
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.   
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VERSION 1 - REVIEW 

REVIEWER Emmanuel Fulgence Drabo 
Stanford University 

REVIEW RETURNED 06-Jun-2016 

 

GENERAL COMMENTS The study is well motivated and tackles the important issue of 
identifying effective strategies for reducing inappropriate antibiotic 
prescribing by physicians. The study leverages on a randomized 
controlled trial to elicit physicians’ preferences for various 
interventions aimed at reducing inappropriate antibiotic prescribing, 
namely (i) accountable justification, (ii) suggested alternative, (iii) 
peer comparison, (iv) pay for performance, and (v) additional time 
spent with the patient. One of the study’s objectives is to determine 
whether stated preferences align with revealed preferences with 
respect to these inappropriate antibiotic prescribing mitigation 
strategies. To do this, the authors used a discrete choice experiment 
with a subset of participants in the BEARI RCT study. These 
respondents were offered choice profiles including 2 choice 
alternatives, and based on different interventions. The authors 
document evidence that the stated preferences differed from the 
revealed preferences elicited in the RCT study.  
 
The authors conducted with great care the design of the study, and 
this is clearly presented in the paper. Focus group studies were 
conducted to ensure that the relevant attributes were included in the 
study. The analysis of the data is also done in a detailed fashion, 
although suffers from some limitations which can be easily 
overcome. Below are some suggestions and clarification questions, 
which, if properly addressed, could enhance this study and make it 
suitable for the BMJ readership.  
 
Comments  
Can the authors clarify how the 253 respondents from the RCT were 
selected for the DCE study? Was this sample size powered enough 
to detect significant effects? If so, can the authors add this to the 
main paper or to the appendix?  
 
In Table 2 of characteristics, can the authors add columns, or 
discuss how the respondent characteristics compare across the 
experimental groups, or how they compare to the control group?  
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What proportion or how many respondents were exposed to multiple 
treatments? How do the coefficients among these respondents 
compare with those in samples of respondents exposed to only one 
treatment?  
 
I assume that pay for performance is treated as a continuous 
variable. If so, can the authors say something about its marginal 
effect on the probability of reducing antibiotic prescription? In other 
words, what is the effect of increasing the compensation amount by 
$1 dollar on the probability of reduced antibiotic prescribing?  
 
Since the authors are estimating a random parameter logit model, it 
would be helpful to indicate in Table 3 variance estimates of the 
coefficients (as well as their standard errors), so that we can assess 
the degree of heterogeneity in preferences for these. As a side note, 
there is no need to include the z-scores in that table. It is also 
unclear to me why “additional time” treatment group is excluded from 
Table 3.  
Could the authors discuss how significantly different the effects of 
the interventions are in Table 3? Can they suggest and conduct a 
test? Which program should be preferred? Can the authors also 
estimate a model for the full sample, regardless of the treatment 
assignment? How do the estimates from that model compare to 
those from the stratified model?  
 
Should the WTP be the negative of the ratio of the coefficients?  
 
Since the authors found that “the general trends in stated 
preferences were similar across all groups in the DCE”, could they 
compare those trends to those in the BEARI study? How stable were 
the revealed preferences across groups in the BEARI study?  
 
eTable 2: How different are the coefficients in the interacted model 
from the base case model? What test do you conduct to show this?  
 
It is unclear to me what model is being fit in the interaction analysis 
in eTable 3. Is this a joint estimation or subsample estimation? This 
needs to be clarified for the reader to properly interpret the 
coefficients. If the analysis is being conducted using a subsample 
(e.g. subjects assigned to the SA treatment), as it seems to be from 
the results in eTable 3, then the interaction estimation is 
meaningless. To conduct this analysis, you would want to use the 
full sample, and regress the choice decision on the programs, as 
well as the programs interacted with assignment dummies. 

 

REVIEWER Michael Hallsworth 
Director, Health and Tax  
The Behavioural Insights Team  
United Kingdom  
 
Honorary Lecturer  
Imperial College London  
United Kingdom 

REVIEW RETURNED 21-Jun-2016 

 

GENERAL COMMENTS I think this is a good, useful study. I think it describes its strengths 
and limitations fairly. My comments are relatively minor.  
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Abstract. I think that the use of "preferred" in the abstract is 
ambiguous. It is not clear whether this means a) that the participants 
"preferred" the intervention because they think it benefits them; or b) 
because it is most likely to reduce inappropriate prescribing. I think 
this needs to be clarified. However, it leads onto the next point, 
below.  
 
Outcomes. I was not totally reassured that participants themselves 
understood the question. The section on p7, ll145-159, plus Table 1, 
gives the description of the intervention, but not the question that 
was posed. The question appears to be contained in Figure 1, which 
states "indicate which treatment option is preferable to you". If this is 
not the question used, I'd like the authors to state more clearly which 
one was used. If it was the question used, I'd like the authors to 
explain why the respondents would interpret this phrase as "the 
treatment option that will be most effective".  
 
DCE versus survey. I think a bit more discussion is needed about 
the tension between the DCE and survey results, given that both 
were obtained at the same time. How puzzling - or not - are the 
willingness to pay results in the context of the lack of enthusiasm 
suggested by the survey results? 

 

VERSION 1 – AUTHOR RESPONSE 

Can the authors clarify how the 253 respondents from the RCT were selected for the DCE study? 

Was this sample size powered enough to detect significant effects? If so, can the authors add this to 

the main paper or to the appendix?  

There were 253 respondents in the RCT; specific individual were not chosen for the DCE. The exit 

survey was administered to all respondents, however responses were only received for 248. 

Manuscript has been updated to included comments re: sample size.  

In Table 2 of characteristics, can the authors add columns, or discuss how the respondent 

characteristics compare across the experimental groups, or how they compare to the control group?  

Differences between tx groups and control groups are discussed in the text.  

 

What proportion or how many respondents were exposed to multiple treatments? How do the 

coefficients among these respondents compare with those in samples of respondents exposed to only 

one treatment?  

This has bene included in the Appendix.  

 

I assume that pay for performance is treated as a continuous variable. If so, can the authors say 

something about its marginal effect on the probability of reducing antibiotic prescription? In other 

words, what is the effect of increasing the compensation amount by $1 dollar on the probability of 

reduced antibiotic prescribing?  

Manuscript updated to include marginal effects.  

 

Since the authors are estimating a random parameter logit model, it would be helpful to indicate in 

Table 3 variance estimates of the coefficients (as well as their standard errors), so that we can assess 

the degree of heterogeneity in preferences for these. As a side note, there is no need to include the z-

scores in that table. It is also unclear to me why “additional time” treatment group is excluded from 

Table 3.  

Updated to include standard deviation as a proxy for variance. Z-scores have been removed. 

“Additional Time” was not a treatment group in the BEARI study and thus not included in Table 3.  

 

Could the authors discuss how significantly different the effects of the interventions are in Table 3? 
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Can they suggest and conduct a test? Which program should be preferred? Can the authors also 

estimate a model for the full sample, regardless of the treatment assignment? How do the estimates 

from that model compare to those from the stratified model?  

Full sample results are shown in Table 3. Brief discussion of the estimates is included.  

 

Should the WTP be the negative of the ratio of the coefficients?  

In calculating WTP, it is typically the negative of the ratio of the coefficients; however when used in 

the context of “willingness to accept”, the absolute value of the ratio is reported (this has been clarified 

in the table).  

 

Since the authors found that “the general trends in stated preferences were similar across all groups 

in the DCE”, could they compare those trends to those in the BEARI study? How stable were the 

revealed preferences across groups in the BEARI study?  

Updated to include a comment about the stability of trends.  

 

eTable 2: How different are the coefficients in the interacted model from the base case model? What 

test do you conduct to show this?  

Coefficients in the interacted model were similar to those in the base case model; updated in eTable 

3.  

 

It is unclear to me what model is being fit in the interaction analysis in eTable 3. Is this a joint 

estimation or subsample estimation? This needs to be clarified for the reader to properly interpret the 

coefficients. If the analysis is being conducted using a subsample (e.g. subjects assigned to the SA 

treatment), as it seems to be from the results in eTable 3, then the interaction estimation is 

meaningless. To conduct this analysis, you would want to use the full sample, and regress the choice 

decision on the programs, as well as the programs interacted with assignment dummies.  

Updated analysis with proper interaction terms in eTable 3.  

 

Abstract. I think that the use of "preferred" in the abstract is ambiguous. It is not clear whether this 

means a) that the participants "preferred" the intervention because they think it benefits them; or b) 

because it is most likely to reduce inappropriate prescribing. I think this needs to be clarified. 

However, it leads onto the next point, below.  

Question has been clarified in abstract and in the body of the manuscript.  

 

Outcomes. I was not totally reassured that participants themselves understood the question. The 

section on p7, ll145-159, plus Table 1, gives the description of the intervention, but not the question 

that was posed. The question appears to be contained in Figure 1, which states "indicate which 

treatment option is preferable to you". If this is not the question used, I'd like the authors to state more 

clearly which one was used. If it was the question used, I'd like the authors to explain why the 

respondents would interpret this phrase as "the treatment option that will be most effective".  

Manuscript and Figure 1 have been updated with the precise language used in the study.  

 

DCE versus survey. I think a bit more discussion is needed about the tension between the DCE and 

survey results, given that both were obtained at the same time. How puzzling - or not - are the 

willingness to pay results in the context of the lack of enthusiasm suggested by the survey results?  

Discussion has been updated to include a bit more about similarities between the DCE and survey 

results. We have also discussed in the context of WTP. 
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VERSION 2 – REVIEW 

REVIEWER Emmanuel Drabo 
Stanford University, USA 

REVIEW RETURNED 09-Aug-2016 

 

GENERAL COMMENTS The authors addressed well earlier comments. Below are some 
minor comments:  
 
Table 3: Since you are estimating different models, it would be 
helpful to include the sample sizes for all regressions, as you did in 
eTable 2 of the appendix. Please add a note to the regression 
Tables describing the model(s) being estimated; the tables should 
be understandable on their own.  
 
Table 3 and eTable 2: What are the standard errors on the stdev (or 
at least, how significantly do these stdev for the parameter 
coefficients differ from each other)? Please add the stdev for the 
"Pay for Performance" coefficients.  
 
eTable 3 needs some note describing the interaction model being 
estimated. Again, the table should stand clear on its own to the 
reader: the labeling of the first column is not clear.  

 

REVIEWER Michael Hallsworth 
The Behavioural Insights Team, UK 

REVIEW RETURNED 25-Jul-2016 

 

GENERAL COMMENTS I am satisfied that my points have been addressed. I do not have a 
marked up copy of Figure 1, so I cannot see what change has been 
made - which leaves me to wonder how the phrasing has changed, 
since it seems it has. But I am happy to take the authors' 
assurances on this point.  

 

VERSION 2 – AUTHOR RESPONSE 

Table 3: Since you are estimating different models, it would be helpful to include the sample sizes for 

all regressions, as you did in eTable 2 of the appendix. Please add a note to the regression Tables 

describing the model(s) being estimated; the tables should be understandable on their own.  

 

Sample sizes have been added to each table. Footnotes have been added to clarify the model being 

estimated.  

 

Table 3 and eTable 2: What are the standard errors on the stdev (or at least, how significantly do 

these stdev for the parameter coefficients differ from each other)? Please add the stdev for the "Pay 

for Performance" coefficients.  

 

Rather than report stdev and std error for each coefficient, a p-value for significance across the 

parameter coefficients has been included for better clarity and easier readability.  

 

eTable 3 needs some note describing the interaction model being estimated. Again, the table should 

stand clear on its own to the reader: the labeling of the first column is not clear.  
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Footnote has been added to clarify the model being estimated. 
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