
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) A Protocol to Describe the Analysis of Text-based Communication in 
Medical Records for Patients Discharged from Intensive Care to 
Hospital Ward 

AUTHORS Parsons Leigh, Jeanna; Brown, Kyla; Buchner, Denise; Stelfox, 
Henry 

 

VERSION 1 - REVIEW 

REVIEWER Shelley Roberts 
Griffith University, Australia 

REVIEW RETURNED 19-Apr-2016 

 

GENERAL COMMENTS - The introduction is lengthy and repetitive - try to shorten and omit 
things that are repeated.  
- Do a grammar check - i.e. under 'Consent', the first word of the 
paragraph ('Patients') does not require an apostrophe; under 'Data' 
the letter (E) should not be capitalised; etc. 

 

REVIEWER Judith Effken 
Professor Emerita  
The University of Arizona  
USA 

REVIEW RETURNED 27-Apr-2016 

 

GENERAL COMMENTS The authors propose a rather ambitious, descriptive text analysis 
methodology to identify where physician textual communication by 
physicians attending ICU in the EHR may support or hinder 
appropriate care by the receiving physicians when the patient is 
transferred to a regular ward. Based on an initial pilot analysis of a 
small sample of de-identified medical records, the authors will collect 
information from progress notes, transfer notes, and consultation 
notes then analyze the data in terms of content and structure. Data 
will be collected from 10 intensive care units across Canada. Each 
hospital will be asked to recruit 50 patients for a total N of 500 
records. The goal is to identify variation in style and substance within 
and among specialties, as well as to identify missing, erroneous, or 
unclear data that might hinder effective communication and result in 
untoward patient outcomes.  
 
Although I realize that examining physician notes is a huge job in 
itself, I am concerned that the authors are missing an opportunity to 
look at interdisciplinary communication as part of the study—
particularly the nursing documentation in the ICU, the transfer note, 
and the subsequent nursing progress notes. There also are missing 
an opportunity to determine the extent to which those data are used 
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as part of the physician decision making. There is also a missed 
opportunity to look at possible redundancy in documentation across 
professions.  
 
I am concerned that there is too much emphasis on structure and 
details such as date/time and signature (although I realize these are 
important, in an electronic system these should be automatic) and 
insufficient emphasis on the extent to which “the patient’s story, 
defined as the patient’s current status, relevant history, data patterns 
that emerged during care, and the future-oriented care plan” (Varpio, 
Rashotte, Day, King, Kuziemsky, & Parush, 2015), is adequately 
conveyed. The Varpio et al breakdown of the patient story would 
seem to be more important for communication than the categories 
the authors propose.  
 
Although the authors will be examining the use of abbreviations, 
there is no indication that a standard list is being used to determine 
what is appropriate). Are such lists standard across all Canadian 
hospitals—or across a Province?  
 
To what extent, is the organization of the medical record in Canada 
standardized? How is “standard” organization defined?  
 
In the United States, there are efforts to give patients more access 
to their complete medical records and to try to make the medical 
record more “patient-friendly” and understandable.  
 
The authors note that each hospital will attempt to recruit 10 
consecutive patients. I was not clear about the meaning of 
“consecutive’ in this context. If they recruit 5 consecutive ICU 
admissions, but the next 3 ICU admissions do not consent, must 
they start over? How and by whom are patients consented?  
 
In sum, although the approach the authors are taking is not 
unreasonable, it could have been made more productive given the 
time and energy this qualitative study will require.  
 
References  
 
Varpio, L., Rashotte, J., Day, IK., King, J., Kuziemsky, C. & Parush, 
A. (2015). The EHR and building the patient’s story: A qualitative 
investigation of how EHR use obstructs a vital clinical activity. 
International Journal of Medical Informatics, 84(12), 1019-1028). 

 

REVIEWER Hendrik Friederichs 
Institute of Medical Education  
Medical Faculty Muenster (NRW, Germany) 

REVIEW RETURNED 20-May-2016 

 

GENERAL COMMENTS Thank you for this excellent protocol.  
 
I have only a few comments for the authors:  
 
Statistics:  
p. 6 ll. 42-43: "Each study site across Canada proposes to enroll 50 
consecutive patients (n=500) who are eligible to participate in the 
study"  
> Could you please elaborate the chosen sample size?  
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Abstract and Next Steps  
p. 2 ll. 38-39: "Data analysis will inform the development of a tool 
that will improve communication in the ICU to hospital ward transfer 
process."  
AND  
p. 11 ll. 47-49: "This study will help to improve the care of critically ill 
patients during hospital transitions of care by providing ..."  
> I believe that the announced improvement will occur. But it has to 
be proven in another study. Please modify this statement.  
 
Additional Hints for the Refinement Phase:  
According to a recent literature review on the content of discharge 
summary, a discharge summary should contain a follow-up plan 
including treatment recommendations [Wimsett J, Harper A, Jones 
P. Review article: Components of a good quality discharge 
summary: a systematic review. Emerg Med Australas 2014;26:430–
8.].  
In our personal experience especially irrelevant content in discharge 
summaries hinders readability, so we emphasise to delete 
superfluous details and redundancies [Unnewehr M, Schaaf B, 
Marev R, Fitch J, Friederichs H. Optimizing the quality of hospital 
discharge summaries--a systematic review and practical tools. 
Postgrad Med. 2015;127:630–9.].  

 

VERSION 1 – AUTHOR RESPONSE 

(Reviewer 1): The introduction is lengthy and repetitive - try to shorten and omit things that are 

repeated. - Do a grammar check - i.e. under 'Consent', the first word of the paragraph ('Patients') does 

not require an apostrophe; under 'Data' the letter (E) should not be capitalised; etc.  

 

 We have completed a thorough grammar check throughout the document and updated as needed. 

In addition, we have cut a number of repetitive sentences (~5) from the introduction section of the 

manuscript.  

 

Conceptual:  

 

(Reviewer 2): Although I realize that examining physician notes is a huge job in itself, I am concerned 

that the authors are missing an opportunity to look at interdisciplinary communication as part of the 

study—particularly the nursing documentation in the ICU, the transfer note, and the subsequent 

nursing progress notes. There also are missing an opportunity to determine the extent to which those 

data are used as part of the physician decision making. There is also a missed opportunity to look at 

possible redundancy in documentation across professions.  

 

 In response to the reviewer’s comment on the potential missed opportunity to look at 

interdisciplinary communication and particularly nursing documentation in our analysis –unfortunately 

we are constrained by the data that have been collected as part of the larger cohort study and 

therefore this is not a viable option for us to pursue in the context of the current study. However, we 

have added a sentence to indicate that future research could extend this work to include a focus on 

interdisciplinary documentation (e.g. nursing notes) (Pg. 11, Line 303-304). In addition, it should also 

be noted that our decision to focus solely on physician notes was strategic given that: 1) this is an 

area of focus that is highly underrepresented in the literature; 2) we are particularly interested in the 

quality, content and exchange within and between physicians’ clinical notes, particularly as it pertains 

to the discharge process; 3) this approach provides a unique opportunity to compare physician notes 

across medical specialities and institutional/organizational contexts.  
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(Reviewer 2): I am concerned that there is too much emphasis on structure and details such as 

date/time and signature (although I realize these are important, in an electronic system these should 

be automatic) and insufficient emphasis on the extent to which “the patient’s story, defined as the 

patient’s current status, relevant history, data patterns that emerged during care, and the future-

oriented care plan” (Varpio, Rashotte, Day, King, Kuziemsky, & Parush, 2015), is adequately 

conveyed. The Varpio et al breakdown of the patient story would seem to be more important for 

communication than the categories the authors propose.  

 

 In response to the reviewer’s comment regarding the emphasis placed on structure and details 

such as date/time and signature in comparison to the emphasis placed on more qualitative elements 

of the patient’s story such as current status, relevant history and the future-oriented care plan, we 

have updated the manuscript to reference the Varpio et al (2015) paper in our description of the utility 

of medical records for ICU patients (Page 4, line 102) and added a “patient story” code within the 

“Context” code family (page 19, Appendix A). Specifically, this new code will capture “whether a 

patient’s status, relevant history, important events and patterns and future oriented goals of care are 

documented at the point of transfer, the extent to which this accurately reflects the content of previous 

notes, and whether/how these elements are referred to in subsequent plans and decision making.”  

 

(Reviewer 2): Although the authors will be examining the use of abbreviations, there is no indication 

that a standard list is being used to determine what is appropriate). Are such lists standard across all 

Canadian hospitals—or across a Province? To what extent, is the organization of the medical record 

in Canada standardized? How is “standard” organization defined? In the United States, there are 

efforts to give patients more access to their complete medical records and to try to make the medical 

record more “patient-friendly” and understandable.  

 

 In response to the reviewer’s comment about abbreviations, no standard list is currently in use 

across Canadian hospitals. However, the reviewer’s remark impelled us to further consider how 

abbreviation data might best be recorded and used in this study. In addition to our original plan to 

code instances of non-readability due to frequent abbreviation use, we have added an “abbreviation” 

code to the “Readability” Code family (Page, 10, figure 2 and Appendix A). Reviewers will code each 

abbreviation that appears in the data and then compile these into a list. This will allow us to evaluate 

interdisciplinary knowledge of abbreviations used in ICU to ward transfer process in a future study.  

 

In response to the reviewer’s comment about open access to medical records – while the move in 

Canada to give patients access to medical records is far less advanced currently than in the United 

States, there is a growing interest and emphasis being placed on patient and family centred care in 

the Canadian health system, and it is likely that open access to medical records could be part of this 

movement in the near future. Our research is important in this context because it will shed light on 

areas of communication breakdown in the ICU to ward transfer process and provide insight into 

optimal ways of streamlining this process to improve patient outcomes and experience.  

 

Statistics:  

 

(Reviewer 2): The authors note that each hospital will attempt to recruit 10 consecutive patients. I was 

not clear about the meaning of “consecutive’ in this context. If they recruit 5 consecutive ICU 

admissions, but the next 3 ICU admissions do not consent, must they start over? How and by whom 

are patients consented?  

 

 Thank you for noting this. We have updated the manuscript to reflect that units will attempt to enrol 

50 consecutive patients who are eligible to participate in the study and that satisfy the inclusion 

criteria and consent to participate37 (page 6 line 180-182). Patients and or surrogates will be 
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consented by a research assistant at each individual study site. This process has been described in 

the protocol paper for the larger study and our manuscript has now been updated to include this 

citation in the “consent” section (Pg. 6, line 175).  

 

(Reviewer 3): p. 6 ll. 42-43: "Each study site across Canada proposes to enroll 50 consecutive 

patients (n=500) who are eligible to participate in the study" Could you please elaborate the chosen 

sample size?  

 

 In response to the query about chosen sample size – sample size was determined from the number 

of medical records collected in our national cohort study. Specifically, for the national cohort study we 

proposed to identify 50 patients at each study site (n=500) in order to provide binomial confidence 

intervals ranging from 2%-5% for variables being abstracted from the medical record. Our textual 

analysis study takes advantage of this existing repository of data. The protocol manuscript for the 

national cohort study has now been cited next to proposed sample size to ensure that this information 

is readily available to the reader (Pg.6, line 180).  

 

Abstract and Next Steps  

 

(Reviewer 2): p. 2 ll. 38-39: Data analysis will inform the development of a tool that will improve 

communication in the ICU to hospital ward transfer process."  

AND p. 11 ll. 47-49: "This study will help to improve the care of critically ill patients during hospital 

transitions of care by providing ..."I believe that the announced improvement will occur. But it has to 

be proven in another study. Please modify this statement.  

 

 Thank you for identifying these instances which we agree to be overstatements at this point in time. 

We have updated the manuscript to reflect this. p. 2 line 50: “Data analysis will inform the 

development of a tool to improve communication in the ICU to hospital ward transfer process.” And p. 

11 line 306: “This study has the potential to improve the care of critically ill patients during hospital 

transitions of care by providing.” 

VERSION 2 – REVIEW 

REVIEWER Hendrik Friederichs 
Institute of Medical Education, Muenster, Germany 

REVIEW RETURNED 08-Jun-2016 

 

GENERAL COMMENTS Thank you for this excellent protocol.  
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