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VERSION 1 - REVIEW 

REVIEWER Lisa Bratzke 
University of Wisconsin - Madison 

REVIEW RETURNED 24-Jan-2016 

 

GENERAL COMMENTS General: Thank you for allowing me to review this manuscript. Good 
grammar and flow. Utilized Prisma and STROBE. This is a critical 
topic and one that has not been adequately addressed to date.  
 
I have only a few comments related to the manuscript that I think will 
improve readability.  
1. Conceptually the authors need to clarify multi-morbidity and co-
morbidity (multi-morbidity refers to the presence of two or more 
chronic illnesses, co-morbidity refers to a group of chronic illnesses 
that cluster around a main illness) – please revise this point.  
2. Also, please carefully define what you mean by patient 
preference/patient priorities and patient-centered vs person-centered 
care – those terms are used almost interchangeably through the 
manuscript and should not be. Most of the literature reviewed was 
focused on patient preferences – the differences between 
preferences and priorities should be made clear.  
3. It seems like most of the literature addressed patient preferences 
– could the authors expand on what they would envision was 
necessary for sensitive measures of patient priorities – or would 
could be added to the preference measures to also capture 
priorities. There is so little literature addressing priorities and how 
patients set priorities - this information is desperately needed in both 
the clinical and research arenas.  
Nice review – much needed, thank you for submitting this. 

 

REVIEWER Chris Salisbury 
University of Bristol, UK 

REVIEW RETURNED 09-Feb-2016 

 

GENERAL COMMENTS Thank you for asking me to review this paper. I think the topic is of 
interest, i.e. how can we identify patients’ preferences and priorities 
for care, particularly in people with multimorbidity. Therefore it 
makes sense to review what tools are available to enable this. I have 
a few specific suggestions and comments:  
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1. The kind of tool which might be developed for research purposes 
is quite different from a tool that could be used in routine clinical 
practice. I think the authors of this paper are interested in the latter 
but they might want to make this clear.  
 
2. Generally I did not find the paper very fluent. I had to read and re-
read certain sentences and paragraphs to understand what the 
authors were saying. The manuscript also has quite a large number 
of typos. I note in the contributor statement that all authors drafted 
the paper. I would suggest that one author has a good re-read to try 
to make the language more straightforward.  
 
3. In the paragraph at the bottom of page 3 and top of page 4 I think 
the authors overstate the evidence for the benefits of incorporating 
patient preferences into healthcare. The papers they cite are mostly 
opinion pieces or observational studies showing association 
between patient perceptions of whether they were involved in 
decision making and patient reported outcomes. This association 
could be entirely due to confounding. Although of course I think it is 
important to understand or take account of patients’ priorities, this is 
more based on values rather than because of evidence that this 
been shown to lead to improved outcomes. It is notable that none of 
references 6 to 12 are included in the review (because none of them 
actually specifically measured patients’ preferences or priorities) 
apart from one discussion paper (reference 10).  
 
4. The criteria for including or excluding papers are extremely broad. 
Did they not have any criteria relating to types of patients or 
settings? I wonder if in fact the authors had some implicit criteria 
which informed the kind of papers they wanted to include? 
Otherwise I suspect there will be quite a lot of subjectivity about 
which papers to include. The authors might want to make a 
comment about how much disagreement there was between the two 
reviewers doing the screening. Given these broad criteria with lots of 
different types of study designs, patients, tools and settings, I don’t 
think it was ever likely that they would be able to perform a meta-
analysis.  
 
5. I note that one reason for excluding some papers listed in table 3 
(e.g. Battle, Chin) is because the study related to a single disease or 
treatment decision. However this also applies to some of the 
included papers. I wonder if the authors could explain this. Also quite 
a lot of the excluded papers simply state that they were excluded 
because they did not relate to the research question. However the 
titles seem to be relevant and given their research question is so 
broad I wonder if they could give a bit more specificity about why 
they excluded each paper.  
 
6. The main thing I gained from the results section was that there is 
hardly any literature relevant to their research question and that 
which does exist is generally of poor to moderate quality and/or of 
limited relevance. That makes me wonder whether it is sensible to 
write a paper of this length given the paucity of literature. In 
particular I don’t think there is much point discussing all these 
papers in detail as the authors do on pages 12 to 16. Personally I 
would dramatically shorten the paper, deleting most of the text 
starting with the last paragraph on page 12 (‘Among the four studies 
focusing on…’) through to the middle of page 14. I would also 
shorten some of the details of the discussion on page 16. In this way 
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the paper would focus on the range and type of literature and the 
quality of the literature and be more relevant and useful to readers 
who are interested in this topic without making them read lots of 
details of papers which are only barely relevant. I realise that word 
count is not so much of an issue with BMJOpen but it is still 
important to maintain the reader’s interest.  
 
7. The discussion set me thinking about whether it is ever likely to be 
possible or desirable to develop a tool for taking account of patients’ 
priorities and preferences for care in decision making in the context 
of multimorbidity. These decisions are likely to be highly complex, 
fluid, and changing in the light of new problems that arise or life 
circumstances. I would have thought it would be more productive to 
pay attention to interventions to improve doctors’ communication 
skills and to address their attitudes so that they value the patients as 
equal partners, rather than to develop a tool for assessing priorities. 
Any such tool is likely to be so complex that it could not be used in 
routine clinical practice. Similarly at the top of page 20 the authors 
talk about routine recording of patients’ priorities. I think this will also 
be difficult because people’s priorities change over time. I absolutely 
agree that we need to give more emphasis to patients’ priorities in 
discussions between clinicians, in measures of quality of care and in 
policy but I am less convinced that it would be possible to develop a 
tool to do this routinely. The authors might want to consider or refute 
this concern in the discussion, and/or give the reader a clearer 
sense of what they think a tool might look like. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1  

We have clarified the use and definition of terms in the paper:  

1 Consistent terms around multimorbidity  

 

- We have deleted any use of the work comorbidity, used multimorbidity, and standardized spelling of 

multimorbidity though the paper to the unhyphenated version  

 

2 Preferences and priorities: clarification of defintions. This is a good point.  

• We changed the manuscript to better reflect the wider aim which centres around making patients 

preferences and priorities visible in healthcare. The goal of the paper was the capture data regarding 

tools which aim to capture either priorities or preferences not any singular term exclusively. We 

therefore replaced patient preferences in the title with “patient values”, arguing that values often 

dictate a patient’s preferences and priorities.  

• We replaced all terms referring to “patient preferences” with “patient priorities and preferences”.  

• Priority refers to the relative importance of aspects of care, preference refers to choice. We have 

defined this in the introduction. Person focused refers to a relationship overtime, consistent with 

Starfield’s definition of person-focused care.  

• As highlighted by reviewer 1, there is in fact little literature addressing patient priorities specifically. 

We have added statements addressing this in the discussion section of the paper and have clarified 

the Fried et al. paper’s role in being a generalizable tool for addressing patient priorities. We have 

also identified the Asenlof study as one which specifically assesses patient priorities with the 

remaining papers evaluating preference. We have made comments about this also in the discussion.  

 

 

Reviewer 2 Clarification of inclusion/exclusion criteria  
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1 We have clarified that our interest lay in a tool for clinical use  

 

2 We have reviewed for grammatical and spelling errors as above and tried to simplify language and 

reduce word count by taking out sections of text  

 

3 Overstatement of evidence for the benefits of incorporating patient preferences/preferences: We 

have clarified the continuing need for research to understand better the impact of incorporating patient 

preferences/priorities on health outcomes. As suggested by reviewer 2, we have removed the 

statement that “incorporating patient preferences/priorities will improve distal health outcomes” as we 

agree that the evidence may be association, and we have adjusted the wording accordingly. In 

regards to the statement regarding improvements in medical/physiological outcomes, we have 

included as a reference an experimental study which showed a statistically significant improvement in 

patient performance at discharge when patient preferences for self care were addressed (Reference 

11): We had inserted the wrong reference by Ruland, C. from our referencing software. We have now 

inserted the correct reference which is a controlled trial communicating self-care preferences to 

clinicians which resulted in a statistically significant improvement in sickness profile as measured by 

“The Sickness Impact Profile” (SIP).  

 

4 Inclusion / exclusions criteria detail: We have provided more detail on the criteria we used for 

including and excluding papers in the main text and in more detailed reasons for exclusions in the 

table of excluded papers (note this table could be included in the Supplementary material for ease of 

reading the main paper). In the results section we have included the level of disagreement between 

the two reviewers doing the screening, which was very small: one reviewer included two additional 

papers at the screening stage — one of which was a background review and the other was a tool for 

extracting patient clinical indicators. We took a fairly open approach to inclusiveness as we were 

aware there was not a great deal of literature (though we were surprised how little) and wanted to 

keep the option to perform a meta-analysis open, however we agree it was not going to be a likely 

option.  

 

5 Exclusions categories (see above also) In regards to the inclusion or exclusion of papers related to 

a single-disease specific context, we have clarified the criteria in further detail in the text: we excluded 

papers where tools could not be used in multi-morbidity. Some of the studies we chose to include 

which were single disease specific context did have potential utility in the context of multi-morbidity, 

as we have elaborated in the inclusion criteria. We have reviewed the excluded papers table and 

clarified reasons for exclusion as well as improved the text in the main paper.  

 

6 Length. We have trimmed the pages on discussion of the papers as advised, and think the 

suggestion has improved readability. We had been undecided about including these study details in 

the main paper, or the supplementary material. We agree with the comments of reviewer 2 and have 

moved the details on individual papers to the supplementary material, as well as shortening other 

sections.  

 

 

7 Regarding the utility of a tool identifying patient priorities (priorities being constantly changing) we 

have added to the discussion section some statements around this point, and have also drawn in the 

results of the study by Fried which suggested that broad priorities remain similar on test-retest, while 

there are some movements in priorities related to specific symptoms over time. We are currently 

doing research with patients around the development and feasibility of such a tool. We do not want to 

pre-empt the results until those analyses are complete, however we have made some general 

comments in the discussion about potential domains as well as the potential strengths and 

weaknesses and utilities of operationalizing patients priorities (which relates more to person focused 

than disease focused care), as distinct from shared decision making which refers more to patient 
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centredness around a single decision. We hope this might prompt further discussion around these 

issues. 

 

VERSION 2 – REVIEW 

REVIEWER Chris Salisbury 
University of Bristol, UK 

REVIEW RETURNED 15-Apr-2016 

 

GENERAL COMMENTS I think the authors have addressed all of the review comments and 
the paper is hugely improved. I only have one minor point: in the 
inclusion criteria on page 6, I think they mean they included papers 
relating to priorities or preferences (not priorities AND preferences). 
This applies at three points in this section.  

 

 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-2015-010903 on 10 June 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/

