
The content is extremely important. Conversations with patients/consumers require 

preparation, empathy, and scientific content. Carefully designed interventions need a 

strategy to enhance outcomes. 

The abstract is missing.Please construct an abstract and keywords.  
 
There are solid references for the overall content of the manuscript  
However, some – a lot- of the content appears to be taken from AI and no academic 
citations are included. These situations need to be rectified.   
 

Example of AI content that is not cited appropriately - Guidance specific to 
breaking bad news by video has emphasized the need for preparation, clear signaling, 
empathic presence, and deliberate pacing—practices that are consistent with both RCC and 
trauma-informed principles.   
This appears to have been cut and pasted from an AI source. Appropriate academic 
citations and paraphrasing are needed. This is a direct quote, and there are no quotation 

marks.  
Another example of statements taken directly from AI content that has not been analyzed 
and paraphrased or cited with the actual academic source: Accrediting bodies are 
increasingly recognized as vital in driving the adoption of trauma-informed, 

relationship-centered communication within medical education, moving beyond 
traditional, less rigorous assessment methods. The integration of these competencies 
requires moving away from self-reporting toward observed, high-stakes practice  
A substantial amount of content in this manuscript is from AI and does not incorporate 
needed citations. This may be considered plagiarism. 
 

I am concerned that with this second manuscript, I now am more aware that AI is 
being used, and critical analysis and use of source materials has been neglected.  
AI does assist us in clarifying the issues of using AI: “misrepresentation, erosion of 
scholarly integrity, and breakdown of citation integrity” (Committee on Publication 

Ethics). Perhaps there should be more instruction in the author’s guidelines that require 
AI transparency- how it is used and urge critical analysis and original thinking.  
The section on Accreditation and Professional Standards could include an example of 
reflective supervision or suggestions for handling serious diagnoses with cultural 

sensitivity and or multicultural resources that address cultural dynamics. 
  
 The section on Reimbursement and Time Structures or the section on Equity & Social 
Welfare could identify whether any organization has an exemplary policy that can be used 
as guidance. For example, there is the SPIKES protocol which is relevant because it 
provides a replicable structure for delivering serious diagnoses with attention to emotion 

and patient understanding.  The authors could note whether this is a good example or not 
of the issues they are concerned about.  
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I agree that patient satisfaction surveys are inadequate in gathering consumer feelings and 

preferred interactions.  More research is needed in this area, but there are sources 
that address respect for identity and absence of assumptions or stereotypes by 

clinicians. Perhaps the authors can suggest or locate some questions or related 
research that garners the kind of information needed to improve personal respect 
and cultural sensitivity in the health system communication process.  
 


