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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) Discontinuing financial incentives for adherence to antipsychotic 
depot medication: long term outcomes of a cluster randomised 
controlled trial 

AUTHORS Priebe, Stefan; Bremner, Stephen; Pavlickova, H 

 

VERSION 1 - REVIEW 

REVIEWER Tracey-Lea Laba 
The George Institute for Global Health, Australia 

REVIEW RETURNED 25-Apr-2016 

 

GENERAL COMMENTS Many thanks for the opportunity to review your manuscript. I think 
the message in this paper is an important one but am not qualified to 
provide review on the appropriateness of the statistical approach 
used (and so this has been recommended as a part of this review) 
and so am not 100% certain that the results support the conclusions.  
In any case, i think there needs to be better emphasis or discussion 
around why numerically we are seeing adherence maintained in the 
control group but dropping off in the intervention arm. While there is 
not a statistically significant difference between the groups I do think 
more emphasis needs to be given to the fact that the control arm 
numerically at least is doing better than the intervention arm. 
Perhaps looking at what is happening over time (a time trend for 
instance) would have been more informative.  
 
 
*While some of this information may be available in the main trial 
paper, I believe the following information should be added to the 
manuscript to better set the context for readers:  
**Information about how these medications are funded/paid for by 
participants in the absence of the financial incentive and whether 
this changed pre-post intervention period  
**Information about the data source for adherence, prescription 
claims, trial database.  
 
*As reported in this manuscript, adherence in this context refers to 
whether or not patients return to the service for the injection and so 
encapsulates both patient volition as well as engagement with the 
health service. In the patient flow diagram, it seems that in the 
follow-up period, people have been re-included in the study sample 
even though they dropped out at 6 months and so it is unclear to me 
how these were accounted for in the analysis. For instance, I would 
think you need to treat this more like an ITT analysis such that for 
people that have dropped out from the 6 month time point and then 
re-entered, adherence should be set to zero and so the same 
numbers of participatns should flow through each time point. But this 
doesn't appear to be the case. There also needs to be some 
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account of the different treatment cycle length in the analyses. I 
would also think that controlling for treatment clinic (or the original 
cluster) should be included throughout, especially as we appear to 
be seeing sustained adherence in the control group, as opposed to 
the intervention. (statistical advice required here).  
 
*Figure one needs to reflect an intervention and control arm, 
currently it reads as thought to intervention arms  
 
*Sensitivity analyses: while great to see and commendable, I don't 
quite follow what they are adding to the analyses. For instance, 
setting GP discharged patients adherence to 100%, how many 
patients does this apply to in each arm and why 100% as opposed 
to 0% (as in a drop out?). Similarly, how was the data handled when 
<4 months of depot data was available. Also, how else would one 
handle a refuser other than 0%?  
 
*The last statement in the discussion: "no evidence that stopping 
incentives would lead to long term effects once stopped" isnot really 
supported by the findings given the study was not powered to look at 
these changes, the numerically higher incidence of hospital 
admissions alongside numerically lower adherence. better 
justification for this statement is needed.  
 
Some discussion about what these results mean for policy 
makers/funders thinking about providing a financial incentive in this 
patient group eg good value for money or not (should we look at 
this?), and how might one deliver the intervention???  

 

REVIEWER Nathaniel Rickles 
Northeastern University (will be going to UConn as of August 1, 
2016)  
USA 

REVIEW RETURNED 28-Apr-2016 

 

GENERAL COMMENTS Financial incentives for adherence to antipsychotic depot 
medication- adherence after incentives have stopped 

Present manuscript is a report of a cluster-randomized controlled 
trial examining the impact of financial incentives on antipsychotic 
depot medication adherence over a 1-year period. The authors 
sought to examine if the positive effect of financial incentives is 
sustainable after the incentives are discontinued.  The authors did 
not report any significant differences across medication adherence 
and secondary outcomes between financial incentive and non-
financial incentive groups at 6 and 24 months after the intervention 
period.  The research team concluded that the financial incentives 
were only favorable on medication adherence during the time they 
were provided and did not create long-term behavioral change. 
 
The manuscript was generally well written and offers a relatively 
unique contribution as the sustainability literature of adherence 
interventions is often lacking.  There are several 
considerations/recommendations that would make this manuscript 
stronger for publication.  Please consider the list of suggestions 
below. 
 
Major: 

1. Introduction: Why is non-adherence to LAIs poor?  Some 
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context needs to be provided.  After all, some would think 
LAI adherence would be better than oral antipsychotics 
since it requires regular follow-up for medication 
administration, etc.   

2. Introduction: Has the range of interventions specifically 
focused on improving LAI adherence? Please clarify.  What 
is Compliance Therapy?  Please provide sufficient 
information to allow international readers to appreciate 
background to problem.  For example, why are these 
interventions not found to be effective? Why would financial 
incentives be more effective than other interventions? 
Please clarify. 

3. Introduction: The authors might offer an explanation why the 
removal incentives might impact adherence.  Is it because 
financial incentives do not change behavior like other 
interventions might?  Change is only environmentally 
manipulated and not sustainable in changing the core 
cognitive and behavioral underpinnings of non-adherence 
among LAI users? This is an important exploration very 
much needed in the introduction for why this follow-up study 
is being conducted and its value. 

4. Discussion: As noted in #3 but to come around to it again in 
the discussion perhaps is the central point that behavior 
change theorists and practitioners would well predict the 
lack of sustainability of financial incentives since such 
incentives do not teach people to engage in see the value of 
the medication and taking it above and beyond the financial 
incentive.  To create long-term, sustainable change requires 
changing cognitions and behaviors and not remedied by 
financial incentives that come and go (don’t just teach 
people to fish for the day to get a fish but fish for a lifetime 
because of the enjoyment/value of fishing-creating long-term 
value that transcends monetary gains).   

Minor: 
1. Title:  Could be shortened.  How about something like 

“Impact of discontinuing financial incentives on long-term 
antipsychotic depot medication adherence” 

2. Abstract: The authors might add brief context on the 
type/location of setting and type of patients in the study. 
Such information would help international readers better 
understand the context of the intervention and its impact in 
the community. 

3. Introduction: The authors cite the prior study about the 
effects of financial incentives on LAI adherence.  What was 
the setting?  Outpatients? Inpatients? Types of patients? 
Types of settings? It seems the context of the clinical 
environment would be needed to better appreciate the role 
of LAI and incentives in mental health services.  Please 
clarify. 

4. Methods: Please clarify some background info on FIAT: how 
was 75% threshold for baseline non-adherence determined?  
What the adherence measure used (dispensing records, 
insurance records, self-report, etc.)? How many teams in 
FIAT study were randomized to intervention vs. control?  
While referring to a previous publications for study details 
may make sense, sufficient information/context needs to be 
provided in present study so the reader is not required to 
view prior publications to understand current project.  For 
example, it would be helpful to report any significant 
differences at baseline between study groups.  If differences 
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did exist, might such differences potentially explain the 
present study’s results?   

5. Methods: How were groups similar or different in terms of 
other known predictors of adherence? Number of 
medications being used? Side effects experienced? Any 
cost differences? Please identify and if not available, please 
note as an important limitation. 

6. Methods:  Why didn’t the authors follow-up for all 6-month 
periods after the interventions for 2 years?  Why only 
examine two endpoints of 6 and 18 months later?  It would 
have been valuable to see if the adherence pattern 
remained the same across the 2-year period after the 
intervention?  Please clarify. 

7. Methods: As noted before, the authors need to provide more 
clarity on how LAI adherence was measured?  A continuous 
vs. dichotomous measure?  Please clarify. 

8. Methods: How many sites were represented by those in the 
follow-up 6-month and 18-month analyses?  Were the 
patients lost to follow-up due to specific site effects or 
distributed across the sites? Please clarify/explore how site 
effects may/may not have contributed to adherence findings.   

9. Methods: What is the MINI score?  Please clarify for readers 
not familiar with this variable. It not clear what is meant that 
the authors adjusted the regressions for “outcome measure 
at baseline.”  Which outcome measure at baseline? Please 
clarify.   

10. Methods: Why 95% threshold?  Please clarify.  
11. Results: Please explain for readers not familiar with how 

LAIs are managed in the UK as to what is meant by 
treatment cycle.  Why would the patient have different 
cycles? Severity illness?  It is hard to interpret the 
relationship between treatment cycles and adherence given 
the lack of clarity of what a cycle is.  For the same reason, It 
is also difficult to understand the last sentence on page 6 
(lines 52-54).  Please clarify. 

12. Results: It is not clear how researchers dealt with hospital-
related gaps in medication data and if the analysis needed 
to adjust for such gaps in medication use being greater in 
the intervention group than the control group since higher 
hospital admissions in the intervention group.  Without such 
adjustment (if needed), it is unclear if the greater hospital 
admissions affected adherence and therefore negatively 
confounds the impact of the intervention. Please clarify how 
the gaps of medication adherence during hospitalization was 
accounted for and differentially affects the analysis of the 
impact of the intervention compared to the control. Samples 
are relatively small that such gaps could affect results.   

13. Discussion: What does “crowding out” mean?  Please 
clarify.   

14. Discussion: It might be helpful for authors to explore the 
context that financial incentives on top of an adherence 
intervention (which LAI are in a way since they decrease 
daily med use and such an adherence barrier) is not 
sustainable.  That is, would the same results be expected if 
an oral antipsychotic was administered?  Maybe but 
perhaps adherence is already somewhat maximized with 
LAI that the delta change with incentives is not significant 
enough to have carry over effects once removed.  Financial 
incentives may have a great delta change and more 
sustainable once removed in a clinical context of more 
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adherence challenges such as daily oral use.  I think a 
conversation in the discussion to this point might be 
valuable to readers.    

15. Discussion: While the authors do mention the limitation of 
the different prescription cycles for intervention and control, I 
believe they might highlight more how such differences may 
affect interpretation of results.  I do feel this issue is not 
trivial and can affect interpretations such that it may make it 
harder to detect sustainability of intervention effects given 
the control group was associated with the fewer cycles.  
They list the limitation in a sentence of limitations and feel 
the concern is addressed as a cursory point and not a 
limitation to give greater thought to.   

16. Table 1: Awkward to have title of columns with mean or n or 
SD or %.  How does the reader know which it is? Please 
consider a different way to present data.    

 

As can be noted from the above, there are some major and minor 
concerns with the manuscript at present.  I do believe this needs 
another major edit and then might be possible for publication.  Thank 
you for the opportunity to review this work and wish the authors 
much success in their publication efforts. 
 

 

REVIEWER Associate Professor Clement Loy 
School of Public Health  
The University of Sydney  
Australia 

REVIEW RETURNED 30-May-2016 

 

GENERAL COMMENTS The statistical methods used were appropriate. Whilst negative 
intraclass correlation coefficients (ICC) can be difficult to interpret, 
given the ICC for adherence was close to zero (-0.05, p5 line25), I 
agree with the authors' approach (ie,dropping the random effect for 
'team'). 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name: Tracey-Lea Laba  

Institution and Country: The George Institute for Global Health, Australia Please state any competing 

interests or state ‘None declared’: None  

 

Many thanks for the opportunity to review your manuscript. I think the message in this paper is an 

important one but am not qualified to provide review on the appropriateness of the statistical approach 

used (and so this has been recommended as a part of this review) and so am not 100% certain that 

the results support the conclusions.  

In any case, i think there needs to be better emphasis or discussion around why numerically we are 

seeing adherence maintained in the control group but dropping off in the intervention arm. While there 

is not a statistically significant difference between the groups I do think more emphasis needs to be 

given to the fact that the control arm numerically at least is doing better than the intervention arm. 

Perhaps looking at what is happening over time (a time trend for instance) would have been more 

informative.  
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We believe that the interpretation of findings of a rigorous trial should not speculate on non-significant 

results. We point out in the discussion (limitations) that the study was not powered to detect small 

differences , and one might argue that such small differences would still have been clinically relevant.  

 

With respect to changes over time, we already separated the first six months and the following 18 

months, and the results are very similar. Given how we calculated adherence, ie as the percentage of 

prescribed LAIs that were received, adherence rates cannot be established for very short periods of 

time. E.g. if a patient is prescribed one LAI per month, one needs several months to define a 

meaningful adherence rate. Thus, it is not possible to split adherence rates in sufficiently short periods 

of time to enable a statistical time trend analysis.  

 

*While some of this information may be available in the main trial paper, I believe the following 

information should be added to the manuscript to better set the context for readers:  

**Information about how these medications are funded/paid for by participants in the absence of the 

financial incentive and whether this changed pre-post intervention period  

 

As people working in the NHS in the UK, we take it as granted that all treatment is free for patients, 

but fully accept that this is not so for readers from abroad. We inserted a sentence in the methods 

(end of first paragraph) clarifying that all medication and other treatment was free of charge for all 

patients and at all times.  

 

 

**Information about the data source for adherence, prescription claims, trial database.  

 

We inserted in the methods (third paragraph) that data on adherence were taken from medical 

records.  

 

*As reported in this manuscript, adherence in this context refers to whether or not patients return to 

the service for the injection and so encapsulates both patient volition as well as engagement with the 

health service. In the patient flow diagram, it seems that in the follow-up period, people have been re-

included in the study sample even though they dropped out at 6 months and so it is unclear to me 

how these were accounted for in the analysis. For instance, I would think you need to treat this more 

like an ITT analysis such that for people that have dropped out from the 6 month time point and then 

re-entered, adherence should be set to zero and so the same numbers of participants should flow 

through each time point. But this doesn't appear to be the case. There also needs to be some account 

of the different treatment cycle length in the analyses. I would also think that controlling for treatment 

clinic (or the original cluster) should be included throughout, especially as we appear to be seeing 

sustained adherence in the control group, as opposed to the intervention. (statistical advice required 

here).  

 

ITT principles were applied throughout the analysis, and the cluster effect was close to zero. As 

commented by the statistical reviewer, we believe we have taken an appropriate approach here.  

 

*Figure one needs to reflect an intervention and control arm, currently it reads as thought to 

intervention arms  

 

We are most grateful for this spotting of an error in the table which has now been corrected!  

 

*Sensitivity analyses: while great to see and commendable, I don't quite follow what they are adding 

to the analyses. For instance, setting GP discharged patients adherence to 100%, how many patients 

does this apply to in each arm and why 100% as opposed to 0% (as in a drop out?). Similarly, how 

was the data handled when <4 months of depot data was available. Also, how else would one handle 
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a refuser other than 0%?  

 

As discussed in the limitations, missing data are problematic as they cannot be assumed to be 

missing at random. The reader may therefore have more confidence in the findings if they are robust 

in sensitivity analyses. To make them useful and test how robust the findings of the main analysis are, 

we chose rather radical scenarios. The 100% adherence assumption for patients referred to a GP is 

based on the practice to refer patients back to a GP when they are very stable and without serious 

challenges. This means that no further intensive care and chasing through secondary community 

teams is required, because patients have become fully adherent, i.e. 100%. Thus, it is a reasonable 

assumption, although still an assumption.  

 

*The last statement in the discussion: "no evidence that stopping incentives would lead to long term 

effects once stopped" is not really supported by the findings given the study was not powered to look 

at these changes, the numerically higher incidence of hospital admissions alongside numerically 

lower adherence. Better justification for this statement is needed.  

 

In our view, the statement is accurately worded. We point to the absence of evidence for a negative 

effect without claiming evidence for absence, i.e. evidence that there are no differences.  

 

Some discussion about what these results mean for policy makers/funders thinking about providing a 

financial incentive in this patient group eg good value for money or not (should we look at this?), and 

how might one deliver the intervention???  

 

As suggested we expanded a bit on this in the discussion. We believe that we should not go much 

further beyond interpreting the data presented in the paper and that the intervention itself has been 

sufficiently described to be replicated.  

   

Reviewer: 2  

Reviewer Name: Nathaniel Rickles  

Institution and Country: Northeastern University (will be going to UConn as of August 1, 2016), USA 

Competing Interests: None declared.  

 

Present manuscript is a report of a cluster-randomized controlled trial examining the impact of 

financial incentives on antipsychotic depot medication adherence over a 1-year period. The authors 

sought to examine if the positive effect of financial incentives is sustainable after the incentives are 

discontinued. The authors did not report any significant differences across medication adherence and 

secondary outcomes between financial incentive and non-financial incentive groups at 6 and 24 

months after the intervention period. The research team concluded that the financial incentives were 

only favorable on medication adherence during the time they were provided and did not create long-

term behavioral change.  

 

The manuscript was generally well written and offers a relatively unique contribution as the 

sustainability literature of adherence interventions is often lacking. There are several 

considerations/recommendations that would make this manuscript stronger for publication. Please 

consider the list of suggestions below.  

 

Major:  

1. Introduction: Why is non-adherence to LAIs poor? Some context needs to be provided. After all, 

some would think LAI adherence would be better than oral antipsychotics since it requires regular 

follow-up for medication administration, etc.  

 

We have reworded the introduction and made it clearer that the extensive literature on poor 
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adherence and on the lack of evidence for interventions to improve adherence refers to antipsychotic 

maintenance medication in general, whilst financial incentives have been used specifically for LAIs.  

 

2. Introduction: Has the range of interventions specifically focused on improving LAI adherence? 

Please clarify. What is Compliance Therapy? Please provide sufficient information to allow 

international readers to appreciate background to problem. For example, why are these interventions 

not found to be effective? Why would financial incentives be more effective than other interventions? 

Please clarify.  

 

As indicated above, we have reworded the introduction and hopefully clarified this. We think that 

explaining treatments that we have not studied ourselves and speculating about why they have failed 

goes beyond the scope of this paper.  

 

 

3. Introduction: The authors might offer an explanation why the removal incentives might impact 

adherence. Is it because financial incentives do not change behavior like other interventions might? 

Change is only environmentally manipulated and not sustainable in changing the core cognitive and 

behavioral underpinnings of non-adherence among LAI users? This is an important exploration very 

much needed in the introduction for why this follow-up study is being conducted and its value.  

 

As suggested we inserted a sentence in the introduction (third paragraph) specifying the question, i.e. 

whether incentives have a lasting positive effect on attitudes and behaviour that would then result in 

on-going improved adherence levels. We strongly believe we should not go further in this paper. 

There is an endless literature on how financial incentives might influence the behaviour of all of us. 

There is no consensus among experts and different models are debated in economics and health 

psychology (e.g. literature on nudging). More specifically, we do not know precisely why and how 

financial incentives are effective in improving adherence to LAIs. All findings indicate that this is a 

rather complex issue. What we do in this paper is addressing a purely empirical question, i.e. does 

the positive effect last or not? This is a new question and we provide unique evidence on this. We 

believe we should focus on this question and not address potential reasons, on which we do not 

provide any data in this study.  

 

 

4. Discussion: As noted in #3 but to come around to it again in the discussion perhaps is the central 

point that behavior change theorists and practitioners would well predict the lack of sustainability of 

financial incentives since such incentives do not teach people to engage in see the value of the 

medication and taking it above and beyond the financial incentive. To create long-term, sustainable 

change requires changing cognitions and behaviors and not remedied by financial incentives that 

come and go (don’t just teach people to fish for the day to get a fish but fish for a lifetime because of 

the enjoyment/value of fishing-creating long-term value that transcends monetary gains).  

 

We fully agree with the reviewer that this is a reasonable interpretation. We provide the evidence that 

in fact this is likely. Of course, financial incentives can sometimes lead to lasting effects, e.g. a child 

that has gone to swimming lessons because of financial incentives may still be able to swim even 

when the incentives have been discontinued. Yet, again, this is complex as we do not exactly why 

financial incentives are effective in the first place.  

 

Minor:  

1. Title: Could be shortened. How about something like “Impact of discontinuing financial incentives 

on long-term antipsychotic depot medication adherence”  

 

The title has been changed as suggested by the editor.  
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2. Abstract: The authors might add brief context on the type/location of setting and type of patients in 

the study. Such information would help international readers better understand the context of the 

intervention and its impact in the community.  

 

We are happy to elaborate on this in the abstract, but this would make the abstract inevitably longer. 

We understand that all papers in the BMJ Open are open access so that all interested readers can 

check these details in the paper for free.  

 

3. Introduction: The authors cite the prior study about the effects of financial incentives on LAI 

adherence. What was the setting? Outpatients? Inpatients? Types of patients? Types of settings? It 

seems the context of the clinical environment would be needed to better appreciate the role of LAI 

and incentives in mental health services. Please clarify.  

 

As suggested, we have added some more information in the introduction (second paragraph). We 

believe we should not repeat too much of what is already in the main paper as the main paper (BMJ 

2103) is also an open access publication and available to the reader at the push of a button.  

4. Methods: Please clarify some background info on FIAT: how was 75% threshold for baseline non-

adherence determined? What the adherence measure used (dispensing records, insurance records, 

self-report, etc.)? How many teams in FIAT study were randomized to intervention vs. control? While 

referring to a previous publications for study details may make sense, sufficient information/context 

needs to be provided in present study so the reader is not required to view prior publications to 

understand current project. For example, it would be helpful to report any significant differences at 

baseline between study groups. If differences did exist, might such differences potentially explain the 

present study’s results?  

 

How adherence was calculated is described in this paper (methods, primary and secondary 

outcomes). Also, the baseline characteristics of the two groups are reported in full transparency in 

tables 1 and 2 in this paper. Testing differences between randomised groups for statistical 

significance is usually regarded as inappropriate (as any difference would by definition be due to 

chance and not reflect a selection bias).  

 

5. Methods: How were groups similar or different in terms of other known predictors of adherence? 

Number of medications being used? Side effects experienced? Any cost differences? Please identify 

and if not available, please note as an important limitation.  

 

As stated in the methods (statistical analyses, primary outcome), the analysis has been adjusted for 

the treatment cycle. Costs have been addressed in a different paper and we added the reference. We 

added a statement in the discussion (limitations) that neither effects nor side effect were assessed.  

 

6. Methods: Why didn’t the authors follow-up for all 6-month periods after the interventions for 2 

years? Why only examine two endpoints of 6 and 18 months later? It would have been valuable to 

see if the adherence pattern remained the same across the 2-year period after the intervention? 

Please clarify.  

 

The six months follow-up was part of the original study plan, whilst the longer two year follow-up was 

added later (and additionally funded). A focus on the period immediately after discontinuation is 

obviously of particular interest. For the following period, we report the findings for 18 months because 

- given the calculation method for adherence - longer time periods provide more reliable results. 

Considering that the two periods provided very similar findings, there is little point in splitting the 

second time period further.  
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7. Methods: As noted before, the authors need to provide more clarity on how LAI adherence was 

measured? A continuous vs. dichotomous measure? Please clarify.  

 

This has been explained in the methods (primary and secondary outcomes). Our approach was clear, 

simple and accurate.  

 

8. Methods: How many sites were represented by those in the follow-up 6-month and 18-month 

analyses? Were the patients lost to follow-up due to specific site effects or distributed across the 

sites? Please clarify/explore how site effects may/may not have contributed to adherence findings.  

 

Since we had on average fewer than two patients per team and the cluster co-efficient was close to 

zero, we do not believe that reporting teams will provide meaningful information to the reader.  

 

9. Methods: What is the MINI score? Please clarify for readers not familiar with this variable. It not 

clear what is meant that the authors adjusted the regressions for “outcome measure at baseline.” 

Which outcome measure at baseline? Please clarify.  

 

We referenced he MINI and replaced the general term ‘outcome’ with adherence measure (methods, 

statistical analyses, primary outcome) which should be clearer.  

 

10. Methods: Why 95% threshold? Please clarify.  

 

We inserted a sentence in the methods (statistical analyses, secondary outcome) explaining that this 

level was chosen to represent quasi complete adherence (since 100% rarely exists in real life).  

 

11. Results: Please explain for readers not familiar with how LAIs are managed in the UK as to what 

is meant by treatment cycle. Why would the patient have different cycles? Severity illness? It is hard 

to interpret the relationship between treatment cycles and adherence given the lack of clarity of what 

a cycle is. For the same reason, It is also difficult to understand the last sentence on page 6 (lines 52-

54). Please clarify.  

 

In the methods (statistical analyses, primary outcome) we inserted an explanation that the length of 

the treatment cycle depends on the type of medication and specific prescription. This has nothing to 

do with a specific practice in the UK or NHS, but is the same all over the world.  

 

12. Results: It is not clear how researchers dealt with hospital-related gaps in medication data and if 

the analysis needed to adjust for such gaps in medication use being greater in the intervention group 

than the control group since higher hospital admissions in the intervention group. Without such 

adjustment (if needed), it is unclear if the greater hospital admissions affected adherence and 

therefore negatively confounds the impact of the intervention. Please clarify how the gaps of 

medication adherence during hospitalization was accounted for and differentially affects the analysis 

of the impact of the intervention compared to the control. Samples are relatively small that such gaps 

could affect results.  

 

We inserted an explanation (methods, primary and secondary outcomes at follow up) that periods in 

hospitals were excluded from the calculation of adherence. Table 4 shows how many patients in each 

group had at least one hospital admission. Since the numbers were predictably low, the pre-specified 

analysis plan had outlined not to subject these data to statistical analyses.  

 

13. Discussion: What does “crowding out” mean? Please clarify.  

 

We make it clear in the paper that we talk about negative long-term effects. For those familiar with the 
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wider literature on financial incentives, we feel we should refer to the technical term and therefore add 

‘so-called crowding out’. Any more explanation here would be circular or go beyond the paper. The 

only alternative would be to drop the reference to crowding out, which however might look strange to 

an expert in the field.  

 

14. Discussion: It might be helpful for authors to explore the context that financial incentives on top of 

an adherence intervention (which LAI are in a way since they decrease daily med use and such an 

adherence barrier) is not sustainable. That is, would the same results be expected if an oral 

antipsychotic was administered? Maybe but perhaps adherence is already somewhat maximized with 

LAI that the delta change with incentives is not significant enough to have carry over effects once 

removed. Financial incentives may have a great delta change and more sustainable once removed in 

a clinical context of more adherence challenges such as daily oral use. I think a conversation in the 

discussion to this point might be valuable to readers.  

 

We agree that such a discussion might of interest, but it would not be based on data presented in this 

paper and generated by this study. Since this is an original research report, we prefer to focus on the 

interpretation of the data presented here.  

 

15. Discussion: While the authors do mention the limitation of the different prescription cycles for 

intervention and control, I believe they might highlight more how such differences may affect 

interpretation of results. I do feel this issue is not trivial and can affect interpretations such that it may 

make it harder to detect sustainability of intervention effects given the control group was associated 

with the fewer cycles. They list the limitation in a sentence of limitations and feel the concern is 

addressed as a cursory point and not a limitation to give greater thought to.  

 

As suggested, we expanded on this in the discussion and explain that the changes were inconsistent 

within and between groups and that the numbers of patients in subgroups with specific patterns of 

changes were too small for separate analyses. All changes are shown in table 3 so that the reader 

has a transparent picture of the data.  

 

 

16. Table 1: Awkward to have title of columns with mean or n or SD or %. How does the reader know 

which it is? Please consider a different way to present data.  

 

We are happy to add more explanation and insert ‘mean’ after age (years), duration of illness (years), 

and number of psychiatric hospitalizations, whilst all other characteristics such as gender, ethnic 

group, living situation and diagnosis cannot have means and are numbers instead. We wonder 

whether this is required, and suggest to leave this to the editing style of the journal.  

 

As can be noted from the above, there are some major and minor concerns with the manuscript at 

present. I do believe this needs another major edit and then might be possible for publication. Thank 

you for the opportunity to review this work and wish the authors much success in their publication 

efforts.  

 

   

Reviewer: 3  

Reviewer Name: Associate Professor Clement Loy Institution and Country: School of Public Health, 

The University of Sydney, Australia  

Competing Interests: None declared  

 

The statistical methods used were appropriate. Whilst negative intraclass correlation coefficients 

(ICC) can be difficult to interpret, given the ICC for adherence was close to zero (-0.05, p5 line25), I 
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agree with the authors' approach (ie, dropping the random effect for 'team').  

 

No response required. 
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