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VERSION 1 - REVIEW 

REVIEWER Michel Joffres, MD, PhD 
Simon Fraser University, Canada 

REVIEW RETURNED 02-Dec-2015 

 

GENERAL COMMENTS Interesting and important study.  
 
As suggested by the authors, there are no good reasons for the lack 
of hypertension control in France, and the huge difference we have 
seen in improvements in hypertension control (16% to 66%) since 
the 1990's in Canada is largely due to improvements in the way 
physicians have been managing patients. The authors have made 
an important contribution in understanding some of the barriers in 
treatment inertia for cardiovascular prevention. These findings are 
even more surprising given that this is a select group of physicians 
participating in a trial, who should have been even more sensitive to 
treatment inertia. While it would have been interesting to have in-
depth interviews from a group of random physicians, this study is an 
important step in addressing the issue of adherence to treatment 
guidelines. The qualitative part, although limited to open-ended 
questions, is well analyzed, carefully described, and limitations have 
been addressed. I am not sure however why physicians should 
belong to only one typology, even though I understand that it might 
have simplified the analysis.  
 
Also, I would have liked to see suggestions about how to address 
this problem in a coordinated way in France, even though editors do 
not always encourage such discussions. For instance, much of the 
improvements we have seen in Canada in the area of hypertension 
can be attributed to CHEP (Canadian Hypertension Education 
Program), while we have made little progress in the management of 
hyperlipidemia (Joffres et al. CJPH, 2013). Unless there is a 
concerted effort to address these issues, progress will be slow. What 
do the authors suggest as the next steps, outside of confirmatory 
studies? 

 

REVIEWER Pedro Armario 
Hospital Moisès Broggi. Sant Joan Despí (Barfcelona). Consorci 
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Sanitari Integral. University of Barcelona.  
Spain 

REVIEW RETURNED 11-Dec-2015 

 

GENERAL COMMENTS Clinical inertia, defined as the failure to adjust medication regimen 
when a patient has uncontrolled hypertension has a high prevalence 
in clinical practice.  
The authors have evaluated the causes of inertia related to certain 
typologies defined from the responses of doctors to question that did 
not change antihypertensive treatment in patients with uncontrolled 
hypertension.  
 
The topic is interesting and novel, and the appropriate methodology. 
However, several criticisms should be highlighted:  
 
1 / Several studies have evaluated the possible causes of 
therapeutic inertia in hypertensive patients, and found that not only 
can be attributed to factors associated with the doctor, but also to 
factors associated with the patient or with the disease (age, severity 
hypertension, comorbidity, white coat effect, absence or presence of 
other risk factors, etc.). They could also influence structural or 
organizational factors. These factors have not been studied in this 
work.  
 
2 / The methodology is long, but adequate, given the novelty in the 
way of grouping the different types, but has a (probably inevitable in 
this type of evaluation) component not without subjectivity.  
 
3 / The number of patients per physician is small (in some cases 
only 1).  
 
4 / I'm not sure that adjectives or name used to group the main types 
are the most appropriate, but that does not invalidate the results or 
conclusions.  
 
5 / The discussion is long and difficult to read. It should focus on the 
main results, and more concisely and clearly. 

 

REVIEWER James Hodgkinson 
University of Birmingham, UK 

REVIEW RETURNED 29-Jan-2016 

 

GENERAL COMMENTS This is a really interesting and worthwhile study for which I 
recommend publication. It is very well written and needs only very 
minor editing to be published as it is. Though it has clear limitations 
in terms of the generalisability of the findings, these are carefully 
clarified by the authors, with sensible ideas for the future validation 
of the typology identified.  
 
As I say I’m happy for the paper to be published as it is, but the 
following are offered as possible revisions:  
 
The limitations are well described, but more could be said about the 
strengths. Only the first sentence in this section (p.11) relates to 
strengths – and this was one rare confusing sentence whose 
meaning was not entirely clear to me (“The specificities of both the 
underlying concept (therapeutic inertia) and the method used imply a 
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special consideration for the meanings and limits of the results”), but 
this is a very original study offering considerable insight into GP 
decision-making and some of the reasons for therapeutic inertia.  
 
I found the discussion of reasons for GP inaction (p.12-14) 
particularly stimulating, but I wasn’t entirely sure all of it was in the 
right place, i.e. in a lengthy “comparison with existing literature” 
section. There were a number of original findings from the research 
itself presented here for the first time. In contrast, the current results 
section is a little on the short side.  
 
The final paragraph (p.15) could be improved. The statement “A 
number of works have been published on this issue in the last few 
years” doesn’t add anything. I’m not sure what is meant by “loss of 
chance for the patient” in the following sentence. Finally, please 
amend a clause in the final sentence to “this typology could be a 
means to provide the GPs with some insight into…” and if possible 
find a more succinct way of describing “their general ways of 
considering changes”.  
 
Other minor changes:  
Negotiation is the core of the patient-centred shared decision-
making (p.13, line 17)  
Consistency not consistence (p.15, line 6)  
 
Overall, though, this was a genuinely interesting and original paper, 
which was a pleasure to read.  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Michel Joffres, MD, PhD  

 

Interesting and important study.  

As suggested by the authors, there are no good reasons for the lack of hypertension control in 

France, and the huge difference we have seen in improvements in hypertension control (16% to 66%) 

since the 1990's in Canada is largely due to improvements in the way physicians have been 

managing patients. The authors have made an important contribution in understanding some of the 

barriers in treatment inertia for cardiovascular prevention. These findings are even more surprising 

given that this is a select group of physicians participating in a trial, who should have been even more 

sensitive to treatment inertia. While it would have been interesting to have in-depth interviews from a 

group of random physicians, this study is an important step in addressing the issue of adherence to 

treatment guidelines.  

 

Authors’ response: In-depth interviews are actually one of the next steps of our research!  

 

Reviewer: The qualitative part, although limited to open-ended questions, is well analyzed, carefully 

described, and limitations have been addressed. I am not sure however why physicians should 

belong to only one typology, even though I understand that it might have simplified the analysis.  

 

Authors’ response:  

There are two answers to this very relevant remark:  

- First, it is mandatory for a typology that every “object” should belong to one and only one type. This 

rule holds in every field where typologies have been extensively used, such as statistics, linguistics, 

archeology or psychology. Indeed, if some objects do belong to two or more types, then the typology 
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does not make any sense, and is not a useable tool. Although typologies have not been used 

frequently in health research, this rule still makes sense in this field (see reference 28: Kluge S.).  

- Second, this typology was built from the ground up (with no pre-established framework), and 

exclusive belonging to a type was the way things actually happened when we carried the analysis. It 

became the main finding of the study: practitioner seem to act - or at least justify their inaction – the 

same way, whatever the patient  

 

Of course, since we regarded this condition as mandatory, there was a risk that we would “force” 

some physicians into a type, once these were defined. We tried to be as cautious as possible with this 

tendency, and carefully blinded the categorization process between the two teams to avoid this as 

much as possible.  

There was actually some “overlap” between two categories for several physicians, as displayed in 

table 5, but no physician fulfilled the conditions to belong to two different types.  

 

Reviewer: Also, I would have liked to see suggestions about how to address this problem in a 

coordinated way in France, even though editors do not always encourage such discussions. For 

instance, much of the improvements we have seen in Canada in the area of hypertension can be 

attributed to CHEP (Canadian Hypertension Education Program), while we have made little progress 

in the management of hyperlipidemia (Joffres et al. CJPH, 2013). Unless there is a concerted effort to 

address these issues, progress will be slow. What do the authors suggest as the next steps, outside 

of confirmatory studies?  

 

Authors’ response: We strongly agree with you that concerted efforts are needed (and that the 

Canadian example should be followed…). Yet, from the results of our study, all we can suggest is that 

these problems will not be solved without addressing the physicians’ attitudes. Although this is 

nothing really new, we think that these results enlighten a “doctor-centred” attitude regarding inaction 

that reinforces the need for interventions aimed at the physician’s behaviors, among other concerted 

interventions.  

We have added this at the end of the discussion, together with reference 48.  

 

 

 

Reviewer: 2  

 

Reviewer Name  

Pedro Armario  

Clinical inertia, defined as the failure to adjust medication regimen when a patient has uncontrolled 

hypertension has a high prevalence in clinical practice.  

The authors have evaluated the causes of inertia related to certain typologies defined from the 

responses of doctors to question that did not change antihypertensive treatment in patients with 

uncontrolled hypertension.  

 

The topic is interesting and novel, and the appropriate methodology. However, several criticisms 

should be highlighted:  

 

1 / Several studies have evaluated the possible causes of therapeutic inertia in hypertensive patients, 

and found that not only can be attributed to factors associated with the doctor, but also to factors 

associated with the patient or with the disease (age, severity hypertension, comorbidity, white coat 

effect, absence or presence of other risk factors, etc.). They could also influence structural or 

organizational factors. These factors have not been studied in this work.  

 

Authors’ response: Although these factors were not studied as such in our work, they were featured 
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as reasons for inaction in the verbatim we analyzed. The GPs responses mentioned each of the 

factors you mentioned as reasons for inaction. We did not try to make any judgement of 

appropriateness on the responses provided by the GPs in our study, but only to classify them and 

look for patterns. Most these factors are featured in the discussion.  

 

2 / The methodology is long, but adequate, given the novelty in the way of grouping the different 

types, but has a (probably inevitable in this type of evaluation) component not without subjectivity.  

 

Authors’s response: You are absolutely right: qualitative analysis is subjective. We pointed this out 

clearly in the “strength and limitations “section: “Modelling of the analysis by the researchers’ 

assumptions is a bias nested in the core fo qualitative analysis”. As mentioned in the methods, in 

order to give as much credibility as possible to our results, we tried to minimize this subjectivity with all 

the usual means: blinded coding and analysis by two teams, discussion and arbitration with a third 

team.  

 

3 / The number of patients per physician is small (in some cases only 1).  

 

Authors’ response: For the 126 GPs included, the number of patients ranges from 1 to 18 (mean: 7.2), 

and for the 100 GPs who provided enough data to be allocated to a type, it ranged from 2 to 18 

(mean: 8.0). These figures were added to the results section of the manuscript.  

True, in some cases the number of patients is quite small. Nevertheless, the data provided was rich 

enough to allow allocation of the GPs. First, each patient was seen five times during the study, and 

second, some GPs returned particularly rich verbatim about their decisions, though regarding few 

patients. That richness was what mattered to us for the qualitative analysis we carried out. Qualitative 

research is about exploring a phenomenon and suggesting a theory. Generalizing its findings should 

be made with extreme caution, small number of patients being indeed one of the limitation.  

 

4 / I'm not sure that adjectives or name used to group the main types are the most appropriate, but 

that does not invalidate the results or conclusions.  

 

Authors’ response: There was much discussion between the authors about these names, which went 

through several changes. One way to avoid the problem was to give the types numbers or letters as 

names, but we decided that as long as this was a qualitative work, meaningful words should be used 

to characterize the findings.  

However, we gave an important note of caution at the beginning of the “Strengths and limitations” 

section: “It should be clear that the names given to the types are actually nicknames referring to 

responses and not to the person, and therefore should not be considered as semantic description of 

the GPs included.”  

 

5 / The discussion is long and difficult to read. It should focus on the main results, and more concisely 

and clearly.  

 

Authors’ response: The discussion was modified according to your remark. We have renamed the 

sub-sections and put them back in a slightly different order to clarify our aims. We also tried to make it 

a bit more concise.  

 

 

 

 

Reviewer: 3  

Reviewer Name  

James Hodgkinson  
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This is a really interesting and worthwhile study for which I recommend publication. It is very well 

written and needs only very minor editing to be published as it is. Though it has clear limitations in 

terms of the generalisability of the findings, these are carefully clarified by the authors, with sensible 

ideas for the future validation of the typology identified.  

As I say I’m happy for the paper to be published as it is, but the following are offered as possible 

revisions:  

The limitations are well described, but more could be said about the strengths. Only the first sentence 

in this section (p.11) relates to strengths – and this was one rare confusing sentence whose meaning 

was not entirely clear to me (“The specificities of both the underlying concept (therapeutic inertia) and 

the method used imply a special consideration for the meanings and limits of the results”), but this is a 

very original study offering considerable insight into GP decision-making and some of the reasons for 

therapeutic inertia.  

 

Authors’ response: Thank you for this remark: we simply got rid of this blurry sentence that did not 

mean much and added nothing!  

 

Reviewer: I found the discussion of reasons for GP inaction (p.12-14) particularly stimulating, but I 

wasn’t entirely sure all of it was in the right place, i.e. in a lengthy “comparison with existing literature” 

section. There were a number of original findings from the research itself presented here for the first 

time. In contrast, the current results section is a little on the short side.  

 

Authors’ response: The discussion was modified according to both your comments and those of 

reviewer 2. Actually, the original findings are mixed with the comparison to the literature, as it is 

usually done in qualitative works. To make this clear, we changed the sub-section title and put back 

the sub-sections in a different order. We also tried to be more concise in the “detailed findings and 

comparison with literature” sub-section.  

 

Reviewer: The final paragraph (p.15) could be improved. The statement “A number of works have 

been published on this issue in the last few years” doesn’t add anything. I’m not sure what is meant 

by “loss of chance for the patient” in the following sentence. Finally, please amend a clause in the 

final sentence to “this typology could be a means to provide the GPs with some insight into…” and if 

possible find a more succinct way of describing “their general ways of considering changes”.  

 

Authors’ response: The final section (“Perspectives”) was rewritten according to your suggestions. We 

got rid of useless or unclear sentences.  

 

Reviewer: Other minor changes:  

Negotiation is the core of the patient-centred shared decision-making (p.13, line 17)  

Consistency not consistence (p.15, line 6)  

 

Authors’ response: Corrections made in the revised manuscript  

 

Reviewer: Overall, though, this was a genuinely interesting and original paper, which was a pleasure 

to read. 

VERSION 2 – REVIEW 

REVIEWER Michel Joffres, MD, PhD 
Faculty of Health Sciences, Simon Fraser University, Canada 

REVIEW RETURNED 10-Mar-2016 

 

GENERAL COMMENTS This is an improved version, which presents some important results 
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that should lead to recommendations in France to improve the low 
levels of treatment and control of hypertension. This typology, 
although a simplification of the different reasons that physicians may 
have to fail to control BP, can be used to target messages to 
physicians. There is a need to get into more in-depth interviews, 
which will happen, it seems, given the authors' responses to the 
reviews. There is also a need to monitor the trends in prevalence, 
awareness and control of high BP in France to see if there is 
improvements in the level of control of hypertension. It would be also 
desirable to verify that these findings apply to physicians who were 
not part of this study, since these participants should have been 
more aware of guidelines than the population of general 
practitioners. Overall, an important study that should be published.  

 

REVIEWER James Hodgkinson 
Institute of Applied Health Research  
University of Birmingham  
UK 

REVIEW RETURNED 23-Mar-2016 

 

GENERAL COMMENTS As commented previously, this is an interesting, valuable and 
original study, which I recommend publishing. I am happy that the 
minor flaws I noted in the previous draft have all been resolved 
satisfactorily.  
 
Two final minor changes recommended for the new version (which 
do not need to be re-reviewed):  
p.7, line 22: should read 'the mean number of patients', not 'patient'  
p.11, line 50: instead of 'chances are', which is rather colloquial, 
state 'it is likely'  
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