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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.   

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) Does it matter whether physicians' recommendations are given early 
or late in the decision-making process? – An experimental study 
among patients with schizophrenia 

AUTHORS Hamann, Johannes; Kissling, Werner; Mendel, Rosmarie 

 

VERSION 1 - REVIEW 

REVIEWER Gary S. Goldman, PhD 
Independent Computer Scientist 

REVIEW RETURNED 24-Feb-2016 

 

GENERAL COMMENTS Summary: This randomized study attempted to determine whether a 
physician's recommendation given early or late in the decision-
making process had an influence on a patients treatment decision.  
 
Primary Comments: The paper is well-written and understandable; 
however there is a major question concerning the selection of the 
hypothetical (fictitious) antipsychotic A or B--which has a 
fundamental impact on the study design. More specifically it is noted 
under the "Procedure" heading that these differed "only with respect 
to their side effects, not with respect to their efficacy." Under the 
"Physician's recommendation" heading the reader is informed that 
treatment option "A" was CLEARLY less attractive compared to the 
other treatment option "B".  
"CLEARLY" is a subjective term that the authors attempt to quantify 
by explaining that in a sample of 15 patients (during a pretest of the 
treatment options "A" and "B") "only 20% of patients" preferred 
"antipsychotic A". In other words, 3 (or 20%) selected "B". However, 
their are two "controls" (see 1 and 2 below) that are worrisome that a 
larger percentage of patients had a preference for drug "A".  
 
1. Referring to Table 2, we would expect as a control that 20% of 
patients choosing the less attractive "A" would number about 14 
(20% of 69); however, 29 (or 42%) are reported in the table as 
selecting this option. While this is more than double the percentage 
found in the pretest result, it is not a statistically significant difference 
in percentages (chi-square=2.54, p=0.11), just 4 additional cases or 
33 would have created a statistically significant difference (p<0.05).  
 
2. Furthermore, we find another anomaly in the number of patients 
selecting drug "A" given in the narrative under the heading 
"Differences between the decision scenarios". It is stated, "... 22 
patients (32%) in the late recommendation condition had initially 
chosen drug A and 47 (68%) drug B." Again, there is a discrepancy 
in that, based on the pretest, we would have found about 14 patients 
(instead of 22) selecting drug "A".  
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While the number of patients choosing the less attractive drug A was 
statistically significant among those with no recommendation, early 
recommendation, and late recommendation, the results are not as 
robust as they might have been had the differences between drug 
"A" and "B" been more obvious. This conclusion is supported by the 
fact that 42% of patients receiving no recommendation, selected 
drug "A". The chi-square and p-value reported in Table 2 were both 
confirmed by this reviewer.  
 
It is intuitive that when patients are permitted to first exercise their 
own thought process and then adjust their decision based on further 
input from a professional,  
they are more likely to consider changing their initial conclusions 
regarding treatment. A treatment that is suggested early, before the 
patient has had a chance to evaluate the alternatives, seems as 
though it would always be subject to being questioned.  
 
There is likely a bias in selecting responses from patients with 
schizophrenia who often may rely more heavily on physician 
recommendations than other patients with less severe mental 
impairments.  
 
Additional Comments:  
1. Title needs to be more specific reflecting "patients with 
schizophrenia" such as  
Does it matter whether physicians' recommendations are given early 
or late in the decision-making process? -- A randomized 
experimental study among patients with schizophrenia.  
2. In the limitations of this study-- need to specify "We used a 
randomized experimental design involving real patients with a 
diagnosis of schizophrenia."  
3. Grammatical Errors:  
In the .pdf file, p. 5, line 48: change "recruited at a 22 psychiatric..." 
to "recruited at 22 psychiatric..."  
In the .pdf file, p. 6, line 2: change "as study population..." to "as the 
study population..."  
In the .pdf file, p. 12 line 8: change "more often htat patients..." to 
"more often than patients..."  
 
In conclusion, the recommendation is to perform the study with a 
more robust difference between drugs "A" and "B" since this is a 
fundamental methodological approach to the study protocol. Only 
then can valid quantitative conclusions be obtained.  

 

REVIEWER David Alfandre 
VA National Center for Ethics in Health Care  
US 

REVIEW RETURNED 26-Feb-2016 

 

GENERAL COMMENTS The authors have brought further attention to an area of medical 
decision making in great need of empirical research. Because it 
uses data from current patients in relevant scenarios, it has greater 
generalizability. It is a valuable addition to the literature, but would 
benefit from revision prior to being published.  
 
Major comments:  
1. The authors describe the main outcome as the number of patients 
choosing “the less attractive treatment option.” This option can likely 
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be described in more value-neutral terms. Are they treatment 
options that do not promote health? Decisions less likely to be 
consistent with most patient’s preferences? This phrasing can be 
clarified to promote the authors intent.  
2. The manuscript would benefit from a brief description of the 
concept of decision quality (i.e., how well a health care decision 
reflects a patient’s preferences), its references, and how it relates to 
the paper’s hypothesis.  
3. Page 4. “Thus, psychological studies of non-medical decision 
making have shown subjects to be more influenced by early advice, 
and to make worse decisions when they have received an advice 
early in the decision process.” Readers will want to understand how 
they authors define “worse decision.” See point 2 above and the 
concept of decision quality.  
4. Readers may wonder how this study design mirrors real clinical 
decision making. Why would a physician make a recommendation 
that most patients would not pursue? Readers may benefit from a 
deeper discussion of how the study design relates or does not to 
real work decisions.  
5. Do the authors have data on length of hospitalization stay? That 
data may be associated with patient’s willingness or not to accept a 
recommendation. Patients hospitalized for longer periods of time 
may have different compliance rates than others.  
6. Readers may benefit from a more robust description and perhaps 
examples of “recency effect.”  
7. As the authors have shown, recommendations may be affected by 
when they occur in the shared decision making process. Have the 
authors sufficiently controlled for “what” the recommendation is 
based upon. In other words, did the study describe for the research 
subjects why the physician was making the particular 
recommendation? That might have a large influence on patient’s 
willingness to comply with a recommendation and be useful to 
underatand in future research.  
Minor comments:  
1. In the abstract the authors use the phrase “thwart patient 
preferences.” This term may be misleading to readers as it may 
suggest that it impairs a patient’s ability to form a preference. Using 
a more value neutral phrasing like, “adversely influence patient 
preferences” may capture more what the authors are suggesting.  
2. In the abstract under the design, the authors describe the 
influence of the 3 conditions on the patients’ acceptance of the 
advice. But how can there be acceptance of the advice if “no advice” 
was given.  
3. There are numerous grammatical errors throughout the 
manuscript that can be easily addressed. In the implications 
paragraph, “Our results now suggest that a late recommendation 
potentially sweeps of a whole SDM process in just a few seconds if 
the advice is contrary to the patients preferences.” 

 

REVIEWER Julie Morris 
UHSM  
UK 

REVIEW RETURNED 21-Mar-2016 

 

GENERAL COMMENTS There are a number of statistical issues, including clarification of the 
study design and methodology, which need to be addressed by the 
authors.  
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1. How was the sample size determined? What is the power of the 
study to detect differences in patient choice?  
 
2. What was the patient response rate? That is, what proportion of 
patients who were contacted agreed to participate? Of these, how 
many provided complete information?  
 
3. What randomisation procedure was used?  
 
4. Were the questionnaires self-completed without any involvement 
with a study researcher? If not, was the researcher blinded to the 
subject’s information assignment?  
 
5. Table 1. Formal statistical comparison of baseline characteristics 
is inappropriate (the subjects were randomised to the three groups), 
and hence the p-values should be omitted.  
 
6. Page 12. “Patients who changed their drug choice in the late 
recommendation scenario after having received the 
recommendation felt more limited in their freedom of choice (M=3.9 
vs. M=3.0, t=-1.8, p=0.07)….”. But this difference is not statistically 
significant.  
 
7. Page 12. “…but found their doctor’s advice more helpful (M=5.7 
vs. M=4.6, t=-2.3, p=0.02) than patients who did not change their 
drug choice”. What outcome measure does this refer to? It does not 
appear to relate to any of the three outcomes recorded ( satisfaction, 
compliance or limitation).  
 
8. A larger proportion than expected (42% than 20%) chose the less 
attractive drug A in the’ no recommendation’ group. [See page 8, 
“….a ratio of 20:80 was aimed at.…”]. What explanation do the 
researchers have for this finding? 

 

REVIEWER Raisa Deber 
University of Toronto, Canada 

REVIEW RETURNED 28-Mar-2016 

 

GENERAL COMMENTS The paper deals with the interesting issue of the best timing for 
physicians' recommendations. However, for some reason, the 
applicants appear to have focused on situations where patients 
would receive advice that was "contrary to their own preferences". 
Most of the shared decision making models do not focus on these 
situations; instead, they, as the authors note, look at "decisions in 
which more than one medically reasonable treatment option exists." 
Rather than focus on situations where there is a dominated 
alternative, most SDM models would focus on ensuring that the 
doctor gives good information about the risks and benefits of various 
alternatives, and helping patients clarify their preferences. Instead, 
the study presented an experiment in which "one treatment option 
('antipsychotic A') was clearly less attractive for the majority of 
patients compared to the other treatment option." By presenting their 
patients with this false choice, the study appears to have 
confounded issues of timing of recommendations with issues of trust 
in the physician, since presumably few clinicians would be 
recommending obviously inferior alternatives (and if they did, there 
would seem to be a good reason to find another clinician). This in 
turn, in my view, makes the results much harder to interpret. It also 
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leads to questions about how the patients would be de-briefed, 
particularly if the actual doctor would not make these 
recommendations.  
A more nuanced interpretation might provide a very interesting 
paper, but as written this reviewer found the paper less convincing 
that it could be.  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1 
 
Summary:  This randomized study attempted to determine whether a physician's 
recommendation given early or late in the decision-making process had an influence on a 
patient’s treatment decision. 
 
Primary Comments:  The paper is well-written and understandable; however there is a major 
question concerning the selection of the hypothetical (fictitious) antipsychotic A or B--which 
has a fundamental impact on the study design. More specifically it is noted under the 
"Procedure" heading that these differed "only with respect to their side effects, not with 
respect to their efficacy."  Under the "Physician's recommendation" heading the reader is 
informed that treatment option "A" was CLEARLY less attractive compared to the other 
treatment option "B". 
"CLEARLY" is a subjective term that the authors attempt to quantify by explaining that in a 
sample of 15 patients (during a pretest of the treatment options "A" and "B") "only 20% of 
patients" preferred "antipsychotic A". In other words, 3 (or 20%) selected "B". However, there 
are two "controls" (see 1 and 2 below) that are worrisome that a larger percentage of patients 
had a preference for drug "A". 
 
1. Referring to Table 2, we would expect as a control that 20% of patients choosing the less 
attractive "A" would number about 14 (20% of 69); however, 29 (or 42%) are reported in the 
table as selecting this option. While this is more than double the percentage found in the 
pretest result, it is not a statistically significant difference in percentages (chi-square=2.54, 
p=0.11), just 4 additional cases or 33 would have created a statistically significant difference 
(p<0.05). 
 
 
2. Furthermore, we find another anomaly in the number of patients selecting drug "A" given in 
the narrative under the heading "Differences between the decision scenarios".  It is stated, "... 
22 patients (32%) in the late recommendation condition had initially chosen drug A and 47 
(68%) drug B."  Again, there is a discrepancy in that, based on the pretest, we would have 
found about 14 patients (instead of 22) selecting drug "A". 
 
 
 
While the number of patients choosing the less attractive drug A was statistically significant 
among those with no recommendation, early recommendation, and late recommendation, the 
results are not as robust as they might have been had the differences between drug "A" and 
"B" been more obvious. This conclusion is supported by the fact that 42% of patients 
receiving no recommendation, selected drug "A". The chi-square and p-value reported in Table 
2 were both confirmed by this reviewer. 
 
Our reply: We agree that this is an important issue, which may have at least 2 explanations: first, as 
suggested by the reviewer, the pretest results are not very robust and a higher “N” for the pretests 
may have been a good idea. We have added this to the limitations section. Second, during pretests 
patients were given several pairs of hypothetical drugs (with different side effects). We then chose the 
pair for which the percentages best matched 20%:80%. The choice between drugs was therefore 
differently framed in the pretest compared to the main experiment.   
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It is intuitive that when patients are permitted to first exercise their own thought process and 
then adjust their decision based on further input from a professional, they are more likely to 
consider changing their initial conclusions regarding treatment. A treatment that is suggested 
early, before the patient has had a chance to evaluate the alternatives, seems as though it 
would always be subject to being questioned. 
 
Our reply: This question is about our study hypothesis. We have deduced our hypothesis from 
psychological literature, but, as suggested by the reviewer, the opposite (i.e. our result) might also be 
intuitively right.  
 
There is likely a bias in selecting responses from patients with schizophrenia who often may 
rely more heavily on physician recommendations than other patients with less severe mental 
impairments. 
 
Our reply: We agree with the reviewer. We had performed a study comparing patients with 
schizophrenia and multiple sclerosis earlier and have shown exactly what the reviewer suggests 
(Mendel et al. 2012).  This issue is already mentioned in the limitations section.  
 
Additional Comments: 
1. Title needs to be more specific reflecting "patients with schizophrenia" such as Does it 
matter whether physicians' recommendations are given early or late in the decision-making 
process? -- A randomized experimental study among patients with schizophrenia. 
 
Our reply: We have changed the title accordingly. 
 
 
2. In the limitations of this study-- need to specify "We used a randomized experimental design 
involving real patients with a diagnosis of schizophrenia." 
 
Our reply: We added this to the “strengths and limitations” section.  
 
3. Grammatical Errors:   
In the .pdf file, p. 5, line 48: change "recruited at a 22 psychiatric..." to "recruited at 22 
psychiatric..." 
In the .pdf file, p. 6, line 2: change "as study population..." to "as the study population..."  
In the .pdf file, p. 12 line 8:  change "more often htat patients..." to "more often than patients..." 
 
Our reply: Sorry for these errors. They were corrected. 
 
 
 
In conclusion, the recommendation is to perform the study with a more robust difference 
between drugs "A" and "B" since this is a fundamental methodological approach to the study 
protocol. Only then can valid quantitative conclusions be obtained. 
 
Our reply: We acknowledge this limitation, However, given the fact that this is the first study 
examining the issue we still see our results as informing for researchers, also with regard to potential 
methodological shortcomings that are now discussed in the limitations.  
 
 
Reviewer: 2 
 
The authors have brought further attention to an area of medical decision making in great 
need of empirical research.  Because it uses data from current patients in relevant scenarios, it 
has greater generalizability.  It is a valuable addition to the literature, but would benefit from 
revision prior to being published.   
 
Our reply: We are happy that this reviewer acknowledges the importance of our study. 
 
Major comments: 
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1. The authors describe the main outcome as the number of patients choosing “the less 
attractive treatment option.”  This option can likely be described in more value-neutral terms.  
Are they treatment options that do not promote health?  Decisions less likely to be consistent 
with most patients’ preferences?  This phrasing can be clarified to promote the authors intent.  
 
Our reply: We agree with the reviewer and changed the wording to “less preferable treatment option”.  
 
  
2. The manuscript would benefit from a brief description of the concept of decision 
quality (i.e., how well a health care decision reflects a patient’s preferences), its references, 
and how it relates to the paper’s hypothesis. 
 
Our reply: Yes, we added a short description to the introduction.  
 
3. Page 4.  “Thus, psychological studies of non-medical decision making have shown 
subjects to be more influenced by early advice, and to make worse decisions when they have 
received an advice early in the decision process.”  Readers will want to understand how they 
authors define “worse decision.”  See point 2 above and the concept of decision quality. 
 
Our reply: See comment 2. 
  
4. Readers may wonder how this study design mirrors real clinical decision making.  Why 
would a physician make a recommendation that most patients would not pursue?  Readers 
may benefit from a deeper discussion of how the study design relates or does not to real work 
decisions. 
 
Our reply: The reviewer touches on an important point. It is a limitation of our study (which we have 
now added to the manuscript) that the study design does not completely reflect real work decisions. In 
the latter the recommendation can be given at any time (not only in the beginning or end) and is often 
the result of a discussion between patient and doctor. In the experiment (especially because this was 
the first study on this issue in medicine) we tried to discriminate the experimental conditions as far as 
possible. 
 
5. Do the authors have data on length of hospitalization stay?  That data may be 
associated with patient’s willingness or not to accept a recommendation.  Patients 
hospitalized for longer periods of time may have different compliance rates than others. 
 
Our reply: This is an interesting question. We actually had the length of stay and have now calculated 
group differences in length of stay (comparing patients choosing drug A or drug B) separately for all 
three conditions. There were no significant group differences.  
 
6. Readers may benefit from a more robust description and perhaps examples of 
“recency effect.” 
 
Our reply: In the revised paper we tried to give a better definition of order effects including the recency 
effect.  
 
7. As the authors have shown, recommendations may be affected by when they occur in 
the shared decision making process.  Have the authors sufficiently controlled for “what” the 
recommendation is based upon.  In other words, did the study describe for the research 
subjects why the physician was making the particular recommendation?  That might have a 
large influence on patient’s willingness to comply with a recommendation and be useful to 
understand in future research.  
 
Our reply: In the present experiment we were interested in the point when recommendations occur in 
the shared decision making process.  Therefore everything else (including the „what“) was kept stable 
in the experiment across all conditions.  In 2012 (Mendel et al.) we have for example studied another 
aspect of physicians’ recommendation (high vs. low confidence), which more relates to the question 
of what (and how) the physician recommends. 
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In the present study subjects were advised that the recommendation was based on the doctors’ 
judgement “which drug would fit the patient best” with no further explanation.  
 
 
Minor comments: 
1. In the abstract the authors use the phrase “thwart patient preferences.”  This term may 
be misleading to readers as it may suggest that it impairs a patient’s ability to form a 
preference.  Using a more value neutral phrasing like, “adversely influence patient 
preferences” may capture more what the authors are suggesting. 
 
Our reply: We changed the text accordingly.  
 
2. In the abstract under the design, the authors describe the influence of the 3 conditions 
on the patients’ acceptance of the advice.  But how can there be acceptance of the advice if 
“no advice” was given. 
 
Our reply: We rephrased this sentence. 
 
3. There are numerous grammatical errors throughout the manuscript that can be easily 
addressed.  In the implications paragraph, “Our results now suggest that a late 
recommendation potentially sweeps of a whole SDM process in just a few seconds if the 
advice is contrary to the patients preferences.” 
 
Our reply: We corrected this.  
 
 
Reviewer: 3 
 
There are a number of statistical issues, including clarification of the study design and 
methodology, which need to be addressed by the authors. 
 
1. How was the sample size determined? What is the power of the study to detect 
differences in patient choice? 
 
Our Reply: We had no a priori power calculation, since we performed the experiment as an adjunct to 
another study (see manuscript) and tried to include as many patients as possible. We have now (post 
hoc) calculated the power which was .89. 
 
2. What was the patient response rate? That is, what proportion of patients who were 
contacted agreed to participate? Of these, how many provided complete information? 
 
Our reply: 215 patients were approach, 213 agreed to participate, 208 provided full information.  
 
 
3.  What randomization procedure was used? 
 
Our reply: Experimental material was prepared for all participants and then shuffled (into random 
order). Material for every single patient was then consecutively taken from the top of this (pseudo-
randomized) deck of materials.  
 
4. Were the questionnaires self-completed without any involvement with a study 
researcher? If not, was the researcher blinded to the subject’s information assignment? 
 
Our reply: the questionnaires were completed with the help of a researcher. The researcher was 
present all the time and guided the participants through the experiment. There was a detailed 
instruction for the researcher to guarantee standardization. The researcher was NOT blinded, 
because she provided the “recommendation”. 
 
5. Table 1. Formal statistical comparison of baseline characteristics is inappropriate (the 
subjects were randomised to the three groups), and hence the p-values should be omitted. 
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Our reply: ok, we did this.   
 
6. Page 12. “Patients who changed their drug choice in the late recommendation scenario 
after having received the recommendation felt more limited in their freedom of choice (M=3.9 
vs. M=3.0, t=-1.8, p=0.07)….”.  But this difference is not statistically significant.  
 
Our reply: Yes, this is correct. We changed the wording.  
 
 
7. Page 12. “…but found their doctor’s advice more helpful (M=5.7 vs. M=4.6, t=-2.3, 
p=0.02) than patients who did not change their drug choice”. What outcome measure does this 
refer to? It does not appear to relate to any of the three outcomes recorded (satisfaction, 
compliance or limitation). 
 
Our reply: Sorry, this question was not mentioned in the methods section. We added it. 
 
8. A larger proportion than expected (42% than 20%) chose the less attractive drug A in 
the’ no recommendation’ group.  [See page 8, “….a ratio of 20:80 was aimed at.…”]. What 
explanation do the researchers have for this finding? 
 
Our reply: See reviewer 1 
 
Reviewer: 4 
 
 
The paper deals with the interesting issue of the best timing for physicians' recommendations. 
However, for some reason, the applicants appear to have focused on situations where patients 
would receive advice that was "contrary to their own preferences". Most of the shared 
decision making models do not focus on these situations; instead, they, as the authors note, 
look at "decisions in which more than one medically reasonable treatment option exists." 
Rather than focus on situations where there is a dominated alternative, most SDM models 
would focus on ensuring that the doctor gives good information about the risks and benefits 
of various alternatives, and helping patients clarify their preferences. Instead, the study 
presented an experiment in which "one treatment option ('antipsychotic A') was clearly less 
attractive for the majority of patients compared to the other treatment option." By presenting 
their patients with this false choice, the study appears to have confounded issues of timing of 
recommendations with issues of trust in the physician, since presumably few clinicians would 
be recommending obviously inferior alternatives (and if they did, there would seem to be a 
good reason to find another clinician). This in turn, in my view, makes the results much harder 
to interpret. It also leads to questions about how the patients would be de-briefed, particularly 
if the actual doctor would not make these recommendations. 
 
Our reply:  
This is an important point. The decision we studied is a very typical one for the treatment of 
schizophrenia. The choice of drug (antipsychotic) is in most cases a preference sensitive decision 
because drug efficacy is very similar among most antipsychotics but side-effects differ considerably. 
So it is argued that it should be the patient’s preferences that guide the decision.  
Therefore the decision vignette of our experiment is realistic and fits with the SDM approach.  
 
We agree that accepting recommendations is related to trust issues. This was the topic of a previous 
study of our group (Mendel et al. 2012). In the present study we did ask patients for their trust in their 
psychiatrists (at baseline) and there were no differences between the three experimental conditions. 
So an influence of trust on our results can be ruled out. We added this information to the manuscript 
(table 1).   
 
The issue of debriefing was considered an important one. Therefore the researcher who conducted 
the experiment was instructed to debrief all participants after die experiment that this had been only a 
hypothetical scenario and that their psychiatrists did not really recommend a new drug to them.  
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VERSION 2 – REVIEW 

REVIEWER David Alfandre 
VA National Center for Ethics in Health Care 

REVIEW RETURNED 27-May-2016 

 

GENERAL COMMENTS The authors have adequately addressed this reviewer's concerns. I 
appreciate their diligence in improving this paper. 

 

REVIEWER Julie Morris 
UHSM  
UK 

REVIEW RETURNED 13-May-2016 

 

GENERAL COMMENTS The paper has been revised to take account of some of the 
statistical concerns raised, however some issues remain:  
 
 
1. The patient response rate (provided in the ‘Response to 
Reviewers’) should be included in the revised paper.  
 
 
2. The ‘randomization’ procedure used is of concern. Papers being, 
‘….shuffled into random order…..’, (as quoted in the ‘Response to 
Reviewers’) does not constitute a valid randomization. This is a 
major methodological error in the study and means that allocation to 
the arms of the study was not strictly random, but was by an 
‘unstructured’ division of the three types of material. I therefore 
would not think it appropriate to describe the study as a 'randomized 
experimental study'. I note that this procedure is not mentioned in 
the revised paper.  
 
 
3. The questionnaires are said to have been completed with the help 
of a researcher who was blind to the allocation. Hence there is some 
potential for researcher bias. This should be acknowledged by the 
authors.  
 
4. Although p-values have been omitted from Table 1, reference to, 
‘…no significant differences between patients…’ (Page 11) remains. 
This should be changed to, ‘…no apparent differences between 
patients….’  
 
5. The ‘helpfulness of the doctor’s recommendation’ is now 
mentioned in the Methods section (as well as the Results) but still 
does not appear in Table 2. Why? 

 

REVIEWER Raisa Berlin Deber 
Institute for Health Policy, Management and Evaluation  
University of Toronto  
Toronto, Ontario, Canada 

REVIEW RETURNED 21-Jun-2016 

 

GENERAL COMMENTS The paper is much improved. Clearly, the research design could not 
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be changed, and the findings are interesting. It might be useful to 
include in the paper the information about how the patients were 
debriefed, rather than only in the response to reviewers. 

 

VERSION 2 – AUTHOR RESPONSE 

1. The patient response rate (provided in the ‘Response to Reviewers’) should be included in the 

revised paper.  

Our reply: The response rate has been added to the manuscript.  

 

2. The ‘randomization’ procedure used is of concern. Papers being, ‘….shuffled into random 

order…..’, (as quoted in the ‘Response to Reviewers’) does not constitute a valid randomization. This 

is a major methodological error in the study and means that allocation to the arms of the study was 

not strictly random, but was by an ‘unstructured’ division of the three types of material. I therefore 

would not think it appropriate to describe the study as a 'randomized experimental study'. I note that 

this procedure is not mentioned in the revised paper.  

Our reply: We have now added the procedure of allocation to the text and have deleted the phrase 

“randomized” throughout the manuscript.  

 

3. The questionnaires are said to have been completed with the help of a researcher who was blind to 

the allocation. Hence there is some potential for researcher bias. This should be acknowledged by the 

authors.  

Our reply: We have added this to the limitations section.  

 

4. Although p-values have been omitted from Table 1, reference to, ‘…no significant differences 

between patients…’ (Page 11) remains. This should be changed to, ‘…no apparent differences 

between patients….’  

Our reply: We have made the requested change.  

 

5. The ‘helpfulness of the doctor’s recommendation’ is now mentioned in the Methods section (as well 

as the Results) but still does not appear in Table 2. Why?  

Our reply: This has been a mistake. We have now added this item to table 2. 
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