
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) Provision of care for chronic kidney disease by non-nephrologists in 
a developing nation: a national survey 

AUTHORS Al-Shamsi, Saif; Al-Dhanhani, Ali; Sheek-Hussein,, Mohamud; 
Bakoush, Omran 

 

VERSION 1 - REVIEW 

REVIEWER Ana C. Ricardo 
University of Illinois at Chicago  
United States of America 

REVIEW RETURNED 06-Jan-2016 

 

GENERAL COMMENTS Title:  
- Suggest changing the title to “Provision of care for chronic kidney 
disease by non-nephrologists in a developing nation” or “Provision of 
care for chronic kidney disease by non-nephrologists in the United 
Arab Emirates”  
 
Abstract:  
- The meaning of the term “secondary health care” is unclear. Does it 
refer to any physician who is not the patient’s primary care provider 
(e.g. specialists)?  
 
Introduction:  
1) In the second paragraph the authors state: “One aspect of 
providing quality CKD care is the regular screening of high risk 
individuals such as patients with diabetes, hypertension or 
cardiovascular disease to identify and manage CKD early. The other 
strategy is the use of more accurate CKD diagnostic tools, such as 
86 estimated glomerular filtration rate (eGFR) and the urine 
albumin/creatinine ratio (ACR).”  
It is implied that there is another CKD screening strategy (other than 
eGFR and ACR), but the authors do not explicitly mention it in the 
first sentence.  
 
2) The authors make reference to KDOQI guidelines updated in 2012 
for management of patients with CKD and diabetes. Recommend 
using KDIGO (Kidney Disease Improving Global Outcomes) 
guidelines instead or in addition.  
Reference: Kidney Disease: Improving Global Outcomes (KDIGO) 
CKD Work Group. KDIGO 2012 Clinical Practice Guideline for the 
Evaluation and Management of Chronic Kidney Disease. Kidney 
inter., Suppl. 2013; 3: 1–150. 
http://www.kdigo.org/clinical_practice_guidelines/pdf/CKD/KDIGO_2
012_CKD_GL.pdf  
 
Methods:  
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- Recommend including the survey used as supplemental material, 
or at the very least submit for peer review.  
 
Results:  
1) That fact that “66% of them [study participants] had been 
practicing for more than 5 years in the UAE” is not included in Table 
1 as implied in the last sentence of paragraph 2, Page 8.  
2) The n (%) reported in paragraph 3, page 8 (“Sixty three percent (n 
= 85) reported using CKD guidelines and 81% (n = 109) had access 
to nephrology consultation. CKD guidelines were being used more 
frequently by PHC physicians (75%; n = 40) than by SHC 
physicians”) are slightly different from those reported in Table 1. 
Please reconcile.  
3) “Over the past year, 41% of the physicians (n = 55) had seen 5 or 
more CKD patients per week” is reported in Table 1, not in Table 2 
as stated in the results section. Please reconcile.  
4) Table 2: Recommend presenting all of the diagnostic tools asked 
about in the survey, not just eGFR and ACR. Perhaps consider 
including all of survey questions in Table 2 or at least those 
presented in the results section. It is hard to follow the text in the 
results section given that some of the data is but some is not 
included in Table 2.  
5) Table 3: Suggest omitting Beta (SE).  
6) The authors refer to multivariable logistic regression analysis in 
Page 10 under the results section, but the results of these analysis 
are not presented in the text or a table. Suggest presenting the 
results of multivariable regression analysis in Table 3.  

 

REVIEWER Milda Saunders, MD, MPH 
University of Chicago Medicine, USA 

REVIEW RETURNED 26-Feb-2016 

 

GENERAL COMMENTS Provision of care for chronic kidney disease by non-nephrologists in 
an affluent developing nation  
 
General Comments: The authors’ novel study uses a survey to 
examine the views and practices of non-nephrologists in the United 
Arab Emirates. The sent a 28 item questionnaire to the Dubai 
branch of the Emirates Medical Association, and the medical 
directors in the Abu Dhabi health services institutes to forward to 
their member physicians. They received 185 respondents but only 
analyzed 135 because of exclusions due to non-completion, lack of 
contact with CKD patients and non-physician responders. Overall, 
they found they found deficiencies in CKD guideline-recommended 
practice. The most striking deficiencies were in use of accurate CKD 
screening tests (eGFR and albumin/creatinine ration) and use of 
renin-angiotensin inhibitors and anti-lipid treatment. They also found 
that those in primary health care facilities were more likely to follow 
guideline recommended care than those in specialized health care 
institutions.  
 
Overall this was an interesting study. Survey development was solid. 
The major limitation as the authors point out is the limited sample 
size which limits generalizability to the country as whole or even 
physicians within those regions. The limited sample size introduces 
a potential source of bias.  
 
Major Comments  
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1. Results (p. 8, line 147). Authors report that they do not know the 
number of physicians who received the survey so they cannot report 
the response rate. This is true to some extent. The surveys were 
sent on their behalf by Dubai branch of the Emirates Medical 
Association, and the medical directors in the Abu Dhabi health 
services institutes. However, it seems like it would be possible to 
estimate the potential respondents or to ask the medial 
association/medical directors directly. This would give us some idea 
of the representativeness—did 5% of those eligible answer, 15%, 
50%?  
2. Results (p. 8, line 154-5). The authors talk about differences 
between PHC facilities versus specialized health care institutions 
(SHC). It was not clear to be whether both groups of respondents 
were primary care physicians who practiced in different settings, or 
primary care versus sub-specialists. And if they were sub-
specialists, were they all internists or were other disciplines 
represented. This is an important distinction given that they analyze 
results by PHC versus SHC.  
3. Discussion (p. 11, line 229). UAE specific recommendations 
based on how the health system is organized would have been 
helpful. The authors’ references did not seem to be country specific.  
4. Discussion. Despite the difference between PHC and SHC being 
an organizing principle in the analysis and tables, there was no 
discussion of the differences in CKD quality in the results.  
5. Discussion (p. 12, lines 235-244). The authors list potential 
limitations of the study (small sample size, physician not accurately 
portraying their practice patterns). They did not tell how these 
limitations could have biased the results.  
6. Tables (p. 17, 18, 19, 20). The tables were difficult to understand 
at a glance. For table 1 and 2, it would be more helpful to have % 
PHC v SHC with no number or number in parenthesis. The p-values 
we don’t need the non-significant notation. For table 3, the columns 
for the beta coefficient and SE are not useful and make the table too 
busy. The table could be simplified with just OR and 95% CI. 
Perhaps screening for CKD, use of eGFR, use of ACR, etc. could go 
across the row. This would allow us to more easily compare across 
domains. Similarly, the way the binary variables are noted, it was 
difficult to determine which was the referent e.g. Sex M/F. Perhaps 
the referent group could be stated explicitly or the comparator group 
could be the only one listed, e.g. male (with female reference 
assumed).  
 
Minor Comments  
1. Intro (p.4, line 73, p. 5. line 102). Do not give us any specific 
information about CKD in UAE. What is the prevalence of CKD? 
How does that compare to other countries? Give more specifics 
about the “dramatic rise in prevalence of CKD.” 

 

VERSION 1 – AUTHOR RESPONSE 

 

Reviewer-1: Ana C. Ricardo  

Thank you for the valuable comments on our manuscript. The following is our point by point response 

to reviewer comments:  

 

Title:  

- Suggest changing the title to “Provision of care for chronic kidney disease by non-nephrologists in a 

developing nation” or “Provision of care for chronic kidney disease by non-nephrologists in the United 
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Arab Emirates”  

Authors Response: As recommended the title has been amended to the following: “Provision of care 

for chronic kidney disease by non-nephrologists in a developing nation: a national survey”  

 

Abstract:  

- The meaning of the term “secondary health care” is unclear. Does it refer to any physician who is not 

the patient’s primary care provider (e.g. specialists)?  

Authors Response: The secondary health care was rewritten to read as specialized health care. The 

specialized health care institutions include all medical subspecialties that encounter kidney patients 

except nephrologists.  

 

Introduction:  

1) In the second paragraph the authors state: “One aspect of providing quality CKD care is the regular 

screening of high risk individuals such as patients with diabetes, hypertension or cardiovascular 

disease to identify and manage CKD early. The other strategy is the use of more accurate CKD 

diagnostic tools, such as 86 estimated glomerular filtration rate (eGFR) and the urine 

albumin/creatinine ratio (ACR).” It is implied that there is another CKD screening strategy (other than 

eGFR and ACR), but the authors do not explicitly mention it in the first sentence.  

Authors Response: Thank you for the comment. The paragraph is rewritten to be read as “Providing 

quality CKD care includes regular screening of high risk individuals such as patients with diabetes, 

hypertension or cardiovascular disease, using the more accurate CKD diagnostic tools, such as 

estimated glomerular filtration rate (eGFR) and the urine albumin/creatinine ratio (ACR), and 

implementation of effective preventive strategies, such as drugs that block the renin-angiotensin 

system, can delay or prevent CKD complications.  

 

 

2) The authors make reference to KDOQI guidelines updated in 2012 for management of patients with 

CKD and diabetes. Recommend using KDIGO (Kidney Disease Improving Global Outcomes) 

guidelines instead or in addition.  

Reference: Kidney Disease: Improving Global Outcomes (KDIGO) CKD Work Group. KDIGO 2012 

Clinical Practice Guideline for the Evaluation and Management of Chronic Kidney Disease. Kidney 

inter., Suppl. 2013; 3: 1–150. 

http://www.kdigo.org/clinical_practice_guidelines/pdf/CKD/KDIGO_2012_CKD_GL.pdf  

 

Authors Response: Thank you for the comment, the correct reference has been used.  

 

Methods:  

- Recommend including the survey used as supplemental material, or at the very least submit for peer 

review.  

Authors Response: As requested the survey is included as supplementary file.  

 

Results:  

1) That fact that “66% of them [study participants] had been practicing for more than 5 years in the 

UAE” is not included in Table 1 as implied in the last sentence of paragraph 2, Page 8.  

Authors Response: Thank you. This data about the practice has been added to table1.  

 

2) The n (%) reported in paragraph 3, page 8 (“Sixty three percent (n = 85) reported using CKD 

guidelines and 82% (n = 109) had access to nephrology consultation. CKD guidelines were being 

used more frequently by PHC physicians (75%; n = 40) than by SHC physicians”) are slightly different 

from those reported in Table 1. Please reconcile.  

Authors Response: Thank you. The spotted typos have been amended.  
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3) “Over the past year, 41% of the physicians (n = 55) had seen 5 or more CKD patients per week” is 

reported in Table 1, not in Table 2 as stated in the results section. Please reconcile.  

Authors Response: Thank you again, the sentence moved to the previous paragraph discussing the 

results of table-1. The changes highlighted page 8.  

 

4) Table 2: Recommend presenting all of the diagnostic tools asked about in the survey, not just 

eGFR and ACR. Perhaps consider including all of survey questions in Table 2 or at least those 

presented in the results section. It is hard to follow the text in the results section given that some of 

the data is but some is not included in Table 2.  

Authors Response: As recommended the data for serum creatinine, 24-h urine collection and during 

dipstick are included in the table 2.  

 

5) Table 3: Suggest omitting Beta (SE).  

Authors Response: The Beta (SE) has been omitted as recommended.  

 

6) The authors refer to multivariable logistic regression analysis in Page 10 under the results section, 

but the results of these analysis are not presented in the text or a table. Suggest presenting the 

results of multivariable regression analysis in Table 3.  

Authors Response: The multivariate analysis for the CKD care global score is added to table 3.  

 

Reviewer-2 : Milda Saunders  

Thank you for the valuable comments on our manuscript. The following is our point by point response 

to reviewer comments:  

 

Major Comments  

1. Results (p. 8, line 147). Authors report that they do not know the number of physicians who 

received the survey so they cannot report the response rate. This is true to some extent. The surveys 

were sent on their behalf by Dubai branch of the Emirates Medical Association, and the medical 

directors in the Abu Dhabi health services institutes. However, it seems like it would be possible to 

estimate the potential respondents or to ask the medial association/medical directors directly. This 

would give us some idea of the representativeness—did 5% of those eligible answer, 15%, 50%?  

Authors Response: Thank you for the comments. The number of physician accessible through the 

website of Dubai branch of Emirates Medical Association is 236 physicians. The participating 

institutes of Abu Dhabi health services provide a total estimate of 300 physicians who received the 

invitation emails. Thus the total estimated study sample would be around 536 physicians. This would 

give an estimated response rate of 34%. This figure is now reflected in the manuscript.  

 

2. Results (p. 8, line 154-5). The authors talk about differences between PHC facilities versus 

specialized health care institutions (SHC). It was not clear to be whether both groups of respondents 

were primary care physicians who practiced in different settings, or primary care versus sub-

specialists. And if they were sub-specialists, were they all internists or were other disciplines 

represented. This is an important distinction given that they analyze results by PHC versus SHC.  

Authors Response: Thank you for the comments. The comparison was between primary health care 

physicians, and physicians working in specialized hospital based services. This includes all medical 

subspecialties that encounter kidney patients including internists and all medicine sub specialists 

except nephrologists. Necessary changes are now reflected in the manuscripts start from line 157.  

 

3. Discussion (p. 11, line 229). UAE specific recommendations based on how the health system is 

organized would have been helpful. The authors’ references did not seem to be country specific.  

Authors Response: Thank you for the comments. Unfortunately, published data specific to UAE health 

care system were scanty. Nevertheless, we add the following references, number 23-24, 29, 30, 33-

35, 41, which might provide useful insights on UAE health care. Unfortunately, published data specific 
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to UAE health care system are scanty.  

 

4. Discussion. Despite the difference between PHC and SHC being an organizing principle in the 

analysis and tables, there was no discussion of the differences in CKD quality in the results.  

Authors Response: Thank you for the comment. A new paragraph for the differences between PHC 

and SHC CKD quality of care has been added to the discussion section, line 228-237. ((The 

perceived suboptimal care ……… ))  

 

5. Discussion (p. 12, lines 235-244). The authors list potential limitations of the study (small sample 

size, physician not accurately portraying their practice patterns). They did not tell how these 

limitations could have biased the results.  

Authors Response: Thank you for the comment. Sentences discussing the implication of the study 

limitation has been added to the discussion section staring from line 245- ((The study results might 

have underestimated the deficit in quality of CKD care ))  

 

6. Tables (p. 17, 18, 19, 20). The tables were difficult to understand at a glance. For table 1 and 2, it 

would be more helpful to have % PHC v SHC with no number or number in parenthesis. The p-values 

we don’t need the non-significant notation. For table 3, the columns for the beta coefficient and SE 

are not useful and make the table too busy. The table could be simplified with just OR and 95% CI. 

Perhaps screening for CKD, use of eGFR, use of ACR, etc. could go across the row. This would allow 

us to more easily compare across domains. Similarly, the way the binary variables are noted, it was 

difficult to determine which was the referent e.g. Sex M/F. Perhaps the referent group could be stated 

explicitly or the comparator group could be the only one listed, e.g. male (with female reference 

assumed).  

Authors Response: Thank you for the comment. All suggested changes in the tables have been 

implemented. We used the percentage without numbers. The non-significant notation, the beta 

coefficients and SE were deleted. The binary variable renamed after reference as suggested by the 

reviewer. The changes highlighted in tables 1-3  

 

Minor Comments  

1. Intro (p.4, line 73, p. 5. line 102). Do not give us any specific information about CKD in UAE. What 

is the prevalence of CKD? How does that compare to other countries? Give more specifics about the 

“dramatic rise in prevalence of CKD.”  

Authors Response: Thank you for the comment. Relevant references (Ref number 6-10) that reflect 

the burden of CKD in UAE is added. The changes are highlighted text line 76-79. Unfortunately the 

specific data about the prevalence of CKD in UAE is scanty, but the risk factors of obesity, diabetes, 

hypertension and cardiovascular diseases are very prevalent in the country. The estimated the 

prevalence of CKD stage 3-5 based on laboratory measurements of serum creatinine in Abu Dhabi 

(Locality B) to be around 11% in adult population. 

VERSION 2 – REVIEW 

REVIEWER Ana C. Ricardo 
University of Illinois at Chicago  
United States of America 

REVIEW RETURNED 31-Mar-2016 

 

GENERAL COMMENTS The reviewer completed the checklist but made no further 
comments. 

 

REVIEWER Milda Saunders, MD, MPH 
University of Chicago Medicine,  
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USA 

REVIEW RETURNED 08-Apr-2016 

 

GENERAL COMMENTS General Comments: This is a revision of a previously reviewed 
study. The authors’ novel study uses a survey to examine the views 
and practices of non-nephrologists in the United Arab Emirates. The 
sent a 28 item questionnaire to the Dubai branch of the Emirates 
Medical Association, and the medical directors in the Abu Dhabi 
health services institutes to forward to their member physicians. 
They received 185 respondents but only analyzed 135 because of 
exclusions due to non-completion, lack of contact with CKD patients 
and non-physician responders. Overall, they found they found 
deficiencies in CKD guideline-recommended practice. The most 
striking deficiencies were in use of accurate CKD screening tests 
(eGFR and albumin/creatinine ratio) and use of renin-angiotensin 
inhibitors and anti-lipid treatment. They also found that those in 
primary health care facilities were more likely to follow guideline 
recommended care than those in specialized health care institutions. 
In the revision, the authors appear to have addressed most of the 
reviewer comments. The paper is overall improved.  
Comments  
1. Discussion. (p. 12, line 249-251). The calculated response rate 
should not appear in for the first time in the discussion. It should be 
part of the results (p. 8, first paragraph).  
2. Discussion. (p. 12, line 249-251). In addition, the authors state 
that the effect of non-response is expected to be minimal. Given the 
low response rate, I am not sure why they would say that. At the 
very least they should explain their thinking on the subject so we can 
agree or disagree. I would think that the low response rate at the 
very least could introduce bias. For example if only those who were 
interested in CKD responded then knowledge of CKD for UAE could 
be overestimated. Conversely if only those who were insecure about 
their CKD knowledge responded, then the study results 
underestimate overall knowledge of CKD in UAE.  
3. Results. (p. 9, 187-193, Table 3). The tables are organized in a 
fashion that is much easier to understand. However, there are some 
inconsistencies between the table and the results. For example, I 
think in their discussion of results of locality they either misstated the 
results or mislabeled the tables. The label lists locality A (locality B is 
implied reference group), OR 4.46 (under Use of eGFR); however, 
the results describe that physicians working in locality B were 4 
times more likely to use eGFR than locality A. Technically, 
physicians in locality A had 4 times greater odds of using eGFR than 
in locality B, if I am interpreting the labels correctly.  
4. Results. (p. 9, 191-193, Table 3). Similarly, the results described 
for multivariate regression analysis appear to be for the univariate 
analysis not the multivariable analysis.  
5. There are a few typos e.g. extra commas, missing words. A spell-
check could catch some errors. 

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer-1: Ana C. Ricardo  

 

No further comments.  

Thank you.  
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Reviewer-2 : Milda Saunders  

Thank you for your valuable comments on our manuscript. The following are our point-by-point 

responses.  

 

General Comments: This is a revision of a previously reviewed study. The authors’ novel study uses a 

survey to examine the views and practices of non-nephrologists in the United Arab Emirates. The sent 

a 28 item questionnaire to the Dubai branch of the Emirates Medical Association, and the medical 

directors in the Abu Dhabi health services institutes to forward to their member physicians. They 

received 185 respondents but only analyzed 135 because of exclusions due to non-completion, lack 

of contact with CKD patients and non-physician responders. Overall, they found they found 

deficiencies in CKD guideline-recommended practice. The most striking deficiencies were in use of 

accurate CKD screening tests (eGFR and albumin/creatinine ratio) and use of renin-angiotensin 

inhibitors and anti-lipid treatment. They also found that those in primary health care facilities were 

more likely to follow guideline recommended care than those in specialized health care institutions. In 

the revision, the authors appear to have addressed most of the reviewer comments. The paper is 

overall improved.  

 

Authors Response: Thank you for your comments.  

 

 

Comments  

1. Discussion. (p. 12, line 249-251). The calculated response rate should not appear in for the first 

time in the discussion. It should be part of the results (p. 8, first paragraph).  

 

Authors Response: Thank you for the comments. The following text has been included in the 

beginning of the results section: “Based on the number of physicians with active email accounts 

registered on the website of the Dubai branch of Emirates Medical Association and those practicing at 

participating Abu Dhabi health services institutes, up to 536 physicians could have received the email 

invitation for participation in the study. We received responses from 185 physicians (40.5% female), 

giving a response rate of at least 34%.”  

 

2. Discussion. (p. 12, line 249-251). In addition, the authors state that the effect of non-response is 

expected to be minimal. Given the low response rate, I am not sure why they would say that. At the 

very least they should explain their thinking on the subject so we can agree or disagree. I would think 

that the low response rate at the very least could introduce bias. For example if only those who were 

interested in CKD responded then knowledge of CKD for UAE could be overestimated. Conversely if 

only those who were insecure about their CKD knowledge responded, then the study results 

underestimate overall knowledge of CKD in UAE.  

 

Authors Response: Thank you for your comments. We agree with the reviewer that the more 

responses you receive, the more reliable are the conclusions you draw about the target population. 

However, for web surveys, a 30-40% response rate is common, as described by Holbrook A et al. 

(Ref 44).  

 

For the response rate: Based on The National Bureau of Statistics, HAAD and DHA, the distribution of 

physician specialties in UAE is as follows: 40% medical subspecialties, 20% general physicians, and 

40% surgical subspecialty, dentistry, diagnostic radiology and laboratory medicine (Source: NBS, 

HAAD, DHA, Colliers International 2013). Thus the target study population is composed of 33% PHC 

physicians and 67% SHC physicians.  

Because in our sample of non-nephrologist physicians 60% are from SHC facilities and 40% from 
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PHC facilities, we felt that the nonresponse was most likely random with respect to the variables 

being measured. We added the following justification to the discussion section: “A low response rate 

could result in overestimation or underestimation of CKD awareness in UAE. However, the percent 

distribution of respondents in the relevant specialties working in SHC (60%) and PHC (40%) reflects 

the corresponding percentages in the country, and thus the non-response is most likely random.40”  

 

 

3. Results. (p. 9, 187-193, Table 3). The tables are organized in a fashion that is much easier to 

understand. However, there are some inconsistencies between the table and the results. For 

example, I think in their discussion of results of locality they either misstated the results or mislabeled 

the tables. The label lists locality A (locality B is implied reference group), OR 4.46 (under Use of 

eGFR); however, the results describe that physicians working in locality B were 4 times more likely to 

use eGFR than locality A. Technically, physicians in locality A had 4 times greater odds of using 

eGFR than in locality B, if I am interpreting the labels correctly.  

 

Authors Response: Thank you for spotting this issue. All typographical errors have been corrected. It 

should be locality B and the reference group locality A.  

 

4. Results. (p. 9, 191-193, Table 3). Similarly, the results described for multivariate regression 

analysis appear to be for the univariate analysis not the multivariable analysis.  

 

Authors Response: Thank you for the comment. A separate table for multivariate analysis has been 

added and the text has been amended.  

 

 

5. There are a few typos e.g. extra commas, missing words. A spell-check could catch some errors. ))  

 

Authors Response: Thank you for the comment. The manuscript has been checked for residual 

errors. 

VERSION 3 - REVIEW 

REVIEWER Milda Saunders 
University of Chicago Medicine, United States 

REVIEW RETURNED 31-May-2016 

 

GENERAL COMMENTS This is a revision of a previously reviewed study. The authors’ novel 
study uses a survey to examine the views and practices of non-
nephrologists in the United Arab Emirates. The authors have 
adequately addressed all reviewer concerns particularly related to 
calculation of the response rate and display and discussion of multi-
variable results.  
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