW 

REVIEWER Patricia Stewart 
University of Mississippi Medical Center, USA 

REVIEW RETURNED 14-Jan-2016 

 

GENERAL COMMENTS The authors have appropriately addressed my concerns on the initial 
review.   

 

REVIEWER Dr Kevin Williams 
Sheffield Hallam University.  
England 

REVIEW RETURNED 28-Jan-2016 
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GENERAL COMMENTS I note the authors' responses to my earlier comments and am happy 
to endorse publication, though I have a few further remarks. How 
they are dealt with I leave to your editorial judgement.  
 
1. The characterisation of GS interventions as 'routine' (p 10, line 6) 
and 'common' (p 14, line 26) still seems too strong to me. While they 
may be less rare than is sometimes supposed, they are hardly 
'routine' - unlike the day-to-day treatment encounters between 
doctors and their own patients. Suggest maybe 'not uncommon'.  
 
2. The suggested causal connection between legal knowledge and 
GS behaviour still causes me some concern. Respondents were not 
asked whether their grasp of the GS statute in NC had inclined them 
one way or the other to intervene. I'm a sceptic on this point, as you 
know, and the weight given to the 'p' value in Table 4 seems naive to 
me, though of course I'm a lawyer and not a statistician. The 
authors' response to my earlier comment is perhaps more cautious 
than their amended text suggests. Of course, I accept that the 
absence of evidence that US doctors needed immunity at all has not 
deterred politicians across the US from enacting protections.  
 
3. That doctors would more likely help a friend than a stranger (p 9, 
line 11) is hardly startling. I wonder, however, whether the more 
significant point may concern 'where' rather than 'who' is in need of 
help.  
 
4. Finally, some minor drafting suggestions -  
out of office (p 2, line 28 and elsewhere) should be hyphenated.  
p 2, line 38 suggest 'Doctors who claimed greater knowledge' etc  
p 5, line 78 perhaps should read 'without expectation of 
compensation or reward  
p 14, line 78 suggest 'about' in place of 'with'  

 

VERSION 2 – AUTHOR RESPONSE 

 

1. The characterisation of GS interventions as 'routine' (p 10, line 6) and 'common' (p 14, line 26) still 

seems too strong to me. While they may be less rare than is sometimes supposed, they are hardly 

'routine' - unlike the day-to-day treatment encounters between doctors and their own patients. 

Suggest maybe 'not uncommon'.  

 

Thank you for the suggestion, these instances have been edited to better reflect their frequency.  

 

2. The suggested causal connection between legal knowledge and GS behaviour still causes me 

some concern. Respondents were not asked whether their grasp of the GS statute in NC had inclined 

them one way or the other to intervene. I'm a sceptic on this point, as you know, and the weight given 

to the 'p' value in Table 4 seems naive to me, though of course I'm a lawyer and not a statistician. The 

authors' response to my earlier comment is perhaps more cautious than their amended text suggests. 

Of course, I accept that the absence of evidence that US doctors needed immunity at all has not 

deterred politicians across the US from enacting protections.  

 

We performed a chi square test of those with a greater and lesser perceived knowledge of the law. 

The chi square test is tests the associations between two variables. The p value reflects the likelihood 

 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-2015-010720 on 10 M

arch 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


that the frequencies observed would occur by chance alone – in other words that there is no 

difference between their behavior. In analyzing the responses of the one hundred and sixty-nine 

physicians who responded to this question, we arrived at a p value of 0.02, well below the widely 

accepted level of significance of 0.05. This finding indicates to us that at least in so far as our survey 

has been successful in capturing doctors’ opinions and real-world responses, a process which has 

limitations that we describe elsewhere, we found a statistically significant difference between the two 

groups response to the most recent opportunity to be a Good Samaritan.  

 

3. That doctors would more likely help a friend than a stranger (p 9, line 11) is hardly startling. I 

wonder, however, whether the more significant point may concern 'where' rather than 'who' is in need 

of help.  

There are many different ways we could have approached the findings from the scenarios – owing to 

space constraints we chose to discuss the finding regarding the relationship of the stranger compared 

to the friend. This was perhaps the strongest comparison since the other variables remained constant 

throughout the scenarios although the finding is indeed as one would expect.  

 

4. Finally, some minor drafting suggestions - out of office (p 2, line 28 and elsewhere) should be 

hyphenated.  

This has been changed appropriately.  

 

p 2, line 38 suggest 'Doctors who claimed greater knowledge' etc  

We deliberately used “perceived” as we wanted to convey the doctors’ appreciation of their own 

knowledge.  

p 5, line 78 perhaps should read 'without expectation of compensation or reward  

While this gives more depth to the description it does not seem necessary to add “reward” as the 

words are synonymous in this context.  

 

p 14, line 78 suggest 'about' in place of 'with'  

We believe the text reads more naturally as written. 

 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-2015-010720 on 10 M

arch 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/

