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REVIEWER Barbara Farquharson
Edinburgh Napier University, Scotland
REVIEW RETURNED 15-Nov-2017
GENERAL COMMENTS Thank you for asking me to review this interesting paper which

describes a neat study and which builds on work | published in 2011.
In general, | think the data are of potential interest to the readership
of BMJ Open and have the potential to be relevant to clinical
practice of telephone triage. However, there are a number of
aspects of the manuscript that require additional attention to ensure
the reader has all the information required to evaluate the findings:
1. The main finding reported is a relationship between iliness
representations and self-evaluation of urgency (also referred to as
degree of worry). However, the theoretical basis of this construct is
not described, is measured by a single question and there is no
mention of validity and reliability - is there a validated measure? If
not, what data can you offer to support the validity and reliability of
this measure? The reference for the intensity descriptor relates to
pain - what evidence is there that it is applicable to DOW?

2. Statements are made about the relationship between constructs
(e.g. strong identity and low DOW) and indeed these are the main
findings, however they are not supported by any statistics which
allow the reader to evaluate the strength and significance of the
associations (looking at the graphs in Fig 3 | suspect some would
not be significant) - please present the statistical data to support
your main findings.

3. It is stated that ethical approval was not required which surprised
me - in the UK, a study of this nature would require ethical approval.
In any case, details of the steps taken to protect participants/ensure
rigor should be described in the manuscript.

4. Additional data about the participants would also be helpful to the
reader - what age, gender, ethnicity etc, what was the nature of the
calls, were they representative? How were the dates for participation
chosen?

5. For the qualitative analysis - more detail of how coding units were
identified would help replicability. More detail as to how blinding to



http://bmjopen.bmj.com/site/about/resources/checklist.pdf

DOW was ensured would provide more reassurance re rigour. A
limitation identified relates to a single coder having identified the
components of CSM - this would be easily overcome by having an
additional coder perform a reliability check - providing additional
detail of this would increase confidence in the results presented.

6. The results reported relating to timeline describe the duration of
symptoms prior to the call - this is of interest but the definition of this
construct proposed by Leventhal relates to the perceived duration of
the symptoms/condition - can you present additional data which
reflects callers perceptions of timeline as well as the duration so far?
The quantitative findings it is reported that callers with a low DOW
were more likely to mention a cause for their illness etc. However, as
it is not differentiated within the data whether the illness
representation was presented spontaneously or prompted by a call-
handler, it is not also possible that the relationship could be due to
call-handlers being more/less likely to ask prompting questions
depending on DOW? Further consideration of this would be helpful.
A strobe checklist was not available to me - was it submitted?

Minor point but might it be preferable to phrase things in a non-
gendered way (e.g. 'their illness representations' rather than ‘her
illness representations’)

REVIEWER

Ellen Keizer
Institute of Primary Care, University Hospital Zurich, Zirich,
Switzerland

REVIEW RETURNED

11-Jan-2018

GENERAL COMMENTS

Interrelation between illness representation and self-reported
degree-of-worry in patients calling out-of-hours services: a mixed
methods study. Thilsted et al.

BMJ Open

It is an interesting topic and generally a clearly written paper.
However, the methods of this study are weak in my opinion. | don’t
think the method fits to the research question; if you want to find an
interrelation more power is needed. | consider this study more as a
pilot study. Another limitation is that only one researcher conducted
the qualitative analyses.

Although | think it is good to ask patients how worried they are when
they contact OOH services, | don’t think you can prove with this
research that it will (potentially) increase patient safety, you need
more evidence for that statement. | have made some specific
comments below.

Introduction

1. I think the rationale for this study should be elaborated further in
the introduction. Is there evidence that there is a relationship
between degree of worry and urgency from a medical perspective?
Is worry a good indicator for assessing urgency, and thus patient
safety? | think this statement need some evidence. You should refer
to studies which have found a relationship between worry and
patient safety (or between self-evaluated urgency and patient
safety).




Methods
1. Wasn't it possible to examine the relationship between DOW/
CSM and the urgency assessing according physicians or nurses?

2. Was a triage system used? Did patients themselves mention
duration, identity, cause, cure/control and consequence? Or was it
asked by the call handler?

3. Why did you exclude children? Especially parents of young
children account for a large proportion of the total contacts with OOH
services. Worry is an important motive for parents to call. Please
explain why you have excluded this group.

4. You mention that the OOH services and the Emergency Medical
Services in Copenhagen are integrated. Do you have information
about which of the two numbers the included patients have called?

5. Can you explain a bit more about the use of the intensity
descriptor. In how many cases did the researchers give a numeric
value for DOW?

6. What do you mean by “prior to data collection, two experienced
call handlers were asked to assess and recommend revision in
question sequence and phrasing in actual calls”? please explain a
bit more.

7. Can you mention something about the representativeness of the
calls? For example, profession of call handler, how many different
call handlers were included, and education level call handlers? Age,
gender of patients.

Results

8. In your results, you mention a relationship between duration of the
patients’ problem and DOW? When | checked figure 3, | can’t find
this relationship. The medians are similar for the three groups. In
general, | don’t think you can conclude relationships according this
figures/numbers. You need more power. How did you decide when
you can speak of an interrelation?

Discussion

9. I think the comparison with other research is too limited. The
discussion would be stronger if you discuss your findings more in
combination with other literature.

10. Although you mention you use qualitative methods, your
analyses about relations are quantitative. Therefore, | think the
amount of patients is definitely not a strength. In my opinion, you
need more power to make statements about interrelations.

11. What do you mean by “research on optimal patient outcome
after DOW-assisted triage is needed”? Please clarify.

Article summary: strength and limitations
12. Your first point is interesting, but you do not describe this point




anywhere else
13. 4th point: “the researcher” should be “one researcher’.

REVIEWER

Joanne Turnbull
University of Southampton, UK

REVIEW RETURNED

19-Jan-2018

GENERAL COMMENTS

This is a really interesting study with some potentially really
interesting findings. However, | don't feel that the findings really do
justice to the data that this study probably draws on. The authors
suggest that ‘This study gives a detailed insight into patients’ iliness
representation in an OOH service' yet all that is presented is some
broad themes (derived from a framework) and essentially a
frequency count of the number of participants that this theme applied
to (see further comments below).

1. Abstract: | think the reference to ‘strong identity’ and ‘medium
identity’ needs some explanation in the abstract. It’s not clear what
this means from the abstract alone

2. Methods: Some explanations of the inclusion/exclusion criteria
would be helpful for the reader.

3. Methods: The qualitative data analysis description is brief. Given
that one of the strengths of the study is said to be ‘Use of the NVivo
V.11 software and researcher triangulation ensures that the coding
of the data is available for independent analysis and less subject to
personal bias’ . | think a bit more transparency about the coding
process / what was actually done is important so that the reader can
understand something about the rigour of the analytical process.

Results: The paper is presented as a mixed methods study including
a qualitative thematic analysis of calls. However, the qualitative
findings present little of the data beyond a few quotations in table 1.
There is not enough evidence of a detailed / rigorous analysis of the
qualitative data. More data presentation is needed to back up the
interpretations / assertions that are being made. The paper asserts
that 'This study gives a detailed insight into patients’ iliness
representation in an OOH service,

which can enable a better understanding of the challenges
described in telephone

consultations.” However, the paper lacks detail / depth of analysis to
support this. The findings / analysis are superficial. There are some
broad themes (derived from the framework) and not much more than
a count of the responses for each theme e.g. ‘possible cause of
symptoms or illness was reported by 132 callers (73%)’. The
analysis potentially contains some interesting findings but as it
currently stands it is not much more than a simple description /
frequency count of responses. A greater depth of the textual data /
presentation of quotes as evidence, would greatly improve this
paper. | would like to have seen more of the types of examples of
citations presented in table 1 be a much more prominent part of this
paper to really ensure that there is enough data to support the
assertions made.




VERSION 1 - AUTHOR RESPONSE

Reviewer 1
Reviewer Name: Barbara Farquharson

Institution and Country: Edinburgh Napier University, Scotland

Reviewer comments Author responses Section
reference
The main finding reported is a As this is a new field of study, literature Introduction

relationship between iliness
representations and self-evaluation of
urgency (also referred to as degree of
worry).

However, the theoretical basis of this
construct is not described, is
measured by a single question and
there is no mention of validity and
reliability

- is there a validated measure? If not,
what data can you offer to support
the validity and reliability of this
measure?

regarding this topic is limited. However,
references have been added to the section:
Introduction, strengthening the evidence of a
relationship between anxiety/DOW and patient-
evaluated urgency; and patient-evaluated
urgency and patient safety. Furthermore, the
guestion regarding a validated measure for
DOW has also been commented on. The
revised section: Introduction addresses the
above.

“Telephone triage within out-of-hours (OOH)
service is recognised as a mean to reduce
pressure and overcrowding of emergency
departments (ED) and OOH clinics.' It aims to
assess the urgency of a patient’s medical
condition in order to determine the correct type
of health care needed, thus ensuring patient
safety. However, due to the lack of non-verbal
cues in telephone consultations, assessing
urgency is more challenging than face-to-face
consultations." Studies show that the quality of
telephone triage improves with communication
between patient and health professional being
patient-centred rather than disease-centred"
and that non-normative symptom description
and poor communication contribute to under-
triage." Triage tools, e.g. computerised
decision support systems are used to aid the
triage process’; however, these tools focus on
medical information and less on psychosocial
or affective information."

Patients’ perception of urgency has previously
been examined, whereby, ED physicians’ and
the patients' assessment of the severity of
symptoms were compared.” " These studies
found that patients' perception of urgency can

be used as a rough guide to predict the need




for hospitalisation.” Furthermore, it has been
suggested that patients expressing a potential
need for hospitalisation should be thoroughly
examined for possible severe illness.* Previous
studies have also shown that patient anxiety or
worry about a health threat is a major factor in
urgent care decision-making.” ™ Therefore, the
measure of a patient’s anxiety or worry about
an acute health threat reflects the patient’s self-
evaluation of urgency. A self-reported verbal
ten-point NRS measuring anxiety in patients
(1=minimal anxiety to 10=maximal anxiety) has
previously been used in several studies in
acute care settings.™ The anxiety observed in
these patients was regarded as acute in
relation to the immediate health threat and not
due to an underlying psychiatric disease.™ This
scale has not been validated. However, as
anxiety is a completely subjective symptom, it
was felt that a subjective scoring system was
acceptable. The feeling of anxiety in this setting
is synonymous to worry. In this study, we
measured the patient’s self-evaluation of
urgency, defined as degree-of-worry (DOW), by
using a verbal 10-point numerical rating scale
(NRS) (1=minimal worry to 10=maximal worry).
A previous study shows that callers to OOH
services are able to rate their DOW, and that
the DOW scale is feasible for large-scale
studies.” We used the word worry and not
anxiety, as we felt anxiety may be associated
with physical symptoms, such as elevated heart
rate or shortness of breath, while worry is more
of a cognitive nature.

The Common-Sense Model of Self-Regulation
(CSM), by Leventhal™ is a widely recognized
theoretical framework, which can be used to
describe how a patient cognitively and
emotionally addresses a health threat, based
on experienced symptoms. The patient’s
perception is based on prior experience,
personal beliefs, discussions with others and
cultural understandings.”™ The CSM is a
parallel processing model, with one arm
representing the cognitive processing aspects
and the other arm representing the emotional
processing aspects. Together they make up a
patients’ iliness representation.”™ The cognitive




The reference for the intensity
descriptor relates to pain - what
evidence is there that it is applicable to
DOW?

arm can be categorized into five components:
1) identity: symptoms or name/label of the
health threat, 2) timeline: duration of the health
threat 3) cause: factors that are responsible for
the health threat, 4) cure or control: whether the
health threat can be cured or controlled and 5)
consequence: of the health threat.™" The
patients’ understanding of their illness
representation influences how they present
their health issue to a health care provider and
this may in turn influence the care they
receive.”™ In previous studies, it has been
shown that the five components of the CSM
framework account for a large proportion of the
presentations patients make when contacting
OOH services™ and serve as an appropriate
framework for understanding the worry )
experiences of primary health care patients.™
The aim of this paper is to examine the relation
between a patient’s illness representation, as
presented in telephone consultation to an OOH
service call handler, and the self-reported DOW
as a measure of self-evaluated urgency. If
there is a relation, incorporating a patient’s
DOW as an additional tool in the telephone
triage process could aid determination of
urgency and type of health care needed,
potentially increasing patient safety.”

In the few calls (n=10), in which the callers
failed to give a numerical DOW, the intensity
verbal descriptors were applied (see table 1,
Duncan et al). This table lists verbal descriptors
rating the intensity of pain and not worry.
However, as both pain and worry are
subjective, it was felt, that in these few cases,
the intensity descriptors for pain were an
adequate tool.

The section: Data sources has been revised in
order to, in more detail, describe the use of the
intensity descriptors in the few cases for which
these were relevant.

“Data consisted of two parallel strands — the
guantitative scaled DOW and illness

Data
sources




representation presented by the callers — both
derived from the recorded telephone
consultations. Two experienced call handlers
were first asked to assess and recommend
guestion phrasing for data collection. All call
handlers participated in data collection and
received instructions on procedure, inclusion
criteria, study focus and voluntary caller
participation. Based on the recommendations,
call handlers were instructed to ask the
following questions in each call: “What is your
reason for calling in today?”, “How long have
you been experiencing these symptoms?” and
“On a scale from 1-10, how worried are you?”.
Additional questions were asked at the call
handlers’ discretion as they deemed relevant
and the caller was invited to participate in the
study, giving verbal informed consent. Data
were collected throughout the course of the
consultation. Calls in which the caller failed to
provide a number reflecting their DOW (n=10),
were assessed by two researchers and using
the intensity verbal descriptors (see table 1,
Duncan et a™") assigned a numeric value (1 to
10). If not concurrent, a consensus was
reached through discussion. The intensity
verbal descriptors used, describe the intensity
of pain and not worry. However, as both pain
and worry are subjective, it was felt, that in
these few cases, the intensity descriptors for
pain were an adequate tool.”




Statements are made about the
relationship between constructs (e.g.
strong identity and low DOW) and
indeed these are the main findings,
however they are not supported by any
statistics which allow the reader to
evaluate the strength and significance
of the associations (looking at the
graphs in Fig 3, | suspect some would
not be significant) - please present the
statistical data to support your main
findings.

As a new rating scale was used in this study, it
was necessary to first train call handlers in
using the rating scale in a telephone
consultation. It was therefore considered, that a
reasonable length of time for using this new
rating scale, was three days. This, however,
resulted in a limited size of the study
population. Due to this limitation, there is a lack
of statistical power in this study. However,
irrespective of this limitation, the analyses of
the results, using the mixed methods approach,
show a distinct trend. The results show the
relation between DOW as a measure of patient-
evaluated urgency and their illness
representation. The section: Strengths and
limitations of this study is revised to address
the above comments.

“The main strength of this study was the use of
mixed methods approach, which gave an in-
depth insight and enabled a thorough analysis
and understanding of the illness representation
of patients to an OOH service. In addition,
patients’ illness representation and reported
self-evaluation of DOW were obtained in real
time, as the callers were seeking help. Findings
were, therefore, not influenced by recall bias.
DOW was not uniformly obtained at a specific
time within the consultation. Therefore, the
consultation itself could influence the patient’s
DOW and the patient’s DOW could influence
the consultation. This, however, is
representative of real-life calls to OOH services
and how DOW can be used as a potential
triage tool. Use of the NVivo V.11 software and
researcher triangulation ensure that the coding
of the data is available for independent analysis
and less subject to personal bias. Due to the
short duration of data collection, the size of the
study population was limited, resulting in a lack
of statistical power. However, irrespective of
this limitation, the analyses of the results, using
the mixed methods approach, show a distinct
trend and relation between DOW as a measure
of patient-evaluated urgency and their illness
representation.”

Strengths
and
limitations
of this
study




It is stated that ethical approval was
not required which surprised me - in
the UK, a study of this nature would
require ethical approval. In any case,
details of the steps taken to protect
participants/ensure rigor should be
described in the manuscript.

The study was approved by the Data Protection
Agency and verbal, informed consent from all
callers was obtained during the telephone
consultation. The sections: Data collection and
Data sources (see above) are revised in
response to this comment.

“Ethical statement: The study was approved
by the Data Protection Agency
(PVH-2015-004, I-Suite nr.: 04330). All
participants gave informed consent. The Ethical
Committee was consulted but no permission
was needed (H-15016323).”

“A total of 261 callers to the OOH services, The
Medical Helpline 1813, during a three-day time
period were approached for inclusion in this
study. As a new rating scale was being
implemented by the call handlers, it was
considered, that this was a reasonable length
of time. All calls from adults (=15 years of age)
concerning somatic illness were deemed
eligible for inclusion. Calls made on behalf of
another person, including children (n=16) were
excluded, in order to have a study population
exclusively describing personal symptoms.
Furthermore, calls in which consent was not
granted (n=1), calls in which the call handler
failed to ask study questions (n=19), calls in
which there were technical problems with the
call recording (n=33) and repeat callers (n=12)
were also excluded. This resulted in a
convenience sample of a total of 180 calls.
Data were collected for three consecutive days:
Wednesday 20™ April and Thursday 21 April
(4pm to 10pm) and Friday 22" April (8am to
4pm) 2016 (a bank holiday), 2016. The study
was approved by the Data Protection Agency,
Denmark.”

Data
sources

Ethical
statement

Data
collection

Additional data about the participants
would also be helpful to the reader
- what age, gender, ethnicity etc,

-what was the nature of the calls,

-were they representative?

Callers’ age and gender are given in revised
table 1 Participant demographics. There is no
data on the ethnicity of the callers.

The nature of the calls was as follows: acute
illness (n = 120), injury (n = 37), exacerbation
of chronic disease (n = 15), other (n = 7), and
undetermined (n = 1).

Table 1

Participants




-How were the dates for participation
chosen?

The nature of the calls was representative of
calls to the OOH services.

In response to this comment, the section:
Participants is revised and a reference (Dam
2017) added.

“A total of 261 callers to the OOH services
during the three-day time period were
approached for inclusion. Of these, 81 callers
were excluded, based on the exclusion criteria,
leaving a total of 180 callers to be included in
this study. Due to this limited size of the study
population, there is a lack of statistical power.
The nature of the calls was as follows: acute
illness (n = 120), injury (n = 37), exacerbation
of chronic disease (n = 15), other (n =7), and
undetermined (n = 1), which is representative
for calls to the OOH services. ™ See table 1 for
a description of participant demographics.”

The selected dates for participation fitted with
the progression of planning, training of call
handlers and the execution of the study.

For the qualitative analysis - more
detail of how coding units were
identified would help replicability. More
detail as to how blinding to DOW was
ensured would provide more
reassurance re rigour.

In response to this comment, the section:
Qualitative data analysis has been revised to
give a more in-depth description of the coding
process. During the coding process, blinding for
DOW was not carried out, however, DOW was
disregarded.

"The qualitative data were created by coding
the transcripts deductively according to the four
components of the CSM framework (identity,
cause, cure/control and consequence), while
disregarding the DOW value. For each of the
four components, data were clustered and
patterns identified. Three themes within each
component were derived from these patterns
and each theme was recoded, as described by
Braun and Clarke.”™ The patterns and thereby
derived theme definitions, were discussed and
agreed upon with a second researcher, using
50% of the study data. The remaining data
were rechecked and recoded if necessary, by

Qualitative
data
analysis




A limitation identified relates to a single
coder having identified the
components of CSM - this would be
easily overcome by having an
additional coder perform a reliability
check - providing additional detail of
this would increase confidence in the
results presented.

the main researcher, according to the agreed
theme definitions.”

The main researcher coded the data and
defined themes from the identified patterns,
according to the CSM framework. This was
then discussed and agreed upon with a second
researcher. The section: Qualitative data
analysis (see above) has been revised to
describe, in more detail, the procedure used.
The Contributorship statement is also revised.

“Contributorship statement: SLT and HGJ
planned the study and discussed and agreed
upon theme definitions in the qualitative
analysis. HGJ planned and performed the data
collection. SLT extracted and analysed the data
and drafted the manuscript. IE and FKL
supervised and contributed substantially to the
critical revision. All authors read and approved
the final manuscript.”

Qualitative
data
analysis

Contributor
ship
statement

The results reported relating to
timeline describe the duration of
symptoms prior to the call - this is of
interest but the definition of this
construct proposed by Leventhal
relates to the perceived duration of the
symptoms/condition - can you present
additional data which reflects callers
perceptions of timeline as well as the
duration so far?

Call handlers were instructed to ask each
caller: “How long have you been experiencing
these symptoms?” as stated in the section:
Data sources (see above). The timeline reports
are therefore solely based on callers’ reports
and therefore perception.

The information was then grouped into three
categories. See table 3 Thematic analysis of
the components of the CSM framework

In order to improve the richness and quality of
the data presented, data was added to the
timeline section of table 3 Thematic analysis of
the components of the CSM framework.
Citations chosen represent the definition of
each theme.

Data
sources

Table 3




The quantitative findings it is reported
that callers with a low DOW were more
likely to mention a cause for their
illness etc. However, as it is not
differentiated within the data whether
the illness representation was
presented spontaneously or prompted
by a call-handler, is it not also possible
that the relationship could be due to
call-handlers being morel/less likely to
ask prompting questions depending on
DOW? Further consideration of this
would be helpful.

All call handlers were instructed to ask the
following questions in each call: “What is your
reason for calling in today?”, “How long have
you been experiencing these symptoms?” and
“On a scale from 1-10, how worried are you?”.
Additional questions were asked at the call
handlers’ discretion as they deemed relevant.
This resulted in responses being both
spontaneous and/or prompted by the call-
handler. This is representative of real-life calls
to OOH services.

In this study DOW was not uniformly obtained
at a specific time within the consultation. The
consultation itself could influence the patient’s
DOW and the patient's DOW could influence
the consultation. However, this is
representative of real-life calls to OOH serves
and how DOW can be used as a potential
triage tool. This comment is addressed in the
revised section: Strengths and limitations of this
study (see above).

Data
sources

Strengths
and
limitations
of this
study

A strobe checklist was not available to
me - was it submitted?

A STROBE checklist is completed and included
in the resubmission.

Strobe
checklist

Minor point but might it be preferable
to phrase things in a non-gendered
way (e.g. 'their illness representations'
rather than 'her illness
representations’)

The word “her” is replaced by “their”.

Throughout
the paper
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Reviewer comments Author response Section
reference
Introduction
| think the rationale for this study As this is a new field of study, literature Introduction

should be elaborated further in the
introduction.

Is there evidence that there is a
relationship between degree of worry
and urgency from a medical
perspective?

Is worry a good indicator for assessing
urgency, and thus patient safety? |
think this statement need some
evidence. You should refer to studies
which have found a relationship
between worry and patient safety (or

regarding this topic is limited. However,
references have been added to the section:
Introduction, strengthening the evidence of a
relationship between anxiety/DOW and patient-
evaluated urgency; and patient-evaluated
urgency and patient safety. The revised
section: Introduction addresses the above.

“Telephone triage within out-of-hours (OOH)
service is recognised as a mean to reduce
pressure and overcrowding of emergency
departments (ED) and OOH clinics.”™' It aims
to assess the urgency of a patient’s medical
condition in order to determine the correct type




between self-evaluated urgency and
patient safety).

of health care needed, thus ensuring patient
safety. However, due to the lack of non-verbal
cues in telephone consultations, assessing
urgency is more challenging than face-to-face
consultations.”" Studies show that the quality
of telephone triage improves with
communication between patient and health
professional being patient-centred rather than
disease-centred™™" and that non-normative
symptom description and poor communication
contribute to under-triage.”™ Triage tools, e.g.
computerised decision support systems are
used to aid the triage process™; however,
these tools focus on medical information and
less on psychosocial or affective information.

XXX

Patients’ perception of urgency has previously
been examined, whereby, ED physicians’ and
the patients' assessment of the severity of
symptoms were compared. " " These
studies found that patients’ perception of
urgency can be used as a rough guide to
predict the need for hospitalisation. ™"
Furthermore, it has been suggested that
patients expressing a potential need for
hospitalisation should be thoroughly examined
for possible severe iliness.”" Previous studies
have also shown that patient anxiety or worry
about a health threat is a major factor in urgent
care decision-making. " > Therefore, the
measure of a patient’s anxiety or worry about
an acute health threat reflects the patient’s self-
evaluation of urgency. A self-reported verbal
ten-point NRS measuring anxiety in patients
(2=minimal anxiety to 10=maximal anxiety) has
previously been used in several studies in
acute care settings.”" The anxiety observed
in these patients was regarded as acute in
relation to the immediate health threat and not
due to an underlying psychiatric disease.”™™
This scale has not been validated. However, as
anxiety is a completely subjective symptom, it
was felt that a subjective scoring system was
acceptable. The feeling of anxiety in this setting
is synonymous to worry. In this study, we
measured the patient’s self-evaluation of
urgency, defined as degree-of-worry (DOW), by
using a verbal 10-point numerical rating scale
(NRS) (1=minimal worry to 10=maximal worry).




A previous study shows that callers to OOH
services are able to rate their DOW, and that
the DOW scale is feasible for large-scale
studies. We used the word worry and not
anxiety, as we felt anxiety may be associated
with physical symptoms, such as elevated
heart rate or shortness of breath, while worry is
more of a cognitive nature.

The Common-Sense Model of Self-Regulation
(CSM), by Leventhal™ is a widely recognized
theoretical framework, which can be used to
describe how a patient cognitively and
emotionally addresses a health threat, based
on experienced symptoms. The patient’s
perception is based on prior experience,
personal beliefs, discussions with others and
cultural understandings.” The CSM is a
parallel processing model, with one arm
representing the cognitive processing aspects
and the other arm representing the emotional
processing aspects. Together they make up a
patients’ iliness representation.® The cognitive
arm can be categorized into five components:
1) identity: symptoms or name/label of the
health threat, 2) timeline: duration of the health
threat 3) cause: factors that are responsible for
the health threat, 4) cure or control: whether
the health threat can be cured or controlled and
5) consequence: of the health threat.™" The
patients’ understanding of their illness
representation influences how they present
their health issue to a health care provider and
this may in turn influence the care they
receive.” In previous studies, it has been
shown that the five components of the CSM
framework account for a large proportion of the
presentations patients make when contacting
OOH services™ and serve as an appropriate
framework for understanding the worry )
experiences of primary health care patients.®"
The aim of this paper is to examine the relation
between a patient’s illness representation, as
presented in telephone consultation to an OOH
service call handler, and the self-reported DOW
as a measure of self-evaluated urgency. If
there is a relation, incorporating a patient’s
DOW as an additional tool in the telephone
triage process could aid determination of




urgency and type of health care needed,
potentially increasing patient safety.”

Methods

Wasn't it possible to examine the
relationship between DOW/ CSM and
the urgency assessing according
physicians or nurses?

In the present study, it was not possible to
examine the relationship between patient-rated
DOW as a measure of perception of urgency
and the call handlers’ assessment of urgency.
However, future research on this relationship
both prospectively and retrospectively is
presently being discussed.

The paper referenced in the introduction:
Gifford MJ, Franaszek JB, Gibson G.
Emergency physicians and patients
assessments: Urgency of need for medical
care. Annals of Emergency

Medicine 1980;9:502—7. doi:10.1016/s0196-
0644(80)80187-9

can be used as inspiration for further research.
This is addressed in the revised section:
Relevance of this study: possible implications
for health care providers and policy makers.

“This study suggests a relation between a
patient’s illness representation, as presented
telephonically to an OOH services call handler,
and the self-evaluation of urgency, defined as
DOW. This is a new area of research and this
study gives direction for future research to
further strengthen the evidence. Research on
coherence between patient DOW, call
handlers’, ED and GP physicians’ assessment
of urgency, both prospectively and
retrospectively will strengthen the basis for
potential use of DOW as a triage tool.
Incorporating DOW as an additional tool in the
telephone triage process could potentially aid in
the determination of urgency and the type of
health care needed, thus increasing patient
safety.”

Relevance
of this
study:
possible
implications
for health
care
providers
and policy
makers




Was a triage system used?

Did patients themselves mention
duration, identity, cause, cure/control
and consequence? Or was it asked by
the call handler?

Call handlers in the OOH services in
Copenhagen, Denmark use a non-validated
triage system, inspired by a system used in
Sweden and a criteria-based dispatch protocol
termed the Danish Index for Emergency Care.

The call handlers’ clinical decision making is
guided by a locally developed criterion-based
decision tool.

Call handlers were instructed to ask the
following questions in each call: “What is your
reason for calling in today?”, “How long have
you been experiencing these symptoms?” and
“On a scale from 1-10, how worried are you?”.
Additional questions were asked at the call
handlers’ discretion as they deemed relevant.
This resulted in responses being both
spontaneous and/or prompted by the call-
handler. This is representative of real-life calls
to OOH services. This is addressed in the
revised section: Data sources.

“Data consisted of two parallel strands — the
guantitative scaled DOW and illness
representation presented by the callers — both
derived from the recorded telephone
consultations. Two experienced call handlers
were first asked to assess and recommend
question phrasing for data collection. All call
handlers participated in data collection and
received instructions on procedure, inclusion
criteria, study focus and voluntary caller
participation. Based on the recommendations,
call handlers were instructed to ask the
following questions in each call: “What is your
reason for calling in today?”, “How long have
you been experiencing these symptoms?” and
“On a scale from 1-10, how worried are you?”.
Additional questions were asked at the call
handlers’ discretion as they deemed relevant
and the caller was invited to participate in the
study, giving verbal informed consent. Data
were collected throughout the course of the
consultation. Calls in which the caller failed to
provide a number reflecting their DOW (n=10),
were assessed by two researchers and using
the intensity verbal descriptors (see table 1,

Data
sources




Duncan et al™"") assigned a numeric value (1 to

10). If not concurrent, a consensus was
reached through discussion. The intensity
verbal descriptors used, describe the intensity
of pain and not worry. However, as both pain
and worry are subjective, it was felt, that in
these few cases, the intensity descriptors for
pain were an adequate tool.”

Why did you exclude children?
Especially parents of young children
account for a large proportion of the
total contacts with OOH services.
Worry is an important motive for
parents to call. Please explain why
you have excluded this group.

In this study, we wished to focus on the scaled
DOW from the actual patient and not a proxy,
thereby, having a study population exclusively
describing personal symptoms. Therefore, all
calls made on behalf of another person
including children under the age of 15 years
were excluded, as stated in the section: Data
collection.

We acknowledge that parents’ DOW on behalf
of their children is an important aspect of
consultations in OOH services. However, as
this is the first study examining patients’ DOW
in this setting, we made the above-mentioned
decision. Incorporating parents’ DOW on behalf
of their children is a potential area for future
research.

“A total of 261 callers to the OOH services, The
Medical Helpline 1813, during a three-day time
period were approached for inclusion in this
study. As a new rating scale was being
implemented by the call handlers, it was
considered, that this was a reasonable length
of time. All calls from adults (215 years of age)
concerning somatic illness were deemed
eligible for inclusion. Calls made on behalf of
another person, including children (n=16) were
excluded, in order to have a study population
exclusively describing personal symptoms.
Furthermore, calls in which consent was not
granted (n=1), calls in which the call handler
failed to ask study questions (n=19), calls in

Data
collection




which there were technical problems with the
call recording (n=33) and repeat callers (n=12)
were also excluded. This resulted in a
convenience sample of a total of 180 calls.
Data were collected for three consecutive days:
Wednesday 20" April and Thursday 21 April
(4pm to 10pm) and Friday 22™ April (8am to
4pm) 2016 (a bank holiday), 2016. The study
was approved by the Data Protection Agency,
Denmark.”

You mention that the OOH services
and the Emergency Medical Services
in Copenhagen are integrated. Do you
have information about which of the
two numbers the included patients
have called?

Only calls to the The Medical Helpline 1813
were included in this study. Calls to this
number comprise of non-emergent medical
calls as opposed to 112 for life-threatening
emergencies. We only included calls to The
Medical Helpline 1813, as all calls concerning
life-threatening problems were excluded, as
stated in the section: Data collection (see
above). The section: Setting has been revised
for greater precision.

“The OOH services and the Emergency
Medical Services, Copenhagen, the Capital
Region of Denmark, are integrated in one
organisation and can be reached through two
telephone numbers; 112 for life-threatening
emergencies and 1813 for acute, non-
emergent medical calls. The Medical Helpline
1813 is available from 4pm to 8am on
weekdays and around the clock on weekends
and holidays. Individuals may also call 1813 for
a referral to an emergency department, if they
cannot get in touch with their general practice
(GP) during regular working hours. All access
to acute care is pre-assessed by telephone
triage. Annually, approximately one million calls
are handled by call handlers
(nurses/physicians) who triage the caller to
self-care, a general practitioner, face-to-face
assessment/consultation at a hospital, home
visit or direct hospitalisation.®™ "

Data
collection

Setting

Can you explain a bit more about the
use of the intensity descriptor.

In how many cases did the
researchers give a numeric value for
DOW?

In the few calls (n=10), in which the callers
failed to give a numerical DOW, the intensity
verbal descriptors were applied (see table 1,
Duncan et al). This table lists verbal descriptors
rating the intensity of pain and not worry.
However, as both pain and worry are
subjective, it was felt, that in these few cases,

Data
sources




the intensity descriptors for pain were an
adequate tool.

The section: Data sources (see above) has
been revised in order to, in more detail,
describe the use of the intensity descriptor in
the few cases for which this was relevant.

What do you mean by “prior to data
collection, two experienced call
handlers were asked to assess and
recommend revision in question
sequence and phrasing in actual
calls”? please explain a bit more.

The recommendations given by the two
experienced call handlers prior to data
collection were phrasing of call handlers’
guestions such as: “What is your reason for
calling in today?”, “How long have you been
experiencing these symptoms?” and “On a
scale from 1-10, how worried are you?”.
Furthermore, they recommended asking
questions regarding the duration of symptoms
before asking the patient to rate worry, as this
is in line with the natural history taking flow.
The section: Data sources (see above) has
been revised for greater precision.

Data
sources




Can you mention something about the
representativeness of the calls?

For example, profession of call
handler, how many different call
handlers were included, and
education level call handlers?

Age, gender of patients.

The nature of the calls was as follows: acute
illness (n=120), injury (n=37), exacerbation of
chronic disease (n=15), other (n=7), and
undetermined (n=1). These were
representative of calls to the OOH services. In
response to this comment, the section:
Participants is revised and a reference (Dam
2017) added.

”A total of 261 callers to the OOH services
during the three-day time period were
approached for inclusion. Of these, 81 callers
were excluded, based on the exclusion criteria,
leaving a total of 180 callers to be included in
this study. Due to this limited size of the study
population, there is a lack of statistical power.
The nature of the calls was as follows: acute
illness (n = 120), injury (n = 37), exacerbation
of chronic disease (n = 15), other (n = 7), and
undetermined (n = 1), which is representative
for calls to the OOH services." See table 1 for a
description of participant demographics.”

Unfortunately, we are not in possession of
information regarding the profession or
education of the call handlers. However, in
order to be employed as call handler at the
OOH services, nurses need at least five years
of experience and physicians need to be
specialized or in training to become a
specialist. We are not in possession of
information regarding the number of caller
handlers. However, up to 45 call handlers can
be present during a shift.

Callers’ age and gender are given in revised
table 1 Participant demographics.

Participants




Table 1




In your results, you mention a
relationship between duration of the
patients’ problem and DOW? When |
checked figure 3, | can'’t find this
relationship. The medians are similar
for the three groups.

In general, | don’t think you can
conclude relationships according this
figures/numbers. You need more
power. How did you decide when you
can speak of an interrelation?

In figure 2 Relation between DOW and the
components of the CSM framework, the box for
timeline shows similar medians. However, it
also shows that the DOW rating for callers who
described symptoms which had lasted more
than 24 hours where in a higher range than
those from callers who described symptoms
which had lasted less than 5 hours. As
described in the section: Mixed methods

findings.

“Callers whose illness had lasted less than 5
hours were more likely to have a low to
moderate DOW, whereas callers whose illness
had lasted more than 24 hours were more likely
to have a more moderate to high DOW.”

As a new rating scale was used in this study, it
was necessary to first train call handlers in
using the rating scale in a telephone
consultation. It was therefore considered, that a
reasonable length of time for using this new
rating scale, was three days. This, however,
resulted in a limited size of the study
population. Due to this limitation, there is a lack
of statistical power in this study. However,
irrespective of this limitation, the analyses of
the results, using the mixed methods approach,
show a distinct trend. The results show the
relation between DOW as a measure of
patient-evaluated urgency and their illness
representation.

The word “interrelation” is replaced with
“relation”. This change addresses the comment
made on the lack of statistical power in this
study.

Mixed
methods
findings

Title

Abstract

Throughout
the paper




Discussion

| think the comparison with other With respect to the discussion of this study and | Introduction
research is too limited. The discussion | comparison to other research; as this is a
would be stronger if you discuss your | relative new field of research, existing literature
findings more in combination with is limited. However, the theoretical basis for
other literature. this study has been elaborated on in the
section: Introduction (see above), incorporating
additional relevant literature.
Although you mention you use The word “interrelation” is replaced with Title
gualitative methods, your analyses “relation”. This change addresses the comment
about relations are quantitative. made on the lack of statistical power in this
Therefore, | think the amount of study. However, irrespective of this limitation,
patients is definitely not a strength. In | the analyses of the results, using the mixed Abstract
my opinion, you need more POWer o | athads approach, show a distinct trend. The
make statements about interrelations. results show the relation between DOW as a
measure of patient-evaluated urgency and their | Throughout
illness representation. the paper
What do you mean by “research on In the present study, it was not possible to Relevance
optimal patient outcome after DOW- examine the relationship between patient-rated | of this
assisted triage is needed”? Please DOW as a measure of perception of urgency study:
clarify. and the call handlers’ assessment of urgency. | possible
However, future research on this relationship implications
both prospectively and retrospectively is for health
presently being discussed. care
The paper referenced in the introduction: providers
Gifford MJ, Franaszek JB, Gibson G. and policy
Emergency physicians and patients makers
assessments: Urgency of need for medical
care. Annals of Emergency
Medicine 1980;9:502—7. do0i:10.1016/s0196-
0644(80)80187-9
can be used as inspiration for further research.
This is addressed in the section: Relevance of
this study: possible implications for health care
providers and policy makers (see above).
Article summary: strength and
limitations
Your first point is interesting, but you | In response to this comment, the first point is Article
do not describe this point anywhere revised to more specifically describe this study | summary:
else and states: “Use of mixed methods approach in | Strengths
this study gave an in-depth insight and enabled | and
a thorough analysis and understanding of the limitations




illness representation of patients to an OOH of this
service.” study

4th point: “the researcher” should be | This revision has been made: “the” is replaced | Article
“one researcher”. with “one” summary:
Strengths
and
limitations
of this
study
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Reviewer comments Author responses Section
reference
Abstract
I think the reference to ‘strong identity’ In response to this comment, the section: | Abstract
and ‘medium identity’ needs some Results of the Abstract has been revised

explanation in the abstract. It's not clear | to include the sentence: “Through
what this means from the abstract alone | qualitative analysis, themes were -
defined.” As the abstract is limited in Qualitative
length, and the definitions of the themes | findings
are comprehensive, this sentence is used
to refer to the definitions of the themes
given in the section: Qualitatitve findings
in the manuscript.

Methods

Some explanations of the In response to this comment, data from Data collection
inclusion/exclusion criteria would be figure 1: Flowchart of calls included, have

helpful for the reader. been incorporated into the section: Data

collection, giving a more in-depth
description of the inclusion/exclusion
criteria.

Figure 1 is deleted in the revised
manuscript and replaced by table 1:
Participant demographics. This revision is
due to inquiries from the two other
reviewers concerning participant
demographics.

“A total of 261 callers to the OOH
services, The Medical Helpline 1813,
during a three-day time period were



https://www.b.dk/nationalt/derfor-ringer-danskerne-1813

approached for inclusion in this study. As
a new rating scale was being
implemented by the call handlers, it was
considered, that this was a reasonable
length of time. All calls from adults (=15
years of age) concerning somatic illness
were deemed eligible for inclusion. Calls
made on behalf of another person,
including children (n=16) were excluded,
in order to have a study population
exclusively describing personal
symptoms. Furthermore, calls in which
consent was not granted (n=1), calls in
which the call handler failed to ask study
questions (n=19), calls in which there
were technical problems with the call
recording (n=33) and repeat callers (n=12)
were also excluded. This resulted in a
convenience sample of a total of 180
calls. Data were collected for three
consecutive days: Wednesday 20" April
and Thursday 21° April (4pm to 10pm)
and Friday 22" April (8am to 4pm) 2016
(a bank holiday), 2016. The study was
approved by the Data Protection Agency,
Denmark.”

The qualitative data analysis description
is brief. Given that one of the strengths of
the study is said to be ‘Use of the NVivo
V.11 software and researcher
triangulation ensures that the coding of
the data is available for independent
analysis and less subject to personal
bias’ . | think a bit more transparency
about the coding process / what was
actually done is important so that the
reader can understand something about
the rigour of the analytical process.

In response to this comment, the section:
Qualitative data analysis is revised to give
a more in-depth description of the coding
process. The main researcher coded the
data and defined themes from the
identified patterns, according to the CSM
framework. This was then discussed and
agreed upon with a second researcher.
The Contributorship statement is also
revised.

"The qualitative data were created by
coding the transcripts deductively
according to the four components of the
CSM framework (identity, cause,
cure/control and consequence), while
disregarding the DOW value. For each of
the four components, data were clustered
and patterns identified. Three themes

Qualitative data
analysis




within each component were derived from
these patterns and each theme was
recoded, as described by Braun and
Clarke." The patterns and thereby derived
theme definitions, were discussed and
agreed upon with a second researcher,
using 50% of the study data. The
remaining data were rechecked and
recoded if necessary, by the main
researcher, according to the agreed
theme definitions.”

“Contributorship statement: SLT and
HGJ planned the study and discussed and
agreed upon theme definitions in the
qualitative analysis. HGJ planned and
performed the data collection. SLT
extracted and analysed the data and
drafted the manuscript. IE and FKL
supervised and contributed substantially
to the critical revision. All authors read
and approved the final manuscript.”

Contributorship
statement

Results

The paper is presented as a mixed
methods study including a qualitative
thematic analysis of calls. However, the
qualitative findings present little of the
data beyond a few quotations in table 1.
There is not enough evidence of a
detailed / rigorous analysis of the
gualitative data. More data presentation
is needed to back up the interpretations /
assertions that are being made.

The paper asserts that 'This study gives
a detailed insight into patients’ illness
representation in an OOH service, which
can enable a better understanding of the
challenges described in telephone
consultations.” However, the paper lacks
detail / depth of analysis to support this.

In response to this comment, the section:
Qualitative data analysis (see above) is
revised to give a more in-depth
description of the coding process.
Furthermore, in order to improve the
richness and quality of the data
presented, more data was added to table
3. titled: Thematic analysis of the
components of the CSM framewaork.
Citations chosen represent the breadth of
the definition of each theme.

In response to this comment, the
statement: “This study gives a detailed
insight into patients’ iliness representation
in OOH service, which can enable a better
understanding of the challenges described
in telephone consultations.” is revised to

Qualitative data
analysis

Table 3




The findings / analysis are superficial.
There are some broad themes (derived
from the framework) and not much more
than a count of the responses for each
theme e.g. ‘possible cause of symptoms
or iliness was reported by 132 callers
(73%)’. The analysis potentially contains
some interesting findings but as it
currently stands it is not much more than
a simple description / frequency count of
responses.

more specifically describe this study and
states: “Use of mixed methods approach
in this study gave an in-depth insight and
enabled a thorough analysis and
understanding of the illness
representation of patients to an OOH
service.”

As a new rating scale was used in this
study, it was necessary to first train call
handlers in using the rating scale in a
telephone consultation. It was therefore
considered, that a reasonable length of
time for using this new rating scale, was
three days. This, however, resulted in a
limited size of the study population. Due to
this limitation, there is a lack of statistical
power in this study. However, irrespective
of this limitation, the analyses of the
results, using the mixed methods
approach, show a distinct trend. The
results show the relation between DOW
as a measure of patient-evaluated
urgency and their iliness representation.
This is addressed in the revised section:
Strengths and limitations of this study.

“The main strength of this study was the
use of mixed methods approach, which
gave an in-depth insight and enabled a
thorough analysis and understanding of
the illness representation of patients to an
OOH service. In addition, patients’ illness
representation and reported self-
evaluation of DOW were obtained in real
time, as the callers were seeking help.
Findings were, therefore, not influenced
by recall bias. DOW was not uniformly
obtained at a specific time within the
consultation. Therefore, the consultation
itself could influence the patient’s DOW
and the patient’s DOW could influence the
consultation. This, however, is
representative of real-life calls to OOH
services and how DOW can be used as a

Article summary:
Strengths and
limitations of this
study

Strengths and
limitations of this
study




A greater depth of the textual data /
presentation of quotes as evidence,
would greatly improve this paper. | would
like to have seen more of the types of
examples of citations presented in table 1
be a much more prominent part of this
paper to really ensure that there is
enough data to support the assertions
made.

potential triage tool. Use of the NVivo
V.11 software and researcher
triangulation ensure that the coding of the
data is available for independent analysis
and less subject to personal bias. Due to
the short duration of data collection, the
size of the study population was limited,
resulting in a lack of statistical power.
However, irrespective of this limitation, the
analyses of the results, using the mixed
methods approach, show a distinct trend
and relation between DOW as a measure
of patient-evaluated urgency and their
iliness representation.”

In response to this comment, more data
are added to table 3 Thematic analysis of
the components of the CSM framework, in
order to improve the richness and quality
of the data presented.

Citations chosen represent the breadth of
the definition of each theme.

Table 3

Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Research in Psychology.
2006;3:77-101. doi:10.1191/1478088706qp0630a
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the quality of this study.

| think the authors have done a good job in improving the
manuscript. However, | still have doubts about the usefulness and

In my view, the conclusion is that patients who are insecure about
the reason of their problem (week identity, unclear cause, unclear
solution) are more worried than patients who do have an idea. |




think you should more focus on this in your conclusions. Why is this
interesting to know?

Before you can say something about safety, you definitely should
measure the urgency estimation of medical professionals (you have
mentioned this).

Besides, | think the methods of this study are weak. Finding
relations indicates testing, but this has not happened. Replacing the
word ‘interrelation’ with ‘relation’ does not help. In addition, the
gualitative analysis seems to be poor. The only thing you do is
counting things. So, | do not agree with the terms ‘in-depth insight
and ‘thorough analysis’, which you mention in the strengths and
limitations. But | am not an expert in qualitative analyses; perhaps
an expert could be consulted.

Introduction:

In think the information about what you did in this study (in this
study, we measured...) fits better in the methods.

Main findings

| cannot conclude from figure 2 that there is a relation between an
illness duration of less than five hours and a low DOW. Besides, | do
not think it is a main finding that “all callers referred to timeline”.
The call handler asked them.

Since you did not test the relation between the five components
and self-evaluated DOW, | think you should be more careful in the
formulation of your conclusions. | would prefer something to say
like: it seems that.... (a low DOW was more present...)

Comparison with existing literature

| still think you should compare your results more with other
literature.
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Section
reference

General

| think the authors have
done a good job in
improving the manuscript.
However, | still have doubts

about the usefulness and
the quality of this study.

We believe this study is essential, as it shows a
relation between patients’ illness representation and
their DOW. The relation observed, is that DOW is not
random, but follows a pattern, depending on the
caller’s iliness representation. This provides an insight
in patients’ DOW in relation to their iliness
representation, which can aid call handlers in
understanding callers’ perception of urgency,
potentially improving the triage process.

This study is a forerunner for planned studies
incorporating DOW during telephone triage. Therefore,
this study gives the foundation for further research,
which is why it is suitable as a peer-reviewed
publication. We propose that DOW can greatly
improve telephone triage, potentially increasing patient
safety, however, more research is required.

The revised section: Relevance of this study: possible
implications for health care providers and policy
makers addresses the above.

“This study suggests a relation between patients’
illness representation, as presented telephonically to
an OOH services call handler, and their self-evaluation
of urgency, defined as DOW. The relation observed, is
that DOW is not random, but follows a pattern,
depending on patients’iliness representation. This
pattern can aid call handlers in understanding patients’
perception of urgency, potentially aiding the triage
process.

This is a new area of research and this study gives
direction for future research to further strengthen the
evidence. Research on coherence between patient
DOW and call handlers’, ED and GP physicians’
assessment of urgency, both prospectively and

Relevance of
this study:
possible
implications for
health care
providers and
policy makers




retrospectively will strengthen the basis for potential
use of DOW as a triage tool. Incorporating DOW as an
additional tool in the telephone triage process could
potentially aid in the determination of urgency and the
type of health care needed, thus increasing patient
safety.”

We believe that the mixed methods approach used,
enhances the quality of this study. The thorough
deductive analysis of the qualitative data, whereby
patterns were identified and themes defined, gives an
in-depth insight and understanding of the illness
representation of patients to an OOH service, and
specifically enhances the quality of this study.

Qualitative data
analysis

Article
summary:
Strengths and
limitations of
this study

In my view, the conclusion
is that patients who are
insecure about the reason
of their problem (week

identity, unclear cause,
unclear solution) are more
worried than patients who
do have an idea. | think

you should more focus on
this in your conclusions.
Why is this interesting to
know?

The revised section: Relevance of this study: possible
implications for health care providers and policy
makers (given above) addresses this comment.

Relevance of
this study:
possible
implications for
health care
providers and
policy makers

Before you can say
something about safety,
you definitely should
measure the urgency
estimation of

medical professionals (you
have mentioned this).

The research team is already engaged in further
research regarding the incorporation of DOW into
telephone triage at OOH services. A prospective
cohort study including more than 12,000 callers
showed that a high DOW increased the odds for
hospitalisation by six-fold (not yet published). In an
embedded RCT, no difference in triage response was
detected. A process evaluation revealed that this was
due to an inadequate intervention. This study,
however, further confirms the understanding that
patients are able to appropriately estimate the urgency
of their health threat. Future research is being planned
regarding the examination of difference in triage
response with and without DOW, including a new
RCT. We hope these future studies will strengthen the
basis for the potential use of DOW as a triage tool.

Relevance of
this study:
possible
implications for
health care
providers and
policy makers




Besides, | think the
methods of this study are
weak. Finding relations
indicates testing, but this
has not

happened. Replacing the
word ‘interrelation’ with
‘relation’ does not help.

In addition, the qualitative

analysis seems to be poor.

The only thing you do is
counting things. So, | do
not agree with the terms

‘in-depth insight and
‘thorough analysis’, which
you mention in the
strengths and limitations.
But | am

not an expert in qualitative
analyses; perhaps an
expert could be consulted.

The word “relation” in this manuscript is not used as a
statistical term, but in the common literary term
according to the Oxford dictionary’s definition: “the
way in which two or more things are connected;
relevance to another.” The section: Strengths and
limitations of this study states that: “Due to the limited
size of the study population, there is a lack of
statistical power; however, the results show clear
trends and relations, which give direction for future
research to strengthen evidence in this new area.”
Thus, it is clearly stated that the term “relation” is not
to be understood as a statistical term.

In analysing the qualitative data, a deductive analysis
was conducted, whereby, patterns were identified and
themes defined, as described by Braun and Clarke."™
The extent of the analysis and subsequent discussion
with a second researcher, using 50% of the study
data, resulted in an in-depth insight and understanding
of the illness representation of patients to an OOH
service.

By contrast, the mixed methods analysis comprised
grouping of all the calls according to the above defined
themes in each of the five CSM components and
listing them according to DOW.

Title

Abstract

Throughout the
paper

Strengths and
limitations of
this study

Qualitative data
analysis

Article
summary:
Strengths and
limitations of
this study

Mixed methods
analysis




Introduction

| think the information about
what you did in this study
(in this study, we
measured,) fits better in the
methods.

In response to this comment, the section: Introduction
has been revised.

“Telephone triage within out-of-hours (OOH) service is
recognised as a mean to reduce pressure and
overcrowding of emergency departments (ED) and
OOH clinics." It aims to assess the urgency of a
patient’s medical condition in order to determine the
correct type of health care needed, thus ensuring
patient safety. However, due to the lack of non-verbal
cues in telephone consultations, assessing urgency is
more challenging than face-to-face consultations."
Studies show that the quality of telephone triage
improves with communication between patient and
health professional being patient-centred rather than
disease-centred" and that non-normative symptom
description and poor communication contribute to
under-triage."" Triage tools, e.g. computerised
decision support systems are used to aid the triage
process""; however, these tools focus on medical
information and less on psychosocial or affective
information.™

Patients’ perception of urgency has previously been
examined, comparing ED physicians’ and the patients’
assessment of the severity of symptoms.*™ These
studies found that patients’ perception of urgency can
be used as a rough guide to predict the need for
hospitalisation.™ Furthermore, it has been suggested
that patients expressing a potential need for
hospitalisation should be thoroughly examined for
possible severe illness.™ Previous studies have also
shown that patients’ anxiety or worry about a health
threat is a major factor in urgent care decision-
making"” ™ and that worry is the most important
motive for patients contacting OOH services.™
Therefore, the measure of a patient’s worry about an
acute health threat reflects the patient’s self-evaluation
of urgency. A self-reported verbal ten-point numerical
rating scale (NRS) measuring anxiety in patients
(2=minimal anxiety to 10=maximal anxiety) has
previously been used in several studies in acute care
settings.™ The anxiety observed in these patients
was regarded as acute in relation to the immediate
health threat and not due to an underlying psychiatric
disease, thus, the feeling of anxiety in this setting was
synonymous to worry.™" This scale has not been
validated. However, as anxiety is a subjective
symptom, a subjective scoring system was deemed

Introduction




acceptable. A previous study showed that callers to
OOH services were able to rate their degree-of-worry
(DOW), using a verbal 10-point NRS (1=minimal worry
to 10=maximal worry) as a measure of their self-
evaluation of urgency. It was also shown that the
DOW scale is feasible for use in large-scale
studies.”™

Results

I cannot conclude from
figure 2 that there is a
relation between an illness
duration of less than five
hours and a low DOW.

In response to this comment, the section: Mixed
methods findings have been revised.

“A clear trend was observed. Study callers with a
medium identity seemed to have a higher DOW,
whereas, callers with a strong identity seemed to have
a lower DOW and callers with a weak identity
generally seemed to have a moderate DOW. There
were more callers with a low DOW who had an iliness
lasting less than 24 hours than callers who had an
illness lasting more than 24 hours. Callers with a clear
cause for their illness and a clear solution for
cure/control seemed to have a low DOW and finally,
callers who mentioned a high consequence to their
illness seemed to have a high DOW.”

Mixed methods
findings

Besides, | do not think it is
a main finding that “all
callers referred to timeline”.

The call handler asked
them.

We consider the fact that all callers referred to the
timeline as a main finding, irrespective of the fact that
call handlers were instructed to ask callers the
duration of their symptoms. In principle, callers could
have not answered or not have known.

Quantitative
findings
according to the
CSM framework

Since you did not test the
relation between the five
components and self-
evaluated DOW, | think you

should be more careful in
the formulation of your
conclusions. | would prefer
something to say like: it

In response to this comment, the sections: Mixed
methods findings (given above) and Summary of main
findings have been revised.

“Using the five components of the CSM framework, as
described by Leventhal™, our analysis demonstrated
that callers presenting their illness to OOH services to
a large extent referred to all five components,
regardless of their self-evaluated DOW. All callers
referred to identity and timeline and callers were least

likely to refer to consequence.

Mixed methods
findings

Summary of
main findings




seems that,. (a low DOW
was more present,)

Lower DOW seemed to be more present in the group
of callers who had a strong illness identity, illness
duration of less than 24 hours, a clear cause and a
clear solution. Callers who presented a medium or
weak iliness identity, illness duration of more than 24
hours, an unclear or no cause, unclear or no solution
and a perception of high consequence seemed to
present a higher DOW.”

As stated in the section: Relevance of this study:
possible implications for health care providers and
policy makers; These findings are relevant, because
they show a relation between callers’ iliness
representation and their DOW. The relation observed,
is that DOW is not random, but follows a pattern,
depending on callers’ iliness representation. This
pattern can aid call handlers in understanding callers’
perception of urgency, potentially aiding the triage
process.

Discussion

| still think you should
compare your results more
with other literature.

In response to this comment, the main author
conducted a new literature search on PubMed, using
the key words: triage, worry and OOH services.
Relevant publications found have been added to the
revised section: Introduction (given above) and
referenced.

This is a new field of research and thereby, existing
literature is limited. Patients’ DOW in OOH services
and EDs has previously been examined with respect
to patient satisfaction, sense of pain, use of OOH
services and EDs and urgent care decision-making.
To our knowledge, no studies incorporating patients’
DOW into the triage process, have previously been
conducted.
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