
PEER REVIEW HISTORY 

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

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

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

reproduced below.   

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) Factors influencing Communication And Decision Making About Life-
Sustaining Technology during Serious Illness: A Qualitative Study 

AUTHORS Kryworuchko, Jennifer; Strachan, Patricia; Nouvet, Elysee; Downar, 
James; You, John 

 

VERSION 1 - REVIEW 

REVIEWER Martin Tattersall 
Sydney Medical School,NSW 2006, Australia 

REVIEW RETURNED 07-Dec-2015 

 

GENERAL COMMENTS Please explain how the 30 individuals were selected. What is an 
inpatient medical teaching unit? Is the unit an acute medical 
inpatient service or a chronic long stay unit.  
How were the 4 factors identified which informed discussion?  
Were the team based approach individual patient specific or was the 
team caring for all patients in the unit?  

 

REVIEWER Jan Graw 
Massachusetts General Hospital,  
Harvard Medical School  
USA 

REVIEW RETURNED 14-Dec-2015 

 

GENERAL COMMENTS The present study aims to identify factors that influence 
communications and end-of-life decision making in seriously ill 
patients by interviewing 30 healthcare professionals at three 
Canadian hospitals. The study offers a qualitative approach as part 
of the larger DECIDE multicenter trail that quantitatively studied 
factors affecting end-of-life decision making in 13 Canadian 
hospitals. With a qualitative component of the DECIDE study the 
authors add depth to the understanding of elements that influence 
communication of healthcare professionals, patients, and families in 
end-of-life decision making.  
 
 
Major comments:  
 
Abstract:  
 
p.3 l. 7 ff: The structure of the Results section should be rearranged. 
It is not clear which of the findings makes communication 
„challenging“ OR „easier“ and therefore hard to follow; e.g. D) does 
a team-based approach make communication easier or more 
challenging? Same for A) – C).  
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p.3 l. 29 ff: Based on the construction of the Results section it is hard 
to understand which findings are addressed in the conclusion.  
 
Introduction:  
 
p.5 l. 22: During the last 15 years a lot has changed in patient/health 
care professionals communication and decision-making. A more 
recent reference of this statement is needed.  
 
p.6 l. 48: Within the whole manuscript it remains unclear which 
medical setting the study participants come from. In some 
statements it sounds participants work on critical care units, in 
others it sounds they are from general medical wards. It needs to be 
taken into consideration that participants that come from a 
background of critical care medicine might have experienced 
different standards and concepts of end-of-life care and discussions. 
Numbers should be given.  
During the last decade international consensus conferences were 
held and recommendations for end-of-life discussion in the intensive 
care unit were formulated by the Critical Care societies in Europe 
(Thompson et al., 2004) and North America (Truog et al., 2008). 
Therefore, findings of this study can be affected if participants come 
from different backgrounds (critical care or non-critical care or 
combined).  
 
Results:  
 
p.9 l.32: Similar to the abstract statements A) – D) should be 
rearranged to make easily understandable what is compared and 
which of the findings are considered challenging or easier.  
 
p.12 l 45 ff: “In cases where a team-based approach was 
preferred….” Who preferred the team-based approach? The 
participant or the hospital/institutional recommendations? Are there 
operating standards/guidelines that provide guidance in a 
standardized approach to end-of-life 
conferences/discussion/participants in any of the three institutions? 
This should be mentioned in the methods section.  
 
p.13 l. 51: This topic could also be included in the Discussion. 
Can/should relatively inexperienced physicians raise and lead end-
of-life discussions alone, especially when prognosis in seriously ill 
patients is hard to establish (p.5 l. 34) and “get DNRs” Are DNRs 
issued by residents (legally) binding in Canada?/the 3 hospitals?  
 
Discussion:  
 
Some of the reported findings are already known from critical care 
settings in other countries e.g. the importance of supporting team-
based approaches or structured family involvement. Can the authors 
state whether these issues are novel in Canadian health care 
settings?  
 
p.18 l. 42 ff: Especially with regard to factors like team-based 
approach and family engagement it would be worth discussing that 
also establishing institutional guidelines/standard operating 
procedures or defining quality indicators might improve decision-
making processes in end-of-life care in the studied setting.  
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p.19 l.31: Hard to understand what point the authors try to make in 
the last sentence of the conclusion. Please revise.  
 
 
 
Minor comments:  
 
p.3 l. 44: acronym DECIDE used for the first time – a brief 
explanation (or reference) needed for understanding.  
 
p.5: Heading: “Introduction”  
 
p.16 l.6: Nurses included in participants or mainly physicians? 
Predominantly faculty or residents? Are there significant differences 
between groups? 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1  

 

Please explain how the 30 individuals were selected.  

- Study participants were purposively recruited. We have amended the methods to more clearly 

describe our sample and procedure.  

- p. 7  

 

What is an inpatient medical teaching unit? Is the unit an acute medical inpatient service or a chronic 

long stay unit.  

- We amended the methods section to better explain our focus on the acute medical inpatient ward of 

academic teaching hospitals, which are patient care units where patients with non-surgical serious 

illness are admitted when they cannot be managed in the outpatient setting.  

- p. 6  

 

How were the 4 factors identified which informed discussion?  

- We have expanded our definition of the analysis to clarify how we identified the 4 factors.  

- p. 8  

 

Were the team based approach individual patient specific or was the team caring for all patients in the 

unit?  

- We clarified what we meant by a team-based approach  

- p. 14  

 

Reviewer 2  

 

Major comments:  

Abstract: p.3 l. 7 ff: The structure of the Results section should be rearranged. It is not clear which of 

the findings makes communication „challenging“ OR „easier“ and therefore hard to follow; e.g. D) 

does a team-based approach make communication easier or more challenging? Same for A) – C).  

p.3 l. 29 ff: Based on the construction of the Results section it is hard to understand which findings are 

addressed in the conclusion.  

Results: p.9 l.32: Similar to the abstract statements A) – D) should be rearranged to make easily 

understandable what is compared and which of the findings are considered challenging or easier.  

- We revised the structure of the results section to improve clarity for the reader.  

- p.3 and 9.  
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Introduction: p.5 l. 22: During the last 15 years a lot has changed in patient/health care professionals 

communication and decision-making. A more recent reference of this statement is needed.  

- We referenced a more recent study (2013) to support the statement about patient-professional 

decision making.  

- p. 5, p. 20  

 

p.6 l. 48: Within the whole manuscript it remains unclear which medical setting the study participants 

come from. In some statements it sounds participants work on critical care units, in others it sounds 

they are from general medical wards. It needs to be taken into consideration that participants that 

come from a background of critical care medicine might have experienced different standards and 

concepts of end-of-life care and discussions. Numbers should be given.  

- All participants were working on the acute medical inpatient ward at the time of the study, and were 

asked to describe communication and decision-making about life-sustaining technology for the 

patients on those wards.  

- p. 7, 8  

 

p.12 l 45 ff: “In cases where a team-based approach was preferred….” Who preferred the team-based 

approach? The participant or the hospital/institutional recommendations? Are there operating 

standards/guidelines that provide guidance in a standardized approach to end-of-life 

conferences/discussion/participants in any of the three institutions? This should be mentioned in the 

methods section.  

- We have revised the statement to convey what we meant more accurately. We did not collect data 

about operating standards/guidelines in the three institutions; however this work was done in 

anticipation of future comprehensive approaches that could include policy development. We believe 

that professionals were aware of Canadian and international standards or guidelines.  

- p. 13  

 

p.13 l. 51: This topic could also be included in the Discussion. Can/should relatively inexperienced 

physicians raise and lead end-of-life discussions alone, especially when prognosis in seriously ill 

patients is hard to establish (p.5 l. 34) and “get DNRs” Are DNRs issued by residents (legally) binding 

in Canada?/the 3 hospitals?  

- Thank you for this suggestion. We have included this topic in the discussion.  

- p. 19- 20  

 

Discussion: Some of the reported findings are already known from critical care settings in other 

countries e.g. the importance of supporting team-based approaches or structured family involvement. 

Can the authors state whether these issues are novel in Canadian health care settings?  

- We agree with the reviewer and agree that research out of critical care shows promise for improving 

communication and decision-making about life-sustaining technology. We added discussion about 

other research from critical care settings, notwithstanding, we feel that the medical ward setting differs 

in significant ways from critical care.  

- p. 18  

 

p.18 l. 42 ff: Especially with regard to factors like team-based approach and family engagement it 

would be worth discussing that also establishing institutional guidelines/standard operating 

procedures or defining quality indicators might improve decision-making processes in end-of-life care 

in the studied setting.  

- We have added this statement.  

- p. 20  

 

p.19 l.31: Hard to understand what point the authors try to make in the last sentence of the 

conclusion. Please revise.  
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- Sentence removed.  

- p. 21  

 

Minor comments:  

p.3 l. 44: acronym DECIDE used for the first time – a brief explanation (or reference) needed for 

understanding.  

- Acronym explained, thank you for your detailed review.  

- p. 3  

 

p.5: Heading: “Introduction”  

- Heading added.  

- p. 5  

 

p.16 l.6: Nurses included in participants or mainly physicians? Predominantly faculty or residents? Are 

there significant differences between groups?  

- We did not do a subgroup analysis as might be expected in quantitative research. However, we 

added an explanation that our focus on qualitative analysis was not intended to describe significant 

differences between groups, but rather describe the data as a whole. We also note that the thematic 

patterns did not seem to differ between type of participant (12 nurses, 9 residents and 9 staff 

physicians) – participants’ stories reflected different perspectives on a consistent account of 

communication and decision-making.  

- p. 8, 9 

VERSION 2 – REVIEW 

REVIEWER Jan Graw 
Massachusetts General Hospital  
Harvard Medical School  
USA 

REVIEW RETURNED 09-Feb-2016 

 

GENERAL COMMENTS Minor comments:  
 
-Page 18 newly added paragraph:  
One of the key features of an ICU is a high nurse patient ratio, 
generally one nurse per one or two patients.  
The acute medical ward with apparently “healthier” patients and 
presumably less organ support technology has a higher nurse 
patient ratio than an ICU - is that correct?  
 
-“Acute medical inpatient ward setting” still unclear to me. Could you 
please give a short, one sentence explanation of the main 
characteristics/key features of this unit in the methods section (page 
7) (e.g. number of beds? staffing? continuous vital signs monitoring? 
organ support/replacement technology?)  
 
-Page 19:  
The newly included discussion on the role and competence of 
residents is interesting but a bit on the long side and hard to follow in 
the context. The authors should consider to narrow this discussion 
paragraph down to one or two sentences. 
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VERSION 2 – AUTHOR RESPONSE 

One of the key features of an ICU is a high nurse patient ratio, generally one nurse per one or two 

patients. The acute medical ward with apparently “healthier” patients and presumably less organ 

support technology has a higher nurse patient ratio than an ICU - is that correct?  

- Thank you for your careful review - we meant “lower” nurse patient ratios, and corrected.  

- P. 18  

“Acute medical inpatient ward setting” still unclear to me. Could you please give a short, one sentence 

explanation of the main characteristics/key features of this unit in the methods section (page 7) (e.g. 

number of beds? staffing? continuous vital signs monitoring? organ support/replacement technology?)  

- We have included the additional information requested to improve clarity.  

- P. 7  

The newly included discussion on the role and competence of residents is interesting but a bit on the 

long side and hard to follow in the context. The authors should consider to narrow this discussion 

paragraph down to one or two sentences.  

- We have revised and shortened this section.  

- P. 19 
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