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Reviewer 1:

1.  Great paper!! I would only eliminate the last line of the discussion section "We propose that future colonoscopist performance (at least of intubation skills) is defined by a combination of CIR, patient comfort and sedation".  There is not enough data to confirm this.  I would also eliminate the last line of the take home message "Patient comfort is a valuable indicator of performance of colonoscopy".  The authors should be commended for this important study.
We have amended the text.
Reviewer 2:
1.
Page 5 – line 8 of the first paragraph of “Methods”: “… the rate is not adjusted at all, even for obstructions and poor bowel preparation.” Could this have influenced the results? In what way? 

We recognise the concern raised. Adjustments are only usually made for factors that are considered to beyond the control of the endoscopist such as poor bowel prep, and either benign or malignant stricture. There is not usually adjustment for failed procedures due to excessive looping or pain. For these reasons an adjusted CIR will almost always be higher than the unadjusted CIR.  There is a small possibility this could affect the conclusion of the study – but only if the colonoscopists with the lower intubation rates had disproportionately more patients with poor prep or strictures. Our database has only been systematically documenting reasons for incomplete procedures during the last three years – or two last years of the study period.  During this time an adjustment of the CIR will typically add 1-2% to the completion rate and there is no difference between endoscopists, therefore the CIRs presented in the paper are a true reflection of performance.  In addition there is no reason to believe that one or more endoscopists had more patients with strictures or poor bowel prep (during the period of this study bowel prep was the same across all four participating units). We have addressed these issues in the discussion.

2.
Age, gender and previous surgical procedures were not taken into account in nurse-reported comfort levels and in patient experience. Could this have influenced the results? In what way?

There is evidence that age, sex and previous abdominal/pelvic surgery influence CIR.  We have not presented data on these variables.  However, there is no reason to believe that one or several endoscopists had an unfavourable group of patients to colonoscope. Quite the reverse: patients known to have had a difficult procedure previously and those who were anticipated to be difficult to colonoscope were preferentially scheduled on the lists of the best performing colonoscopists. Moreover, >30% of patients listed for colonoscopy are pooled and given the first available appointment.  This sharing of patients reduces the likelihood that an individual will be scoping a particularly difficult group of patients.  We address this in the discussion. In summary, we believe it is unlikely that presence of risk factors for poor patient experience would have influenced the proposed correlations.

3.
There isn’t reference to the occurrence of possible complications.

Our study explores the intubation performance not performance of therapy.  The principal complications of intubation are perforation and unexpected admission because of abdominal pain caused by the procedure.  Perforation can present immediately or as a late event.  There were no immediate diagnostic perforations during the study period and we are not aware of any delayed admissions for diagnostic perforation – but it is possible that some were missed.  We do not have data on unplanned admissions because of pain but we would expect these to be directly correlated with excessive pain scores as assessed by the nurses. We are not convinced this data, while desirable, would add much to the message of the paper. We had no procedure related deaths during the period of the study. We addressed this in the discussion.

4.
It’s difficult to understand table 2

Table 2 gives an overview of data completeness for each individual variable. The left column shows the number of procedures with missing data on the specific parameters. The right column gives the percentage of procedures with complete information per parameter. The table is amended.

5.
Pearson’s correlation coefficient was used, but nothing is said about the distribution of the variables (normal?).

The majority of the main variables in this paper show no evidence of a non- normal distribution on testing. Where a variable did show non normal distribution, non parametric (Kendall's rank correlation coefficient) tests were also performed. There were no differences in terms of the significance of the results using non-parametric tests. For simplicity and clarity, Pearson’s correlation was therefore used throughout the paper.
References and typesetting were corrected where applicable.
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