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REVIEW RETURNED 13-Oct-2015 

 

GENERAL COMMENTS To situate myself, I am a clinician educator with a strong interest in 
interpersonal communications, specifically as they pertain to 
consultations from the Emergency Department. I am, myself a 
emergency physician, and I have engaged in research on similar 
topics. I am also the Continuing Professional Development lead for 
our division of emergency medicine, and am actively pursuing 
research and scholarship about how best to teach/reach/engage 
rural physicians in resuscitation topics.  
 
I read this manuscript with quite a bit of enthusiasm - we have 
recently done a similar needs assessment locally and have found 
that there are divergent needs between our regional sites and our 
academic sites too. I think discussions around these topics are quite 
important.  
 
That said, this paper seems to focus on the gap in discussion 
around communication between rural and urban doctors. I think a 
big gap in the literature review is the topic of emergency department 
consultations, which may be helpful. The following is a list of 
selections that may address some of these, and may warrant citation 
in your discussion.  
 
1. Cortazzo, J. M., Guertler, A. T., & Rice, M. M. (1993). 
Consultation and referral patterns from a teaching hospital 
emergency department. The American journal of emergency 
medicine, 11(5), 456-459.  
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2. Guertler, A. T., Cortazzo, J. M., & Rice, M. M. (1994). Referral 
and consultation in emergency medicine practice. Academic 
Emergency Medicine, 1(6), 565-571.  
3. Matthews, A. L., Harvey, C. M., Schuster, R. J., & Durso, F. T. 
(2002, September). Emergency physician to admitting physician 
handovers: an exploratory study. In Proceedings of the Human 
Factors and Ergonomics Society Annual Meeting (Vol. 46, No. 16, 
pp. 1511-1515). SAGE Publications.  
4. Sibert, L., Lachkar, A., Grise, P., Charlin, B., Lechevallier, J., & 
Weber, J. (2002). Communication between consultants and referring 
physicians: A qualitative study to define learning and assessment 
objectives in a specialty residency program. Teaching and learning 
in medicine, 14(1), 15-19.  
5. Hexter, D. A., & Henry, G. L. (2002). Working with consultants. 
Foresight: Risk Manangement for Emergency Physicians, 1(7), 303-
306.  
6. Florance, R. S. K., Garneti, N., & Burchett, N. (2003). Closing the 
loop: feedback to accident and emergency SHOs on their referrals to 
hospital specialists. Annals of the Royal College of Surgeons of 
England, 85(3), 192.  
7. Reid, C., Moorthy, C., & Forshaw, K. (2005). Referral patterns: an 
audit into referral practice among doctors in emergency medicine. 
Emergency medicine journal, 22(5), 355-358.  
8. Woods, R. A., Lee, R., Ospina, M. B., Blitz, S., Lari, H., Bullard, 
M. J., & Rowe, B. H. (2008). Consultation outcomes in the 
emergency department: exploring rates and complexity. CJEM, 
10(1), 25.  
9. Lee, R. S., Woods, R., Bullard, M., Holroyd, B. R., & Rowe, B. H. 
(2008). Consultations in the emergency department: a systematic 
review of the literature. Emergency Medicine Journal, 25(1), 4-9.  
10. Kessler, C., Woods, R., Chan, T. M., & Sherbino, J. (2011). A 
call to action in consultation training. CJEM, 13(6), 361.  
11. Wright, D., Kenny-Scherber, C., Patel, A., Kulasegaram, K., & 
Sherbino, J. (2011). Defining and optimizing collaboration between 
emergency medicine and internal medicine physicians. Can J Gen 
Intern Med, 6, 28-9.  
12. Maughan, B. C., Lei, L., & Cydulka, R. K. (2011). ED handoffs: 
observed practices and communication errors. The American journal 
of emergency medicine, 29(5), 502-511.  
13. Ackery, A. D., Adams, J. W., Brooks, S. C., & Detsky, A. S. 
(2011). How to give a consultation and how to get a consultation. 
CJEM, 13(4), 289-291.  
14. Kessler, C. S., Afshar, Y., Sardar, G., Yudkowsky, R., Ankel, F., 
& Schwartz, A. (2012). A prospective, randomized, controlled study 
demonstrating a novel, effective model of transfer of care between 
physicians: the 5 Cs of consultation. Academic Emergency 
Medicine, 19(8), 968-974.  
15. Kessler, C., Kutka, B. M., & Badillo, C. (2012). Consultation in 
the emergency department: a qualitative analysis and review. The 
Journal of emergency medicine, 42(6), 704-711.  
16. Kessler, C. S., Chan, T., Loeb, J. M., & Malka, S. T. (2013). I’m 
clear, you’re clear, we’re all clear: Improving consultation 
communication skills in undergraduate medical education. Academic 
Medicine, 88(6), 753-758.  
17. Pimmer, C., Pachler, N., Nierle, J., & Genewein, U. (2012). 
Learning through inter-and intradisciplinary problem solving: using 
cognitive apprenticeship to analyse doctor-to-doctor consultation. 
Advances in health sciences education,17(5), 759-778.  
18. Kessler, C. S., Asrow, A., Beach, C., Cheung, D., Fairbanks, R. 
J., Lammers, J. C., ... & Schuur, J. D. (2013). The Taxonomy of 
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Emergency Department Consultations—Results of an Expert 
Consensus Panel. Annals of emergency medicine, 61(2), 161-166.  
19. Geskey, J. M., Geeting, G., West, C., & Hollenbeak, C. S. 
(2013). Improved Physician Consult Response Times in an 
Academic Emergency Department After Implementation of an 
Institutional Guideline. The Journal of emergency medicine, 44(5), 
999-1006.  
20. Chan, T., Orlich, D., Kulasegaram, K., & Sherbino, J. (2013). 
Understanding communication between emergency and consulting 
physicians: a qualitative study that describes and defines the 
essential elements of the emergency department consultation-
referral process for the junior learner. CJEM, 15(1), 42-51.  
21. Chan, T., Sabir, K., Sanhan, S., & Sherbino, J. (2013). 
Understanding the impact of residents' interpersonal relationships 
during emergency department referrals and consultations. Journal of 
graduate medical education, 5(4), 576-581.  
22. Chan, T., Bakewell, F., Orlich, D., & Sherbino, J. (2014). Conflict 
Prevention, Conflict Mitigation, and Manifestations of Conflict During 
Emergency Department Consultations. Academic Emergency 
Medicine, 21(3), 308-313.  
23. Podolsky, A., Stern, D. T., & Peccoralo, L. (2015). The 
Courteous Consult: A CONSULT Card and Training to Improve 
Resident Consults. Journal of Graduate Medical Education.  
 
Yes, I know some of these citations are written by myself, but I do 
believe that the other points of view may also be relevant for 
situating the differences in perceptions and needs.  
 
Methods:  
More clarity re: the "qualitative" methods used to analyze the 
comments would be appreciated. Did you use constant comparative 
methods? What analytic heritage did you engage upon (Grounded 
theory, simple thematic analysis, interpretive descriptive technique)? 
It is difficult to write these up if you are not familiar with the methods, 
and I would suggest explaining what methods you used in greater 
clarity to assist reviewers with understanding the measures of rigor 
you used to enhance your analysis.  
 
Abstract:  
The conclusion around the need for more simulation is unclear to me 
how you came to this conclusion. The discussion needs to more fully 
link the concept of the gaps in your needs assessment to the 
conclusion you have noted.  

 

REVIEWER Christopher J. Smith 
University of Nebraska Medical Center  
Omaha, NE, United States 

REVIEW RETURNED 04-Nov-2015 

 

GENERAL COMMENTS Summary: This is a mixed-methods, survey-based study examining 
communication barriers between rural primary care physicians and 
urban consultants. The topic is very interesting and likely applicable 
to other settings. I work at a large referral center in a mostly rural 
state, and recognize many of the obstacles identified in the paper. 
The most significant limitations to the paper in its current form is a 
limited explanation of methods and limited exploration of published 
literature in related areas of study(see below).  
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Comments:  
1. The author instructions mention inclusion of an "article summary" 
section following the abstract, which is not included here.  
2. Reference numbers in the body of the manuscript do not follow 
numerical order and formatting is inconsistent with some references 
using brackets and others parentheses.  
3. Several statements should be supported with references, 
including:  
P3, Lines 18-20: "...family physicians in the country side frequently 
consult with city specialists, via technology like radio, telemedicine 
and now th Internet."  
P3, Lines 23-24: "These technologies may not trasmist subtle non-
verbal cues that modify face-to-face conversation."  
P3, Lines 47-59: "...poor communication habits that worsen rural 
isolation, undermine collegial relationships, and threaten patient 
safety."  
P4, Lines 3-6: "Simulation-based medical education..."  
P6, Line 43: "...both groups of physicians may be influenced by 
spectrum bias."  
4. I feel the first paragraph of the introduction could be edited, if not 
completely deleted. Discussion of the Tenerife disaster and patient-
doctor communication seems a little off-base. The paragraph 
mentions technologies that can enhance remote communication 
between physicians, but doesn't really explore these themes 
elsewhere. Could start the intro with the second paragraph for 
brevity and clarity.  
5. The authors state that rural-urban consultant communication has 
not been studied, but there is a great deal of literature exploring 
other physician-to-physician communication barriers that may add to 
the current study. For example, several studies have explored 
difficulties with inter-unit physician handoffs within a hospital setting, 
which seems to have some relevance here. I would also be 
interested to know if research of medical care in other remote 
settings would be applicable (such as those you point out - oilrigs, 
polar stations, etc.). Finally, there is a large literature on 
telemedicine to improve access to consultants in remote areas, 
which would seem applicable here.  
6. P4, lines 9-13. I suggest deleting the sentence following your 
statement of objectives at the end of the introduction ("Our study 
provides a good model..."), as it is more of a discussion/conclusion 
statement.  
7. Methods: I do not feel enough detail is provided in the Methods to 
interpret the results. Areas to address include:  
a) This is presumably a novel survey tool, so how was it designed, 
tested for reliability/validity, etc.? Including the survey in the 
manuscript or as an appendix would be helpful for the reader.  
b) I would also like more information on the survey respondents - 
demographics/training/experience/specialty area. What was the 
response rate? How many unique practice sites were represented 
by the respondents? If this data was not collected, it should be 
mentioned as a limitation.  
c) For a foreign reader, it would be helpful to include more 
description of NL - size, geography, population, concentration of 
physicians, number of tertiary care centers, etc.  
d) The survey was distributive via purposive sampling, so it would be 
helpful to know what criteria were applied in selecting eligible 
respondents.  
e) Most of the conclusions hinge on the qualitative results, yet there 
isn't a description of what qualitative methodology was applied (e.g. 
grounded theory). This portion requires much more detail to support 
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the authors' findings. An example in a current BMJ Open article that 
might be a good reference is: What role do pharmacists play in 
mediating antibiotic use in hospitals? A qualitative study (2015, 
volume 5, issue 11).  
8. Figures 1-3 could be consolidated into a single figure.  
9. Results - what is meant by "positive" communications? Was this 
defined in the survey?  
10. Qualitative results:  
a) Line 41 - Would move mention of quantatitive data from the 
qualitative results section to the prior quantitative results section.  
b) References to communication in an emergency (p5, line 51; p8, 
line 14), seem off-base to the current study of ambulatory referrals. If 
ambulatory and intra-hospital transfers are both considered here, 
would explain this in the methods.  
c) Uncertain what is meant by "hidden curriculum" (p6, line 13; p7, 
line 3) - please provide explanation or reword.  
11. Much of the content in the Results sections seems more 
appropriate in the discussion section. Would suggest reviewing and 
limit this section to reporting, rather than interpreting, results.  
12. In order to better interpret the "reporting" barrier, it would be 
helpful to know how referring and consulting physicians tend to 
communicate referrals/recommendations to one another e.g. EHR 
vs phone vs written documentation.  
13. Language skills was identified as a theme, but not really 
discussed further. If only two respondents mentioned this as a 
barrier, is it really a significant problem? If so, please explore in your 
discussion why such language barriers exist between rural and 
urban physicians.  
14. Strengths and weakness: if the survey instrument was novel and 
not tested for clarify/reliability/validity, I would include this as a 
limitation.  
15. Although communication training is a reasonable intervention to 
consider, I would suggest looking at other systems-level ways to 
improve communication e.g. shared access to EHRs, telemedicine 
consultation, etc. 

 

REVIEWER Anne Kirchhoff 
University of Utah, USA 

REVIEW RETURNED 23-Nov-2015 

 

GENERAL COMMENTS This paper is on an important topic, but lack of organization and 
clarity of the content in several of the manuscript sections prevents 
recommendation for publication.  
 
Introduction  
Much of the introduction (especially the first paragraph) does not 
seem to be based on research studies. The introduction would be 
strengthened by a more thorough review of the literature on the topic 
of rural/urban physicians, including how technology aids or hinders 
communication, rather than anecdotes.  
For example: starting on line 18, page 3: “In the very special setting 
of rural and remote practice, family physicians in the countryside 
frequently consult with city specialists, often via technology like 
radio, telemedicine and now the Internet.” How common is it for rural 
to consult with urban providers – ‘frequently’ doesn’t really clarify 
this. What is considered a rural or remote practice? How are these 
relationships made? In addition, some context on what prompts a 
consultation for rural would be helpful to better understand how this 
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communication happens. Does it tend to be more for emergencies 
(that is, needing quick response) or for other less pressing issues?  
Page 4: This sentence “Simulation-based medical education (SBME) 
may be used to develop effective communication etiquette, using 
hybrid scenarios or role-play with standardized patients (SPs).” This 
statement doesn’t seem tied to the rest of the paragraph and it is not 
clear how it is relevant to the objective of the study.  
Page 4 lines 8-13: These statements seem more relevant to the 
discussion section.  
 
Page 4:  
 
Methods  
Participants:  
How many physicians were identified from these 
forums/associations? How many were approached/what was the 
response rate? How was rural defined (and what does exclusively 
rural mean?). Was there any compensation for participating?  
 
Outcomes:  
How many items were in the survey? Were physician demographics 
collected? Was it pre-tested?  
Were there any items that asked about how often rural/urban 
physicians communicate with their counterparts? This is extremely 
important to have to provide context for how important it is to 
improve communication. If it’s not that common, it’s probably not 
worth the cost of trying to change practice.  
Page 4: This statement is more appropriate under the Participants 
section: “The surveys were distributed through purposive sampling 
to achieve comparability, in both online (FluidSurveys) and paper 
formats to self-identified rural physicians and urban consultants.”  
 
Results  
Quantitative results  
Key demographic factors related to communication include physician 
gender and years of practice. Another key factor is whether they are 
a native language speaker. Were these collected?  
 
Qualitative results  
Several parts of the qualitative results include citations and 
discussion of the literature, or speculation about the results, rather 
than actual study findings. This section should be revised to focus 
on the study results. Several of the statements in this section are 
appropriate for the discussion section.  
Page 5, line 40: What is meant by poor language skills?  
 
Discussion  
Discussion section gets repetitive with the results section, although if 
the results section is revamped to only include results, this problem 
should be ameliorated.  
Page 8: Another weakness is the lack of information on the 
physician demographics such as years in practice.  
Page 9 line 34: Why simulation? Were participants asked about this 
and agreeable to it as an intervention? 

 

VERSION 1 – AUTHOR RESPONSE 

REVIEWER 1'S COMMENTS (EDITS HIGHLIGHTED IN RED IN THE MANUSCRIPT):  
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1-1. "This paper seems to focus on the gap in discussion around communication between rural and 

urban doctors. I think a big gap in the literature review is the topic of emergency department 

consultations, which may be helpful. The following is a list of selections that may address some of 

these, and may warrant citation in your discussion."  

 

Response: To address this we added several citations from the recommended list [i.e. numbers 16, 

20, 22] and revised the text to include information about communication problems and potential 

solutions in ED and handover settings. See Page 5, lines 5-10: "Research on urban emergency 

department (ED) consultations as well as ED handovers illuminates key themes underpinning conflict 

[31]. Evaluation of relevant barriers and understanding the perspectives of both communicating 

parties are effective strategies for improvement [25, 28, 31, 32]. Multi-modal educational approaches 

to teaching communication skills have been described for learners, doctors and patients [22 - 24, 33, 

34] in urban settings."  

 

1-2. "Methods: More clarity re: the "qualitative" methods used to analyze the comments would be 

appreciated. Did you use constant comparative methods? What analytic heritage did you engage 

upon (Grounded theory, simple thematic analysis, interpretive descriptive technique)? It is difficult to 

write these up if you are not familiar with the methods, and I would suggest explaining what methods 

you used in greater clarity to assist reviewers with understanding the measures of rigor you used to 

enhance your analysis."  

 

Response: We expanded and clarified our methods section significantly, specifically including the 

analytical heritage we chose (grounded theory) and further important methodological details.  

See page 5, lines 16-21: "Employing an inductive approach, this mixed methods survey design used 

purposive multilevel sampling to identify and describe communication barriers between rural family 

physicians and urban consultants in NL. Two surveys were developed in consultation with content 

experts in emergency/rural medicine, and medical education research. Grounded theory guided the 

constant comparison technique used to develop themes that were identified and coded independently 

by three researchers and iteratively evaluated until saturation was achieved."  

 

Also page 6, lines 16-23: "The responses to open-ended questions were coded and analyzed for key 

themes. A thematic content analysis was systematically conducted first manually and second using 

Nvivo10 software. Multiple researchers (DW, SA, CH) independently coded the data and iteratively 

reviewed it until saturation was achieved. Analytic rigor was ensured through triangulation of both 

methods and researchers, and by searching for conflicting or atypical commentary. We ensured inter-

rater reliability by integrating a number of team members (TR, AD) in the final analysis. Quotations 

from participant responses are presented."  

 

1-3. “Abstract: The conclusion around the need for more simulation is unclear to me how you came to 

this conclusion. The discussion needs to more fully link the concept of the gaps in your needs 

assessment to the conclusion you have noted.”  

 

Response: We revised the abstract (page 2) to include discussion about how simulation provides 

good contextual fidelity for teaching communication skills, which addresses one of our study 

objectives.  

 

See abstract, lines 5-8: “Because simulation produces a learning environment that is important for 

teaching communication skills, a further objective of our study is to examine doctors’ views of the 

utility of simulation-based medical education as a potential educational solution to perceived 

communication barriers that may emerge.”  

 

And page 4, lines 27-34: “While little data describes asynchronous communication between doctors, 
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evidence suggests that some telecommunications may not transmit the subtle nonverbal cues that 

modify face-to-face conversations between doctors and their patients. [12 – 15]. Non-verbal 

communication provides emotional context [16 – 20]. Medical communication can be turbulent when 

physicians talk together [20, 21]. Simulation education may play a useful remedial role. In particular, 

techniques like hybrid simulation and role-play with standardized patients provide good contextual 

fidelity, which is important for teaching communication skills [22 – 24].  

 

REVIEWER 2’S COMMENTS (ADDRESSED IN BLUE IN THE MANUSCRIPT):  

 

2-1. “The author instructions mention inclusion of an "article summary" section following the abstract, 

which is not included here.”  

 

Response: This summary has been written and included in the updated submission, page 3.  

 

2-2. “Reference numbers in the body of the manuscript do not follow numerical order and formatting is 

inconsistent with some references using brackets and others parentheses.”  

 

Response: All references have been reformatted to appear in numerical order and all are displayed in 

brackets.  

 

2-3. “Several statements should be supported with references, including:  

 

a. P3, Lines 18-20: "...family physicians in the country side frequently consult with city specialists, via 

technology like radio, telemedicine and now the Internet."  

 

Response: Reference added [8], pg. 4, lines 22-25: “Given NL’s onshore and offshore geographic 

isolation and its subarctic weather, rural practitioners consult with urban specialists for routine and 

elective cases, sometimes using technologies like radio, telemedicine and now the internet [8].”  

 

b. P3, Lines 22-25: "These technologies may not transmit subtle non-verbal cues that modify face-to-

face conversation."  

 

Response: Added references 12-21, page 4, lines 30-32: “While little data describes asynchronous 

communication between doctors, evidence suggests that some telecommunications may not transmit 

the subtle nonverbal cues that modify face-to-face conversations between doctors and their patients 

[12 – 14]. Non-verbal communication provides emotional context [15 – 19]. Medical communication 

can be turbulent when physicians talk together [20, 21].”  

 

c. P3, Lines 47-59: "...poor communication habits that worsen rural isolation, undermine collegial 

relationships, and threaten patient safety."  

 

Response: Added references 25, 26, page 4, lines 37-39: “Research in urban contexts shows that 

miscommunication is common between family doctors and specialists [25]. It disrupts collaborative 

relationships, exacerbates a perceived hierarchical imbalance, and threatens trust [25]. Most 

important, it has a serious negative impact on patient safety [26].”  

 

d. P4, Lines 3-6: "Simulation-based medical education..."  

 

Response: Added references 22-24, 33, 34. Page 4, lines 34 and page 5, line 9: “Simulation 

education may play a useful remedial role. In particular, techniques like hybrid simulation and role-

play with standardized patients provide good contextual fidelity, which is important for teaching 

communication skills [22 – 24].  
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And page 5, lines 8-9: “Multi-modal educational approaches to teaching communication skills have 

been described for learners, doctors and patients [22-24; 33, 34] in urban settings.”  

 

e. P6, Line 43: "...both groups of physicians may be influenced by spectrum bias."  

 

Response: Based on our literature review around bias, no specific name for this bias exists. We are 

therefore referencing the umbrella term “cognitive bias” instead of spectrum bias, as referenced by 

the National Institute of Health Website [36] https://www.nlm.nih.gov/nichsr/hta101/ta101014.html  

 

Page 8, lines 9-19: “In addition, both groups of physicians may be influenced or cognitively biased by 

their practise settings and patient populations [36, 37]. Cognitive bias may lead diseased-focused and 

technology-driven urban specialists to overestimate the available emergency resources at rural 

hospitals, where in fact resuscitation capabilities are very basic. It may also cause them to mistakenly 

think their routine investigations and therapies are available in rural settings. Conversely, bias may 

limit rural family physicians’ familiarity with those same tests and treatments because they are 

impractical and therefore inapplicable to their own patient population. Cognitive bias may also cause 

rural family physicians to expect unrealistically prompt consultation, and to overlook the myriad 

responsibilities the urban specialist must prioritize while taking referrals. It may also lead them to write 

overly succinct referral notes.”  

 

2-4. a. “I feel the first paragraph of the introduction could be edited, if not completely deleted. 

Discussion of the Tenerife disaster and patient-doctor communication seems a little off-base.  

 

Response: We reworked the introduction and deleted any reference to the Tenerife.  

 

b. “The paragraph mentions technologies that can enhance remote communication between 

physicians, but doesn't really explore these themes elsewhere.”  

 

Response: This theme was expanded to better contextualize remote telecommunication to the 

province of NL, where the study took place.  

Page 4, lines 5-13; 21-27: “Safe reliable communication for both routine and emergency land-based 

medical care, is important in rural and remote parts of the world like Newfoundland and Labrador 

(NL). It is critically important in NL’s offshore, where fishing and industrial operations take place in 

unpredictable weather at subpolar latitudes, and medical support and rescue may be organized using 

telecommunication with distant air and sea personnel. For example, when in February 1982, the 

Ocean Ranger oil rig capsized 267 km off the NL coast, killing all on board, the air rescue was 

coordinated from the town of Gander, 600 km away [2]. Offshore marine medical personnel also use 

telecommunications to consult urban emergency physicians for routine matters.”  

 

“In parts of Labrador, remote presence robotics are used for patient consultations, for guiding real 

resuscitations, and for teaching simulated ones [7]. Given NL’s onshore and offshore geographic 

isolation and its unpredictable climate, rural practitioners consult with urban specialists for routine and 

elective cases, sometimes using technologies like radio, telemedicine and now the Internet [8]. The 

frequency of these communications remains unknown. Previous studies describe telecommunication 

from oil rigs [9], in polar regions [10], as well as in developing countries [11].”  

 

and page 11, lines 4-12: “Rural family physicians and urban consultants in NL communicate by 

telephone, in writing and EMR (Electronic Medical Records), and sometimes telemedicine. Research 

in an urban setting suggests that lack of communication affected the quality of patient care in 25% of 

follow-up visits [39]. Rural patients in Newfoundland and Labrador may travel vast geographic 

distances to see an urban specialist. For example, as described earlier, the distance from Nain to the 
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referral centre of Goose Bay, Labrador is 369 km via air. Remote presence robotics are used for 

some consultations in Nain. For physical patient visits it is essential for urban specialists to clearly 

articulate relevant patient care recommendations to the rural family physician into whose care these 

patients return.”  

 

c. “Could start the intro with the second paragraph for brevity and clarity.”  

 

Response: This change was made.  

 

2-5. “The authors state that rural-urban consultant communication has not been studied, but there is a 

great deal of literature exploring other physician-to-physician communication barriers that may add to 

the current study. For example, several studies have explored difficulties with inter-unit physician 

handoffs within a hospital setting, which seems to have some relevance here. I would also be 

interested to know if research of medical care in other remote settings would be applicable (such as 

those you point out - oilrigs, polar stations, etc.). Finally, there is a large literature on telemedicine to 

improve access to consultants in remote areas, which would seem applicable here.”  

 

Response: We revised the paper to include discussion of communications during inter-physician 

handoffs. Page 5, lines 5-9: “Research on urban emergency department (ED) consultations as well as 

ED handovers illuminates key themes underpinning conflict [30]. Evaluation of relevant barriers and 

understanding the perspectives of both communicating parties are effective strategies for 

improvement [25, 28, 31, 32]. Multi-modal educational approaches to teaching communication skills 

have been described for learners, doctors and patients [22-24; 33, 34] in urban settings.”  

 

Revisions also include discussion of research in other remote settings on page 4, lines 5-13: “Safe 

reliable communication for both routine and emergency land-based medical care, is important in rural 

and remote parts of the world like Newfoundland and Labrador (NL). It is critically important in NL’s 

offshore, where fishing and industrial operations take place in unpredictable weather at subpolar 

latitudes, and medical support and rescue may be organized using telecommunication with distant air 

and sea personnel. For example, when in February 1982, the Ocean Ranger oil rig capsized 267 km 

off the NL coast, killing all on board, the air rescue was coordinated from the town of Gander, 600 km 

away [2]. Offshore marine medical personnel also use telecommunications to consult urban 

emergency physicians for routine matters.”  

 

And page 4, lines 21-30: In parts of Labrador, remote presence robotics are used for patient 

consultations, for guiding real resuscitations, and for teaching simulated ones [7]. Given NL’s onshore 

and offshore geographic isolation and its subarctic weather, rural practitioners consult with urban 

specialists for routine and elective cases, sometimes using technologies like radio, telemedicine and 

now the internet [8]. The frequency of these communications remains unknown. Previous studies 

describe telecommunication from oil rigs [9], in polar regions [10], as well as in developing countries 

[11]. These communication tools can be synchronous or asynchronous. While little data describes 

asynchronous communication between doctors, evidence suggests that some telecommunications 

may not transmit the subtle nonverbal cues that modify face-to-face conversations between doctors 

and their patients [12 – 14].”  

 

And telemedicine literature was reviewed and the paper revised to include further discussion of 

telemedicine [as included above^].  

 

2-6. P4, lines 9-13. “I suggest deleting the sentence following your statement of objectives at the end 

of the introduction ("Our study provides a good model..."), as it is more of a discussion/conclusion 

statement”.  

 

 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-2015-010153 on 6 M

ay 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


Response: This sentence was reworded and moved to the conclusion, pg. 10 line 40 – 42: “This 

study, based in the remote and isolated province of NL, may apply to communication in similar 

environments around the world.”  

 

2-7.  

a. “This is presumably a novel survey tool, so how was it designed, tested for reliability/validity, etc.?”  

 

Response: Page 5, lines 16-21: “Employing an inductive approach, this mixed methods survey design 

used purposive multilevel sampling to identify and describe communication barriers between rural 

family physicians and urban consultants in NL. Two surveys were developed in consultation with 

content experts in emergency/rural medicine, and medical education research. Grounded theory 

guided the constant comparison technique used to develop themes that were identified and coded 

independently by three researchers and iteratively evaluated until saturation was achieved.”  

 

Page 6, lines 16-23. “The responses to open-ended questions were coded and analyzed for key 

themes. A thematic content analysis was systematically conducted first manually and second using 

Nvivo10 software. Multiple researchers (DW, SA, CH) independently coded the data and iteratively 

reviewed it until saturation was achieved. Analytic rigor was ensured through triangulation of both 

methods and researchers, and by searching for conflicting or atypical commentary. We ensured inter-

rater reliability by integrating a number of team members (TR, AD) in the final analysis. Quotations 

from participant responses are presented.”  

 

The survey was not piloted before distribution, therefore lacking validity, which is listed as a limitation 

of the study on P8, lines 42-44.  

 

b. “Including the survey in the manuscript or as an appendix would be helpful for the reader.”  

 

Response: The survey is now included.  

 

c. “I would also like more information on the survey respondents - 

demographics/training/experience/specialty area. What was the response rate? How many unique 

practice sites were represented by the respondents? If this data was not collected, it should be 

mentioned as a limitation.”  

 

Response: Information on demographics/training/experience was not collected and is included as a 

limitation on page 9, lines 39-40.  

 

Information on specialty area was collected from urban consultants and general surgery, 

ophthalmology, urology and general internal medicine specialties were included,  

see page 5, lines 39-43: “23 urban consultants (12 males, 11 females) were recruited from internal 

medicine and surgery with departmental email lists. These departments were chosen because they 

practise in consultation with rural family physicians. At MUN, general surgery and surgical 

subspecialties form a single departmental unit. Subspecialist surgeons responded from urology and 

ophthalmology.”  

 

21 unique practice sites in NL were surveyed. Response rate was only available from the rural 

preceptors meeting in St. John’s and was 63.7%. The available information is now included, see page 

6, lines 3-5, and also mentioned as a limitation page 9 line 40.  

 

d. “For a foreign reader, it would be helpful to include more description of NL - size, geography, 

population, concentration of physicians, number of tertiary care centers, etc.”  
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Response: This is now discussed. See page 4, lines 7-25.  

 

e. “The survey was distributive via purposive sampling, so it would be helpful to know what criteria 

were applied in selecting eligible respondents.”  

 

Response: Rural preceptors were selected at their rural preceptor meeting in St. John’s, NL. Urban 

consultants were selected from surgical and medical grand rounds, then accessed through faculty 

listserves for the online survey. See page 5, lines 32-43.  

 

f. “Most of the conclusions hinge on the qualitative results, yet there isn't a description of what 

qualitative methodology was applied (e.g. grounded theory). This portion requires much more detail to 

support the authors' findings. An example in a current BMJ Open article that might be a good 

reference is: What role do pharmacists play in mediating antibiotic use in hospitals? A qualitative 

study (2015, volume 5, issue 11).”  

 

Response: Our qualitative methodology is extensively revised and expanded. Grounded theory, was 

used to develop themes that were identified independently by 3 researchers and iteratively evaluated 

until saturation was achieved. Triangulation ensured rigor. See page 5, lines 16-21:  

“Employing an inductive approach, this mixed methods survey design used purposive multilevel 

sampling to identify and describe communication barriers between rural family physicians and urban 

consultants in NL. Two surveys were developed in consultation with content experts in 

emergency/rural medicine, and medical education research. Grounded theory guided the constant 

comparison technique used to develop themes that were identified and coded independently by three 

researchers and iteratively evaluated until saturation was achieved.”  

 

and page 6, lines 16-23: “The responses to open-ended questions were coded and analyzed for key 

themes. A thematic content analysis was systematically conducted first manually and second using 

Nvivo10 software. Multiple researchers (DW, SA, CH) independently coded the data and iteratively 

reviewed it until saturation was achieved. Analytic rigor was ensured through triangulation of both 

methods and researchers, and by searching for conflicting or atypical commentary. We ensured inter-

rater reliability by integrating a number of team members (TR, AD) in the final analysis. Quotations 

from participant responses are presented.”  

 

 

2-8. “Figures 1-3 could be consolidated into a single figure.”  

 

Response: This has been done.  

 

2-9. “Results - what is meant by "positive" communications? Was this defined in the survey?”  

 

Response: Our wording is revised and now states “Overall, 99% or participants, and all urban 

specialists, reported at least occasional smooth communications and effective relay and receipt of 

information” on page 6, lines 35-36.  

“Positive” communications was never actually used as a term in the survey, it became an umbrella 

term when looking at participants’ responses but what it really encompassed was smooth and 

effective transferring of information, so we changed our wording to reflect this.  

 

2-10. Qualitative results:  

a. “Line 41 - Would move mention of quantitative data from the qualitative results section to the prior 

quantitative results section.”  

 

Response: This has been done.  
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b. “References to communication in an emergency (p5, line 51; p8, line 14), seem off-base to the 

current study of ambulatory referrals. If ambulatory and intra-hospital transfers are both considered 

here, would explain this in the methods.”  

 

Response: Rural practitioners in NL practice routine and emergency care as well as inter-hospital 

transfers. This is now explained in the methods, page 5, lines 33-34:  

“In rural NL, family physicians provide routine emergency and transport care.”  

 

c. “Uncertain what is meant by "hidden curriculum" (p6, line 13; p7, line 3) - please provide 

explanation or reword.”  

 

Response: Hidden curriculum has been explained on page 7, lines 29-31: “The hidden curriculum, or 

socialized attitudes and learning that are hidden in plain sight rather than expressed explicitly, may be 

at play in this case.”  

 

2-11. “Much of the content in the Results sections seems more appropriate in the discussion section. 

Would suggest reviewing and limit this section to reporting, rather than interpreting, results.”  

 

Response: This change has been made.  

 

2-12. “In order to better interpret the "reporting" barrier, it would be helpful to know how referring and 

consulting physicians tend to communicate referrals/recommendations to one another e.g. EHR vs 

phone vs written documentation”  

 

Response: All these modalities are used, though with an unknown frequency. See page 9, lines 4-6: 

“Rural family physicians and urban consultants in NL communicate by telephone, in writing and EHR, 

and sometimes telemedicine.”  

 

2-13. “Language skills was identified as a theme, but not really discussed further. If only two 

respondents mentioned this as a barrier, is it really a significant problem? If so, please explore in your 

discussion why such language barriers exist between rural and urban physicians.”  

 

Response: Review of the data revealed that several urban physicians commented on language 

barriers in rural family physicians. We clarified our language to make that clear. See page 6, lines 44-

45: “native language barriers as major obstacles to effective communication with rural physicians.”  

 

And page 9, lines 14 – 17: “A number of urban specialists noted that language skills were a barrier to 

communication when dealing with rural family physicians. For example, specialists noted that “a 

language barrier (is) sometimes an issue” and “language barriers, accents” can impede 

communications.”  

 

Data was not collected on the incidence of native language speakers, which has been included as a 

limitation, page 9, lines 42-43: “Another limitation is that data about native language was not collected 

for either group. It emerged as a barrier upon analysis of results.”  

 

2-14. “Strengths and weakness: if the survey instrument was novel and not tested for 

clarify/reliability/validity, I would include this as a limitation.”  

 

Response: The survey is novel and was not tested for clarity or validity. This is included as a 

limitation, page 9, lines 41-42: “We used a novel survey to assess communication barriers in this 

study. Although triangulation ensured rigour, the survey was not tested for internal validity which is a 
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limitation.”  

 

2-15. “Although communication training is a reasonable intervention to consider, I would suggest 

looking at other systems-level ways to improve communication e.g. shared access to EHRs, 

telemedicine consultation, etc.”  

 

Response: Revisions now to elaborate upon these systems-level ways to improve communication. 

See page 9, lines 23-28: “Telemedicine [19] may be useful, though some studies refer to its often-

overlooked subtractive communicative effects on both health care practitioners and patients [12 – 14]. 

Shared access to electronic medical records (EMR) has been reported in physician/patient 

communications [40] but little is published about communication between physicians. One study of 

EMR use between health workers has reported a problematic lack of transmission of nuanced 

communication that may be more likely to occur than through other modes of discourse [41].”  

 

REVIEWER 3 COMMENTS (Addressed in GREEN in the manuscript):  

 

3-1. “Much of the introduction (especially the first paragraph) does not seem to be based on research 

studies. The introduction would be strengthened by a more thorough review of the literature on the 

topic of rural/urban physicians, including how technology aids or hinders communication, rather than 

anecdotes.”  

 

Response: Significant revisions have been done to include a more comprehensive literature review 

that references and discusses rural/urban communication, modes of communication and technologies 

used, as well as literature on communication in the ED settings and handovers. See the entire 

introduction, pages 4-5.  

 

[comment 3-1 continued] “For example: starting on line 18, page 3: “In the very special setting of rural 

and remote practice, family physicians in the countryside frequently consult with city specialists, often 

via technology like radio, telemedicine and now the Internet.” How common is it for rural to consult 

with urban providers – ‘frequently’ doesn’t really clarify this.”  

 

Response: Exact data on the frequency of communication is unknown. We have elaborated upon the 

characteristics of rural practice in NL to better illustrate its isolation, which mandates consultation… 

although with unknown rates. See page 4, lines 7-10: “It is critically important in NL’s offshore, where 

fishing and industrial operations take place in unpredictable weather at subpolar latitudes, and 

medical support and rescue may be organized using telecommunication with distant air and sea 

personnel.”  

 

Lines 15-25: “Newfoundland is an island in the North Atlantic Ocean that, together with sub-Arctic 

continental Labrador, forms one Canadian province. Its smallest town has only 5 residents [3]. Only 

1301 physicians practice in the 30 health centres or hospitals [4] that are spread throughout NL. 

There are 3 tertiary care centres in the capital city, St. John’s. Though it is not known what 

percentage of NL doctors practice rurally, 60% of NL inhabitants fulfill one definition of rurality [5] by 

not living near a city of 50,000 or more [6]. Small isolated fishing communities sit along NL’s 17,540 

km-long coast. In parts of Labrador, remote presence robotics are used for patient consultations, for 

guiding real resuscitations, and for teaching simulated ones [7]. Given NL’s onshore and offshore 

geographic isolation and its subarctic weather, rural practitioners consult with urban specialists for 

routine and elective cases, sometimes using technologies like radio, telemedicine and now the 

internet [8]. The frequency of these communications remains unknown.”  

 

[continued…] "What is considered a rural or remote practice?"  
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Response: One definition of rurality is described and referenced by Du Plessis, V., et al. (2001). 

Definitions of rural. Rural and small town Canada analysis bulletin. Statistics Canada, 3(3).  

See page 4, lines 18-20: “. Though it is not known what percentage of NL doctors practice rurally, 

60% of NL inhabitants fulfill one definition of rurality [5] by not living near a city of 50,000 or more [6].”  

 

[3-1 continued] “How are these relationships made? In addition, some context on what prompts a 

consultation for rural would be helpful to better understand how this communication happens. Does it 

tend to be more for emergencies (that is, needing quick response) or for other less pressing issues?”  

 

Response: Rural practitioners in NL practice routine and emergency care as well as inter hospital 

transfers, so consultation occurs in both cases. This is now stated in the methods, see page 5, lines 

33-34: “In rural NL, family physicians provide routine emergency and transport care.”  

 

3-2. “Page 4: This sentence “Simulation-based medical education (SBME) may be used to develop 

effective communication etiquette, using hybrid scenarios or role-play with standardized patients 

(SPs).” This statement doesn’t seem tied to the rest of the paragraph and it is not clear how it is 

relevant to the objective of the study.”  

 

Response: “We added several citations and revised the text to include information about 

communication problems and potential educational and other solutions in ED and handover settings.  

See Page 5, lines 5-9: “Research on urban emergency department (ED) consultations as well as ED 

handovers illuminates key themes underpinning conflict [30]. Evaluation of relevant barriers and 

understanding the perspectives of both communicating parties are effective strategies for 

improvement [25, 28, 31, 32]. Multi-modal educational approaches to teaching communication skills 

have been described for learners, doctors and patients [22-24; 33, 34] in urban settings.”  

 

We also expanded on how educational solutions are related to the objective of the study. Page 2, 

lines 5-8: “Because simulation produces a learning environment that is important for teaching 

communication skills, a further objective of our study is to examine doctors’ views of the utility of 

simulation-based medical education, as one potential solution to communication barriers that may 

emerge”, and Page 5, lines 10-12: “Our objective is to examine perceived communication barriers 

between rural family physicians and urban specialists in NL, and to collect information on the role and 

utility of potential educational solutions.  

 

See page 4, lines 27-34: “These communication tools can be used synchronously or asynchronously. 

While little data describes asynchronous communication between doctors, evidence suggests that 

some telecommunications may not transmit the subtle nonverbal cues that modify face-to-face 

conversations between doctors and their patients [12 – 14]. Non-verbal communication provides 

emotional context [15 – 19]. Medical communication can be turbulent when physicians talk together 

[20, 21]. Simulation may play a useful remedial role. In particular, techniques like hybrid simulation 

and role-play with standardized patients provide good contextual fidelity, which is important for 

teaching communication skills [22 – 24].”  

 

3-3. “Page 4 lines 8-13: These statements seem more relevant to the discussion section.”  

 

Response: These statements have been moved as recommended.  

 

3-4. Page 4: Methods: Participants:  

a. “How many physicians were identified from these forums/associations? How many were 

approached/what was the response rate?”  

 

Response: Page 6, lines 2-6: There were 58 potential participants at the Rural Preceptors Meeting 
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and 37 completed the survey, for a response rate of 63.7%.  

“A total of 75 participants from 21 communities across NL completed the survey. Of the 58 rural 

preceptors at the Family Medicine ASA, 33 completed the survey along with 4 rural family physicians 

who had previously practiced in urban locations (for a response rate of 63.7%). A further 15 rural 

physicians and 23 urban consultants completed the survey online.”  

 

b. “How was rural defined (and what does exclusively rural mean?).”  

 

Response: We revised the text to include this definition of rural.  

See page 4, lines 18-20: “Though it is not known what percentage of NL doctors practice rurally, 60% 

of NL inhabitants fulfill one definition of rurality [5] by not living near a city of 50,000 or more [6].”  

The term “exclusively rural” was removed to clarify information about rural participants. It meant to 

convey that participants who attended the rural preceptor meetings by definition currently practice 

rural medicine exclusively, because they are the only ones invited to these meetings.  

 

c. “Was there any compensation for participating?”  

 

See page 5, lines 29-30: “As an incentive to complete the survey, all participants were entered into a 

draw for a chance to win an IPAD.”  

 

3-5. Outcomes:  

a. “How many items were in the survey? Were physician demographics collected? Was it pre-tested?”  

 

Response: The surveys consisted of 11 questions and are now included as an Appendix.  

Though content experts were consulted when making the survey, it was not pre-tested for internal 

validity, which is listed as a limitation. Physician demographics were not collected, another limitation.  

 

See page 9, lines 39- 41: “We did not collect physician demographics or information about years of 

training and experience. Response rate was available from only the rural preceptors meeting. Our 

survey was novel.”  

 

b. “Were there any items that asked about how often rural/urban physicians communicate with their 

counterparts? This is extremely important to have to provide context for how important it is to improve 

communication. If it’s not that common, it’s probably not worth the cost of trying to change practice.”  

 

Response: This was not asked in the survey. However, we revised the paper to elaborate upon the 

isolation of small NL communities. Though the answer is not quantified our revisions describe a type 

of practice that necessitates consultation.  

See revised introduction, pages 4-5.  

 

3-6. “Page 4: This statement is more appropriate under the Participants section: “The surveys were 

distributed through purposive sampling to achieve comparability, in both online (FluidSurveys) and 

paper formats to self-identified rural physicians and urban consultants.”  

 

Response: We revised and improved the flow of the methods section. This statement now appears 

under “Data collection and Sample”, which includes “Participants”.  

See Page 5, lines 24-27: “Inclusion criteria was self-identification as either a) a practicing physician in 

rural Newfoundland and Labrador or b) a practicing internal medicine or surgical consultant in the 

provincial urban referral centre in St. John’s, NL. Fluid Survey™ questionnaires were emailed to 

Faculty of Medicine list serves at Memorial University of Newfoundland (MUN).”  

 

3-7. “Key demographic factors related to communication include physician gender and years of 
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practice. Another key factor is whether they are a native language speaker. Were these collected?”  

 

Response: Gender is included P5, lines 33. Years of practice are not included. Native language was 

not addressed and this is listed as a limitation.  

See P9, lines 39-40: “We did not collect physician demographics or information about years of 

training/experience. We used a novel survey to assess communication barriers in this study.”  

 

3-8. “Several parts of the qualitative results include citations and discussion of the literature, or 

speculation about the results, rather than actual study findings. This section should be revised to 

focus on the study results. Several of the statements in this section are appropriate for the discussion 

section.”  

 

Response: The manuscript was revised and the qualitative results section contains results only. 

Several statements were moved to the discussion.  

See Page 6, lines 41-45 and page 7 lines, 1-2:  

“The primary thematic trends identified among rural family physicians were: urban consultants’ (a) 

time limitations, (b) misunderstanding of rural site limitations, and (c) inadequate reporting of results 

and summaries. Conversely, urban specialists expressed rural family physicians’ (a) inadequate 

accompanying patient information and (b) native language barriers as major obstacles to effective 

communication with rural physicians. Quantitative data revealed that all urban specialists felt that rural 

family physicians’ patients were sometimes or frequently consulted unnecessarily, or without 

adequate investigation. Selected quotes are reported in Figure 2.”  

 

And ensuing discussion section.  

 

3-9. “Page 5, line 40: What is meant by poor language skills?”  

 

Response: After reviewing participants’ comments on language skills, we revised “poor language 

skills” to “native language barriers”.  

Page 6, line 44-45.  

 

3-10. “Discussion section gets repetitive with the results section, although if the results section is 

revamped to only include results, this problem should be ameliorated.”  

 

Response: The results section now only includes Results  

See pages 6-7.  

 

3-11. “Page 8: Another weakness is the lack of information on the physician demographics such as 

years in practice.”  

 

Response: This was not collected and is listed as a limitation on page 9, line 39-40: “We did not 

collect physician demographics or information about years of training and experience.”  

 

3-12. “Page 9 line 34: Why simulation? Were participants asked about this and agreeable to it as an 

intervention?”  

 

Response: We revised the abstract (page 2) to include discussion about how simulation provides 

good contextual fidelity for teaching communication skills, which addresses one of our study 

objectives.  

 

See abstract, lines 5-8: Because simulation produces a learning environment that is important for 

teaching communication skills, a further objective of our study is to examine doctors’ views of the 
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utility of simulation-based medical education as a potential educational solution to perceived 

communication barriers that may emerge.  

 

And page 4, lines 27-34: “While little data describes asynchronous communication between doctors, 

evidence suggests that some telecommunications may not transmit the subtle nonverbal cues that 

modify face-to-face conversations between doctors and their patients. [12 – 15]. Non-verbal 

communication provides emotional context [16 – 20]. Medical communication can be turbulent when 

physicians talk together [20, 21]. Simulation education may play a useful remedial role. In particular, 

techniques like hybrid simulation and role-play with standardized patients provide good contextual 

fidelity, which is important for teaching communication skills [22 – 24].  

 

Participants were asked about simulation in the survey and were agreeable to it as an intervention. 

VERSION 2 – REVIEW 

REVIEWER Teresa M. Chan 
McMaster University, Hamilton, ON Canada  
Continuing Professional Development Director  
Division of Emergency Medicine, Department of Medicine 
 
I have received grants from McMaster University and the Royal 
College of of Physicians and Surgeons of Canada.  
 
I also run and participate in various CPD events that have provided 
me with honorarium. 

REVIEW RETURNED 13-Jan-2016 

 

GENERAL COMMENTS To situate myself, I am a clinician educator with a strong interest in 
interpersonal communications, specifically as they pertain to 
consultations from the Emergency Department. I am, myself a 
emergency physician, and I have engaged in research on similar 
topics. I am also the Continuing Professional Development lead for 
our division of emergency medicine, and am actively pursuing 
research and scholarship about how best to teach/reach/engage 
rural physicians in resuscitation topics.  
 
Thank-you for inviting me to review this paper yet again.  
 
Of note, I note I appreciate all the work you have done in the 
introduction and methods sections. The following are particular 
things I would suggest to further improve your work.  
 
1. Introduction: Perhaps at this point there is a *bit* too much data on 
the offshore communication barriers?  
2. Methods: One note that I must highlight is the misappropriation of 
the term “reliability” within the qualitative section. In qualitative 
epistemologies, one should not use terms like “inter-rater reliability”. 
Check out this paper by Simon Kitto that may highlights the 
terminology suggested in reporting qualitative work in medical 
journals.  
Kitto S. Quality In Qualitative Research. Med J Aust. 
2007;(January):243-246. doi:10.4135/9781848608191. Link here: 
https://www.researchgate.net/profile/Simon_Kitto/publications?sortin
g=newest&page=4  
In this statement: “Grounded theory guided the constant comparison 
technique used to develop themes that were then identified and 
coded independently by three researchers, and iteratively evaluated 
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until saturation was achieved.”  
 
3. Can you further explain how did grounded theory guide the 
constant comparative technique that you used. Which form of 
grounded theory did you use (did you use Glaser and Strauss’ 
format, or did you use a more modern version like the constructivist 
school written about by Charmaz?)? Please cite which school of 
grounded theory actually inspired your technique.  
 
4. Reading your paper as it stands, it seems like you must have 
analysed your data at the end, which would preclude a constant 
comparative technique (where you analyze some data, then go back 
and collect more, then analyze more…). Am I missing something? 
Did you do collateral focus groups or call back interviews? Please 
describe exactly what you did in your analytic technique, as this is 
really important to ensure high quality in your study reporting.  
 
5. Results:  
Some of your qualitative findings should be moved from the 
Discussion to your results section, specifically, the time-limitations 
section seems misplaced? In the remaining sections, you have 
blurred much of your findings into a discussion, and it makes it 
confusing for me as a reader to determine which of the findings are 
from the qualitative work vs the quantitative work. Perhaps you can 
harken back to the quant findings a bit more to strengthen your 
arguments? I know this is difficult to do, but I think it is important to 
try to identify what was seen by your research team to be emergent 
from the data, versus what is truly is your interpretation of said 
information.  
 
6. The simulation-based education (SBE) part:  
This still seems like it’s part of a separate story all together. From 
what I gather, you also polled this group of physicians about SBE 
and are reporting the data here. This does, however, read as if you 
are shoe-horning the material into this paper. It seems like comfort 
and familiarity with SBE is a different paper all together?  

 

REVIEWER Christopher J. Smith 
University of Nebraska Medical Center  
Omaha, Nebraska, USA 

REVIEW RETURNED 26-Jan-2016 

 

GENERAL COMMENTS The revised manuscript is significantly improved from the original 
submission. Specifically, I appreciate the more detailed explanation 
of study setting and methodology. There are certain limitations, 
including the small sample size, but the study does shine a light on 
an important area of healthcare communication i.e. rural-urban 
physician consultation. Portions of the paper could be improved with 
further editing for clarity (see below).  
 
GENERAL COMMENTS:  
1. This is a survey-based study comparing perceptions of rural 
primary care physicians and urban consultants. As such, I would 
suggest caution in making statements about the quality/barriers/etc. 
of actual communication, as this was not specifically studied. Rather, 
I would suggest you discuss "perceived" communication barriers. 
This issues comes up several times in the manuscript.  
 

 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-2015-010153 on 6 M

ay 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


ABSTRACT:  
1. P3, line 6, "Our study illuminates a novel facet of 
miscommunication: that which occurs when information is available, 
but poorly transmitted." This point also is mentioned on p 10. This 
kind of communication barrier is not particularly novel and is well 
described in the hand-off literature (and, I suspect, in other 
communication literature). See:  
-Cohen and Hilligoss, Handoffs in Hospitals: A review of the literature 
on information exchange while transferring patient responsibility or 
control (online at 
http://deepblue.lib.umich.edu/bitstream/handle/2027.42/61498/Hando
ffs?sequence=1)  
-Horwitz, et al. Ann Emerg Med 2009 Jun;53(6):701-10.  
-Chang, et al. Pediatrics 2010; 125: 491-496  
-Cohen, et al. Critical Care 2012, 16:303.  
These provide a nice discussion of some of the theoretic 
underpinnings of handoff communication (which I think is applicable 
here). While it's not necessary for the authors to include these 
specific references, they may provide further insight into the topic of 
their manuscript.  
2. P3, line 12: The fact that you use a novel survey tool is a 
weakness in that it was not tested for validity and reliability. For 
example, question #6 regarding unnecessary consults is not worded 
neutrally, which could have biased responses.  
 
INTRODUCTION:  
1. P4, line 3. Would delete first sentence for clarity.  
2. p4, paragraph 2: The description of NL is very helpful in providing 
context to the reader, however, I find the lengthy description here a 
bit distracting when you really are trying to establish the importance 
of physician-physician communication (rural-urban and generalist-
consultant), especially in remote settings. Consider adding a section 
to the Methods for "Setting & Participants."  
3. p5, line 10. The sentence, "The focus of our study is on land-
based communications" is confusing. Consider deleting.  
 
METHODS:  
1. P5. As noted above, a section for "Setting & Participants" might 
improve clarity. Could include description of NL and some of the 
information about physicians currently in the "Rural/Urban" sections.  
2. P5. The number of participants, demographics (gender, 
specialties), and response rate should be reported in the Results 
section.  
 
RESULTS:  
1. Consider adding a Table to include demographics of participants. I 
would find it helpful to know all of the sub-specialty areas of urban 
consultants. Also, how do you account for 43.5% of urban 
consultants self-identifying as general internists? Why would primary 
care physicians refer patients to another generalist?  
2. P6, line 27. When starting a sentence with a number, it should be 
spelled ("Seven percent..." rather than "7%...")  
3. P6. In the "Quantitative Results" section, you describe in text 
information that is already presented in Figure 1. Would suggest 
deleting some of this text to avoid redundancy.  
4. There is no reporting of the data on simulation questions (#10-11 
on survey). Consider adding in text or graphic form.  
 
DISCUSSION:  
1. p7, line 22. "This is unsafe..." Consider deleting or rewording first 2 
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sentences of this paragraph for clarity.  
2. P 7. Time Limitations section - While I agree that cultural 
differences and lack of professional relationships between rural and 
urban physicians may impact communication, the issue of time 
limitations may also relate to lack of standardization and 
inefficiencies in the current consultation process amongst different 
practices (topics not explored in the current study). This seems like 
an opportunity to leverage technologies to improve consultant access 
(e.g. telemedicine consultation) and timeliness of communication 
(e.g. secured messaging, perhaps within shared EMR), some of 
which is already discussed later in the manuscript. You could also 
explore the idea of creating partnerships between rural and urban 
practices to improve communication and expedite access to specialty 
consultants. I would consider getting rid of discussion of "hidden 
curriculum" in this section, as it seems out of place and more 
appropriate in the "Contextual Misunderstandings" section (where it 
is already discussed)  
3. P8, lin 6-7 "..like being at sea on a foundering boat..." (p8, line 6-
7). Is this line a quote from the provided reference? If so, please add 
appropriate quotations marks.  
4. P8, line 10. Typo - please correct "practise" to "practice"  
 
PATIENT INFORMATION and REPORTING  
1. Again, it seems to me that these two issues may be related to lack 
of access to medical records and poor standardization of the referral 
process.  
 
LANGUAGE SKILLS  
1. Is there any national or provincial data about the place of origin or 
medical training for physicians in NL? Also, for a foreign reader, you 
may wish to mention in the "Setting" section what are the 
predominant language(s) spoken in NL. Beside English, are other 
Native languages commonly spoken? Finally, to be board certified in 
Canada, do you have to prove language proficiency? This may 
provide some context for the language barrier identified.  
 
STENGTHS AND LIMITATIONS  
1. P9, line 38-39. You state that you were able to reach a "significant 
portion of the province's physicians," but you only report survey data 
from 75 of NL's 1301 physicians (as noted in the introduction).  
2. P10, line 6-7. Would delete sentence "This highlights the 
universality of miscommunication."  
3. P10, line 9-10. Would reconsider comment regarding "novel facet 
of miscommunication," as discussed above.  
 
MEANING OF STUDY  
1. P10, line 22-24. Delete sentence "In the next phase..." This is 
discussed in following section.  
2. I would be cautious about overstating the implications of this 
study. It was a small, survey-based study of perceived 
communication problems between rural and urban providers. It 
serves as an eye-opening needs-assessment, but we still don't know 
anything about the actual referral communication process in NL. 
While education certainly has an important role, true systems 
improvement will likely require further study and mapping of the 
current referral processes. E.g. modes of communication of referral 
and subsequent recommendations, timeliness of communication, 
availability of EMR, number and availability of sub-specialty 
consultants, etc. We also don't know what, if any, impact these 
barriers have on patient care. Knowledge of these issues can then 
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inform policy makers and researchers to design quality 
improvement.  

 

VERSION 2 – AUTHOR RESPONSE 

Responses to Reviewer 1’s Comments (highlighted in BLUE in the manuscript)  

 

1. Introduction: “Perhaps at this point there is a *bit* too much data on the offshore communication 

barriers?”  

 

Response: Some of our references to offshore communication have been deleted. See Introduction, 

page 4.  

 

2. Methods: “One note that I must highlight is the misappropriation of the term “reliability” within the 

qualitative section. In qualitative epistemologies, one should not use terms like “inter-rater reliability”. 

Check out this paper by Simon Kitto that may highlights the terminology suggested in reporting 

qualitative work in medical journals.  

Kitto S. Quality In Qualitative Research. Med J Aust. 2007;(January):243-246. 

doi:10.4135/9781848608191.” Link 

here:https://www.researchgate.net/profile/Simon_Kitto/publications?sorting=newest&page=4  

In this statement: “Grounded theory guided the constant comparison technique used to develop 

themes that were then identified and coded independently by three researchers, and iteratively 

evaluated until saturation was achieved.”  

Response: We have removed the term reliability as we agree that it was misused. We instead refer to 

trustworthiness of the data. See page 5, lines 45-46: “Quotations from participant responses are 

presented to increase trustworthiness of the research findings.”  

 

3. Can you further explain how did grounded theory guide the constant comparative technique that 

you used. Which form of grounded theory did you use (did you use Glaser and Strauss’ format, or did 

you use a more modern version like the constructivist school written about by Charmaz?)? Please cite 

which school of grounded theory actually inspired your technique.  

 

*See below*  

 

4. Reading your paper as it stands, it seems like you must have analysed your data at the end, which 

would preclude a constant comparative technique (where you analyze some data, then go back and 

collect more, then analyze more…). Am I missing something? Did you do collateral focus groups or 

call back interviews? Please describe exactly what you did in your analytic technique, as this is really 

important to ensure high quality in your study reporting.  

 

 

Response to points 3 & 4: “After careful consideration and review of our analysis methodology in 

addition to further researching Grounded Theory methods, we have come to the conclusion that it 

does not fit within our research framework. We would like to thank Dr. Chan for her insight and quick 

identification of where we were running into difficulty. We have established that our interest in 

Grounded Theory and Constant Comparison is possibly better suited to the next phase of this 

research. In our attempt to prepare for the second, we hoped to introduce Grounded Theory in the 

first phase. Unfortunately, as Dr. Chan highlighted, our analysis during this first phase is already 

complete and this precipitates a Grounded Theory Approach.”  

We have updated our methods section to reflect these changes. See pages 4 and 5.  

 

5. Results:  
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a. “Some of your qualitative findings should be moved from the Discussion to your results section, 

specifically, the time-limitations section seems misplaced?”  

 

Response: We moved the time limitations section and selected quotes from the discussion to the 

results sections.  

See page 6, lines 23 – 31 and page 7 lines, 1-12: “We asked participants to illustrate their perceived 

communication barriers when consulting with urban consultants. Their responses identified three 

primary themes: (a) time limitations, (b) misunderstanding of rural site limitations, and (c) inadequate 

reporting of results and summaries. More specifically, the rural family physicians in our study 

perceived that consultants often did not have time for them, noting that they “sometimes do not 

telephone promptly when on call” and “lacked available (patient) appointments”. They also felt 

misunderstood by urban specialists who seem to be unaware of the context in which rural physicians 

work. For example, rural physicians stated that “[urban specialists] have no clue as to my context” and 

“[the] consultant has no understanding of rural issues”. Finally rural family physicians perceived that 

specialist reporting was sometimes inadequate or absent. Comments included: “Specialists 

sometimes do not provide appropriate management information” and “there is no discharge summary” 

(see Figure 2).  

 

Conversely, urban specialists perceived (a) inadequate accompanying patient information and (b) 

native language barriers as obstacles to effective communication with rural family physicians. 

Illustrating the former perception, one specialist wrote, there was “poor history taking [and] inadequate 

examination of [the] patient”. Another simply stated “too little information given”. On perceived 

language barriers, specialists noted that “a language barrier [is] sometimes an issue” and “language 

barriers, accents” can impede communications.”  

 

However, it was suggested by a reviewer in the first round to move much of what we had in our 

results to the discussion and we believe the remaining information belongs in the discussion as it is 

no longer explicitly states findings but discusses how they should be interpreted.  

 

b. “In the remaining sections, you have blurred much of your findings into a discussion, and it makes it 

confusing for me as a reader to determine which of the findings are from the qualitative work vs the 

quantitative work. Perhaps you can harken back to the quant findings a bit more to strengthen your 

arguments? I know this is difficult to do, but I think it is important to try to identify what was seen by 

your research team to be emergent from the data, versus what is truly is your interpretation of said 

information.”  

 

Response: We have added a section to the discussion that outlines and elaborates on our 

quantitative findings.  

See page 7, lines 17-29: “Quantitative: Nearly 95% of the physicians in our study perceived 

communication difficulties with their rural or urban counterparts. Almost all participants perceived at 

least one instance of turbulent communication, while about a quarter of both rural and urban doctors 

perceived these difficulties on a regular basis. Furthermore, 67% of rural physicians and 82% of urban 

consultants expressed that the barriers they perceived when communicating with one another had a 

negative impact on patient care. Interestingly, rural-to-urban communication appears to be as 

troublesome as urban-to-rural. These findings illustrate the importance of investigating and finding 

ways to address perceived communication barriers between these groups of doctors in NL, with a 

view to discovering how best to make improvements and optimize patient care.  

 

That said, all but one participant also perceived positive communication during consultations, with the 

majority indicating that this happens frequently. This suggests that both urban and rural doctors can 

potentially communicate well together.”  
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We have also worked some quantitative findings into the discussion about patient reporting, see page 

9, line 27-28, “The majority of our rural and urban respondents perceived that miscommunication 

adversely affected patient care.”  

 

6. The simulation-based education (SBE) part:  

This still seems like it’s part of a separate story all together. From what I gather, you also polled this 

group of physicians about SBE and are reporting the data here. This does, however, read as if you 

are shoe-horning the material into this paper. It seems like comfort and familiarity with SBE is a 

different paper all together?  

 

Response: We agree that the simulation question doesn’t fit with the current research topic, it was 

added as a follow-up question in the original survey and will be used to further expand on the findings 

from the current study in a second paper. The topic of simulation has been removed from this 

manuscript.  

 

Responses to Reviewer 2`s Comments (Highlight in RED in the manuscript)  

 

Reviewer Name  

Christopher J. Smith  

 

GENERAL COMMENTS:  

1. “This is a survey-based study comparing perceptions of rural primary care physicians and urban 

consultants. As such, I would suggest caution in making statements about the quality/barriers/etc. of 

actual communication, as this was not specifically studied. Rather, I would suggest you discuss 

"perceived" communication barriers. This issues comes up several times in the manuscript.”  

 

Response: We added “perceived” to several areas in the manuscript where it had been noted to be 

missing.  

 

ABSTRACT:  

1. P3, line 6, "Our study illuminates a novel facet of miscommunication: that which occurs when 

information is available, but poorly transmitted." This point also is mentioned on p 10. This kind of 

communication barrier is not particularly novel and is well described in the hand-off literature (and, I 

suspect, in other communication literature).”  

 

Response: We used the references provided to expand on the theoretical underpinnings of the hand-

off literature in several sections. See page 4, lines 32-37: “. Understanding the perspectives of 

communicating parties and evaluating perceived communication barriers are effective strategies for 

improvement [15, 18, 20, and 21]. Research on urban emergency department (ED) consultations and 

handovers illuminates key themes underpinning conflict, [22 – 24] and suggests that shared EMR 

(Electronic Medical Record) and standardized communication protocols may be useful [23].”  

 

And page 8, lines 44-46 and 9-16: “Timeliness of consultations may be facilitated by secure 

messaging or shared EMR. Though such technologies may be useful for transmitting specific 

information, they may not relate well the “mental model” of the patient [23], and may be less useful 

than narrative reporting in circumstances that call for a more customized approach [31]. One study of 

EMR use between health workers reports problematically poor transmission of nuanced 

communication that may be more frequent than through other modes of discourse [32]. The use of 

standardized referral processes and systemic improvements in consultation efficiency, while not 

examined in our study, may improve time management.”  

As well as several references on page 9.  
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We also removed the statement “Our study illuminates a novel facet of miscommunication: that which 

occurs when information is available, but poorly transmitted” from the manuscript.  

 

2. P3, line 12: The fact that you use a novel survey tool is a weakness in that it was not tested for 

validity and reliability. For example, question #6 regarding unnecessary consults is not worded 

neutrally, which could have biased responses.  

 

Response: We updated this sentence in the abstract to read “We used a novel survey tool that was 

not tested for reliability and validity”. Also, the fact that we used a novel survey tool is listed as a 

limitation of our study. See page 10, line 5: “Triangulation ensured rigour, but our novel survey 

instrument lacked validity and reliability”.  

 

INTRODUCTION:  

1. P4, line 3. Would delete first sentence for clarity.  

 

Response: This sentence was deleted.  

 

2. p4, paragraph 2: The description of NL is very helpful in providing context to the reader, however, I 

find the lengthy description here a bit distracting when you really are trying to establish the importance 

of physician-physician communication (rural-urban and generalist-consultant), especially in remote 

settings. Consider adding a section to the Methods for "Setting & Participants."  

 

Response: We added a section for “Setting” and one for “Participants” to the Methods section and 

moved most on the description of NL from the introduction to the “Setting” subheading.  

See page 5, lines 5-23:  

“Setting  

Our study was conducted in Newfoundland, a North Atlantic island that, together with subarctic 

continental Labrador, form one Canadian province. Its smallest town has only 5 residents [24], while 

the largest has 214,285 as of July 1st 2015. Only 1301 physicians practice in the 30 health centres or 

hospitals [25] that are spread throughout NL. There are 3 tertiary care centres in the capital city, St. 

John’s. Sixty percent of NL inhabitants fulfill one definition of rurality [26] by not living near a city of 

50,000 or more [27]. Small isolated fishing communities sit along NL’s 17,540 km-long coast. Remote 

presence robotics are used in parts of Labrador, for patient consultations, for guiding real 

resuscitations, and for teaching simulated ones [28].  

 

The official languages spoken in Newfoundland are English and French; however 95.3% of the 

population speaks solely English [29].  

 

Participants  

Participant inclusion criteria was self-identification as either a) a practicing family physician in rural 

Newfoundland and Labrador or b) a practicing internal medicine or surgery consultant in the provincial 

urban referral centre in St. John’s, NL. In rural NL, family physicians provide routine emergency and 

transport care. Our rural respondents came from a wide array of communities across the province, 

ranging from Happy Valley Goose Bay in Labrador to Bell Island, a small island off the east coast of 

NL.”  

 

3. p5, line 10. The sentence, "The focus of our study is on land-based communications" is confusing. 

Consider deleting.  

 

Response: This sentence has been removed.  

 

METHODS:  
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1. P5. As noted above, a section for "Setting & Participants" might improve clarity. Could include 

description of NL and some of the information about physicians currently in the "Rural/Urban" 

sections.  

 

Response: This has been done, a description of NL falls under the “Setting” Subheading and 

information about the respondents in under “Participants”. See page 5, lines 5 – 23 as noted above.  

 

2. P5. The number of participants, demographics (gender, specialties), and response rate should be 

reported in the Results section.  

 

Response: This information has been moved to the results. See page 6, lines 4-9:  

 

“A total of 75 participants from 21 communities across NL completed the survey, including 52 rural 

physicians (29 males and 23 females) and 23 urban consultants (12 males, 11 females).  

Of the 58 rural preceptors at the rural preceptors meeting, 37 completed our survey, for a response 

rate of 63.7%. A further 15 rural physicians and 23 urban consultants completed the survey online. 

Urban consultants were recruited from both general and sub-specialty surgery and internal medicine 

(see Table 1).”  

 

RESULTS:  

1.a. Consider adding a Table to include demographics of participants. I would find it helpful to know all 

of the sub-specialty areas of urban consultants. Also, how do you account for 43.5% of urban 

consultants self-identifying as general internists?  

 

Response: A table (Table 1) was added showing the subspecialties of the urban consultants and the 

percentage of our sample practicing in each specialty. From the table it is now illustrated that a total of 

43.5% of urban consultants identified as either practicing Internal Medicine or General Surgery.  

 

b. “Why would primary care physicians refer patients to another generalist?”  

 

Response: We removed the term generalist and refer only to rural family physicians for clarity 

throughout.  

 

2. P6, line 27. When starting a sentence with a number, it should be spelled ("Seven percent..." rather 

than "7%...")  

 

Response: These changes were made.  

 

3. P6. In the "Quantitative Results" section, you describe in text information that is already presented 

in Figure 1. Would suggest deleting some of this text to avoid redundancy.  

 

Response: The redundant text was deleted from this section.  

 

4. There is no reporting of the data on simulation questions (#10-11 on survey). Consider adding in 

text or graphic form.  

 

Response: We have chosen to remove reporting of the simulation question and any information about 

simulation from this manuscript as it doesn’t fit in with the research that was conducted. Results from 

these questions will be used to inform a follow-up study that will further address the findings of the 

current research.  

 

DISCUSSION:  
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1. p7, line 22. "This is unsafe..." Consider deleting or rewording first 2 sentences of this paragraph for 

clarity.  

 

Response: This change has been made.  

 

2. P 7. Time Limitations section - While I agree that cultural differences and lack of professional 

relationships between rural and urban physicians may impact communication, the issue of time 

limitations may also relate to lack of standardization and inefficiencies in the current consultation 

process amongst different practices (topics not explored in the current study). This seems like an 

opportunity to leverage technologies to improve consultant access (e.g. telemedicine consultation) 

and timeliness of communication (e.g. secured messaging, perhaps within shared EMR), some of 

which is already discussed later in the manuscript. You could also explore the idea of creating 

partnerships between rural and urban practices to improve communication and expedite access to 

specialty consultants. I would consider getting rid of discussion of "hidden curriculum" in this section, 

as it seems out of place and more appropriate in the "Contextual Misunderstandings" section (where it 

is already discussed).  

 

Response: These technologies are now referenced in the Time Limitations section, which was largely 

rewritten, and discussion of the hidden curriculum is removed. See page 7, lines 38 – 46 and page 8, 

lines 7-16:  

“Time Limitations: Rural family physicians in our study perceived that urban consultants did not have 

time for them. Rushed consultations during in-hospital handovers may impede clarification by 

discouraging questions, and may hinder read-back and answer-back strategies [32]. Important 

information may be omitted under the pressure of time. Pertinent social or geographic information is 

time-consuming to relate, but it can help to shape an appropriate diagnostic or therapeutic approach. 

Take for example an elderly rural patient who needs to have a lung biopsy, but who will likely refuse 

the procedure both because her husband recently died of lung cancer, and because she lives far from 

the city. A disease-focused, technology-driven urban specialist may not have time to consider such 

mitigating details, and feel he has little to offer the patient. However, her rural family physician 

predicts that seeing the specialist will in itself establish the trust she needs to eventually consent to 

the biopsy. Previous research suggests that good communication grows from building strong 

relationships [15] and sharing collegial activities [32], processes that might enable rural and urban 

physicians to better understand one another’s perspectives, and find the best approach to this kind of 

consultation.  

Telemedicine could improve access to consultants, though some studies refer to its often-overlooked 

subtractive communicative effects on both health care practitioners and patients [12 – 14]. Timeliness 

of consultations may be facilitated by secure messaging or shared EMR. Though such technologies 

may be useful for transmitting specific information, they may not relate well the “mental model” of the 

patient [23], and may be less useful than narrative reporting in circumstances that call for a more 

customized approach [33]. One study of EMR use between health workers reports problematically 

poor transmission of nuanced communication that may be more frequent than through other modes of 

discourse [34]. The use of standardized referral processes and systemic improvements in 

consultation efficiency, while not examined in our study, may improve time management.”  

 

3. P8, line 6-7 "like being at sea on a foundering boat..." (p8, line 6-7). Is this line a quote from the 

provided reference? If so, please add appropriate quotations marks.  

 

Response: This is not a direct quote. Dr. Rourke verbally gave the author the ship analogy as well as 

reference number 40 for its citation. In that reference, Dr. Rourke describes the phenomenon of 

specialists’ refusing patients because they have no beds, but does not mention the ship analogy per 

se. We revised the citation to “personal communication”, page 8, line 17.  
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4. P8, line 10. Typo - please correct "practise" to "practice"  

 

Response: This typo has been fixed.  

 

PATIENT INFORMATION and REPORTING  

1. Again, it seems to me that these two issues may be related to lack of access to medical records 

and poor standardization of the referral process.  

 

Response: These sections were revised to include discussion of these issues. See page 9, lines 15 – 

35:  

“Patient Information: That urban specialists in our study report receiving inadequate patent 

information, is thought provoking in light of previous research suggesting that specialists are not 

interested in a referring physician’s work-up, as they value their own investigation more [35]. The 

situation brings to mind the oft-quoted adage: “sutures too long, sutures too short.” Standardized 

reporting mnemonics are available for transmitting patient information. One study reports they are 

infrequently used in ICU resident handoffs, however, partly because some patient information is 

specific to the individual [38]. In handoffs between hospital services, information transfer may be 

affected by differences in each party’s work patterns and expertise [23]. The same may apply to rural-

urban physician consultations. As discussed earlier, shared access to EMR and better referral 

systems may improve the transmission of patient information, as well as reporting and timeliness.  

 

Reporting: The majority of our rural and urban respondents perceived that miscommunication 

adversely affected patient care. Research in an urban setting suggests that lack of communication 

affected the quality of patient care in 25% of follow-up visits [39]. Rural family physicians and urban 

consultants in NL communicate by telephone, in writing (by hand and EMR), and sometimes 

telemedicine, but the province’s rural patients may travel vast geographic distances to see an urban 

specialist. For example, the distance from Nain to the referral centre of Goose Bay, Labrador is 369 

km via air. While remote presence robotics are sometimes used for consultations in Nain, it is 

essential after physical visits that urban specialists clearly articulate relevant patient care 

recommendations to the rural family physician into whose care these patients return.”  

 

LANGUAGE SKILLS  

1. “Is there any national or provincial data about the place of origin or medical training for physicians 

in NL? Also, for a foreign reader, you may wish to mention in the "Setting" section what are the 

predominant language(s) spoken in NL. Beside English, are other Native languages commonly 

spoken? Finally, to be board certified in Canada, do you have to prove language proficiency? This 

may provide some context for the language barrier identified.”  

 

Response: Under the “setting” section we have included information about the predominant 

languages spoken in NL. See page 5, lines 14-15: “The official languages spoken in Newfoundland 

are English and French; however 95.3% of the population speaks solely English.”  

 

To be board certified in Canada you do have to prove language proficiency, these standards were 

adopted by the Royal College of Physicians and Surgeons in NL in 2011 and this information has also 

been added to the manuscript as well as provincial data about how many practicing physicians in NL 

are international  

Page 9, line 38-43: “It is common for international medical graduates to practice in NL [40]. As of 

October 2015, 36% of specialists and 36% of family physicians in the province, as well as 52% of the 

343 rural family physicians, were international medical graduates [41]. It is unknown how many of 

them whose native language or training is non-English. The College of Physicians of Surgeons of NL 

implemented language proficiency standards in 2011.”  
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STENGTHS AND LIMITATIONS  

1. P9, line 38-39. You state that you were able to reach a "significant portion of the province's 

physicians," but you only report survey data from 75 of NL's 1301 physicians (as noted in the 

introduction).  

 

Response: This statement has been removed and this section has been largely rewritten.  

 

2. P10, line 6-7. Would delete sentence "This highlights the universality of miscommunication."  

 

Response: This deletion has been made.  

 

3. P10, line 9-10. Would reconsider comment regarding "novel facet of miscommunication," as 

discussed above.  

 

Response: We have removed this statement.  

 

MEANING OF STUDY  

1. P10, line 22-24. Delete sentence "In the next phase..." This is discussed in following section.  

 

Response: This change has been made.  

 

2. I would be cautious about overstating the implications of this study. It was a small, survey-based 

study of perceived communication problems between rural and urban providers. It serves as an eye-

opening needs-assessment, but we still don't know anything about the actual referral communication 

process in NL. While education certainly has an important role, true systems improvement will likely 

require further study and mapping of the current referral processes. E.g. modes of communication of 

referral and subsequent recommendations, timeliness of communication, availability of EMR, number 

and availability of sub-specialty consultants, etc. We also don't know what, if any, impact these 

barriers have on patient care. Knowledge of these issues can then inform policy makers and 

researchers to design quality improvement.  

 

Response: Our discussion of study strengths and conclusions that can be drawn from the study have 

been largely rewritten. 

 

VERSION 3 - REVIEW 

REVIEWER Teresa M. Chan 
McMaster University 

REVIEW RETURNED 13-Mar-2016 

 

GENERAL COMMENTS This paper has improve substantively over the past few revisions. 
The only suggestion I have at this time is that in the discussion 
section, it is unclear whether the stories you use to explain are, in 
fact, from your surveys or if they are exemplars you have made up?  
 
It is this story:  
"Take for example an elderly rural patient who needs to have a lung 
biopsy, but who will likely refuse the procedure both because her 
husband recently died of lung cancer, and because she lives far 
from the city. A disease-focused, technology-driven urban specialist 
may not have time to consider such mitigating details, and feel he 
has little to offer the patient."  
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This is a really biased story that implies the specialist is not patient-
centered and that the primary care provider is the ONLY person that 
is patient-centered... I would suggest you filter in some of the other 
side of the story (i.e. the specialist is aware of travel problems as he 
often has people cancel on him in the winter and does not wish to 
have empty spots when his waitlist is > 4 months long for the same 
procedure...).  
 
The cognitive bias part comes out of nowhere as well. (i.e. the 
paragraph that starts: "Both groups of physicians may be influenced 
or cognitively biased by their practice settings...") Of course 
physicians are affected by their context, but that doesn't mean they 
are biased, necessarily. Cognitive bias is vastly different from being 
influenced by the resources at your disposal for patient care, and 
being used to certain levels of care. I think you are speaking of a 
term the anthropologists call "arrogant perception"... a perceptual 
problem where individuals think the entire world is like their own. 
This is not a cognition problem, but rather an experience gap. 
Cognitive biases have more to do with the inherent thinking 
problems... I think this is more of a matter of assumptions.  
 
Please combine the Strengths & Limitations section under one 
heading... I'm not sure why there are two sections here?  

 

REVIEWER Christopher J. Smith 
University of Nebraska Medical Center  
Omaha, NE, USA 

REVIEW RETURNED 22-Mar-2016 

 

GENERAL COMMENTS I have reviewed prior versions of this manuscript and feel the 
authors have adequately addressed by previous suggestions and 
concerns.   

 

VERSION 3 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name:  

Teresa M. Chan  

 

Please leave your comments for the authors below:  

1) This paper has improve substantively over the past few revisions. The only suggestion I have at 

this time is that in the discussion section, it is unclear whether the stories you use to explain are, in 

fact, from your surveys or if they are exemplars you have made up?  

 

It is this story:  

"Take for example an elderly rural patient who needs to have a lung biopsy, but who will likely refuse 

the procedure both because her husband recently died of lung cancer, and because she lives far from 

the city. A disease-focused, technology-driven urban specialist may not have time to consider such 

mitigating details, and feel he has little to offer the patient."  

 

This is a really biased story that implies the specialist is not patient-centered and that the primary care 

provider is the ONLY person that is patient-centered... I would suggest you filter in some of the other 

side of the story (i.e. the specialist is aware of travel problems as he often has people cancel on him 
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in the winter and does not wish to have empty spots when his waitlist is > 4 months long for the same 

procedure...).  

 

Response: The story used is an exemplar; we have improved the balance and presented the urban 

consultant’s point of view. See page 8, lines 1-5:  

“The specialist, while aware that rural travel can be inherently challenging, has in the past lost 

valuable new-patient appointment times to late cancellations. For this reason he or she may be 

reluctant to place on an already long waitlist, a patient who is likely to decline the recommended 

diagnostic procedure. Effective communication between both physicians may help them to 

understand each other’s contexts and ultimately find mutually acceptable solutions.”  

 

2) The cognitive bias part comes out of nowhere as well. (i.e. the paragraph that starts: "Both groups 

of physicians may be influenced or cognitively biased by their practice settings...") Of course 

physicians are affected by their context, but that doesn't mean they are biased, necessarily. Cognitive 

bias is vastly different from being influenced by the resources at your disposal for patient care, and 

being used to certain levels of care. I think you are speaking of a term the anthropologists call 

"arrogant perception"... a perceptual problem where individuals think the entire world is like their own. 

This is not a cognition problem, but rather an experience gap. Cognitive biases have more to do with 

the inherent thinking problems... I think this is more of a matter of assumptions.  

 

Response: We have removed the wording “cognitive bias” and clarified what we meant. See page 8, 

lines 35-36: “Both groups of physicians may be influenced by their practice settings and patient 

populations [33, 34], an inclination known as arrogant perception”  

 

Please combine the Strengths & Limitations section under one heading... I'm not sure why there are 

two sections here?  

 

Response: This change has been made.  

 

Reviewer: 2  

Reviewer Name  

Christopher J. Smith  

 

Please leave your comments for the authors below  

1) I have reviewed prior versions of this manuscript and feel the authors have adequately addressed 

by previous suggestions and concerns.  

Thank you for taking the time to review our manuscript and provide very meaningful feedback. 

VERSION 4 – REVIEW 

REVIEWER Teresa M. Chan 
McMaster University 

REVIEW RETURNED 12-Apr-2016 

 

GENERAL COMMENTS This marks my fourth (and hopefully final) review of this paper. This 
manuscript has vastly improved over the process of this open peer 
review process. I think you have done a good job at covering an 
important issue, describing your work with excellent detail, and 
dealing with our various suggestions. I am very delighted to see this 
paper improve over the course of the last few months, and it has 
been a pleasure to work with you on this paper as a reviewer.  
 
Line 36 on Page 8, I noticed a typo (diseased-focus) - should be 
disease-focused? I am sure copy editors will help with this process 
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going forward as well, but I am unfamiliar with BMJ-Open's post-
referree process... If there is no copy editing, then you might read 
through this ONCE MORE prior to publication?  
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