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VERSION 1 - REVIEW 

REVIEWER Guido Castiglione MD 
Cancer Research and Prevention Institute - Screening Unit -  
Florence - Italy 

REVIEW RETURNED 16-Jan-2016 

 

GENERAL COMMENTS The study is interesting, well designed, and well conducted. The 
paper is well written and reasonable conclusion are obtained.  
Comments:  
-In the Introduction the AA write that both FIT and colonoscopy are 
reasonable first-line choices for screening: Differences in the costs 
of the two screening methods should be considered and 
commented.  
- In the Methods the terms: - choice talk, - option talk, decision talk, 
and teach-back should be explained.  
- In the Questionnaire both guaiac and immunochemical faecal 
accult blood testing were considered and referred as FIT Testing. 
Which one was recommended ?  
- In the Results the proportion of practitioners prescribing FIT and 
colonoscopy in equal proportions after attending the seminar 
increased to 36%:corresponding figure in figure 2 is 35 %. 

 

REVIEWER K. Allen Greiner 
University of Kansas Medical Center  
Kansas City, Kansas  
USA 

REVIEW RETURNED 01-Feb-2016 

 

GENERAL COMMENTS This is a well written abstract on an important topic. The abstract is a 
good summary.  
IN the introduction the authors should probably mention that 
colonoscopy is sometimes seen as the "gold standard" screening 
test in countries like the US where screening has been covered by 
insurance for some time. Studies of providers in the US have shown 
the bias towards colonoscopy repeatedly. The last sentence of the 
2nd paragraph of the Introduction could be clarified and re-worded 
with more detail to enhance it's intent.  
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In the Discussion, 2nd paragraph on page10 the last sentence 
states "...the desired behavior change, which is incorporation of 
patient..." - this may need more clarification as well. The authors 
may want to describe overall rates of CRC screening as the most 
important outcome and point out that increased attention to patient 
preference may lead to more screening. The last sentence in the 3rd 
paragraph on page 10 should probably be reworded to define what 
"added dimension" the authors are referring to.  
In the Discussion limitations sections the authors should consider 
adding a couple of sentences pointing out how different the mailed 
survey assessment of "non-attnders" is from the pre and post survey 
that seminar attenders filled out. This differing assessment 
methodology between the two group is a big limitation. The low 
response rate for non-attenders also needs mention. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1 comments:  

- In the Introduction the AA write that both FIT and colonoscopy are reasonable first-line choices for 

screening: Differences in the costs of the two screening methods should be considered and 

commented.  

Author response: We agree that costs also influence the choice of patients between FIT and 

colonoscopy especially in Switzerland where copay and deductible can be significant. We therefore 

changed the sentence describing FIT (page 4, paragraph 1): “Fecal immunochemical testing (FIT) for 

occult blood on the other hand has lower sensitivity for pre-cancerous adenomas, but is less costly to 

patients subject to copay and deductible, can be performed at home without preparation, and has 

higher acceptability than colonoscopy.”  

- In the Methods the terms: - choice talk, - option talk, decision talk, and teach-back should be 

explained.  

Author response: We revised the sentence to read (page 6, paragraph 2): “Third, the video presented 

a role model of a physician actively going through the process of SDM; we used the suggested 

framework of Elwyn et al with three stages of SDM (choice talk, option talk, and decision talk), which 

is meant to allow information sharing by the physician and a safe space for patients to express their 

preferences1. This process was followed by teach-back (having patients repeat back important 

information), which has been shown to improve retention, especially by patients with low health 

literacy.2”  

- In the Questionnaire, both guaiac and immunochemical faecal occult blood testing were considered 

and referred as FIT Testing. Which one was recommended ?  

Author response: The FIT test is used by the organized screening program and was presented and 

recommended during the training program. Current practice in the Canton Vaud however is a mix of 

the two screening methods, so therefore both methods could be chosen by physicians in the 

questionnaire. In order to clarify, the sentence (page 7, paragraph 2) is now “Both guaiac and 

immunological tests were considered as being a fecal occult blood test, and are referred here in the 

results as FIT testing, as FIT is the testing modality used by the new screening program.”  

- In the Results the proportion of practitioners prescribing FIT and colonoscopy in equal proportions 

after attending the seminar increased to 36%: corresponding figure in figure 2 is 35 %.  

Author response: We apologize for this error. We returned to the original data files and performed all 

of the analyses again, and found that the correct numbers are 8% prescribing equally at baseline and 

33% after the intervention.  

The results now report: “Among those who participated in the seminar, the proportion of PCPs to 

prescribe FIT and colonoscopy in equal proportions increased from 8% to 33%, an absolute 

difference 25% (RR: 4.1, 95%CI: 2.2-7.7, p<0.001).”  

_________________________________  

Reviewer 2 comments: In the introduction the authors should probably mention that colonoscopy is 
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sometimes seen as the "gold standard" screening test in countries like the US where screening has 

been covered by insurance for some time. Studies of providers in the US have shown the bias 

towards colonoscopy repeatedly.  

Author response: We agree that physicians appear to prefer colonoscopy, especially in the US. We 

added this sentence to the introduction: “Physicians, especially in the United States, have a clear 

preference for colonoscopy because of its greater sensitivity for and ability to remove pre-cancerous 

adenomas and polyps3,4.” Later in the introduction, we reiterate that: “International literature suggests 

that physician preference for colonoscopy translates into recommendations to patients focused on 

colonoscopy alone, with little mention of other screening modalities…3”  

The last sentence of the 2nd paragraph of the Introduction could be clarified and re-worded with more 

detail to enhance its intent.  

Author response: We thank the reviewer for offering us the opportunity to clarify the sentence 

“Preference diagnosis by physicians might lead to increase in variation within practices, while 

reducing variation in care between practices.” In order to clarify, we now extended this paragraph 

(page 4, paragraph 2): “Patients’ preferences towards a screening modality are expected to vary 

between patients within primary care practice5. Training physicians to identify their patients’ 

preferences might lead physicians who essentially prescribe their own preferred screening method to 

prescribe the screening method preferred by their patients and thereby increase the variation of 

prescribed screening modality within their practice. Reducing the number of physicians who 

essentially prescribe one screening modality through preference diagnosis will in turn lead to reduced 

variation between practices6.”  

In the Discussion, 2nd paragraph on page 10 the last sentence states "...the desired behavior change, 

which is incorporation of patient..." - this may need more clarification as well.  

Author response: The phrase in question is “An increase in PCP-reported decision making style may 

not be a necessary mediator of the desired behavior change, which is the incorporation of patient 

preferences.” This sentence aims to explore if a change of communication style towards shared 

decision making could explain the change in intentions to prescribe. We found an increase in the 

number of physicians planning to prescribe both screening modalities on an equal basis without a 

change in the number of physicians preferring a decision-making style that balances the roles of the 

physician and the patient. We now have the phrase (page 10, paragraph 3) “It may not be necessary 

to change a PCP’s reported decision making style in order for them to be more likely to offer the 

choice of FIT and colonoscopy to their patients.”  

The authors may want to describe overall rates of CRC screening as the most important outcome and 

point out that increased attention to patient preference may lead to more screening.  

Author response: Thank you for raising this important point. We do mention that offering choice may 

have a positive impact on screening rates. In the discussion (page 10, paragraph 1), we say “Our 

study adds to the literature by providing an example encouraging SDM in the context of CRC 

screening, an effective intervention where SDM might actually increase uptake.” Further (page 10, 

paragraph 2), we say “Unfortunately, failure to offer a choice might decrease screening rates.” We do 

not put more emphasis on screening rates because the aim of the screening program in the state of 

Vaud is first to increase the overall number of patients who take an active decision about CRC 

screening before increasing the overall number of patients screened. This approach was actively 

promoted and highlighted during the training sessions. We now clarified this aspect in the 

introduction, after the sentence: “The Health Department of the canton of Vaud has recently decided 

to launch the first systematic, statewide, organized CRC screening program in Switzerland that will 

offer both FIT and colonoscopy to the entire eligible population via a discussion with their primary care 

physician (PCP)7. “ we now write (page 5, paragraph 1): “The aims of the discussion with their PCPs 

are to increase the number of citizens who take an active decision about CRC screening and enable 

participants to choose between two screening methods within a SDM encounter with their PCP7.”  

- The last sentence in the 3rd paragraph on page 10 should probably be reworded to define what 

"added dimension" the authors are referring to.  

Author response: We agree that this sentence was not very clear. It has been re-written (page 11, 
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paragraph 2): “Competence in health promotion and disease prevention is a required skill in several 

medical competency frameworks; specific training in SDM, as demonstrated in our program, could 

help ensure that physicians perform prevention activities in a way that respects individual patient 

values and preferences.”  

- In the Discussion limitations sections the authors should consider adding a couple of sentences 

pointing out how different the mailed survey assessment of "non-attenders" is from the pre and post 

survey that seminar attenders filled out. This differing assessment methodology between the two 

group is a big limitation.  

Author response: We added a sentence to the limitations that says (page 11, paragraph 3) “Data from 

the two groups were also collected in different circumstances; for the intervention group it was before 

and after a seminar, while for the comparison group each PCP received the questionnaire through the 

mail or electronically and we have no information on the time, location and circumstances when the 

questionnaires were filled.”  

- The low response rate for no n-attenders also needs mention.  

Author response: We added to a sentence, which now says (page 11, paragraph 3) “The 

demographic make-up of the non-attendees is likely more representative of Swiss primary care. 

However, the response rate of non-responders was low, which limits inferences on the larger 

population of PCPs in the canton.”  
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VERSION 2 – REVIEW 

REVIEWER Guido Castiglione 
Cancer Research and Prevention Institute - Florence - Italy 

REVIEW RETURNED 21-Mar-2016 

 

GENERAL COMMENTS Suggestions:  
- In the Introduction, 4th row, 'bowel perforation' should be 
mentioned among possible complications of colonoscoppy.  
- In the Results, 8th row, the sentence "..., an absolute difference of 
25%" is useless and could be eliminated.  
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VERSION 2 – AUTHOR RESPONSE 

Reviewer Suggestions:  

- In the Introduction, 4th row, 'bowel perforation' should be mentioned among possible complications 

of colonoscoppy.  

- In the Results, 8th row, the sentence "..., an absolute difference of 25%" is useless and could be 

eliminated.  

 

Author comments: These changes have both been made. 
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