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

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

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

reproduced below.   
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AUTHORS Ford, John; Wong, Geoffrey; Jones, Andrew; Steel, Nicholas 

 

VERSION 1 - REVIEW 

REVIEWER Rebecca Hardwick 
University of Exeter  
United Kingdom 

REVIEW RETURNED 22-Dec-2015 

 

GENERAL COMMENTS 1. Is the research question or study objective clearly defined? Yes, 
but it would be helpful to explain what is meant by 'contexts' in the 
Background, as at the moment it is ambiguous, so initially I thought 
of context in terms individual, interpersonal and institutional 
circumstances (Pawsons definition from the 2006 book on realist 
review) which do or do not enable mechanisms to work, but on re-
reading the review several times, I am more inclined to think it just 
means ‘barriers and facilitators’, but this is not made explicit. It would 
be good if the meaning of contexts was clarified to help the reader 
understand how the review answers the two questions.  
2. Is the abstract accurate, balanced and complete? Yes but the 
authors could consider whether the description of the analysis is 
understandable to an audience that may not understand what 
'CMOC's are and why they are important; could consider using plain 
English, and expanding on CMOCs explanation in the background 
section.  
4. Are the methods described sufficiently to allow the study to be 
repeated?  
The methods section needs some revising in the following ways:  
- it is not always clear what was done and by whom. E.g. 
Programme theory development – its not clear whose prior 
knowledge was used, or what was entailed in the scoping search. 
Was the patient pathway developed through the scoping process, or 
did it come from elsewhere?  
- a definition of “relevance and rigour” is needed, to explain what 
these mean and how they were applied.  
- the section which describes the approach to data extraction and 
analysis could be clearer. The first paragraph talks of how sections 
of text were identified and coded, but it would be good if it said how, 
or on what basis, sections of text were chosen over other sections. 
The second paragraph says that a patient pathway was developed 
from the data, and it would be good if it was made clear that this was 
the NVIVO coded data, if that was the case, or was there a different 
form used? (the excel one?) It is not clear to me what the purpose 
was of having data captured on two different software programmes, 
and then which was finally used in developing the patient pathway.  
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- the series of questions which describes the analytic process was 
very helpful, and might be better placed at the start of the section, 
before describing what was done to help the reader understand the 
underlying approach to analysis. (It would also then follow to explain 
at that point how relevance, rigour and trustworthiness apply in 
realist review).  
Q5 Are research ethics addressed appropriately? Whilst it may not 
be necessary to get research ethics to do a synthesis of existing 
literature, for completeness, the authors could mention this.  
Q9 Do the results address the research question or objective? The 
results do address the first research question (What are the barriers 
and facilitators to accessing high quality primary care for 
socioeconomically disadvantaged older people in rural areas?), but I 
am not sure the second question is fully addressed within the 
manuscript.  
The second question asks "What are the underlying mechanisms, 
why do they occur and how do they vary in different contexts?" The 
detail of this is within the appendices, which is a shame, because 
the Figures are more explanatory than the tables, and the short 
paragraphs describing the literature are useful in helping the reader 
understand the fuller complexity of the issues. The authors could 
consider including the figures in the main manuscript to illustrate the 
findings more clearly. I appreciate that there may not be space to 
include the fuller account of the literature.  
The article talks about contexts in this section, which as mentioned 
previously, needs to be explained and defined, so the reader 
understands that, essentially, virtually anything can be a context 
(even a mechanism can!), and alongside that, the article could then 
explain why particular contexts were called contexts and not 
mechanisms within the CMOs - the “rule of thumb” used to make 
that judgement. For example, on what basis was it decided that 
health literacy was a mechanism for actively seek help, and not a 
context?  
Q10 are they (the results) presented clearly? Yes and no. The 
results as they are currently presented (without the figures) give a 
brief summary of the factors involved in the different steps of the 
patient pathway, but are unclear in the sense that they do not give 
the full explanatory account of how and why different mechanisms 
work in different contexts. Adding the figures into the main text for 
each step of the patient pathway would be helpful, and would 
illustrate the ‘configured’ nature of CMOCs. I don’t think the tables 
capture this configuration.  
Q11 are the discussion and conclusions justified by the results?  
Strengths and Limitations  
The article discussed limitations in terms of search and included 
studies; it could also give an account of the ‘strength’ of the 
evidence included – Standard 16 of RAMESES guidance. The article 
does say ‘relevance and rigour’, but what this means and how this 
was applied in the review needs explaining to help readers judge the 
trustworthiness of the findings and conclusions.  
Comparison with existing literature  
I was wondering why the Aday and Andersen Framework was not 
used as the initial rough theory, or how it, or the Hoeck and Pong 
studies might have influenced the development of the rough theory. 
Or indeed how the Comino study might have pointed out useful 
outcome measures from which the authors might have tracked back 
to see how these were produced (mechanisms) and in what 
circumstances (contexts). I cannot see a discussion of whether 
these reviews were used in developing the rough theory – if they 
were, this should be stated. And if not, I would be interested to know 
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why.  
I think the differences between what this review has found and those 
other studies needs to be spelt out more clearly (e.g.. what were the 
“similar concepts” with the Comino review, and what did the realist 
review add that wasn’t there previously?) This review is useful 
because it goes beyond a simple framework to seeing the additional 
factors that influence access to primary care; it has got a lot of 
important points to add to this debate, and I don’t think the 
comparison with existing literature really demonstrates how this 
review adds to our knowledge, and what the benefit of it being a 
realist review was. 

 

REVIEWER Dr David Blane, Academic GP 
General Practice and Primary Care,  
Institute of Health & Wellbeing,  
University of Glasgow,  
UK 

REVIEW RETURNED 30-Dec-2015 

 

GENERAL COMMENTS There is much to commend in this review, which aims to identify and 
understand the contexts that affect access to high quality primary 
care for socio-economically disadvantaged older people in rural 
areas.  
However, I believe there is room for improvement or clarification in 
both application of the methodology and presentation of findings.  
With regard to methodology, I think the paper would be strengthened 
by reference to and consideration of pre-existing formal/substantive 
theory in this area. This is mentioned in the Methods section (p8, 
line23-25) but does not really feature in the results or discussion. For 
instance, the mid-range sociological theory of ‘candidacy’ is 
described in the paper by Dixon-Woods that is part of the review, but 
this is not explored further (e.g. to what extent do the constructs 
from candidacy theory resonate with the findings of this review?). 
Similarly, there is a large body of research and theory (from both 
psychology and sociology) on patients’ responses to symptoms 
(encompassing the first 3 steps of your model in Figure 2) that could 
be useful to you (see, for instance, Wyke et al, Soc Sci Med, 2013 – 
“consultation and illness behaviour in response to symptoms”).  
Similarly, your focus on the experience of a sub-group of people who 
may be considered to have particular difficulty accessing healthcare 
could be given more theoretical attention. The concepts of 
‘intersectionality’ and ‘multiple exclusions’ are worth exploring in this 
regard, at least in the introduction section. It would be useful to get a 
sense of what proportion of the UK population might be considered 
to be in this sub-group (i.e. old + low SES + rural) – how big a 
problem is this?  
Turning to the finer details of the application of the methodology, it 
was not always clear to me (even with the extra detail of the 
appendices) how you came up with the different contexts, 
mechanisms, and outcomes. This is often a murky area in realist 
reviews, particularly the differentiation between contexts and 
mechanisms, but I think you could make clearer the links between 
the stated mechanisms and the relevant outcomes and how, as you 
put it, “the relevant mechanisms will only be ‘triggered’ under the 
right contexts.” This is particularly important when it comes to 
making recommendations that might be useful for policymakers or 
practitioners, which I will come back to later.  
To give an example, for the outcome of “obtain an appointment” you 
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suggest that one of the mechanisms is ‘responsiveness’ – 
specifically, practice responsiveness. You state that this is related to 
‘capacity within the practice’, which is itself a somewhat vague 
construct. Are you able to say anything about what contexts support 
a practice to be more (or less) responsive – e.g. opening hours, 
appointment systems, consultation lengths?  
There are other examples of concepts – cited as both contexts and 
mechanisms – that would benefit from clarification. Under the 
outcome of ‘primary care interaction’ (another very broad construct – 
perhaps ‘positive primary care interaction’ might be better for the 
purposes of this review?), you posit a mechanism of ‘articulation of 
the health problem’ and cite the Lamb 2012 paper as providing 
evidence of two contexts – ‘educational attainment’ and ‘clinical 
competence’. I would suggest that these are over-simplifications and 
that the challenge of articulating problems for hard to reach groups 
is not so much about their educational attainment or their doctors’ 
clinical competence, but more about the socio-cultural ‘distance’ 
between the two (see, for instance, Allport’s Intergroup Contact 
Theory). You mention social distance on pg. 15 of the appendix but 
equate this to ‘trust in health care’, which is quite different.  
Lack of attention to the social and cultural barriers to access for this 
sub-group is evident elsewhere – e.g. the idea that “patients’ sense 
of where they fall in the social hierarchy affected their 
communication” (pg.14, line 18-20) becomes a context of ‘self 
esteem’, which loses any sense of the impact of social inequalities 
or comparisons. Similarly, on page 15 of the appendix, older people 
not feeling respected (a powerful socio-cultural mechanism of help-
seeking behaviour) is translated into the context of ‘health beliefs’, 
which have a very different meaning in most of the illness behaviour 
literature.  
An example of a clear CMO configuration that was not utilised is 
found on page 14 of the appendix – the Camillo 2014 study found 
that ‘continuity of care’ (context) instilled a strong sense of trust 
(mechanism) and helped to facilitate better communication 
(outcome). The question then arises as to what other contexts allow 
the mechanism of ‘trust’ to fire or not – the link between practitioner 
empathy and patient enablement comes to mind (e.g. Mercer et al, 
BMC Fam Prac, 2012).  
Turning now to the presentation of findings, I believe that the CMOC 
tables would be improved if the links between contexts that related 
to certain mechanisms was made clearer – i.e. not simply listed 
alphabetically.  
In Table 1, I would suggest adding the total number of studies 
[n=161] somewhere.  
Also in the results section, on pages 10 and 11, you vary between 
the use of ‘an older person’, ‘socio-economically disadvantaged 
older people’ and ‘a socio-economically disadvantaged older person 
in a rural area’. This may be because of difficulties drawing 
conclusions about socio-economically disadvantaged older people in 
rural areas because none of the studies looked at this sub-group 
specifically, or it may be for ease of reading, but it does draw 
attention to the extent to which you are able to draw conclusions 
about this sub-group, based upon the material available for the 
review.  
I like the recommendations that you have made, based on 
potentially modifiable contexts identified during the study, but it 
would be worth adding how these relate to mechanisms/outcomes 
also. The best example I have seen of a realist review presenting 
findings in a range of formats for policymakers and practitioners is 
Westhorp et al’s 2014 review for DFID 
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(http://r4d.dfid.gov.uk/pdf/outputs/SystematicReviews/Community-
accountability-2014-Westhorp-report.pdf ) They state (pg.132) that 
CMO statements should be read as a sentence: ‘in this context, that 
mechanism generates these outcomes for those groups and these 
other outcomes for these groups.’  
Finally, throughout the paper there are a number of typographical 
errors:  
Pg.4, line 12 – should be ‘a lack’ not ‘the lack’  
Pg.7, line 47 – ‘contain’ not ‘contained’  
Pg.12, line 18 – should be ‘relationships’  
Pg.12, line 23 – should be ‘Limitations’  
Pg.13, line 26 – ‘how they’ not ‘how are they’  
Appendix 2  
Pg.2, line 8 – should be ‘underpins’  
Line 32-34 – ‘The authors…’ sentence does not make sense to me  
Pg.4, line7 – should be ‘experienced’ – also this sentence does not 
make sense as it stands  
Line 45 – should be ‘argue’  
Pg.5, line 50-52 – does not make sense  
Pg.8, line43 – should be ‘difficulty’  
Line 52 – should be ‘education were related’  
Pg.15, line21 – should be ‘older deprived men’  
 
I hope this review has been helpful to you. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1  

Is the research question or study objective clearly defined? Yes, but it would be helpful to explain 

what is meant by 'contexts' in the Background, as at the moment it is ambiguous, so initially I thought 

of context in terms individual, interpersonal and institutional circumstances (Pawsons definition from 

the 2006 book on realist review) which do or do not enable mechanisms to work, but on re-reading 

the review several times, I am more inclined to think it just means ‘barriers and facilitators’, but this is 

not made explicit. It would be good if the meaning of contexts was clarified to help the reader 

understand how the review answers the two questions.  

This has been clarified in the manuscript. See lines 107-109.  

Is the abstract accurate, balanced and complete? Yes but the authors could consider whether the 

description of the analysis is understandable to an audience that may not understand what 'CMOC's 

are and why they are important; could consider using plain English, and expanding on CMOCs 

explanation in the background section.  

Abstract has been amended to use plain language and more explanation added to the background. 

See lines 44-43, 49-53 and 102- 109.  

Are the methods described sufficiently to allow the study to be repeated?  

The methods section needs some revising in the following ways:  

- it is not always clear what was done and by whom. E.g. Programme theory development – its not 

clear whose prior knowledge was used, or what was entailed in the scoping search. Was the patient 

pathway developed through the scoping process, or did it come from elsewhere?  

 

Author details added to the methods section and further details added to the scoping search text. See 

lines 127-134.  

The section which describes the approach to data extraction and analysis could be clearer. The first 

paragraph talks of how sections of text were identified and coded, but it would be good if it said how, 

or on what basis, sections of text were chosen over other sections. The second paragraph says that a 

patient pathway was developed from the data, and it would be good if it was made clear that this was 

the NVIVO coded data, if that was the case, or was there a different form used? (the excel one?) It is 

 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-2015-010652 on 17 M

ay 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


not clear to me what the purpose was of having data captured on two different software programmes, 

and then which was finally used in developing the patient pathway.  

 

The methods section has been clarified to make it clearer how texts were coded. NVIVO was used to 

code text, whereas excel was used to extract study characteristics, such as design, included patients, 

etc.  

See lines 161-163, 167, 177 and 181-184.  

The series of questions which describes the analytic process was very helpful, and might be better 

placed at the start of the section, before describing what was done to help the reader understand the 

underlying approach to analysis. (It would also then follow to explain at that point how relevance, 

rigour and trustworthiness apply in realist review).  

 

These questions have been moved and more detail added to relevance and rigour. See lines 168-176 

and 189-191.  

Q5 Are research ethics addressed appropriately? Whilst it may not be necessary to get research 

ethics to do a synthesis of existing literature, for completeness, the authors could mention this.  

 

A statement has been added to the methods. See lines 198-199.  

Q9 Do the results address the research question or objective? The results do address the first 

research question (What are the barriers and facilitators to accessing high quality primary care for 

socioeconomically disadvantaged older people in rural areas?), but I am not sure the second question 

is fully addressed within the manuscript.  

The second question asks "What are the underlying mechanisms, why do they occur and how do they 

vary in different contexts?" The detail of this is within the appendices, which is a shame, because the 

Figures are more explanatory than the tables, and the short paragraphs describing the literature are 

useful in helping the reader understand the fuller complexity of the issues. The authors could consider 

including the figures in the main manuscript to illustrate the findings more clearly. I appreciate that 

there may not be space to include the fuller account of the literature.  

 

We have moved the figures from the appendix to the main manuscript.  

The article talks about contexts in this section, which as mentioned previously, needs to be explained 

and defined, so the reader understands that, essentially, virtually anything can be a context (even a 

mechanism can!), and alongside that, the article could then explain why particular contexts were 

called contexts and not mechanisms within the CMOs - the “rule of thumb” used to make that 

judgement. For example, on what basis was it decided that health literacy was a mechanism for 

actively seek help, and not a context?  

 

An explanation of this has been added to the background and methods. See lines 102-109 and 181-

184.  

Q10 are they (the results) presented clearly? Yes and no. The results as they are currently presented 

(without the figures) give a brief summary of the factors involved in the different steps of the patient 

pathway, but are unclear in the sense that they do not give the full explanatory account of how and 

why different mechanisms work in different contexts. Adding the figures into the main text for each 

step of the patient pathway would be helpful, and would illustrate the ‘configured’ nature of CMOCs. I 

don’t think the tables capture this configuration.  

Figures have been moved from the appendix to the main text.  

The article discussed limitations in terms of search and included studies; it could also give an account 

of the ‘strength’ of the evidence included – Standard 16 of RAMESES guidance. The article does say 

‘relevance and rigour’, but what this means and how this was applied in the review needs explaining 

to help readers judge the trustworthiness of the findings and conclusions.  

A description has been added to the methods. See lines 189-191.  

I was wondering why the Aday and Andersen Framework was not used as the initial rough theory, or 
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how it, or the Hoeck and Pong studies might have influenced the development of the rough theory. Or 

indeed how the Comino study might have pointed out useful outcome measures from which the 

authors might have tracked back to see how these were produced (mechanisms) and in what 

circumstances (contexts). I cannot see a discussion of whether these reviews were used in 

developing the rough theory – if they were, this should be stated. And if not, I would be interested to 

know why.  

 

We have amended the manuscript to state how these studies contributed to the initial rough theory. 

See lines 127-134.  

The concepts from Aday and Andersen informed our initial theory, however the framework was not 

exactly reproduced because it was generated for both primary and secondary healthcare in the US 

and took a micro and macro approach. The Aday and Andersen “predisposing”, “enabling” and 

“needs” model was used initially but it soon became clear that this did not fit the data as well as the 

patient pathway described.  

I think the differences between what this review has found and those other studies needs to be spelt 

out more clearly (e.g.. what were the “similar concepts” with the Comino review, and what did the 

realist review add that wasn’t there previously?) This review is useful because it goes beyond a 

simple framework to seeing the additional factors that influence access to primary care; it has got a lot 

of important points to add to this debate, and I don’t think the comparison with existing literature really 

demonstrates how this review adds to our knowledge, and what the benefit of it being a realist review 

was.  

We have amended the “Comparisons with existing literature“ section to compare our review with 

others. See lines 317-338.  

 

Reviewer 2  

There is much to commend in this review, which aims to identify and understand the contexts that 

affect access to high quality primary care for socio-economically disadvantaged older people in rural 

areas.  

However, I believe there is room for improvement or clarification in both application of the 

methodology and presentation of findings  

Thank you. No response required.  

With regard to methodology, I think the paper would be strengthened by reference to and 

consideration of pre-existing formal/substantive theory in this area. This is mentioned in the Methods 

section (p8, line23-25) but does not really feature in the results or discussion. For instance, the mid-

range sociological theory of ‘candidacy’ is described in the paper by Dixon-Woods that is part of the 

review, but this is not explored further (e.g. to what extent do the constructs from candidacy theory 

resonate with the findings of this review?). Similarly, there is a large body of research and theory 

(from both psychology and sociology) on patients’ responses to symptoms (encompassing the first 3 

steps of your model in Figure 2) that could be useful to you (see, for instance, Wyke et al, Soc Sci 

Med, 2013 – “consultation and illness behaviour in response to symptoms”).  

 

We have revised the CMOCs to include more substantive theory. In addition to the Aday and 

Andersen Framework, Rotter’s Locus of Control and Tversky and Kahneman’s theory, we have 

included Illness Action Model, Network Episode Model, Allport Contact theory, social exclusion and 

candidacy. See appendix 2.  

Similarly, your focus on the experience of a sub-group of people who may be considered to have 

particular difficulty accessing healthcare could be given more theoretical attention. The concepts of 

‘intersectionality’ and ‘multiple exclusions’ are worth exploring in this regard, at least in the 

introduction section. It would be useful to get a sense of what proportion of the UK population might 

be considered to be in this sub-group (i.e. old + low SES + rural) – how big a problem is this?  

 

Intersectionality has been added to the background and social exclusion into the results. See lines 83-
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86, table 3 and appendix 2.  

A description of how many people belong to this group has been added. See lines 86-87.  

Turning to the finer details of the application of the methodology, it was not always clear to me (even 

with the extra detail of the appendices) how you came up with the different contexts, mechanisms, 

and outcomes. This is often a murky area in realist reviews, particularly the differentiation between 

contexts and mechanisms, but I think you could make clearer the links between the stated 

mechanisms and the relevant outcomes and how, as you put it, “the relevant mechanisms will only be 

‘triggered’ under the right contexts.” This is particularly important when it comes to making 

recommendations that might be useful for policymakers or practitioners, which I will come back to 

later.  

To give an example, for the outcome of “obtain an appointment” you suggest that one of the 

mechanisms is ‘responsiveness’ – specifically, practice responsiveness. You state that this is related 

to ‘capacity within the practice’, which is itself a somewhat vague construct. Are you able to say 

anything about what contexts support a practice to be more (or less) responsive – e.g. opening hours, 

appointment systems, consultation lengths?  

 

The data extraction and analysis section has been revised to make it clearer how we identified 

contexts and mechanisms. See lines 182-184.  

Details of “what capacity within the practice” are described in appendix 2 where is states it refers to 

flexibility of “opening hours, traditional appointment systems, intolerance of missed appointments, 

long waiting times and inadequate consultation lengths”  

There are other examples of concepts – cited as both contexts and mechanisms – that would benefit 

from clarification. Under the outcome of ‘primary care interaction’ (another very broad construct – 

perhaps ‘positive primary care interaction’ might be better for the purposes of this review?), you posit 

a mechanism of ‘articulation of the health problem’ and cite the Lamb 2012 paper as providing 

evidence of two contexts – ‘educational attainment’ and ‘clinical competence’. I would suggest that 

these are over-simplifications and that the challenge of articulating problems for hard to reach groups 

is not so much about their educational attainment or their doctors’ clinical competence, but more 

about the socio-cultural ‘distance’ between the two (see, for instance, Allport’s Intergroup Contact 

Theory). You mention social distance on pg. 15 of the appendix but equate this to ‘trust in health 

care’, which is quite different.  

 

We have reviewed all the concepts included in the review and clarified them where necessary (such 

as health beliefs and clinical competence). We have included Allport’s Contact Theory into the 

analysis. See throughout results section and appendix 2.  

We have purposefully made the concepts neutral to reflect the fact that, for example, a primary care 

interaction could be positive or negative.  

Lack of attention to the social and cultural barriers to access for this sub-group is evident elsewhere – 

e.g. the idea that “patients’ sense of where they fall in the social hierarchy affected their 

communication” (pg.14, line 18-20) becomes a context of ‘self esteem’, which loses any sense of the 

impact of social inequalities or comparisons. Similarly, on page 15 of the appendix, older people not 

feeling respected (a powerful socio-cultural mechanism of help-seeking behaviour) is translated into 

the context of ‘health beliefs’, which have a very different meaning in most of the illness behaviour 

literature.  

These CMOc has been revised and clarified. See lines 274-275, 279 and 281, Table 7 and Appendix 

2.  

An example of a clear CMO configuration that was not utilised is found on page 14 of the appendix – 

the Camillo 2014 study found that ‘continuity of care’ (context) instilled a strong sense of trust 

(mechanism) and helped to facilitate better communication (outcome). The question then arises as to 

what other contexts allow the mechanism of ‘trust’ to fire or not – the link between practitioner 

empathy and patient enablement comes to mind (e.g. Mercer et al, BMC Fam Prac, 2012).  
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This CMO has been included. See lines 274-275 and 279-281 and Table 7  

Turning now to the presentation of findings, I believe that the CMOC tables would be improved if the 

links between contexts that related to certain mechanisms was made clearer – i.e. not simply listed 

alphabetically.  

We attempted to demonstrates the links between CMOc in a table but it became unreadable, hence 

the reason for the figures. The figures have now been moved to the main manuscript to help readers.  

In Table 1, I would suggest adding the total number of studies [n=161] somewhere  

Table amended.  

Also in the results section, on pages 10 and 11, you vary between the use of ‘an older person’, ‘socio-

economically disadvantaged older people’ and ‘a socio-economically disadvantaged older person in a 

rural area’. This may be because of difficulties drawing conclusions about socio-economically 

disadvantaged older people in rural areas because none of the studies looked at this sub-group 

specifically, or it may be for ease of reading, but it does draw attention to the extent to which you are 

able to draw conclusions about this sub-group, based upon the material available for the review.  

 

This was done for ease of reading. Text has been revised throughout the manuscript to make this 

clearer.  

I like the recommendations that you have made, based on potentially modifiable contexts identified 

during the study, but it would be worth adding how these relate to mechanisms/outcomes also. The 

best example I have seen of a realist review presenting findings in a range of formats for 

policymakers and practitioners is Westhorp et al’s 2014 review for DFID 

(http://r4d.dfid.gov.uk/pdf/outputs/SystematicReviews/Community-accountability-2014-Westhorp-

report.pdf ) They state (pg.132) that CMO statements should be read as a sentence: ‘in this context, 

that mechanism generates these outcomes for those groups and these other outcomes for these 

groups.’  

 

The recommendations have been revised to put them more in context. See lines 346-373.  

Finally, throughout the paper there are a number of typographical errors:  

Pg.4, line 12 – should be ‘a lack’ not ‘the lack’  

Pg.7, line 47 – ‘contain’ not ‘contained’  

Pg.12, line 18 – should be ‘relationships’  

Pg.12, line 23 – should be ‘Limitations’  

Pg.13, line 26 – ‘how they’ not ‘how are they’  

Appendix 2  

Pg.2, line 8 – should be ‘underpins’  

Line 32-34 – ‘The authors…’ sentence does not make sense to me Pg.4, line7 – should be 

‘experienced’ – also this sentence does not make sense as it stands Line 45 – should be ‘argue’  

Pg.5, line 50-52 – does not make sense  

Pg.8, line43 – should be ‘difficulty’  

Line 52 – should be ‘education were related’  

Pg.15, line21 – should be ‘older deprived men’  

 

These have been amended.  

I hope this review has been helpful to you.  

 

Yes, thank you. 

VERSION 2 – REVIEW 

REVIEWER Rebecca Hardwick 
University of Exeter  
United Kingdom 

REVIEW RETURNED 08-Mar-2016 
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GENERAL COMMENTS The authors have addressed all the issues I raised in my review, 
apart from commenting on the quality (strength or rigour) of the 
included studies under the Limitations in the discussion. Otherwise, I 
think they have done an excellent job of addressing the points, and 
the paper is a much stronger and clearer read as a consequence. 
Well done.   

 

REVIEWER Dr David Blane, Academic GP 
General Practice and Primary Care,  
Institute of Health and Wellbeing,  
University of Glasgow 

REVIEW RETURNED 26-Feb-2016 

 

GENERAL COMMENTS The paper has certainly been improved by the changes that have 
been made.  
 
I still have some reservations about the presentation of the CMO 
tables as lists: specifically, they feel like the 'unconfigured CMOs' 
that Pawson and Manzano warn against in their "Realist diagnostic 
workshop" article (pg. 183-188). As such, the CMOs lose their 
explanatory potential, which is at the heart of the realist approach. In 
a similar vein, while I understand your comment (pg 106, lines 38-
39) that you have deliberately presented all concepts as being 
neutral, this does make it harder for the reader to follow the 
proposed causal relationships between context, mechanism and 
outcome, as they are presented. Contrast this to the mechanisms 
discussed in relation to CCTV surveillance in the Pawson paper 
above (p189) of: "improved detection, better deployment, increasing 
risk and deterrence, promoting natural surveillance, generating 
publicity and so on."  
 
Including the figures in the body of the article, as you have now 
done, does help to get around the former issue.  
 
A further comment is about the nature of the mechanisms 
throughout your paper. In short, they don't always seem like 
mechanisms to me, or at least not in the Pawson & Tilley tradition of 
realist methods, where mechanisms are thought of as "a 
combination of resources offered by the social programme under 
study and stakeholders’ reasoning in response" (see Dalkin et al, 
Imp Sci, 2015, for more on 'resources + reasoning'). There are, 
however, caveats to this conceptualisation. It works well for 
mechanisms at the individual/interpersonal level (where most of your 
mechanisms are situated), but not so well for those at higher levels. 
Also, you are not looking at 'social programmes' as such in your 
review.  
 
I do wonder, though, if my discomfort with your mechanisms is partly 
related to your approach to analysis (pg.8, line 184-6), where data 
could be interpreted as context first, then a search is made for 
possibly related outcomes and mechanisms. A better approach is 
often to start with the outcomes and then work backwards.  
 
The result is that you have lots of contexts (e.g. Empathy, trust) 
which seem to me to be more like mechanisms, and vice versa. 
Indeed, 'perceived ability to benefit' is both a context (for primary 
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care interaction: Table 7) and a mechanism (for decision to seek 
help: Table 3). It is important to stress, however, that these grey 
areas are not unusual for realist methods. The key is that you have 
developed a 'program theory' or model of access for this sub-group, 
which can now be tested empirically. And this, I believe, merits 
publication.  
 
Finally, some further typos:  
Line 165: should be 'others'  
Line 198: should be 'RAMESES'  
Line 329: should be 'want TO use'  
Line 337: ?None of these studies (do you mean the studies in the 
Comino review?)  
Line 364: practices need TO be  
Line 368: processES  
Table 1: should be n=162  
Check all other tables as no longer in alphabetical order (if that is 
still what you want)  
Appendix 2  
Pg2, Line 35: 'patients limit their lifestyles in order to deny a health 
care need' - this doesn't make sense to me?  
Pg3, line 17: I think you mean the context of health beliefs, not 
health literacy?  
Fig 5: should be 'extent' not 'extend'  
 
Again, I hope this review has been helpful and all the best.  

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer: 1  

 

The authors have addressed all the issues I raised in my review, apart from commenting on the 

quality (strength or rigour) of the included studies under the Limitations in the discussion. Otherwise, I 

think they have done an excellent job of addressing the points, and the paper is a much stronger and 

clearer read as a consequence. Well done.  

 

Thank you. We have amended the limitations section in the discussion. See lines 305 to 311.  

 

Reviewer: 2  

Reviewer Name: Dr David Blane, Academic GP Institution and Country: General Practice and Primary 

Care, Institute of Health and Wellbeing, University of Glasgow Competing Interests: None declared  

 

The paper has certainly been improved by the changes that have been made.  

 

I still have some reservations about the presentation of the CMO tables as lists: specifically, they feel 

like the 'unconfigured CMOs' that Pawson and Manzano warn against in their "Realist diagnostic 

workshop" article (pg. 183-188). As such, the CMOs lose their explanatory potential, which is at the 

heart of the realist approach. In a similar vein, while I understand your comment (pg 106, lines 38-39) 

that you have deliberately presented all concepts as being neutral, this does make it harder for the 

reader to follow the proposed causal relationships between context, mechanism and outcome, as they 

are presented. Contrast this to the mechanisms discussed in relation to CCTV surveillance in the 

Pawson paper above (p189) of: "improved detection, better deployment, increasing risk and 

deterrence, promoting natural surveillance, generating publicity and so on."  

 

Including the figures in the body of the article, as you have now done, does help to get around the 
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former issue.  

 

Thank you. We hope that including the figures in the main text helps to deal with this issue. We have 

attempted to include arrows within the tables to illustrate the CMO direction, but these soon became 

uninterpretable. We have highlighted in the text that the CMOs in the tables are unconfigured but their 

configurations are shown in the figures. See lines 226-228  

 

We have included a statement about the direction of effect within the limitations section. See lines 320 

to 322.  

 

A further comment is about the nature of the mechanisms throughout your paper. In short, they don't 

always seem like mechanisms to me, or at least not in the Pawson & Tilley tradition of realist 

methods, where mechanisms are thought of as "a combination of resources offered by the social 

programme under study and stakeholders’ reasoning in response" (see Dalkin et al, Imp Sci, 2015, for 

more on 'resources + reasoning'). There are, however, caveats to this conceptualisation. It works well 

for mechanisms at the individual/interpersonal level (where most of your mechanisms are situated), 

but not so well for those at higher levels. Also, you are not looking at 'social programmes' as such in 

your review.  

 

I do wonder, though, if my discomfort with your mechanisms is partly related to your approach to 

analysis (pg.8, line 184-6), where data could be interpreted as context first, then a search is made for 

possibly related outcomes and mechanisms. A better approach is often to start with the outcomes and 

then work backwards.  

 

Part of the challenge of this review is that, as the reviewer has highlighted, we are not looking at a 

social programme or interventions. Therefore the mechanisms could not be described/explored in 

relation to a specific programme, this meant that our included mechanisms may not be comparable 

with a realist review looking at a specific social programme. We have added this to the manuscript. 

See lines 297 to 300.  

 

We did start with outcomes and work backwards. We have clarified the manuscript to make this clear. 

See line 177.  

 

The result is that you have lots of contexts (e.g. Empathy, trust) which seem to me to be more like 

mechanisms, and vice versa. Indeed, 'perceived ability to benefit' is both a context (for primary care 

interaction: Table 7) and a mechanism (for decision to seek help: Table 3). It is important to stress, 

however, that these grey areas are not unusual for realist methods. The key is that you have 

developed a 'program theory' or model of access for this sub-group, which can now be tested 

empirically. And this, I believe, merits publication.  

 

We agree there much debate about what constitutes a context or mechanism within realist methods, 

but most would agree that a concept could be both a context or mechanism depending on the causal 

pathway. There are probably to reasons for this 1) we are not looking at a specific programme or 

intervention and 2) accessing primary care is not a linear process. Therefore it’s likely that there is 

some reverse or cyclical causation within the programme theory which leads to overlap between 

contexts and mechanisms at different steps in the patient pathway.  

 

Finally, some further typos:  

Line 165: should be 'others'  

Line 198: should be 'RAMESES'  

Line 329: should be 'want TO use'  

Line 337: ?None of these studies (do you mean the studies in the Comino review?) Line 364: 
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practices need TO be Line 368: processES Table 1: should be n=162 Check all other tables as no 

longer in alphabetical order (if that is still what you want) Appendix 2 Pg2, Line 35: 'patients limit their 

lifestyles in order to deny a health care need' - this doesn't make sense to me?  

Pg3, line 17: I think you mean the context of health beliefs, not health literacy?  

Fig 5: should be 'extent' not 'extend'  

 

Thank you. Manuscript amended.  

 

Again, I hope this review has been helpful and all the best.  

 

Yes. Many thanks. 

 

VERSION 3 - REVIEW 

REVIEWER Dr David Blane 
University of Glasgow, UK 

REVIEW RETURNED 22-Apr-2016 

 

GENERAL COMMENTS The authors have addressed the issues raised in previous reviews 
and, after the typographical changes below, I do not feel this 
manuscript requires further review.  
 
One of the new sentences (line 302+) could be re-written for clarity: 
"Our review has demonstrated that, unlike many realist reviews and 
literature on realist methodologies which focus on a specific 
intervention or programme, realist reviews can be useful to aid the 
development of a programme theory – in this case one that explores 
drivers and barriers of access to health care." Most realist reviews 
aim to aid the development of programme theory, it's just that the 
programme theory they develop is often (not always) related to 
specific interventions. I think the distinction you are trying to make is 
between a review OF interventions and a review TO INFORM 
interventions, in this case, to improve access. The theory that you 
have developed, however, is about access for a specific group. Any 
intervention you develop could target one or more points along the 
'access' journey.  
 
There are further typos:  
-page 57: "No formal checklist exist" should be either "No formal 
checklists exist" or "No formal checklist exists"  
-line 327 (pg 14): 'CMOs because [OF] the limited literature'  
The formatting of Refs 85 and 85 (e.g. indentation) is different from 
all others.  
 
I hope you have found my reviews helpful and wish you all the best 
with your research. 
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