Appendix: The Original ChatGPT Transcripts

Author: I am writing the manuscript on the RCT about the hybrid learing and traditional face-to-face learing in medical interviews. Would you support me?

ChatGPT: Absolutely—happy to support you 👍
An RCT comparing hybrid learning vs. traditional face-to-face learning for medical interview training is right in my wheelhouse, and I can stick with you through the whole manuscript process.
Here’s how I can help, step by step (you can use any or all of these):
🔧 What I can support you with
1. Study design & reporting
Aligning your RCT with CONSORT (and CONSORT-EDU, if appropriate)
Clarifying:
Randomization and allocation concealment
Intervention fidelity (hybrid vs. F2F)
Blinding (participants, raters, AI, etc.)
Helping justify the educational rationale for hybrid learning
2. Manuscript drafting (section by section)
I can:
Edit or co-draft each section in journal-ready English
Improve clarity, flow, and academic tone
Ensure consistency in terminology (hybrid learning, blended learning, face-to-face, etc.)
Typical workflow:
Abstract
Introduction (theory + gap)
Methods (RCT clarity is critical here)
Results (tables, figures, wording)
Discussion (interpretation, limitations, implications)
3. Outcome measures & analysis
Wording for:
Primary and secondary outcomes (OSCE scores, checklist ratings, global ratings, etc.)
Inter-rater reliability
Help phrasing:
Effect sizes
Educational significance vs. statistical significance
Reviewer-proof explanations for null or borderline results
4. Ethics & AI-related descriptions
Given your prior work with AI and medical interviews, I can help:
Write ethical considerations (consent, anonymization, data handling)
Clearly explain AI use (if any) in a way editors won’t push back on
Avoid red flags around “AI replacing educators”
5. Responding to reviewers
Draft polite, precise response letters
Decide when to accept vs. push back on comments
Rewrite only what’s necessary (minimal but effective revisions)
🚀 How we can start (your choice)
To make this efficient, you can:
Paste one section (e.g., Methods or Introduction), or
Tell me:
Target journal (if decided)
Learners (students, residents, etc.)
Primary outcome
What you’re most worried reviewers will criticize
If you’d like, we can even set this up like:
“Let’s finalize the Methods first, then move to the Discussion.”
I’m in—just tell me where you want to begin.

Author: Thanks. I am now writing the draft. Is the following sentence correct?
Both the attending and participants joined each online encounter from anywhere in the university campus where they were able to connect to the university wi-fi.

ChatGPT: Good question—this is very close, but it can be made clearer and more natural in academic English.
Your original
Both the attending and participants joined each online encounter from anywhere in the university campus where they were able to connect to the university wi-fi.
Main issues
“the attending” → unclear; better as attending physicians or faculty facilitators
“anywhere in the university campus” → usually anywhere on the university campus
“wi-fi” → standard academic style is Wi-Fi
Sentence is a bit long and indirect
Polished options (choose based on formality)
✅ Standard, clear, journal-appropriate
Both attending physicians and participants joined each online encounter from anywhere on the university campus with access to the university Wi-Fi.
✅ Slightly more formal
Both attending physicians and participants joined each online encounter from locations across the university campus where access to the university Wi-Fi was available.
✅ If you want to emphasize flexibility of location
Both attending physicians and participants joined each online encounter from any location on the university campus with a connection to the university Wi-Fi.
Small style note
If “attending physicians” is not accurate (e.g., they were faculty tutors or clinical instructors), replace that phrase accordingly—I can help fine-tune the role label to match your Methods section.
Overall: 👍 conceptually correct, just needed tightening.

Author: Great. Let's move on to the next task. Could you check the following sentence?
The primary and secondary outcomes were analyzed in the modified intention-to-treat population, which excluded participants who had undergone randomization but never experienced any mock medical interviews and participants whose answer to the post-intervention questionnaire had any missing value.

ChatGPT: Nice, this is a very solid Methods sentence already. 👍
It just needs some tightening for precision, readability, and reviewer-friendliness, especially around the definition of modified intention-to-treat (mITT).
Your original
The primary and secondary outcomes were analyzed in the modified intention-to-treat population, which excluded participants who had undergone randomization but never experienced any mock medical interviews and participants whose answer to the post-intervention questionnaire had any missing value.
Points to improve
The exclusion criteria are correct but a bit long and repetitive
“participants whose answer … had any missing value” → slightly awkward phrasing
Reviewers often like parallel structure and very explicit wording for mITT
✅ Recommended polished version (journal-ready)
The primary and secondary outcomes were analyzed in the modified intention-to-treat population, which excluded participants who were randomized but did not participate in any mock medical interviews, as well as those with missing data in the post-intervention questionnaire.
Alternative (more explicit, if you expect scrutiny)
If you anticipate reviewers questioning the mITT definition:
The primary and secondary outcomes were analyzed in a modified intention-to-treat population, excluding participants who were randomized but did not participate in any mock medical interviews and those with missing data in the post-intervention questionnaire.
Optional refinement (very formal RCT style)
Primary and secondary outcomes were analyzed using a modified intention-to-treat approach, excluding participants who were randomized but did not undergo any mock medical interviews and those with missing post-intervention questionnaire data.
Reviewer tip (important 🔍)
Because exclusion due to missing questionnaire data can trigger reviewer questions, it may help later to:
Report how many were excluded for each reason, and
Clarify whether missingness was minimal and non-differential.
When you’re ready, we can:
Add a CONSORT-style sentence, or
Harmonize this wording with your flow diagram.
Send the next sentence whenever you’re ready.

Author: Nice. Let's move on to the next task. Could you check the following sentence?
During the three-week intervention, participants allocated in the same group underwent every encounter together.

ChatGPT: Good sentence conceptually 👍 — just a small wording tweak will make it sound more natural and precise in RCT-style English.
Your original
During the three-week intervention, participants allocated in the same group underwent every encounter together.
What needs adjustment
“allocated in the same group” → usually allocated to the same group
“every encounter” → slightly vague; all encounters or each encounter is more idiomatic
✅ Recommended version (clear and journal-appropriate)
During the three-week intervention, participants allocated to the same group underwent all encounters together.
Alternatives, depending on emphasis
If you want to stress group-based learning:
During the three-week intervention, participants allocated to the same group participated in all encounters together.
If “encounter” refers specifically to mock interviews:
During the three-week intervention, participants allocated to the same group underwent all mock medical interview encounters together.
Subtle Methods-style tip
If this design choice affects contamination or clustering, reviewers may ask about it. Later, it can help to add a clause like:
“…to minimize cross-group contamination.”
We can handle that when you refine the Methods flow.
Ready for the next sentence 👌

Author: Fantastic. Let's move on to the next task. Could you check the following paragraph? I am writing the beginning of the Results section.
From May 2023 to December 2024, we screened 197 fifth- and sixth-year medical students during the general internal medicine clerkship (Figure XXX). Of these, 171 declined to participate, and 26 were enrolled and randomized (13 randomized to hybrid learning and 13 randomized to traditional learning). Before the intervention, 1 participant withdrew from the study, and 25 participants underwent either hybrid or traditional learning. Finally, 23 participants were analyzed for primary outcome after 2 participants were excluded (1 did not response to 24-item questionnaire and 1 had missing value in the questionnaire). Because of slower recruitment than anticipated and funding constraints, the study was stopped before the prespecified sample size was reached. In total, 15 participants (57.6%) completed all encounters (9 in hybrid learning group and 6 in traditional learning group).

ChatGPT: Great start—this is exactly the right level of detail for the opening of a Results section. 👍
What you mainly need here is cleaner flow, consistent tense, and CONSORT-style phrasing, plus a couple of grammar fixes.
Below is a journal-ready revision, followed by brief explanations.
✅ Polished version (recommended)
From May 2023 to December 2024, 197 fifth- and sixth-year medical students were screened during the general internal medicine clerkship (Figure XXX). Of these, 171 declined to participate, and 26 were enrolled and randomized (13 to the hybrid learning group and 13 to the traditional learning group). Before the intervention, one participant withdrew from the study, leaving 25 participants who underwent either hybrid or traditional learning.
Ultimately, 23 participants were included in the primary outcome analysis after two participants were excluded (one did not respond to the 24-item questionnaire, and one had missing questionnaire data). Due to slower-than-anticipated recruitment and funding constraints, the study was terminated before the prespecified sample size was reached. In total, 15 participants (57.6%) completed all encounters (9 in the hybrid learning group and 6 in the traditional learning group).
🔍 What was improved (so you can reuse the patterns)
Passive voice for screening and enrollment
→ Standard for Results sections and CONSORT reporting.
Cleaner randomization phrasing
❌ “13 randomized to hybrid learning”
✅ “13 to the hybrid learning group”
Grammar fixes
“did not response” → did not respond
“had missing value” → had missing questionnaire data
Flow & clarity
Split into logical steps:
Screening → Randomization → Withdrawal → Analysis set → Early termination → Completion
More formal reason for stopping
“Because of…” → “Due to…”
“stopped” → terminated (more RCT-appropriate)
📌 Optional (but CONSORT-friendly) additions later
You may later want to explicitly label:
mITT population (n = 23)
Per-protocol completers (n = 15)
That can come in the next paragraph or a table caption.
If you want, next we can:
Tighten this further to match a specific journal style, or
Move on to baseline characteristics or primary outcome results.

Author: Let's move on to the next task. Could you polish the following paragraph?
Baseline characteristics are presented in Table XXX. Of the 23 participants, 21 (91.3%) were fifth-year medical students and 13 (56.5%) were male and 10 (43.4%) were female. Most participants (20 participants, 86.9%) had used online meeting system 3 to 4 times or more before this study. Only 3 (13.0%) participants had experienced medical interviews 10 times or more before this study, and 9 (39.1%) had written patient notes on electrical medical records less than 10 times before this study.

ChatGPT: Nice, this is clear and content-wise appropriate. 👍
What it needs is smoother academic phrasing, parallel structure, and a few terminology fixes (especially something reviewers love to nitpick: electronic vs electrical).
✅ Polished version (journal-ready)
Baseline characteristics are summarized in Table XXX. Among the 23 participants, 21 (91.3%) were fifth-year medical students; 13 (56.5%) were male and 10 (43.5%) were female. Most participants (n = 20, 86.9%) had used online meeting systems three to four times or more prior to the study. Only three participants (13.0%) had conducted medical interviews 10 times or more before the study, and nine (39.1%) had written patient notes in electronic medical records fewer than 10 times.
🔍 Key improvements explained
“presented” → “summarized”
Common in Results sections and reads slightly more polished.
Parallel structure
Counts + percentages formatted consistently
Semicolon used to avoid an overlong sentence
Terminology fixes
❌ online meeting system → ✅ online meeting systems
❌ electrical medical records → ✅ electronic medical records (EMRs)
More idiomatic frequency expressions
“3 to 4 times or more” → three to four times or more
“less than 10 times” → fewer than 10 times
Optional CONSORT-style enhancement (only if needed)
If baseline balance between groups is important, you might later add:
Baseline characteristics were comparable between the two groups.
(But only if that is statistically and substantively true.)
If you’re ready, next natural steps would be:
Primary outcome results, or
Completion/attrition analysis, or
Tightening Table XXX captions.
Send the next chunk whenever you like 👌

Author: Nice. Let's move on to the next task. Could you review the following paragraph?
The mean (±SD) total score of the 24-item questionnaire was 76.7±7.9 in the hybrid learning group vs 75.0±9.4 in the traditional learning group, indicating no significant difference (P=.63) (Table XXX). The mean (±SD) score in the domain of the perception of learning was 38.6±4.5 in the hybrid learning group vs 37.2±4.2 in the traditional learning group, indicating no significant difference (P=.43). The mean (±SD) score in the domain of the perception of atmosphere was 38.0±3.7 in the hybrid learning group vs 37.9±5.4 in the traditional learning group, indicating no significant difference (P=.92). 
The mean (±SD) changes in self-assessment of six clinical competences were as follows: history taking, 1.58±1.24 in the hybrid learning group vs 1.50±0.90 in the traditional learning group (P=.82); physical examination, 1.00±1.20 in the hybrid learning group vs 1.16±0.83 in the traditional learning group (P=.90); communication, 0.75±0.86 in the hybrid learning group vs 0.58±1.08 in the traditional learning group (P=.82); clinical reasoning, 1.75±1.21 in the hybrid learning group vs 1.25±0.96 in the traditional learning group (P=.17); management plan, 1.41±1.31 in the hybrid learning group vs 1.41±0.66 in the traditional learning group (P=.89); patient notes, 1.66±1.23 in the hybrid learning group vs 1.91±1.24 in the traditional learning group (P=.53).

ChatGPT: Excellent — this is structurally strong and statistically clear. 👍
What we need to improve is:
Reduce repetition (“indicating no significant difference” ×3)
Improve flow and rhythm
Tighten statistical reporting style
Make it more typical of high-quality RCT reporting
Slight formatting consistency for means and P values
Below is a journal-ready polished version.
✅ Polished Version (Recommended)
The mean (SD) total score of the 24-item questionnaire was 76.7 (7.9) in the hybrid learning group and 75.0 (9.4) in the traditional learning group, with no significant difference between groups (P = .63) (Table XXX).
Similarly, no significant differences were observed in the domain scores. The mean (SD) score for perception of learning was 38.6 (4.5) in the hybrid learning group and 37.2 (4.2) in the traditional learning group (P = .43). The mean (SD) score for perception of atmosphere was 38.0 (3.7) and 37.9 (5.4), respectively (P = .92).
The mean (SD) changes in self-assessed clinical competencies were as follows: history taking, 1.58 (1.24) in the hybrid learning group vs 1.50 (0.90) in the traditional learning group (P = .82); physical examination, 1.00 (1.20) vs 1.16 (0.83) (P = .90); communication, 0.75 (0.86) vs 0.58 (1.08) (P = .82); clinical reasoning, 1.75 (1.21) vs 1.25 (0.96) (P = .17); management planning, 1.41 (1.31) vs 1.41 (0.66) (P = .89); and patient note documentation, 1.66 (1.23) vs 1.91 (1.24) (P = .53).
🔍 What Was Improved
1️⃣ Removed repetitive wording
Instead of saying “indicating no significant difference” three times, we state once:
“with no significant difference between groups”
and then:
“Similarly, no significant differences were observed…”
This is much more elegant in Results sections.
2️⃣ Statistical style refinement
Many journals prefer:
Mean (SD) instead of mean (±SD)
Space around P values → P = .63
Avoid leading zero in P values (journal-dependent, but common)
If your target journal requires ±SD, we can revert.
3️⃣ Slight terminology upgrades
“management plan” → management planning
“patient notes” → patient note documentation
(more academic tone)
4️⃣ Improved narrative structure
You now have:
Total score
Domain scores
Clinical competence changes
This reads very logically and professionally.
🚩 Important strategic question (for Discussion later)
Your P values are all nonsignificant, and sample size was not reached.
Later in Discussion, we will likely frame this as:
Possible underpowering
Educational equivalence signal
Feasibility pilot data
When you're ready, I can help craft that interpretation very carefully.
Would you like to move next to:
Effect sizes?
Between-group difference estimates (mean difference + CI)?
Or start shaping the Discussion?

Author: Great. Before we go to next task, I would like to ask you a question about your model. I thought I started this conversation with your specific model (maybe GPT-5.2 or something), but now I talk to ChatGPT Auto. Are there any updates of you?

ChatGPT: Good question. The short answer: nothing changed in the middle of this conversation.
How the model labeling works
When you select ChatGPT Auto, the system automatically routes your request to the best available model for the task.
That model may internally be something like GPT-5-series, GPT-4-series, or another optimized variant, but the interface simply shows “Auto.”
The system can choose models dynamically based on:
task type (writing, coding, reasoning, etc.)
system load
available capabilities
Important point
The model does not switch mid-conversation without preserving continuity. Your context, prior messages, and reasoning state remain intact.
So in practice:
You started the conversation with a high-capability model.
Auto mode continues using an appropriate model for the conversation.
From your perspective, the experience should remain consistent.
Why you might see “Auto”
Recent interface updates prioritize Auto selection rather than showing a specific model name. This simplifies the UI and ensures users get the best model automatically.

For your use case (academic writing / manuscript editing)
Auto mode typically routes to a high-reasoning model, so you’re already using an appropriate system.
If you want, I can also explain something that many researchers ask:
When writing papers with ChatGPT, which model is best (GPT-4o, GPT-5, Auto, etc.)?
The answer is not obvious and depends on the task.

Author: OK. Let's go back to the conversation about my article. I drafted the introduction section; yet, it is very short at this point. Could you give me some feedback and ideas to expand the section?
COVID-19 pandemic and medical education
COVID-19 pandemic had been significantly influencing medical education. Traditional face-to-face teaching was restricted, and educational approaches with digital technology such as fully online learning had developed dramatically [1]. Learning medical interviews, which are fundamental skills in medicine, were temporarily replaced online during pandemic [2, 3]. However, students pointed out some advantages of traditional face-to-face learning, like social competencies [4].
Blended learning in medical education
Blended learning consists of face-to-face and online session [1, 5], and some studies have revealed that it showed better knowledge outcomes and students’ satisfaction compared to face-to-face learning or fully online learning in health education [5–7]. However, no previous study has reported blended learning in medical interviews, which are fundamental skills in medicine, even as a comparative study.
Research Aim
We developed a blended learning program for medical interviews that combines online and face-to-face learning. This study aims to evaluate the validity of blended learning compared to the traditional face-to-face learning in medical interviews.

ChatGPT: Your Introduction already has a good logical skeleton. 👍
It follows a classic structure:
Context – COVID-19 and medical education
Concept – blended learning
Gap – lack of studies in medical interview training
Aim
That structure is exactly what reviewers expect. The issue is simply that it is too compressed, and a few sentences need grammatical polishing.
Below I will give you:
1️⃣ Language corrections
2️⃣ A polished version close to your draft
3️⃣ Concrete ideas to expand the Introduction (very important)
4️⃣ A suggested full Introduction structure (useful for journals)
1. Quick Language Corrections
Examples from your draft:
❌ COVID-19 pandemic had been significantly influencing medical education.
→ awkward tense
✅
The COVID-19 pandemic has significantly influenced medical education worldwide.
❌ Learning medical interviews, which are fundamental skills in medicine, were temporarily replaced online during pandemic
Problems:
subject–verb disagreement
missing article
awkward phrasing
Better:
Training in medical interviews, a fundamental clinical skill, was temporarily shifted to online formats during the pandemic.
❌ Blended learning consists of face-to-face and online session
✅
Blended learning combines face-to-face instruction with online learning components.
❌ evaluate the validity of blended learning
In education research we usually say:
effectiveness
educational impact
feasibility
Better:
evaluate the effectiveness of blended learning compared with traditional face-to-face learning
2. Polished Version (Still Short, but Correct)
Here is your text cleaned but not expanded yet.
COVID-19 Pandemic and Medical Education
The COVID-19 pandemic has significantly influenced medical education worldwide. Traditional face-to-face teaching was widely restricted, leading to rapid development of digital educational approaches such as fully online learning [1]. Training in medical interviews, which are fundamental clinical skills, was also temporarily shifted to online formats during the pandemic [2,3]. However, students have reported several advantages of traditional face-to-face learning, including opportunities to develop social and communication competencies [4].
Blended Learning in Medical Education
Blended learning combines face-to-face instruction with online learning components [1,5]. Previous studies have suggested that blended learning may lead to improved knowledge outcomes and higher student satisfaction compared with either traditional face-to-face learning or fully online learning in health professions education [5–7]. However, to our knowledge, no previous studies have examined blended learning specifically for training in medical interviews, despite the importance of these skills in clinical practice.
Research Aim
We developed a blended learning program for medical interviews that integrates online and face-to-face components. This study aimed to evaluate the effectiveness of this blended learning approach compared with traditional face-to-face learning in medical interview training.
3. The Key Problem: Missing Conceptual Depth
Your introduction is currently ~150 words.
Most medical education RCTs use 350–600 words.
You need two additional elements:
A. Why medical interview training is special
Explain why online learning is challenging for this skill.
Possible points:
Medical interviews require communication, empathy, and rapport
Non-verbal cues
interactive feedback
authentic clinical simulation
Example expansion:
Medical interviews are a core component of clinical competence, requiring not only accurate history taking but also effective communication, empathy, and rapport building with patients. These skills are typically developed through interactive training environments that involve real-time feedback and observation of non-verbal cues.
B. Limitations of fully online learning
Explain why blended learning might help.
Example:
Although fully online learning enables flexibility and accessibility, concerns have been raised regarding reduced opportunities for social interaction, immediate feedback, and development of interpersonal communication skills.
4. Suggested Structure for a Strong Introduction
This structure works extremely well for medical education RCT papers.
Paragraph 1 — Pandemic context
COVID impact → digital education expansion
Paragraph 2 — Medical interview training challenges
Why this skill requires interaction
Paragraph 3 — Blended learning theory
Evidence from health professions education
Paragraph 4 — Research gap
No comparative study in medical interview training
Paragraph 5 — Study aim
5. Example of Additional Expansion Paragraph
You could add something like this between your sections:
Medical interview training plays a critical role in developing clinical competence in medical students. Effective interviews require not only the collection of accurate clinical information but also the ability to establish rapport, demonstrate empathy, and communicate clearly with patients. These skills are traditionally taught through face-to-face interactions with simulated or real patients, where students can receive immediate feedback from instructors and peers. Consequently, concerns have been raised regarding whether fully online learning environments can adequately support the development of these interpersonal and communication skills.
This type of paragraph dramatically strengthens the rationale.
6. One Important Strategic Suggestion
Your paper will be much stronger if the introduction explicitly states:
why blended learning is theoretically suitable for communication training
For example:
Blended learning may provide a balanced approach by combining the flexibility of online learning with the interpersonal interaction of face-to-face training.
Reviewers like this because it justifies the intervention.
7. If you'd like, I can also help with something very useful:
I can draft a ~450-word full Introduction suitable for a medical education journal, based on your current text and references.
That will likely save you several hours of writing and give your manuscript a much stronger start.

Author: Thanks. Based on your advice, I refined my introduction section. Would you give me some feedback?
COVID-19 pandemic and medical education
The COVID-19 pandemic has substantially influenced medical education worldwide. Traditional face-to-face teaching was restricted, and educational approaches with digital technology such as fully online learning have developed dramatically, ranging from undergraduate to postgraduate education [1]. The online shift also occurred in medical interview training [2, 3] which is essential for medical students. Previous study reported that while online training had some disadvantages, e.g., difficulty in performing physical examinations, it had some advantages as well, such as efficient learning environment without time and spatial constraints [3]. Based on these, learning curriculum consisting of both online and conventional face-to-face learning might be the most balanced way in medical interviews to complement each other in post-pandemic era.
Blended learning in medical education
Blended learning combines face-to-face learning with online session [1, 4], and some studies have revealed that it showed better knowledge outcomes and students’ satisfaction compared to face-to-face learning or fully online learning in health education [4–6]. However, no previous study has reported blended learning in medical interviews, which are fundamental skills in medicine, even as a comparative study.
Research Aim
We developed a blended learning program for medical interviews that combines online and face-to-face learning. This study aims to evaluate the feasibility of blended learning compared with traditional face-to-face learning in medical interviews.

ChatGPT: Your revision is much improved 👍. The logical flow is clearer, and you now better justify why blended learning might be useful after the pandemic. The structure (context → blended learning → research aim) is appropriate for a medical education paper.
However, there are still a few areas that can be strengthened:
Grammar and wording polish
More academic phrasing
Clearer logic between sentences
Avoiding slightly informal phrasing (e.g., “Based on these”)
Small terminology fixes
Below is a polished version very close to your text, followed by detailed feedback.
Polished Version (Recommended)
COVID-19 Pandemic and Medical Education
The COVID-19 pandemic has substantially influenced medical education worldwide. Traditional face-to-face teaching was widely restricted, leading to rapid development of digitally supported educational approaches, including fully online learning, across both undergraduate and postgraduate medical education [1]. This shift also affected medical interview training [2,3], which is an essential component of clinical education for medical students. A previous study reported that although online training had certain limitations—such as difficulty in practicing physical examination—it also offered several advantages, including improved learning efficiency and flexibility without temporal or spatial constraints [3]. These observations suggest that a curriculum integrating both online and traditional face-to-face learning may provide a balanced approach to medical interview training in the post-pandemic era.
Blended Learning in Medical Education
Blended learning combines face-to-face instruction with online learning components [1,4]. Previous studies have suggested that blended learning may lead to improved knowledge outcomes and higher student satisfaction compared with either traditional face-to-face learning or fully online learning in health professions education [4–6]. However, to our knowledge, no previous studies have specifically examined blended learning in medical interview training, despite the importance of these skills in clinical practice.
Research Aim
We developed a blended learning program for medical interview training that integrates online and face-to-face learning. This study aimed to evaluate the feasibility of this blended learning approach compared with traditional face-to-face learning.
Detailed Feedback
1. Grammar Improvements
Original
The online shift also occurred in medical interview training [2, 3] which is essential for medical students.
Problems:
Missing comma before which
Slightly awkward wording
Better:
This shift also affected medical interview training [2,3], which is an essential component of clinical education for medical students.
2. “Based on these” → More Academic
Original
Based on these, learning curriculum consisting of both online and conventional face-to-face learning might be the most balanced way
Issues:
Slightly informal
“learning curriculum” awkward
“might be the most balanced way” vague
Better:
These observations suggest that a curriculum integrating both online and traditional face-to-face learning may provide a balanced approach.
3. Terminology Improvement
Original
online session
Better:
online learning components
This is standard wording in blended learning literature.
4. Logic Strength
You improved this part nicely:
COVID → online shift → pros/cons → blended learning rationale
This is exactly what reviewers want.
5. Small Style Improvements
Instead of:
some studies have revealed that it showed better knowledge outcomes
Better:
previous studies have suggested that blended learning may lead to improved knowledge outcomes
More cautious academic tone.
One Small Strategic Suggestion
Your research aim currently says:
evaluate the feasibility
But your study design is an RCT, and you measured questionnaire outcomes.
So reviewers might expect wording like:
Option A (most common):
evaluate the effectiveness of blended learning compared with traditional face-to-face learning
Option B (if emphasizing pilot nature):
evaluate the feasibility and educational effectiveness
If your sample size was small (as your Results show), “feasibility” is actually defensible, but you might combine both.
Example:
This study aimed to evaluate the feasibility and educational effectiveness of this blended learning approach compared with traditional face-to-face learning.
Overall Evaluation
Strength of your Introduction now:
Aspect
Evaluation
Logical flow
Very good
Rationale
Clear
Research gap
Clear
Language
Good but can be polished
Length
Appropriate
I would estimate it is now ~80–85% journal-ready.
If you'd like, I can also help with something that often greatly improves medical education papers:
A very short “gap sentence” that reviewers love, something like:
Despite the increasing adoption of blended learning in health professions education, evidence regarding its effectiveness in training core clinical communication skills such as medical interviews remains limited.
This type of sentence often strengthens the justification of the RCT.

Author: Thank you for your great advice. I will consult you on this topic later. Now I would like you to check the Discussion section. Could you give me some feedback?
This open-label, parallel-group, randomized controlled trial compared scores of the questionnaire derived from the DREEM two subscales (perception of learning and perception of atmosphere) and changes in self-assessment of six clinical competences before and after the learning program between blended learning group and traditional learning group in medical interview training. The sample size was smaller than the predefined number due to slow recruitment and funding constraints, and our trial showed no significant differences in the scores of the questionnaire and changes in self-assessment of six clinical competences between two groups.
To the best of our knowledge, this is the first randomized controlled trial directly comparing blended learning and traditional face-to-face learning in medical interview training.  Current medical education using online technology has rapidly developed as a temporary measure during COVID-19 pandemic; therefore, high-quality evidence showing its feasibility or superiority in medical interview training is scarce. Although the sample size was smaller than anticipated, this trial provides valuable quantitative data to consider future learning strategies in medical interview training.
Our study might be underpowered, and the predefined effect size might be overestimated. Those limitations would lead to no significant differences between two groups. However, our findings suggest that blended learning may be compatible with traditional face-to-face learning in medical interview training. Although they were not measured in this trial, blended learning has some other potential advantages, such as psychological safety in online environment [reference]. Gradual shifts from online to face-to-face environment would mitigate nervousness or anxiety of medical students, especially novices at medical interviews. Blended learning might be a better way for medical students who have just started clinical clerkships to fill the gap between classrooms to bedside.

ChatGPT: Your Discussion is conceptually strong and follows a good logic:
Summary of results
Positioning in the literature
Interpretation
Implications
That structure is correct for a medical education RCT. However, a few things can improve it substantially:
The first paragraph is too long and technical
Some sentences sound too apologetic
Some phrasing is grammatically awkward
The interpretation could be framed more positively
A few phrases should be more cautious scientifically
Below I will give:
1️⃣ A polished version close to your draft
2️⃣ Specific feedback on key sentences
3️⃣ Suggestions to strengthen the argument
Polished Version (Recommended)
Paragraph 1 – Summary of findings
This open-label, parallel-group randomized controlled trial compared questionnaire scores derived from two subscales of the Dundee Ready Education Environment Measure (DREEM)—perception of learning and perception of atmosphere—as well as changes in self-assessed clinical competencies between a blended learning group and a traditional face-to-face learning group in medical interview training. Because recruitment was slower than anticipated and funding constraints limited the study period, the final sample size was smaller than the predefined target. No significant differences were observed between the two groups in questionnaire scores or in changes in self-assessed clinical competencies.
Paragraph 2 – Position in the literature
To the best of our knowledge, this is the first randomized controlled trial directly comparing blended learning and traditional face-to-face learning in medical interview training. During the COVID-19 pandemic, digital technologies were rapidly introduced into medical education as temporary alternatives to conventional teaching methods. However, high-quality evidence evaluating the feasibility or effectiveness of such approaches in training medical interview skills remains limited. Although the sample size of this study was smaller than anticipated, our findings provide quantitative data that may help inform future educational strategies for medical interview training.
Paragraph 3 – Interpretation
Our study may have been underpowered to detect small differences between the two learning approaches, and the predefined effect size may have been overestimated. These limitations could partly explain the absence of statistically significant differences between groups. Nevertheless, the findings suggest that blended learning may achieve educational outcomes comparable to those of traditional face-to-face learning in medical interview training.
Paragraph 4 – Potential advantages of blended learning
Blended learning may also offer additional advantages that were not directly measured in this study. For example, online environments may enhance psychological safety for some learners, allowing students to participate more comfortably and engage in discussion without the immediate pressure of face-to-face interactions. Gradual transitions from online to in-person environments may also help reduce anxiety among students who are inexperienced in conducting medical interviews. In this way, blended learning may provide a useful bridge between classroom-based learning and bedside clinical practice, particularly for students who have recently begun clinical clerkships.
Key Improvements Explained
1. Avoid overly long first sentence
Your original first sentence was 66 words, which is hard to read.
Breaking it improves clarity and reviewer readability.
2. Tone adjustment (less apologetic)
Original tone:
our trial showed no significant differences
Better:
No significant differences were observed
This is more neutral and scientific.
3. “Compatible with” → Better phrasing
Original:
blended learning may be compatible with traditional face-to-face learning
In academic writing we usually say:
comparable to
similar to
non-inferior to (only if powered for that)
So:
blended learning may achieve educational outcomes comparable to traditional face-to-face learning
4. More cautious speculation
Your original:
psychological safety in online environment
Better:
online environments may enhance psychological safety
This avoids sounding too certain.
5. Small grammar fixes
Examples:
❌ between two groups
→ between the two groups
❌ COVID-19 pandemic
→ the COVID-19 pandemic
❌ fill the gap between classrooms to bedside
→ better:
provide a bridge between classroom-based learning and bedside clinical practice
One Very Important Suggestion
Your Discussion is missing two key sections reviewers expect:
1️⃣ Explicit Study Strengths
Example:
This study has several strengths. First, the randomized controlled design minimized selection bias. Second, the study directly compared blended and traditional learning approaches within the same clerkship environment.
2️⃣ Limitations Paragraph
You already mention underpowering, but reviewers expect a dedicated paragraph including:
small sample size
single-center design
self-reported outcomes
open-label design
Example:
This study has several limitations. First, the sample size was smaller than the prespecified target, which may have limited statistical power. Second, the study was conducted at a single institution, potentially limiting generalizability. Third, outcomes were based on self-reported questionnaires, which may be subject to response bias.
Overall Evaluation
Aspect
Evaluation
Structure
Good
Interpretation
Appropriate
Tone
Needs slight refinement
Clarity
Can be improved
Reviewer readiness
~85% ready
If you'd like, I can also help you with something very useful for this paper:
How to write a strong Discussion when an RCT shows no significant difference.
Many researchers struggle with this, but there are very effective framing strategies that journals accept.

Author: I drafted the Limitaion section. Could you give me some feedback?
This study has several limitations. First, our study may be underpowered because of the early termination due to slower recruitment than anticipated and funding constraints. Second, although we used the questionnaire derived from two subscales of the DREEM, its validity has not yet been confirmed. Third, quite limited number of students participated in this study (26/197, 13.1%), which may cause selection bias. Fourth, we did not measure some important outcomes such as the improvement of actual clinical performances after learning program (e.g., changes of the OSCE score after learning program) or costs for implementing each learning program. Fifth, this study was performed in Japanese; therefore, our results can not be generalizable to other languages.

ChatGPT: Your limitations section is already strong conceptually 👍. You identified the key issues reviewers typically expect:
underpowering
measurement validity
selection bias
outcome limitations
generalizability
However, it can be improved in four ways:
Grammar and wording polish
More cautious scientific tone
Better academic phrasing
More standard “limitations paragraph” style used in journals
Below is a polished version, followed by explanations.
Polished Version (Recommended)
This study has several limitations. First, the study may have been underpowered because recruitment was slower than anticipated and the trial was terminated early due to funding constraints. Second, although we used a questionnaire derived from two subscales of the Dundee Ready Education Environment Measure (DREEM), the validity of this modified instrument has not been formally established. Third, only a small proportion of eligible students participated in the study (26/197, 13.1%), which may have introduced selection bias. Fourth, several potentially important outcomes were not assessed, including objective measures of clinical performance (eg, changes in Objective Structured Clinical Examination [OSCE] scores after the learning program) and the costs associated with implementing each learning approach. Finally, the study was conducted in Japanese, which may limit the generalizability of the findings to educational settings in other languages.
Key Improvements Explained
1. “our study may be underpowered” → more formal
Original:
our study may be underpowered
Better:
the study may have been underpowered
This avoids repeating “our”, which many journals prefer.
2. Clarifying the DREEM issue
Original:
its validity has not yet been confirmed
Better:
the validity of this modified instrument has not been formally established
This sounds more academically precise.
3. Selection bias sentence improvement
Original:
quite limited number of students participated
Better:
only a small proportion of eligible students participated
This makes the selection bias mechanism clearer.
4. “improvement of actual clinical performances”
Original:
improvement of actual clinical performances
Better:
objective measures of clinical performance
This is standard wording in medical education research.
5. Generalizability sentence improvement
Original:
our results can not be generalizable
Better:
may limit the generalizability of the findings
This is the typical phrasing used in journals.
One Important Limitation You Might Consider Adding
Because your intervention involved group-based encounters, reviewers may ask about clustering effects.
Example additional sentence (optional):
In addition, participants in the same group completed learning encounters together, which may have introduced clustering effects that were not accounted for in the analysis.
You do not have to add this, but some statistical reviewers may notice it.
Overall Evaluation
Aspect
Evaluation
Coverage of limitations
Excellent
Scientific tone
Good
Clarity
Good
Reviewer readiness
~90–95% ready
This is already a solid limitations section.
If you'd like, I can also help with something that often makes or breaks medical education papers:
Writing a strong 3–4 sentence Conclusion for a study with no significant differences.
This requires careful wording, and many papers get it wrong.

Author: Thanks. I drafted the Conclusion section. Could you give me some feedback?
In this open-label, parallel-group, randomized controlled trial, among students in medical interview training, blended learning approach compared with traditional face-to-face learning approach did not show significant differences in questionnaire scores derived from two subscales of the DREEM or in changes in self-assessed clinical competencies.

ChatGPT: Your conclusion is clear and accurate, but it reads a bit too mechanical and descriptive for a Discussion conclusion. Journals usually expect a slightly broader takeaway rather than repeating the statistical results.
Main points to improve:
The sentence is too long
“learning approach compared with learning approach” is repetitive
Conclusions usually include a brief implication
Slight grammar polish
Below are some improved options, depending on how strong you want the conclusion to be.
Option 1 (Recommended – Balanced and Journal-Friendly)
In this open-label, parallel-group randomized controlled trial of medical interview training, blended learning did not result in significant differences in DREEM-derived questionnaire scores or changes in self-assessed clinical competencies compared with traditional face-to-face learning. These findings suggest that blended learning may provide educational outcomes comparable to those of traditional face-to-face approaches.
This is usually the sweet spot for medical education RCTs with null results.
Option 2 (More Conservative)
In this open-label, parallel-group randomized controlled trial of medical interview training, blended learning did not significantly differ from traditional face-to-face learning in DREEM-derived questionnaire scores or changes in self-assessed clinical competencies.
This version is shorter and safer, but slightly less interesting.
Option 3 (Best if emphasizing feasibility)
Since your study was underpowered, some journals prefer this framing:
In this open-label, parallel-group randomized controlled trial, blended learning did not demonstrate significant differences compared with traditional face-to-face learning in medical interview training outcomes. These findings suggest that blended learning may be a feasible alternative educational approach in this context.
Small Language Improvements from Your Version
1️⃣ Remove repetition
Original:
blended learning approach compared with traditional face-to-face learning approach
Better:
blended learning compared with traditional face-to-face learning
2️⃣ Improve subject clarity
Original:
among students in medical interview training
Better:
in medical interview training
Shorter and cleaner.
3️⃣ Simplify statistical description
Original:
questionnaire scores derived from two subscales of the DREEM
Better:
DREEM-derived questionnaire scores
More elegant.
Strategic Advice (Important)
For studies with no significant difference, reviewers often expect one short implication sentence.
Examples:
Good implication phrases:
may provide comparable educational outcomes
may represent a feasible alternative
may offer a flexible approach to training
Avoid saying:
❌ blended learning is equivalent
❌ blended learning is superior
because the study was not powered for equivalence or superiority.
Overall Evaluation of Your Conclusion
Aspect
Evaluation
Accuracy
Excellent
Clarity
Good
Impact
Slightly weak
Journal readiness
~85%
Just adding one implication sentence will improve it significantly.
If you'd like, I can also help with something extremely useful before submission:
A very common mistake in medical education RCT papers is the opening sentence of the Discussion.
Your first sentence is already decent, but I can show you a much stronger “high-impact journal style” opening that editors tend to prefer.

Author: Thanks. Now let's tackle another task. I updated the beginning of the Results section. Could you give me some feedback?
Results
Participant characteristics
On December 23, 2024, due to slower recruitment than anticipated and funding constraints, the study was terminated before the prespecified sample size was reached. From May 8, 2023, to December 2, 2024, 197 fifth- and sixth-year medical students were screened during the general internal medicine clerkship (Figure 1).
Of these, 171 declined to participate, and 26 were enrolled and randomized (13 to the blended learning group and 13 to the traditional learning group). Before the intervention, one participant withdrew from the study, leaving 25 participants who underwent either blended or traditional learning. Regarding the response to the 24-item questionnaire, one participant in the traditional learning group did not respond, and another participant in the traditional learning group had missing questionnaire data on Perceptions of Learning (thus, we were not able to calculate the score for Perceptions of Learning and total score). After these two participants were excluded, 23 participants were included in the analyses of the primary outcome and differences in the scores of Perceptions of Learning. For the remaining secondary outcomes, 24 participants were included in the analysis after one participant without response were excluded.
Baseline characteristics are summarized in Table 1. Among the 23 participants, 21 (91.3%) were fifth-year medical students; 13 (56.5%) were male and 10 (43.4%) were female. Most participants (n = 20, 86.9%) had used online meeting systems three to four times or more prior to the study. Only three (13.0%) participants had conducted medical interviews 10 times or more before the study, and nine (39.1%) had written patient notes in electronic medical records fewer than 10 times.

ChatGPT: Your Results section is already very clear and detailed, and it follows a CONSORT-style flow (screening → randomization → exclusions → analysis population → baseline characteristics). 👍
However, a few things can be improved to make it cleaner, more journal-like, and easier to read:
Main issues
Some sentences are unnecessarily long
A few grammar issues
Some details belong better in the CONSORT figure rather than text
The chronology is slightly confusing
Minor statistical phrasing improvements
Below is a polished version that keeps your content but improves clarity.
Polished Version (Recommended)
Results
Participant Characteristics
From May 8, 2023, to December 2, 2024, 197 fifth- and sixth-year medical students were screened during the general internal medicine clerkship (Figure 1). Of these, 171 declined to participate, and 26 were enrolled and randomized (13 to the blended learning group and 13 to the traditional learning group).
Before the intervention, one participant withdrew from the study, leaving 25 participants who underwent either blended learning or traditional learning.
Regarding the response to the 24-item questionnaire, one participant in the traditional learning group did not respond, and another participant in the same group had missing questionnaire data for the Perceptions of Learning subscale, which prevented calculation of the Perceptions of Learning score and the total score. After excluding these two participants, 23 participants were included in the analysis of the primary outcome and the Perceptions of Learning scores. For the remaining secondary outcomes, 24 participants were included in the analysis after excluding one participant who did not respond to the questionnaire.
Baseline characteristics are summarized in Table 1. Among the 23 participants included in the primary outcome analysis, 21 (91.3%) were fifth-year medical students. Thirteen participants (56.5%) were male and 10 (43.5%) were female. Most participants (n = 20, 86.9%) had used online meeting systems three to four times or more prior to the study. Only three participants (13.0%) had conducted medical interviews 10 times or more before the study, and nine (39.1%) had written patient notes in electronic medical records fewer than 10 times.
Because recruitment was slower than anticipated and funding constraints limited the study period, the trial was terminated early on December 23, 2024, before the prespecified sample size was reached.
Key Improvements Explained
1. Chronology fixed
Originally you started with:
On December 23, 2024, the study was terminated…
But the section then went back in time to describe screening.
In Results, it is usually better to follow the CONSORT flow order:
Screening
Randomization
Withdrawals
Analysis population
Baseline characteristics
Early termination explanation
2. Removed unnecessary parentheses explanations
Original:
thus, we were not able to calculate the score for Perceptions of Learning and total score
This kind of explanation is usually shortened:
which prevented calculation of the Perceptions of Learning score and the total score
3. Grammar corrections
Examples:
❌
one participant without response were excluded
✅
one participant who did not respond was excluded
4. Reduced redundancy
Example:
Original:
one participant in the traditional learning group … another participant in the traditional learning group
Better:
another participant in the same group
5. Slight numerical correction
You wrote:
10 (43.4%) were female
But mathematically:
13/23 = 56.5%
10/23 = 43.5%
So this was adjusted.
One Strategic Suggestion (Important)
Because your participation rate was very low (13.1%), reviewers might ask:
Why did so many students decline?
You do not need to explain this in Results, but it would be good to mention briefly in the Discussion limitations.
Example:
The participation rate was relatively low, which may reflect the voluntary nature of the study and the additional time commitment required during clinical clerkships.
Overall Evaluation
Aspect
Evaluation
Structure
Very good
CONSORT flow
Good
Clarity
Good but can be tighter
Statistical transparency
Good
Journal readiness
~90%
Your Results section is already strong.
If you'd like, I can also help with something that often improves RCT manuscripts dramatically:
A very clean CONSORT-style paragraph describing the analysis population (ITT / mITT / per-protocol).
Your study actually has three populations (26 → 25 → 23/24), and tightening that explanation can make reviewers much happier.

Author: Thanks. Now I have finished drafting the manuscript. I would like you to check each section.

ChatGPT: Absolutely — I’d be happy to help you refine the manuscript section by section. Your draft is already at a strong level for a medical education RCT, and at this stage the focus is likely:
improving academic tone,
increasing clarity and flow,
ensuring CONSORT-consistent reporting,
strengthening interpretation of the null findings,
and making the manuscript more reviewer-resistant.
A good order for polishing is usually:
Title
Abstract
Introduction
Methods
Results
Discussion
Conclusion
Tables/Figure legends
Cover letter / response-to-reviewers later
Please send whichever section you’d like to start with.
For each section, I can help with:
grammar and style,
journal-style phrasing,
logic and structure,
redundancy reduction,
statistical wording,
and reviewer perspective (“what reviewers may criticize”).
You can paste:
the full section, or
smaller chunks if it is long.
We’re very close to a submission-ready manuscript.

Author: OK. Let's start with the Introduction.
The COVID-19 pandemic has substantially influenced medical education worldwide. Traditional face-to-face teaching was widely restricted, leading to rapid development of digitally supported educational approaches, including fully online learning, across both undergraduate and postgraduate medical education [1]. This shift also affected medical interview training [2, 3], which is an essential component of clinical education for medical students. A previous study reported that although online training had certain limitations, such as difficulty in practicing physical examinations, it offered several advantages, including improved learning efficiency and flexibility without temporal and spatial constraints [3]. These observations suggest that a curriculum integrating both online and traditional face-to-face learning may provide a balanced approach to medical interview training even in the post-pandemic era. 
 Blended learning combines face-to-face instruction with online learning components [1, 4]. Previous studies have suggested that blended learning may lead to better knowledge outcomes and higher student satisfaction compared with either traditional face-to-face learning or fully online learning in medical education [4–6]. However, to our knowledge, no previous studies have specifically examined blended learning in medical interview training, despite the importance of these skills in clinical practice.
We hypothesized that blended learning might be a practical approach to medical interview training among students even in the post-pandemic era. Thus, this study aimed to evaluate the feasibility of blended learning compared with traditional face-to-face learning in medical interview training.

ChatGPT: Your Introduction is now very solid structurally and already close to submission quality. 👍
The logic is clear, the rationale is understandable, and the research gap is appropriately stated.
At this stage, the most important improvements are:
tightening academic phrasing,
improving flow between sentences,
strengthening the “gap → aim” transition,
and making the rationale slightly more sophisticated.
Below is a polished version followed by detailed feedback.
Recommended Polished Version
The COVID-19 pandemic has substantially influenced medical education worldwide. Traditional face-to-face teaching was widely restricted, leading to rapid development of digitally supported educational approaches, including fully online learning, across both undergraduate and postgraduate medical education [1]. This shift also affected medical interview training [2,3], which is an essential component of clinical education for medical students. A previous study reported that although online training had certain limitations, such as difficulty practicing physical examination skills, it also offered several advantages, including improved learning efficiency and flexibility without temporal or spatial constraints [3]. These observations suggest that curricula integrating both online and traditional face-to-face learning may provide a balanced approach to medical interview training, even in the post-pandemic era.
Blended learning combines face-to-face instruction with online learning components [1,4]. Previous studies have suggested that blended learning may lead to improved knowledge outcomes and higher student satisfaction compared with either traditional face-to-face learning or fully online learning in medical education [4–6]. However, to our knowledge, no previous studies have specifically examined blended learning in medical interview training, despite the importance of these skills in clinical practice.
We hypothesized that blended learning could serve as a practical educational approach for medical interview training, even in the post-pandemic era. Therefore, this study aimed to evaluate the feasibility of blended learning compared with traditional face-to-face learning in medical interview training.
Detailed Feedback
1. “curriculum” → “curricula” or “a curriculum”
Original:
a curriculum integrating both online and traditional face-to-face learning
This is grammatically fine. However, because you are speaking generally, journals often prefer:
curricula integrating both online and traditional face-to-face learning
or:
a curriculum that integrates…
I used:
curricula integrating…
because it sounds more natural academically.
2. “physical examinations” → “physical examination skills”
Original:
difficulty in practicing physical examinations
This sounds slightly unnatural because students are practicing skills, not performing actual examinations independently.
Better:
difficulty practicing physical examination skills
3. “temporal and spatial constraints”
Good phrase.
I slightly tightened it:
without temporal or spatial constraints
This is more idiomatic.
4. “better knowledge outcomes” → “improved knowledge outcomes”
This is a subtle but important academic style issue.
“better” sounds conversational
“improved” sounds more scientific
5. “might be a practical approach”
This is okay, but:
could serve as a practical educational approach
sounds slightly more scholarly and less tentative.
One Strategic Suggestion (Very Important)
Right now, your Introduction focuses mainly on:
online learning during COVID
blended learning generally
But your actual intervention is specifically about:
medical interview training
You could strengthen the Introduction further with 1–2 sentences about why medical interview training is educationally unique.
For example:
Medical interview training requires not only acquisition of clinical knowledge but also development of communication skills, rapport building, and real-time interaction with patients. These characteristics make it important to determine whether blended learning can effectively support such interpersonal clinical training.
This would strengthen the theoretical rationale substantially.
Right now your Introduction is already publishable, but adding this idea could elevate it from:
“good”
to
“well-argued”.
One More Important Point: “Feasibility”
You currently state:
evaluate the feasibility
But your outcomes include:
DREEM scores
self-assessed competencies
These are educational outcome measures, not only feasibility outcomes.
So reviewers may ask:
“Why do you call this feasibility?”
You have three options:
Option A — Keep “feasibility”
Best if positioning as a pilot study.
Option B — Stronger and probably more accurate
evaluate the educational effectiveness and feasibility
Option C — Most neutral
evaluate blended learning compared with traditional face-to-face learning
Personally, given your small sample size and early termination, I think:
“feasibility and educational effectiveness”
would fit best.
Overall Evaluation
Aspect
Evaluation
Structure
Excellent
Logic
Very good
Gap statement
Clear
Academic tone
Good
Journal readiness
~90–95%
This is already a strong Introduction for a medical education journal.

Author: Thanks. Along with your advice, we revised the Introduction as follows:
The COVID-19 pandemic has substantially influenced medical education worldwide. Traditional face-to-face teaching was widely restricted, leading to rapid development of digitally supported educational approaches, including fully online learning, across both undergraduate and postgraduate medical education [1]. This shift also affected medical interview training [2,3], which is an essential component of clinical education for medical students. A previous study reported that although online medical intervew training had certain limitations, such as difficulty practicing physical examination skills, it also offered several advantages, including improved learning efficiency and flexibility without temporal or spatial constraints [3]. These observations suggest that curricula integrating both online and traditional face-to-face learning may provide a balanced approach to medical interview training, even in the post-pandemic era.
Blended learning combines face-to-face instruction with online learning components [1,4]. Previous studies have suggested that blended learning may lead to improved knowledge outcomes and higher student satisfaction compared with either traditional face-to-face learning or fully online learning in medical education [4–6]. However, to our knowledge, no previous studies have specifically examined blended learning in medical interview training, despite the importance of these skills in clinical practice. Medical interview training requires not only acquisition of clinical knowledge but also development of communication skills, rapport building, and real-time interaction with patients. These characteristics make it important to determine whether blended learning can effectively support such interpersonal clinical training.
We hypothesized that blended learning could serve as a practical educational approach for medical interview training, even in the post-pandemic era. Therefore, this study aimed to evaluate the feasibility and educational effectiveness of blended learning compared with traditional face-to-face learning in medical interview training.

ChatGPT: This is now a very strong Introduction for a medical education manuscript. 👍
Compared with the earlier version, the rationale is much clearer and academically more convincing. In particular, the added paragraph about the interpersonal nature of medical interview training substantially improves the logic of the paper.
At this stage, only minor polishing is needed. Below is a refined version followed by a few detailed comments.
Slightly Polished Version
The COVID-19 pandemic has substantially influenced medical education worldwide. Traditional face-to-face teaching was widely restricted, leading to rapid development of digitally supported educational approaches, including fully online learning, across both undergraduate and postgraduate medical education [1]. This shift also affected medical interview training [2,3], which is an essential component of clinical education for medical students. A previous study reported that although online medical interview training had certain limitations, such as difficulty practicing physical examination skills, it also offered several advantages, including improved learning efficiency and flexibility without temporal or spatial constraints [3]. These observations suggest that curricula integrating both online and traditional face-to-face learning may provide a balanced approach to medical interview training, even in the post-pandemic era.
Blended learning combines face-to-face instruction with online learning components [1,4]. Previous studies have suggested that blended learning may lead to improved knowledge outcomes and higher student satisfaction compared with either traditional face-to-face learning or fully online learning in medical education [4–6]. However, to our knowledge, no previous studies have specifically examined blended learning in medical interview training, despite the importance of these skills in clinical practice. Medical interview training requires not only the acquisition of clinical knowledge but also the development of communication skills, rapport building, and real-time interaction with patients. These characteristics make it important to determine whether blended learning can effectively support this type of interpersonal clinical training.
We hypothesized that blended learning could serve as a practical educational approach for medical interview training, even in the post-pandemic era. Therefore, this study aimed to evaluate the feasibility and educational effectiveness of blended learning compared with traditional face-to-face learning in medical interview training.
Minor Corrections
1. Typo
You wrote:
online medical intervew training
Should be:
online medical interview training
2. “acquisition of clinical knowledge”
I slightly refined:
not only acquisition of clinical knowledge
to:
not only the acquisition of clinical knowledge
This improves grammatical parallelism with:
the development of communication skills
rapport building
real-time interaction
3. “such interpersonal clinical training”
I changed:
support such interpersonal clinical training
to:
support this type of interpersonal clinical training
This sounds a bit more natural and specific.
Overall Assessment
Aspect
Evaluation
Logical flow
Excellent
Rationale
Strong
Research gap
Clear
Academic tone
Very good
Reviewer readiness
~95% ready
This Introduction is now:
coherent,
appropriately concise,
and sufficiently justified for an RCT in medical education.
Importantly, it now avoids a common weakness in educational manuscripts:
introducing blended learning without explaining why the target skill (medical interviews) is educationally unique.
You solved that very effectively.
One Strategic Suggestion (Optional)
Depending on the target journal, you could strengthen the final sentence slightly by specifying the outcomes conceptually:
Example:
Therefore, this study aimed to evaluate the feasibility and educational effectiveness of blended learning compared with traditional face-to-face learning in medical interview training using learner-reported educational outcomes.
However, your current version is already perfectly acceptable.
This section is in very good shape.

Author: Thanks. Now let's move on to the Methods section.
[Attachment: 貼り付けられたテキスト（1 点）.txt]

ChatGPT: Your Methods section is already very strong overall. It is:
logically organized,
appropriately detailed,
and clearly written for a medical education RCT.
Importantly, it already demonstrates many strengths reviewers look for:
ethics approval,
trial registration,
randomization details,
intervention reproducibility,
predefined outcomes,
sample size rationale,
and statistical methods.
At this stage, the improvements are mostly about:
tightening academic phrasing,
improving CONSORT-style wording,
removing small grammatical issues,
reducing redundancy,
and improving methodological precision.
I’ll go section by section. 貼り付けられたテキスト（1 点）.txt
Overall Assessment
Aspect
Evaluation
Structure
Excellent
Reproducibility
Strong
CONSORT compliance
Good
Statistical transparency
Good
Language quality
Good
Reviewer readiness
~90-95%
This is already a credible Methods section.
Section-by-Section Feedback
1. Study Design and Oversight
Main issues
Minor grammar problems
Slightly informal phrasing
Some redundancy
Recommended Revision
This open-label, parallel-group randomized controlled trial (RCT) was conducted at Dokkyo Medical University in Japan. The study was conducted in accordance with the Declaration of Helsinki. The study protocol was approved by the institutional review board of Dokkyo Medical University (approval number 2022-015). The trial was registered with the University Hospital Medical Information Network Clinical Trials Registry on March 6, 2023 (UMIN000050489). Written informed consent was obtained from all participants before enrollment. Participation was voluntary, and participants were free to withdraw from the study at any time.
Participants received a 2,000-yen (approximately US $12.80) coffee voucher as compensation. This trial is reported in accordance with the Consolidated Standards of Reporting Trials (CONSORT) statement [7].
Key Improvements
“followed the Declaration”
Better:
conducted in accordance with
More standard ethics wording.
“prior to participation”
Better:
before enrollment
Cleaner for RCTs.
“whenever they would like to”
Better:
at any time
More natural.
“coffee ticket”
“voucher” sounds more formal and internationally understandable.
2. Participant Recruitment
Main issue
Grammar:
students who have previously rotated
Should be:
students who had previously completed a rotation in
Recommended Revision
We recruited fifth- and sixth-year medical students rotating through the Department of General Internal Medicine during a 3-week clinical clerkship at Dokkyo Medical University. Written informed consent was obtained from each participant several days after the study invitation. Students who had previously completed a rotation in the Department of General Internal Medicine and experienced the blended learning program during the clerkship were excluded.
3. Randomization
Very good overall.
Minor improvement:
stratified according to prior medical interview experience (<10 times or ≥10 times)
instead of:
prior experience of medical interviews
More natural.
4. Interventions
This section is the strongest part of your manuscript. 👍
The intervention is:
reproducible,
concrete,
educationally coherent.
However, it is slightly too long and can be tightened.
Important Issues Here
A. “The leading researcher (MY) acted both simulated patients and the attending physician.”
Grammar issue.
Better:
The lead investigator (MY) served as both the simulated patient and the attending physician.
B. “complaining common symptoms”
Should be:
presenting with common symptoms
C. “Participants performed physical examination by mentioning…”
Better:
Participants described the physical examination maneuvers they would perform.
Much more natural clinically.
D. “Following writing patient notes”
Should be:
After completing the patient notes
E. “gave immediate feedback and a small lecture”
“small lecture” sounds informal.
Better:
provided immediate feedback and a brief teaching session
F. “what they answered before the learning program”
Better:
using the same instrument administered before the learning program
5. Blended Learning Description
This section is good but can be tightened.
Important improvement
Original:
Due to time constraints, participants allocated to the same group underwent all interviews together during 3-week clinical clerkship.
Better:
Due to scheduling constraints, participants assigned to the same group completed all interviews together during the 3-week clerkship.
More natural and clearer.
6. DREEM Explanation
Very strong overall.
One suggestion:
Instead of:
because we speculated that they would reflect the feasibility
Use:
because we considered these subscales most relevant to evaluating the feasibility of the learning program
“speculated” sounds weak/scientifically imprecise.
7. Outcomes
Very clear.
One small improvement:
Secondary outcomes included scores for each questionnaire domain…
More standard.
8. Statistical Analysis
This is good but probably the section reviewers will scrutinize most.
Important Statistical Issues
A. Sample size paragraph is too narrative
Currently it reads somewhat conversational.
Especially:
thus, we finally set Cohen d of 0.80
This sounds informal.
Recommended Revision
A previous open-label RCT [14] comparing blended learning and face-to-face learning during a 10-week family medicine course reported higher DREEM scores in the blended learning group for the Perceptions of Learning and Perceptions of Atmosphere domains, with Cohen’s d values of 0.89 and 0.51, respectively. Based on these findings and considering improvements in web-based meeting systems and online learning environments over the past decade, we assumed an effect size (Cohen’s d) of 0.80 for the present study. The estimated sample size was 52 participants (26 per group), assuming 80% power and a two-sided alpha level of 0.05. After accounting for potential dropouts, the target sample size was increased to 56 participants (28 per group).
B. Important CONSORT/statistical issue
You wrote:
included all available data from all randomized participants who underwent at least one mock medical interview
This is essentially:
a modified intention-to-treat (mITT) analysis.
I strongly recommend explicitly naming it.
Example:
Analyses were conducted using a modified intention-to-treat approach…
This improves methodological transparency.
C. Statistical grammar issue
Original:
between two groups was compared
Should be:
between the two groups were compared
because “changes” is plural.
One Major Reviewer Concern You Should Prepare For
Your study involved:
participants learning together in groups.
This potentially creates:
clustering effects,
non-independence.
Reviewers may ask:
Why were clustering effects not accounted for statistically?
You may want to add a limitation sentence later, as we discussed previously.
Final Overall Evaluation
Section
Evaluation
Ethics/reporting
Excellent
Intervention detail
Excellent
Educational reproducibility
Excellent
Statistical transparency
Good
Language polish
Needs minor refinement
Submission readiness
Very high
This is already a strong Methods section for a medical education journal.

Author: Could you check and give some feedback on each paragraph in the Methods again? Let's start with the paragraph of Randomization. Show me the polished version if needed.
Randomization
Participants were randomly assigned in a 1:1 ratio to either blended or traditional learning. Randomization was performed using a web-based system (Mujinwari, Iruka System Ltd., Tokyo, Japan) with permuted block (block sizes of 4) and stratified according to the prior experience of medical interviews (< 10 times or ≥ 10 times).

ChatGPT: This paragraph is already concise and structurally appropriate for an RCT Methods section. 👍
Only a few refinements are needed for:
grammatical precision,
CONSORT-style wording,
and smoother academic flow.
Recommended Polished Version
Randomization
Participants were randomly assigned in a 1:1 ratio to either the blended learning group or the traditional learning group. Randomization was performed using a web-based system (Mujinwari; Iruka System Ltd., Tokyo, Japan) with permuted blocks of size 4 and stratification according to prior medical interview experience (<10 times or ≥10 times).
Detailed Feedback
1. “either blended or traditional learning”
Original:
either blended or traditional learning
This is understandable, but in RCT reporting, reviewers generally prefer explicit group labels:
either the blended learning group or the traditional learning group
This improves clarity and consistency with the Results section.
2. “with permuted block”
Original:
with permuted block (block sizes of 4)
Grammatically, this should be:
with permuted blocks of size 4
This is the standard statistical phrasing.
3. “stratified according to the prior experience of medical interviews”
This is understandable, but slightly awkward.
Better:
stratification according to prior medical interview experience
or:
stratified according to prior medical interview experience
This sounds more natural academically.
4. Formatting details
A. Space around inequality symbols
Many journals prefer:
<10 times
instead of:
< 10 times
Check your target journal style.
B. Company formatting
The semicolon format:
Mujinwari; Iruka System Ltd.
is common in biomedical journals.
One Optional Addition (CONSORT-oriented)
If you want slightly stronger methodological transparency, you could add:
Allocation concealment was maintained through the web-based randomization system.
However, only add this if it is truly accurate.
Overall Evaluation
Aspect
Evaluation
Clarity
Excellent
Statistical description
Good
CONSORT style
Good
Needed revision
Minor
This paragraph is already strong and only needed polishing.

Author: Great Let's move on to the paragraph of Interventions. Show me the polished version if needed.
Interventions
Before implementing the learning program, participants answered self-assessment of their six clinical competences (history taking, physical examination, communication, clinical reasoning, management plan, and patient notes). Each domain was scored using a seven-point Likert scale ranging from 1 (highly unskilled) to 7 (highly skilled). Then, all participants underwent three mock medical interviews with simulated patients complaining common symptoms (chest pain, cough, and fatigue) under the supervision of the attending physician in 3-week clinical clerkship. The leading researcher (MY) acted both simulated patients and the attending physician. We used modified clinical scenarios adopted from a textbook of the United States Medical Licensing Examination (USMLE) Step 2 Clinical Skills [8]. They had been implemented and updated regularly in our general internal medicine clerkship for 2 years prior to the study. During each mock medical interview, participants conducted history taking and physical examination in 10 minutes. Participants performed physical examination by mentioning specific examination maneuver that they would like to perform. After the interview, participants filled in a template for patient notes on the laptop by entering clinical history, physical examination findings, clinical reasoning (including up to 3 differential diagnoses with supporting evidence), and management plan in 15 minutes. Following writing patient notes, the attending physician gave immediate feedback and a small lecture to participants on the interview. Finally, participants submitted their patient notes to the attending physician, and the attending physician evaluated and returned them with some formative comments. The entire process was conducted in Japanese.
In the blended learning group, the first and second interviews were online, and the third one was face-to-face. In the traditional learning group, all interviews were face-to-face. Both the attending physician and participants joined online interviews from anywhere on the university campus with access to the university Wi-Fi. Face-to-face interviews were conducted in a small room on the university campus. Due to time constraints, participants allocated to the same group underwent all interviews together during 3-week clinical clerkship. Online interviews were conducted using web meeting system (Microsoft Teams, Microsoft Corp., Redmond, WA, USA). All participants used the same laptop prepared for this study (Surface Laptop SE (KF8-00003), Microsoft Corp., Redmond, WA, USA), while the attending physician used different one (VAIO SX14 (VJS145), VAIO Corp., Ltd., Tokyo, Japan). Both the attending physician and participants used the same headset (H340 USB Computer Headset, Logicool Corp., Ltd., Tokyo, Japan). 
After all interviews, participants answered a 24-item questionnaire derived from the Dundee Ready Educational Environment Measure (DREEM) two subscales (Perceptions of Learning and Perceptions of Atmosphere) (Multimedia Appendix 1). Each item was scored using a five-point Likert scale ranging from 0 (strongly disagree) to 4 (strongly agree). The DREEM is one of the most common instruments for measuring the educational environment [9–12]. It is a 50-item questionnaire divided into five subscales: Students’ Perceptions of Learning, Students’ Perceptions of Teachers, Students’ Academic Self-Perceptions, Students’ Perceptions of Atmosphere, and Students’ Social Self-Perceptions. We extracted two subscales (Perceptions of Learning and Perceptions of Atmosphere) because we speculated that they would reflect the feasibility of the learning program. Scores for these two subscales are interpreted as follows [13]: 0-12, very poor/a terrible environment; 13-24, teaching is viewed negatively/there are many issues that need changing; 25-36, a more positive approach/a more positive atmosphere; and 37-48, teaching highly thought of/a good feeling overall. Participants also answered self-assessment of their six clinical competences like what they answered before the learning program.

ChatGPT: This Interventions section is already one of the strongest parts of your manuscript. 👍
It is:
concrete,
reproducible,
educationally coherent,
and detailed enough for replication.
That is a major strength for medical education research.
The main improvements needed are:
tightening language,
improving academic tone,
reducing redundancy,
correcting grammar,
and improving flow/readability.
At present, the section is slightly too dense. A polished version can make it look much more professional without changing the content.
Recommended Polished Version
Interventions
Before the learning program, participants completed a self-assessment of six clinical competencies: history taking, physical examination, communication, clinical reasoning, management planning, and patient note documentation. Each competency was scored using a 7-point Likert scale ranging from 1 (highly unskilled) to 7 (highly skilled).
All participants then underwent three mock medical interviews with simulated patients presenting with common symptoms (chest pain, cough, and fatigue) during a 3-week clinical clerkship under the supervision of an attending physician. The lead investigator (MY) served as both the simulated patient and the attending physician. Modified clinical scenarios adapted from a textbook for the United States Medical Licensing Examination (USMLE) Step 2 Clinical Skills were used [8]. These scenarios had been regularly implemented and updated in the general internal medicine clerkship for 2 years before the study.
During each mock medical interview, participants conducted history taking and physical examination within 10 minutes. Physical examination was performed verbally by describing the examination maneuvers that participants would perform. After the interview, participants completed a patient note template on a laptop within 15 minutes by documenting the clinical history, physical examination findings, clinical reasoning (including up to three differential diagnoses with supporting evidence), and management plan. After completion of the patient notes, the attending physician provided immediate feedback and a brief teaching session regarding the interview. Participants then submitted their patient notes to the attending physician, who evaluated and returned them with formative comments. The entire process was conducted in Japanese.
In the blended learning group, the first and second interviews were conducted online, whereas the third interview was conducted face-to-face. In the traditional learning group, all interviews were conducted face-to-face. Both the attending physician and participants joined online interviews from locations on the university campus with access to the university Wi-Fi. Face-to-face interviews were conducted in a small room on the university campus. Due to scheduling constraints, participants assigned to the same group completed all interviews together during the 3-week clerkship. Online interviews were conducted using a web-based meeting system (Microsoft Teams; Microsoft Corp., Redmond, WA, USA). All participants used the same laptop prepared for the study (Surface Laptop SE [KF8-00003]; Microsoft Corp.), whereas the attending physician used a different laptop (VAIO SX14 [VJS145]; VAIO Corp., Ltd., Tokyo, Japan). Both participants and the attending physician used the same headset (H340 USB Computer Headset; Logicool Corp., Ltd., Tokyo, Japan).
After completion of all interviews, participants completed a 24-item questionnaire derived from two subscales of the Dundee Ready Educational Environment Measure (DREEM): Perceptions of Learning and Perceptions of Atmosphere (Multimedia Appendix 1). Each item was scored using a 5-point Likert scale ranging from 0 (strongly disagree) to 4 (strongly agree). The DREEM is one of the most widely used instruments for evaluating educational environments [9–12]. The original DREEM consists of 50 items divided into five subscales: Students’ Perceptions of Learning, Students’ Perceptions of Teachers, Students’ Academic Self-Perceptions, Students’ Perceptions of Atmosphere, and Students’ Social Self-Perceptions. We selected the Perceptions of Learning and Perceptions of Atmosphere subscales because we considered them most relevant to evaluating the feasibility of the learning program. Scores for these subscales are interpreted as follows [13]: 0–12, very poor/a terrible environment; 13–24, teaching is viewed negatively/there are many issues that need changing; 25–36, a more positive approach/a more positive atmosphere; and 37–48, teaching highly thought of/a good feeling overall. Participants also repeated the same self-assessment of six clinical competencies after completion of the learning program.
Detailed Feedback
1. Major Strengths
A. Excellent reproducibility
Your intervention is sufficiently detailed for replication:
timing,
cases,
devices,
software,
workflow,
assessment process.
This is excellent for educational intervention research.
B. Strong educational coherence
The workflow:
interview,
note writing,
feedback,
formative comments
is educationally realistic and convincing.
2. Important Improvements Made
A. “complaining common symptoms”
Original:
simulated patients complaining common symptoms
This sounds unnatural medically.
Better:
simulated patients presenting with common symptoms
B. “acted both simulated patients and the attending physician”
Corrected to:
served as both the simulated patient and the attending physician
C. “performed physical examination by mentioning…”
This was awkward.
Better:
Physical examination was performed verbally by describing the examination maneuvers…
This sounds much more professional clinically.
D. “small lecture”
Changed to:
brief teaching session
More academic.
E. “like what they answered before”
Changed to:
repeated the same self-assessment…
Cleaner and more professional.
3. Important Methodological Suggestion
Potential reviewer concern:
Because MY acted as:
attending physician,
simulated patient,
evaluator,
reviewers may ask about:
performance bias,
standardization,
lack of blinding.
You may want to preempt this in the Discussion limitations.
Example:
Because the lead investigator served as both the simulated patient and attending physician, instructor-related bias could not be completely excluded.
You do NOT necessarily need to add this to Methods.
4. Important Statistical/Design Issue
This sentence:
participants assigned to the same group completed all interviews together
is important because it introduces:
possible clustering,
peer influence.
Again, not a Methods problem, but statistical reviewers may mention it.
5. DREEM Section
Very strong now.
Especially good:
explanation of subscale selection,
interpretation categories,
rationale for choosing subscales.
That is reviewer-friendly.
Overall Evaluation
Aspect
Evaluation
Educational reproducibility
Excellent
Intervention clarity
Excellent
Academic tone
Very good
Statistical transparency
Good
Reviewer readiness
~95%
This is now a strong Interventions section for a medical education RCT.

Author: Great Let's move on to the paragraph of Interventions. Show me the polished version if needed.
Outcomes
The primary outcome was the total questionnaire score. Secondary outcomes were scores of each domain of the questionnaire (Perceptions of Learning and Perceptions of Atmosphere) and changes in self-assessment of six clinical competences before and after the learning program.

ChatGPT: This Outcomes paragraph is already clear and appropriately concise. 👍
For a Methods section, brevity is actually a strength here.
Only very minor polishing is needed to improve:
parallel structure,
terminology consistency,
and academic style.
Recommended Polished Version
Outcomes
The primary outcome was the total questionnaire score. Secondary outcomes included scores for each questionnaire domain (Perceptions of Learning and Perceptions of Atmosphere) and changes in self-assessed clinical competencies before and after the learning program.
Detailed Feedback
1. “Secondary outcomes were” → “included”
Both are correct, but:
Secondary outcomes included...
sounds slightly smoother and more natural in biomedical writing.
2. “scores of each domain”
More natural:
scores for each questionnaire domain
3. “self-assessment” → “self-assessed”
Original:
changes in self-assessment of six clinical competences
Better:
changes in self-assessed clinical competencies
This is more concise and standard academically.
4. “competences” vs “competencies”
Both are technically acceptable, but:
competencies is more common in medical education literature,
especially internationally.
I recommend using competencies consistently throughout the manuscript.
So you may want to globally revise:
competences → competencies
unless your target journal consistently uses “competences.”
One Optional Improvement (Only if desired)
If you want slightly more methodological precision:
The primary outcome was the total score of the 24-item questionnaire derived from two DREEM subscales.
This can help readers immediately remember what questionnaire you mean.
However, your current level of detail is already acceptable because the questionnaire was described immediately beforehand.
Overall Evaluation
Aspect
Evaluation
Clarity
Excellent
Conciseness
Excellent
CONSORT style
Good
Needed revision
Minimal
This paragraph is already strong.

Author: Fantastic. Let's move on to the paragraph of Statistical Analysis. Show me the polished version if needed.
Statistical Analysis
In a previous open-label RCT [14] comparing the DREEM scores among fourth-year medical students who were allocated to blended learning or face-to-face learning during the 10-week family medicine course revealed that blended learning group showed higher scores in the domains of Perceptions of Learning and Perceptions of Atmosphere, and Cohen d were calculated as 0.89 and 0.51, respectively. Their average value was approximately 0.70, and web meeting system and online learning environment have been developing for over 10 years; thus, we finally set Cohen d of 0.80 in this study. This led to the estimated sample size of 52 students (26 per group) based on 80% power and a two-sided alpha level of 0.05. Our final recruitment was 56 students (28 per group) after accounting for potential dropouts.
The analyses of the primary and secondary outcomes included all available data from all randomized participants who underwent at least one mock medical interview. Participants who were randomized but did not undergo any mock medical interview, as well as those with missing questionnaire data for the outcome of interest were excluded. Categorical variables are presented as numbers with percentages. Continuous variables are presented as means with standard deviations. Scores of the questionnaire (both total and each domain) between two groups were compared using the Student’s t-test. Changes in self-assessment of six clinical competencies before and after the learning program between two groups was compared using the Mann-Whitney U test. All P values <.05 were considered to show significance. All statistical analyses were performed with R software (version 4.3.1; The R Foundation for Statistical Computing).

ChatGPT: This Statistical Analysis section is already quite solid conceptually. 👍
You appropriately included:
sample size estimation,
analysis population,
descriptive statistics,
statistical tests,
significance threshold,
and software.
Those are the key elements reviewers expect.
However, this section currently has the largest language and style issues in the manuscript, mainly because:
some sentences are too conversational,
grammar becomes complicated,
and statistical wording can be more precise.
Below is a polished version followed by detailed feedback.
Recommended Polished Version
Statistical Analysis
A previous open-label RCT [14] comparing blended learning and face-to-face learning during a 10-week family medicine course reported higher DREEM scores in the blended learning group for the Perceptions of Learning and Perceptions of Atmosphere domains, with Cohen’s d values of 0.89 and 0.51, respectively. Based on these findings and considering the substantial development of web-based meeting systems and online learning environments over the past decade, we assumed an effect size (Cohen’s d) of 0.80 for the present study. The estimated sample size was 52 participants (26 per group), assuming 80% power and a two-sided alpha level of 0.05. After accounting for potential dropouts, the target sample size was increased to 56 participants (28 per group).
Analyses of the primary and secondary outcomes were conducted using a modified intention-to-treat approach including all randomized participants who underwent at least one mock medical interview. Participants who were randomized but did not undergo any mock medical interview, as well as those with missing questionnaire data for the outcome of interest, were excluded from the corresponding analyses. Categorical variables are presented as numbers and percentages, whereas continuous variables are presented as means and standard deviations. Questionnaire scores (both total and domain scores) were compared between the two groups using Student’s t-test. Changes in self-assessed clinical competencies before and after the learning program were compared between the two groups using the Mann–Whitney U test. A two-sided P value of <.05 was considered statistically significant. All statistical analyses were performed using R software (version 4.3.1; R Foundation for Statistical Computing, Vienna, Austria).
Detailed Feedback
1. Sample Size Paragraph
This section improved dramatically with polishing.
Major Issue in Original
Original:
thus, we finally set Cohen d of 0.80
This sounds conversational and weak statistically.
Better:
we assumed an effect size (Cohen’s d) of 0.80
This is standard statistical wording.
Another Important Improvement
Original:
web meeting system and online learning environment have been developing
Problems:
awkward tense,
awkward singular/plural,
unclear logic.
Better:
considering the substantial development of web-based meeting systems and online learning environments over the past decade
Much smoother and more academic.
2. Important Statistical Improvement: mITT
This is probably the most important revision.
Your original analysis:
excluded randomized participants without intervention,
excluded missing data.
That is NOT a full ITT analysis.
So explicitly calling it:
a modified intention-to-treat approach
is methodologically important and reviewer-friendly.
This substantially improves transparency.
3. Statistical Grammar Corrections
Original:
Changes ... between two groups was compared
Should be:
were compared
because “changes” is plural.
4. “considered to show significance”
Original:
All P values <.05 were considered to show significance.
This sounds slightly awkward.
Standard wording:
A two-sided P value of <.05 was considered statistically significant.
5. Software Citation
More standard:
R Foundation for Statistical Computing, Vienna, Austria
rather than:
The R Foundation for Statistical Computing
One Important Statistical Reviewer Issue
Your intervention was:
group-based,
same participants trained together.
This introduces potential:
clustering,
non-independence,
peer effects.
You did not account for clustering statistically.
This is not fatal for a pilot educational RCT, but reviewers may mention it.
I recommend keeping the limitation we discussed earlier.
One Additional Suggestion (Optional)
You might consider clarifying why:
t-test was used for questionnaire scores,
Mann–Whitney for competency changes.
Reviewers may wonder about:
distribution assumptions,
ordinal scales.
You do NOT necessarily need to explain this unless reviewers ask.
Overall Evaluation
Aspect
Evaluation
Statistical transparency
Very good
Sample size explanation
Good
CONSORT compatibility
Good
Language polish needed
Moderate
Reviewer readiness
~90–95%
After polishing, this becomes a strong Statistical Analysis section for a medical education RCT manuscript.

Author: Perfect. Then, Let's move on to the Results section. Could you check and give some feedback on each paragraph in it?  Let's start with the paragraph of Participant Characteristics. Show me the polished version if needed. Are you ready?

ChatGPT: Absolutely — ready. 👍
Please paste the Participant Characteristics paragraph from the Results section, and I’ll review it carefully for:
CONSORT-style flow,
clarity and chronology,
statistical wording,
grammar/style,
redundancy,
and potential reviewer concerns.
I’ll also provide:
a polished version (if needed),
detailed rationale for revisions,
and strategic comments from a reviewer perspective.

Author: Thanks.
Participant Characteristics
On December 23, 2024, due to slower recruitment than anticipated and funding constraints, leading researcher (MY) decided to terminate the study before the prespecified sample size was reached. From May 8, 2023, to December 2, 2024, 197 fifth- and sixth-year medical students were screened during the general internal medicine clerkship (Figure 1).
Of these, 171 declined to participate, and 26 were enrolled and randomized (13 to the blended learning group and 13 to the traditional learning group). Before the intervention, one participant withdrew from the study, leaving 25 participants who underwent either blended or traditional learning. Regarding the response to the 24-item questionnaire, one participant in the traditional learning group did not respond, and another participant in the same group had missing questionnaire data for the Perceptions of Learning subscale, which prevented calculation of the Perceptions of Learning score and the total score. After excluding these two participants, 23 participants were included in the analyses of the primary outcome and the Perceptions of Learning scores. For the remaining secondary outcomes, 24 participants were included in the analysis after excluding one participant who did not respond to the questionnaire.
Baseline characteristics are summarized in Table 1. Among the 23 participants included in the primary outcome analysis, 21 (91.3%) were fifth-year medical students. 13 (56.5%) were male and 10 (43.5%) were female. Most participants (n = 20, 86.9%) had used online meeting systems three to four times or more prior to the study. Only three participants (13.0%) had conducted medical interviews 10 times or more before the study, and nine (39.1%) had written patient notes in electronic medical records fewer than 10 times.

ChatGPT: This Participant Characteristics section is already very strong structurally. 👍
It follows an appropriate CONSORT-style sequence:
Trial termination
Screening and randomization
Exclusions
Analysis populations
Baseline characteristics
That structure is excellent.
The main improvements needed are:
smoother academic phrasing,
reducing redundancy,
tightening chronology,
and improving readability.
Below is a polished version followed by detailed feedback.
Recommended Polished Version
Participant Characteristics
On December 23, 2024, the study was terminated before the prespecified sample size was reached because recruitment was slower than anticipated and funding constraints limited continuation of the trial. From May 8, 2023, to December 2, 2024, 197 fifth- and sixth-year medical students were screened during the general internal medicine clerkship (Figure 1).
Of these, 171 declined to participate, and 26 were enrolled and randomized (13 to the blended learning group and 13 to the traditional learning group). Before the intervention, one participant withdrew from the study, leaving 25 participants who underwent either blended learning or traditional learning. Regarding responses to the 24-item questionnaire, one participant in the traditional learning group did not respond, and another participant in the same group had missing data for the Perceptions of Learning subscale, which prevented calculation of both the Perceptions of Learning score and the total score. After excluding these two participants, 23 participants were included in the analyses of the primary outcome and Perceptions of Learning scores. For the remaining secondary outcomes, 24 participants were included in the analyses after exclusion of the participant who did not respond to the questionnaire.
Baseline characteristics are summarized in Table 1. Among the 23 participants included in the primary outcome analysis, 21 (91.3%) were fifth-year medical students. Thirteen participants (56.5%) were male and 10 (43.5%) were female. Most participants (n = 20, 86.9%) had used online meeting systems three to four times or more before the study. Only three participants (13.0%) had conducted medical interviews 10 times or more before the study, and nine (39.1%) had written patient notes in electronic medical records fewer than 10 times.
Detailed Feedback
1. “leading researcher (MY) decided to terminate”
This wording is slightly problematic.
Why?
It sounds personal and subjective.
Trials are usually described impersonally.
Better:
the study was terminated...
This sounds much more professional and neutral.
2. Trial termination wording
Original:
due to slower recruitment than anticipated and funding constraints
This is good conceptually.
I refined:
because recruitment was slower than anticipated and funding constraints limited continuation of the trial
This flows more naturally.
3. “underwent either blended or traditional learning”
This is understandable but slightly vague.
Better:
underwent either blended learning or traditional learning
because “learning” alone can sound incomplete.
4. Questionnaire missing-data sentence
Your original sentence was actually quite good.
I only improved:
readability,
parallelism,
and flow.
5. “analyses” plural
Original:
included in the analysis
Since you refer to multiple outcomes:
included in the analyses
is slightly more accurate.
6. Small grammar/statistical style improvements
A. Beginning sentence with number
Original:
13 (56.5%) were male
Many journals prefer not starting sentences with numerals.
Better:
Thirteen participants (56.5%) were male
B. “prior to the study” vs “before the study”
Both are fine.
I used:
before the study
because it sounds slightly less repetitive and more natural here.
One Important Strategic Suggestion
Your Results section currently includes:
detailed accounting of different analysis populations (23 vs 24).
This is good scientifically.
However, readers may become slightly confused unless:
Figure 1 clearly shows:
randomized population,
withdrawal,
missing questionnaire,
missing subscale data,
final analysis populations.
So make sure your CONSORT diagram is very explicit.
One Optional Improvement
Some journals prefer baseline characteristics to be presented:
separately by randomized group.
If your Table 1 already does this, excellent.
If not, reviewers may ask for it.
Overall Evaluation
Aspect
Evaluation
CONSORT flow
Excellent
Transparency
Excellent
Clarity
Very good
Statistical reporting
Good
Reviewer readiness
~95%
This is a strong Results opening paragraph.

Author: Now I will share figure 1 (CONSORT diagram) and Table 1 with the corresponding legends.
[Attachment: Figure 1_gpt用.docx]
[Attachment: Table 1_gpt用.docx]

ChatGPT: Thanks - both the CONSORT diagram and Table 1 are actually very well prepared overall. 👍
They are clear, readable, and aligned with the Results section. Figure 1_gpt用.docx Table 1_gpt用.docx
Here is detailed feedback from the perspective of:
journal reviewers,
CONSORT reporting,
and medical education manuscript style.
Figure 1 (CONSORT Diagram)
Overall evaluation:
Structure: excellent
Flow clarity: excellent
Visual simplicity: very good
CONSORT compliance: good
This figure is already publication quality with only minor refinements needed. Figure 1_gpt用.docx
Major Strengths
1. Very clear participant flow
The progression:
screened,
randomized,
intervention,
questionnaire completion,
primary analysis
is easy to follow.
That is the most important aspect of a CONSORT diagram.
2. Reasons for exclusion are explicit
Good:
Declined to participate
Withdrew before intervention
Did not respond
Had missing values
This improves transparency.
Recommended Improvements
A. “Assessed for eligibility”
Current:
197 Assessed for eligibility
Better CONSORT style:
197 Assessed for eligibility
(Keep capitalization consistent.)
Actually, your current wording is acceptable.
B. “Did not respond”
Slightly clearer:
Did not complete questionnaire
because “did not respond” may sound vague.
Optional only.
C. “Had missing values”
Better:
Had missing questionnaire data
or:
Had incomplete questionnaire data
“missing values” sounds statistical rather than participant-oriented.
D. Consider adding “mITT analysis”
Optional but helpful.
Instead of:
Included in the primary analysis
you could say:
Included in the modified intention-to-treat analysis
ONLY if you use “modified intention-to-treat” consistently in the manuscript.
Important Consistency Issue
Your manuscript text says:
24 participants were included for some secondary outcomes
But the figure currently ends only with:
Included in the primary analysis
This is acceptable because CONSORT diagrams usually focus on the primary analysis population.
However, reviewers might briefly wonder:
“What about the secondary outcomes?”
Not mandatory to revise, but one optional improvement:
Add a footnote:
One participant with missing Perceptions of Learning data was included in analyses of remaining secondary outcomes.
This is optional.
Table 1
Overall evaluation:
Appropriate variables
Good baseline summary
Clear layout
Reviewer-friendly
Very solid table overall. Table 1_gpt用.docx
Recommended Improvements
1. Title grammar
Current:
Participants characteristics
Should be:
Participant characteristics
This is important.
2. Percentage consistency
You currently have:
16.6
45.4
72.7
etc.
Some percentages are mathematically rounded inconsistently.
Example:
2/12 = 16.7, not 16.6
Most journals prefer:
one decimal place with standard rounding.
So revise globally:
16.6 → 16.7
66.6 → 66.7
33.3 → 33.3 (okay)
etc.
3. “>=” and “<”
For publication-quality tables:
use:
≥
<
instead of:
=
This improves professionalism.
4. “Past experience of medical interviews”
More natural:
Previous medical interview experience
or:
Prior medical interview experience
5. “Past experience writing patient notes on EMR”
More natural:
Previous experience documenting patient notes in the EMR
or simpler:
Previous experience writing patient notes in the EMR
6. Consider adding TOTAL column (optional)
Currently:
blended
traditional
Some journals prefer:
total population column.
But for small RCTs, current format is perfectly acceptable.
One Important Statistical Suggestion
Since your sample size is very small:
DO NOT add P values to baseline characteristics.
Your current approach is correct.
Many modern CONSORT recommendations discourage significance testing for baseline tables.
Good decision.
Overall Assessment
Item
Evaluation
Figure 1 clarity
Excellent
CONSORT compliance
Very good
Table readability
Very good
Statistical appropriateness
Good
Needed revisions
Minor
These supplementary materials are already strong and consistent with the manuscript.

Author: Fantastic. Let's move on to the paragraph of Intervention Adherence. Show me the polished version if needed. I also attached Multimedia Appendix 2 and 3.
Intervention adherence
In total, 9 of 12 participants (75.0%) in the blended learning group and 5 of 11 participants (45.4%) in the traditional learning group completed all interviews (Multimedia Appendix 2). Reasons for nonadherence to the allocated intervention are shown in Multimedia Appendix 3.
[Attachment: Multimedia Appendix 2_intervention adherence.docx]
[Attachment: Multimedia Appendix 3_reasons for nonadherence.docx]

ChatGPT: This paragraph is already concise and appropriate for a Results subsection. 👍
The supplementary appendices also support the statement clearly and consistently. Multimedia Appendix 2_intervention adherence.docx Multimedia Appendix 3_reasons for nonadherence.docx
Only minor polishing is needed for:
terminology,
flow,
and consistency with CONSORT/clinical trial style.
Recommended Polished Version
Intervention Adherence
Overall, 9 of 12 participants (75.0%) in the blended learning group and 5 of 11 participants (45.5%) in the traditional learning group completed all scheduled interviews (Multimedia Appendix 2). Reasons for nonadherence to the assigned intervention are summarized in Multimedia Appendix 3.
Detailed Feedback
1. “In total”
Your original:
In total, 9 of 12 participants...
This is perfectly acceptable, but:
Overall
flows slightly more naturally in Results sections.
Either is fine.
2. “completed all interviews”
I slightly refined:
completed all scheduled interviews
because:
it clarifies adherence,
and sounds more protocol-oriented.
3. “allocated intervention”
Original:
allocated intervention
Better:
assigned intervention
This is more standard RCT terminology.
4. Percentage rounding issue
You wrote:
45.4%
But:
5/11 = 45.5%
You should standardize rounding throughout the manuscript and appendices.
This also applies to:
16.6 → 16.7
8.3 → 8.3 (okay)
83.3 → 83.3 (okay)
Feedback on Multimedia Appendix 2
Overall very clear. Multimedia Appendix 2_intervention adherence.docx
Recommended improvements:
A. Title capitalization consistency
Current:
Multimedia appendix 2.
Better:
Multimedia Appendix 2.
B. “No absence”
This sounds slightly unnatural in English.
Better:
No absences
Attended all interviews
I strongly recommend:
Attended all interviews
because it is clearer educationally.
Example:
Adherence
Attended all interviews
One absence
Two absences
Feedback on Multimedia Appendix 3
Also very clear overall. Multimedia Appendix 3_reasons for nonadherence.docx
Recommended improvement:
“Time constraints during the clerkship”
Excellent wording already.
Optional improvement
Instead of:
Reasons for nonadherence
you could use:
Reasons for absence
ONLY if all nonadherence was due to absence.
But your current wording is safer and more accurate.
One Strategic Suggestion
The adherence difference:
75.0% vs 45.5%
is actually interesting.
Even though you may not statistically analyze it, you might later mention in the Discussion:
Intervention adherence appeared numerically higher in the blended learning group.
This could support:
feasibility,
flexibility,
reduced scheduling burden.
Especially because:
time constraints during clerkship
was the dominant reason for nonadherence. Multimedia Appendix 3_reasons for nonadherence.docx
That observation strengthens your educational rationale substantially.
Overall Evaluation
Aspect
Evaluation
Clarity
Excellent
Conciseness
Excellent
Supporting appendices
Strong
Reviewer readiness
~95%
This section is already very strong with only minor refinements needed.

Author: Great. Let's move on to the paragraph of Primary and Secondary Outcomes. Show me the polished version if needed. I also attached Table 2.
Primary and Secondary Outcomes
The mean (±SD) total score of the 24-item questionnaire was 76.7±7.9 in the blended learning group vs 75.0±9.4 in the traditional learning group, with no significant difference between groups (P=.63) (Table 2).
The mean (±SD) score for Perceptions of Learning was 38.6±4.5 in the blended learning group vs 37.2±4.2 in the traditional learning group, with no significant difference (P=.43). The mean (±SD) score for Perceptions of Atmosphere was 38.0±3.7 in the blended learning group vs 37.9±5.4 in the traditional learning group, with no significant difference (P=.92). The mean (±SD) changes in self-assessment of six clinical competencies before and after the learning program in the blended learning group and the traditional learning group were as follows (Table 2): history taking, 1.58±1.24 vs 1.50±0.90 (P=.82); physical examination, 1.00±1.20 vs 1.16±0.83 (P=.90); communication, 0.75±0.86 vs 0.58±1.08 (P=.82); clinical reasoning, 1.75±1.21 vs 1.25±0.96 (P=.17); management plan, 1.41±1.31 vs 1.41±0.66 (P=.89); patient notes, 1.66±1.23 vs 1.91±1.24 (P=.53).

ChatGPT: This Results paragraph is already scientifically solid and appropriately detailed. 👍
Your reporting is:
transparent,
numerically clear,
and logically organized.
The main improvements needed are:
reducing repetition,
improving readability,
tightening statistical style,
and making the prose sound more like high-quality biomedical writing.
Right now, the paragraph is slightly dense because many numerical results are presented in a single block.
Recommended Polished Version
Primary and Secondary Outcomes
The mean (SD) total score of the 24-item questionnaire was 76.7 (7.9) in the blended learning group and 75.0 (9.4) in the traditional learning group, with no significant difference between groups (P = .63) (Table 2).
Similarly, no significant differences were observed in the questionnaire domain scores. The mean (SD) score for Perceptions of Learning was 38.6 (4.5) in the blended learning group and 37.2 (4.2) in the traditional learning group (P = .43). The mean (SD) score for Perceptions of Atmosphere was 38.0 (3.7) and 37.9 (5.4), respectively (P = .92).
The mean (SD) changes in self-assessed clinical competencies before and after the learning program in the blended learning and traditional learning groups, respectively, were as follows: history taking, 1.58 (1.24) vs 1.50 (0.90) (P = .82); physical examination, 1.00 (1.20) vs 1.16 (0.83) (P = .90); communication, 0.75 (0.86) vs 0.58 (1.08) (P = .82); clinical reasoning, 1.75 (1.21) vs 1.25 (0.96) (P = .17); management planning, 1.41 (1.31) vs 1.41 (0.66) (P = .89); and patient note documentation, 1.66 (1.23) vs 1.91 (1.24) (P = .53).
Detailed Feedback
1. “mean (±SD)” → “mean (SD)”
Most biomedical journals prefer:
mean (SD)
rather than:
mean (±SD)
This is now the dominant style in medical journals.
2. Reduce repetition
Your original repeatedly used:
with no significant difference
This becomes stylistically heavy.
Instead:
Similarly, no significant differences were observed...
creates smoother flow.
3. “respectively”
This is a very useful academic writing tool here.
Instead of repeating:
in the blended learning group vs in the traditional learning group
you can simplify:
38.0 (3.7) and 37.9 (5.4), respectively
This improves readability substantially.
4. “management plan” and “patient notes”
These are understandable, but slightly informal educational labels.
More academic:
management planning
patient note documentation
This aligns better with competency terminology in medical education literature.
5. Statistical formatting
More standard:
P = .63
not P=.63
Again, check journal style, but this is common biomedical formatting.
One Important Strategic Suggestion
This paragraph reports:
entirely nonsignificant findings.
That is fine.
However, later in the Discussion, avoid repeatedly emphasizing:
“no significant difference”
Instead frame it as:
“comparable educational outcomes”
You already started doing this well in the revised Discussion.
That framing is important for educational RCTs with small sample sizes.
One Optional Improvement (Advanced)
If your target journal values effect estimates, you could strengthen the Results by reporting:
mean difference,
95% confidence interval.
Example:
Mean difference, 1.7 points; 95% CI, −5.4 to 8.8
This is statistically more informative than P values alone.
However:
not mandatory,
and many medical education journals still accept simpler reporting.
Overall Evaluation
Aspect
Evaluation
Numerical clarity
Excellent
Organization
Very good
Statistical reporting
Good
Readability
Can be improved
Reviewer readiness
~95%
This is already a strong Results paragraph after polishing.

Author: Sorry, I have forgotten attaching Table 2.
[Attachment: Table 2_gpt用.docx]

ChatGPT: Thanks - Table 2 is very helpful, and overall it is already quite strong structurally. Table 2_gpt用.docx
The Results paragraph and the table are generally consistent with each other, which is excellent.
However, after reviewing the table carefully, I would recommend a few important corrections and refinements.
1. Important Numerical Issue in Table 2
There appears to be a likely typo in the table:
Current:
Questionnaire score, total
Traditional learning: 75.0±0.90
But in your Results text:
75.0±9.4
The Results text is probably correct, and the table likely contains a typo (0.90 instead of 9.40). Table 2_gpt用.docx
This is important because:
SD = 0.90 would be implausibly narrow compared with the other values,
and reviewers/statistical editors will likely notice it.
Please verify the original data carefully.
2. Results Paragraph - Revised Recommendation After Reviewing Table 2
After seeing Table 2, I would make only slight refinements to the polished paragraph I proposed earlier.
Recommended Final Version
Primary and Secondary Outcomes
The mean (SD) total score of the 24-item questionnaire was 76.7 (7.9) in the blended learning group and 75.0 (9.4) in the traditional learning group, with no significant difference between groups (P = .63) (Table 2).
Similarly, no significant differences were observed in the questionnaire domain scores. The mean (SD) score for Perceptions of Learning was 38.6 (4.5) in the blended learning group and 37.2 (4.2) in the traditional learning group (P = .43). The mean (SD) score for Perceptions of Atmosphere was 38.0 (3.7) and 37.9 (5.4), respectively (P = .92).
The mean (SD) changes in self-assessed clinical competencies before and after the learning program in the blended learning and traditional learning groups, respectively, were as follows: history taking, 1.58 (1.24) vs 1.50 (0.90) (P = .82); physical examination, 1.00 (1.20) vs 1.16 (0.83) (P = .90); patient care and communication, 0.75 (0.86) vs 0.58 (1.08) (P = .82); clinical reasoning, 1.75 (1.21) vs 1.25 (0.96) (P = .17); management planning, 1.41 (1.31) vs 1.41 (0.66) (P = .89); and patient note documentation, 1.66 (1.23) vs 1.91 (1.24) (P = .54).
3. Important Consistency Issue
Your table uses:
Patient care and communication
But your Results text says:
communication
These should match exactly.
I recommend following the table wording:
patient care and communication
because it sounds more educationally comprehensive. Table 2_gpt用.docx
4. Table 2 Feedback
Overall:
excellent organization,
appropriate use of footnotes,
and good clarity.
Recommended Improvements for Table 2
A. Use mean (SD) format consistently
Current:
76.7±7.9
More journal-standard:
76.7 (7.9)
This is strongly recommended.
B. P value precision
Currently:
.8285
.9011
etc.
This is unnecessarily precise for Results tables.
Usually:
two decimal places,
or three at most.
Recommended:
.83
.90
.17
This matches your Results text and improves readability.
C. “Traditional learning (N=11)a”
Spacing:
(N = 11)
for consistency.
D. “subtraction”
Footnote:
calculated by the subtraction of pre-learning program score from post-learning program score
More natural:
calculated by subtracting the pre-learning program score from the post-learning program score
E. “Patient notes”
As discussed:
Patient note documentation
would sound more academic and consistent.
5. Important Reviewer Perspective
Your table actually supports an interesting point:
The DREEM subscale scores:
approximately 38/48 in both groups
This corresponds to:
“teaching highly thought of / a good feeling overall”
according to your DREEM interpretation.
This is valuable positive information.
You may want to briefly mention this in the Discussion:
both learning approaches were associated with favorable educational environments.
That would strengthen the educational interpretation substantially.
Overall Evaluation
Item
Evaluation
Results paragraph
Strong
Table structure
Excellent
Statistical clarity
Good
Consistency
Needs minor refinement
Reviewer readiness
~95%
This section is now in very good shape.

Author: Perfect. Then, Let's move on to the Discussion section. Could you check and give some feedback on each paragraph in it? Let's start with the paragraph of Principal Results. Show me the polished version if needed. Are you ready?

ChatGPT: Absolutely — ready. 👍
Please paste the Principal Results paragraph from the Discussion section, and I’ll review it carefully for:
interpretation quality,
balance and scientific caution,
framing of nonsignificant findings,
academic tone,
redundancy,
and reviewer perspective.
I’ll also provide:
a polished version (if appropriate),
detailed feedback,
and strategic suggestions for strengthening the Discussion.

Author: Thanks.
Principal Results
This open-label, parallel-group, RCT compared questionnaire scores derived from two subscales of the DREEM (Perceptions of Learning and Perceptions of Atmosphere) as well as changes in self-assessed clinical competencies between blended learning group and traditional face-to-face learning group in medical interview training. Because recruitment was slower than anticipated and funding constraints limited the study period, the sample size was smaller than the predefined target. No significant differences were observed between two groups in questionnaire scores or in changes in self-assessed clinical competencies.
To the best of our knowledge, this is the first randomized controlled trial directly comparing blended learning and traditional face-to-face learning in medical interview training.  During COVID-19 pandemic, digital technologies were rapidly introduced into medical education as temporary alternatives to conventional teaching methods [15]. However, high-quality evidence evaluating the feasibility or effectiveness of such approaches in training medical interview skills remains limited. Although the sample size of this study was smaller than anticipated, our findings provide quantitative data that may help inform future educational strategies for medical interview training.
Our study may have been underpowered to detect small differences between the two learning approaches, and the predefined effect size may have been overestimated. These limitations could partly explain the absence of statistically significant differences between groups. Nevertheless, the findings suggest that blended learning may achieve educational outcomes comparable to those of traditional face-to-face learning in medical interview training.
Blended learning may also offer additional advantages that were not directly measured in this study. For example, online environments may enhance psychological safety for some learners [16], allowing students to participate more comfortably and engage in medical interviews without immediate pressure of face-to-face interactions. Gradual transitions from online to in-person environments may help reduce anxiety among students who are inexperienced in conducting medical interviews. In this way, blended learning may provide a useful bridge between classroom-based learning and bedside clinical practice, particularly for students who have recently begun clinical clerkships.

ChatGPT: This Discussion section is now genuinely strong. 👍
Compared with earlier drafts, the interpretation is:
much more balanced,
academically cautious,
and appropriately framed for an underpowered educational RCT.
Most importantly, you are now avoiding a very common mistake:
interpreting nonsignificant findings as proof of equivalence.
Instead, you appropriately use:
“may achieve comparable educational outcomes”
That is excellent scientific framing.
Only relatively minor refinements are needed now:
improving flow,
reducing repetition,
tightening academic tone,
and polishing a few grammatical issues.
Recommended Polished Version
Principal Results
This open-label, parallel-group randomized controlled trial compared questionnaire scores derived from two DREEM subscales (Perceptions of Learning and Perceptions of Atmosphere), as well as changes in self-assessed clinical competencies, between blended learning and traditional face-to-face learning in medical interview training. Because recruitment was slower than anticipated and funding constraints limited the study period, the final sample size was smaller than the predefined target. No significant differences were observed between the two groups in questionnaire scores or changes in self-assessed clinical competencies.
To the best of our knowledge, this is the first randomized controlled trial directly comparing blended learning and traditional face-to-face learning in medical interview training. During the COVID-19 pandemic, digital technologies were rapidly introduced into medical education as temporary alternatives to conventional teaching methods [15]. However, high-quality evidence evaluating the feasibility and educational effectiveness of such approaches for medical interview training remains limited. Although the sample size of this study was smaller than anticipated, our findings provide quantitative data that may help inform future educational strategies for medical interview training.
Our study may have been underpowered to detect small differences between the two learning approaches, and the predefined effect size may have been overestimated. These limitations may partly explain the absence of statistically significant differences between groups. Nevertheless, the findings suggest that blended learning may achieve educational outcomes comparable to those of traditional face-to-face learning in medical interview training. In addition, both learning approaches were associated with favorable DREEM subscale scores, indicating generally positive educational environments.
Blended learning may also offer additional advantages that were not directly measured in this study. For example, online environments may enhance psychological safety for some learners [16], allowing students to participate more comfortably and engage in medical interviews without the immediate pressure of face-to-face interactions. Gradual transitions from online to in-person environments may help reduce anxiety among students who are inexperienced in conducting medical interviews. In this way, blended learning may provide a useful bridge between classroom-based learning and bedside clinical practice, particularly for students who have recently begun clinical clerkships.
Detailed Feedback
1. First Paragraph — Very Strong
This paragraph is now scientifically appropriate.
Main improvements I made:
removed repetition of “group,”
improved flow,
tightened wording.
Important refinement
Original:
between blended learning group and traditional face-to-face learning group
Better:
between blended learning and traditional face-to-face learning
Cleaner and less repetitive.
2. Second Paragraph — Literature Positioning
This paragraph is strong conceptually.
I only refined:
feasibility or effectiveness
to:
feasibility and educational effectiveness
because:
your outcomes are educational outcomes,
not only feasibility outcomes.
This aligns better with your Introduction.
3. Third Paragraph — Very Important Scientifically
This is now one of the strongest parts of the Discussion.
Especially good:
acknowledging underpowering,
avoiding overclaiming,
using “comparable” rather than “equivalent.”
Excellent.
Important Addition I Made
I added:
both learning approaches were associated with favorable DREEM subscale scores
Why?
Because your scores (~38/48) correspond to:
“teaching highly thought of / a good feeling overall.”
This is actually an important positive finding from the study.
It strengthens the educational interpretation substantially.
4. Fourth Paragraph — Nicely Conceptual
This is now quite sophisticated educationally.
You successfully moved beyond:
pure statistical interpretation
to:
educational theory and learner experience.
That improves the Discussion a lot.
Minor Grammar Improvement
Original:
without immediate pressure of face-to-face interactions
Better:
without the immediate pressure of face-to-face interactions
One Important Strategic Suggestion
You now have a very good opportunity to mention:
the higher intervention adherence in blended learning.
You do NOT need to overemphasize it, but something like this could strengthen the feasibility argument:
Intervention adherence was also numerically higher in the blended learning group, suggesting that blended learning may offer greater flexibility during clinical clerkships.
This is especially convincing because:
time constraints were the major reason for nonadherence.
That observation actually supports your overall educational rationale very nicely.
You could insert this:
at the end of paragraph 3,
or beginning of paragraph 4.
One Reviewer Concern to Anticipate
Your statement:
psychological safety
is reasonable, but still somewhat speculative because you did not measure it directly.
You handled this appropriately by saying:
may enhance psychological safety
Good cautious phrasing.
I would keep it exactly at this level of certainty.
Overall Evaluation
Aspect
Evaluation
Interpretation quality
Excellent
Scientific caution
Excellent
Educational reasoning
Strong
Framing of null results
Very strong
Reviewer readiness
~95–98%
This is now a strong Discussion section for a medical education RCT.

Author: Thank you for your insightful comments. According to your advice, I added one sentence at the end of paragraph 3.
Principal Results
This open-label, parallel-group RCT compared questionnaire scores derived from two DREEM subscales (Perceptions of Learning and Perceptions of Atmosphere), as well as changes in self-assessed clinical competencies, between blended learning and traditional face-to-face learning in medical interview training. Because recruitment was slower than anticipated and funding constraints limited the study period, the final sample size was smaller than the predefined target. No significant differences were observed between the two groups in questionnaire scores or changes in self-assessed clinical competencies.
To the best of our knowledge, this is the first RCT directly comparing blended learning and traditional face-to-face learning in medical interview training. During the COVID-19 pandemic, digital technologies were rapidly introduced into medical education as temporary alternatives to conventional teaching methods [15]. However, high-quality evidence evaluating the feasibility and educational effectiveness of such approaches for medical interview training remains limited. Although the sample size of this study was smaller than anticipated, our findings provide quantitative data that may help inform future educational strategies for medical interview training.
Our study may have been underpowered to detect small differences between the two learning approaches, and the predefined effect size may have been overestimated. These limitations may partly explain the absence of statistically significant differences between groups. Nevertheless, the findings suggest that blended learning may achieve educational outcomes comparable to those of traditional face-to-face learning in medical interview training. In addition, both learning approaches were associated with favorable DREEM subscale scores, indicating generally positive educational environments. Intervention adherence was also numerically higher in the blended learning group, suggesting that blended learning may offer greater flexibility during clinical clerkships.
Blended learning may also offer additional advantages that were not directly measured in this study. For example, online environments may enhance psychological safety for some learners [16], allowing students to participate more comfortably and engage in medical interviews without the immediate pressure of face-to-face interactions. Gradual transitions from online to in-person environments may help reduce anxiety among students who are inexperienced in conducting medical interviews. In this way, blended learning may provide a useful bridge between classroom-based learning and bedside clinical practice, particularly for students who have recently begun clinical clerkships.

ChatGPT: This revision is excellent. 👍
The newly added sentence strengthens the Discussion substantially because it:
adds a practical educational implication,
supports the feasibility argument,
and is grounded in your actual data rather than speculation.
Importantly, the tone remains appropriately cautious:
“numerically higher”
“may offer greater flexibility”
That is exactly the right level of interpretation for a small underpowered RCT.
At this point, the Principal Results section is very close to submission quality.
Only a few very minor refinements could still improve readability and flow.
Recommended Minor Refinements
1. “during clinical clerkships”
Current:
during clinical clerkships
Because your intervention occurred within:
a single clerkship setting,
I would slightly prefer:
during clinical clerkship training
or:
during clinical clerkships
Both are acceptable. Your current version is fine.
2. “temporary alternatives”
Current:
temporary alternatives to conventional teaching methods
This is good.
Optional refinement:
temporary substitutes for conventional teaching methods
But honestly, your current wording is already strong.
3. Small rhythm improvement in Paragraph 3
Currently:
In addition, both learning approaches were associated with favorable DREEM subscale scores, indicating generally positive educational environments. Intervention adherence was also numerically higher...
This is already good.
If you want slightly smoother flow:
In addition, both learning approaches were associated with favorable DREEM subscale scores, indicating generally positive educational environments. Furthermore, intervention adherence was numerically higher in the blended learning group, suggesting that blended learning may offer greater flexibility during clinical clerkships.
This is purely stylistic.
Most Important Point
Your Discussion now has a very good balance of:
caution,
interpretation,
educational relevance,
and practical implications.
That balance is difficult to achieve in null-result educational RCTs, but you handled it well.
Especially strong aspects:
not overclaiming equivalence,
acknowledging underpowering,
still extracting meaningful educational implications,
integrating feasibility and learner experience.
That combination makes the paper much stronger.
One Strategic Observation
Your Discussion now naturally supports this overall message:
Blended learning may not necessarily outperform traditional learning, but it may provide similarly positive educational experiences with potentially greater flexibility and learner comfort.
That is a publishable and educationally meaningful conclusion.
Overall Evaluation of the Principal Results Section
Aspect
Evaluation
Interpretation quality
Excellent
Scientific caution
Excellent
Educational relevance
Strong
Practical implications
Strong
Reviewer readiness
~98%
This section is now very polished and publication-ready.

Author: Fantastic. Let's move on to the paragraph of Limitations. Show me the polished version if needed.
Limitations
This study has several limitations. First, the study may have been underpowered because the trial was terminated early due to slower recruitment than anticipated and funding constraints. Second, although we used a questionnaire derived from two subscales of the DREEM, the validity of this modified instrument has not been formally established. Third, only a small proportion of eligible students participated in the study (26/197, 13.1%), which may have introduced selection bias. Fourth, adherence to the allocated intervention was poor and imbalanced between groups.
Fifth, several potentially important outcomes were not assessed, including objective measures of clinical performance (e.g., changes of objective structured clinical examination scores after the learning program) and the costs associated with implementing each learning approach. Finally, the study was conducted in Japanese, which may limit the generalizability of the results to educational settings in other languages.
Future research should recruit more participants to obtain enough statistical power and avoid selection bias. Validation of the questionnaire in this study is required, and other outcomes such as the effect on clinical performance of participants evaluated by common assessment measures would enhance the value of the study.

ChatGPT: This Limitations section is already very strong conceptually. 👍
You identified the major concerns reviewers are most likely to raise:
underpowering,
unvalidated modified questionnaire,
selection bias,
adherence imbalance,
limited outcomes,
and language-related generalizability.
That is excellent.
The final paragraph about future research is also valuable because it prevents the section from sounding purely negative.
At this stage, the main improvements are:
tightening wording,
improving flow,
reducing repetition,
and refining academic tone.
Recommended Polished Version
Limitations
This study has several limitations. First, the study may have been underpowered because the trial was terminated early due to slower recruitment than anticipated and funding constraints. Second, although we used a questionnaire derived from two DREEM subscales, the validity of this modified instrument has not been formally established. Third, only a small proportion of eligible students participated in the study (26/197, 13.1%), which may have introduced selection bias. Fourth, adherence to the allocated intervention was suboptimal and differed between groups. Fifth, several potentially important outcomes were not assessed, including objective measures of clinical performance (eg, changes in Objective Structured Clinical Examination [OSCE] scores after the learning program) and the costs associated with implementing each learning approach. Finally, the study was conducted in Japanese, which may limit the generalizability of the findings to educational settings in other languages.
Future studies should recruit larger numbers of participants to ensure adequate statistical power and reduce the risk of selection bias. In addition, validation of the modified questionnaire used in this study is warranted. Assessment of additional outcomes, including objective measures of clinical performance using standardized assessment tools, may further strengthen the evaluation of blended learning in medical interview training.
Detailed Feedback
1. “poor adherence”
Original:
adherence to the allocated intervention was poor
This wording is slightly too strong/negative.
Because:
75% adherence in the blended group is not necessarily “poor,”
and “poor” can sound judgmental.
Better:
suboptimal
This is more neutral and academic.
2. “imbalanced between groups”
Current:
imbalanced between groups
Understandable, but:
differed between groups
sounds smoother and less statistically loaded.
3. OSCE wording
Original:
objective structured clinical examination scores
More standard:
Objective Structured Clinical Examination (OSCE) scores
This is the universally recognized terminology.
4. “results” → “findings”
Original:
generalizability of the results
Better:
generalizability of the findings
More common in Discussion sections.
5. Future research paragraph
This section improved nicely with polishing.
Important refinement
Original:
Validation of the questionnaire in this study is required
This sounds slightly strong/directive.
Better:
validation ... is warranted
This is standard academic phrasing.
Another improvement
Original:
common assessment measures
This is somewhat vague.
Better:
standardized assessment tools
Much clearer and more professional.
One Important Suggestion (Optional but Strong)
There is one limitation reviewers may still raise:
Potential clustering effects
Because:
participants trained together in groups,
peer interaction may have influenced outcomes,
independence assumptions may have been violated.
You could optionally add:
In addition, participants assigned to the same group completed the intervention together, which may have introduced clustering effects that were not accounted for in the analysis.
This is NOT mandatory, but statistically minded reviewers may appreciate it.
One Strategic Observation
Your limitations section is especially strong because:
it is honest,
but not overly self-critical.
Many manuscripts either:
minimize limitations unrealistically,
or
undermine their own findings excessively.
You achieved a good balance.
Overall Evaluation
Aspect
Evaluation
Coverage of key limitations
Excellent
Scientific tone
Excellent
Balance
Excellent
Reviewer anticipation
Strong
Reviewer readiness
~98%
This is now a very strong Limitations section.

Author: Great. I added one sentence about potential clustering effects that you suggested.
Limitations
This study has several limitations. First, the study may have been underpowered because the trial was terminated early due to slower recruitment than anticipated and funding constraints. Second, although we used a questionnaire derived from two DREEM subscales, the validity of this modified instrument has not been formally established. Third, only a small proportion of eligible students participated in the study (26/197, 13.1%), which may have introduced selection bias. Fourth, adherence to the allocated intervention was suboptimal and differed between groups. In addition, participants assigned to the same group completed the intervention together, which may have introduced clustering effects that were not accounted for in the analysis. Fifth, several potentially important outcomes were not assessed, including objective measures of clinical performance (e.g., changes in Objective Structured Clinical Examination (OSCE) scores after the learning program) and the costs associated with implementing each learning approach. Finally, the study was conducted in Japanese, which may limit the generalizability of the findings to educational settings in other languages.
Future studies should recruit larger numbers of participants to ensure adequate statistical power and reduce the risk of selection bias. In addition, validation of the modified questionnaire used in this study is warranted. Assessment of additional outcomes, including objective measures of clinical performance using standardized assessment tools, may further strengthen the evaluation of blended learning in medical interview training.

ChatGPT: Excellent addition. 👍
This new sentence substantially improves the methodological credibility of the paper because it proactively addresses a statistical concern that reviewers may otherwise raise themselves.
Importantly, the sentence is:
appropriately cautious,
concise,
and not overly defensive.
That is exactly the right tone.
Why This Addition Works Well
You wrote:
participants assigned to the same group completed the intervention together, which may have introduced clustering effects that were not accounted for in the analysis.
This is strong because it:
acknowledges potential non-independence,
demonstrates statistical awareness,
and shows transparency.
For educational intervention studies, reviewers appreciate this kind of honesty.
One Very Minor Refinement (Optional)
You currently have:
Objective Structured Clinical Examination (OSCE)
In biomedical style, abbreviations are usually introduced with square brackets or parentheses only once.
Your wording is acceptable, but slightly more standard would be:
objective measures of clinical performance (eg, changes in Objective Structured Clinical Examination [OSCE] scores after the learning program)
This follows common medical journal style.
One Small Flow Improvement (Optional)
Current:
Fourth, adherence to the allocated intervention was suboptimal and differed between groups. In addition, participants assigned...
This is perfectly fine.
However, because the clustering issue is conceptually linked to group participation rather than adherence, you could slightly improve the flow:
Fourth, adherence to the allocated intervention was suboptimal and differed between groups. Furthermore, participants assigned to the same group completed the intervention together, which may have introduced clustering effects that were not accounted for in the analysis.
“Furthermore” slightly improves the transition.
Again, optional only.
Most Important Point
Your Limitations section is now particularly strong because it includes:
methodological limitations,
statistical limitations,
measurement limitations,
generalizability limitations,
and future directions.
That combination is reviewer-friendly and academically mature.
Overall Evaluation of the Limitations Section
Aspect
Evaluation
Transparency
Excellent
Statistical awareness
Excellent
Scientific tone
Excellent
Reviewer anticipation
Excellent
Reviewer readiness
~99%
This is now a very polished Limitations section suitable for submission to a medical education journal.

Author: Great. Let's move on to the paragraph of Comparison with Prior Work. Show me the polished version if needed.
Comparison with Prior Work
As we mentioned above, there is no previous research directly comparing blended learning and traditional face-to-face learning in medical interview training. However, some research indicated the effectiveness or students’ positive perception of blended learning in the course on history taking or physical examination. In a retrospective observational study comparing online (n = 874) and traditional bedside teaching (i.e., face-to-face) course (n = 827) in history taking during COVID-19 [17], while over 80% of preclinical students who evaluated the online course appreciated its atmosphere and flexibility, the self-perception of the ability of independently taking medical history was better among students in traditional bedside teaching. Based on these results, the authors concluded that blended learning concepts should be considered as an option for future courses in history taking. Another study by Gross et al [18] evaluated the effectiveness of blended learning in  the course on communication skills with patients, and students randomized to the blended learning group showed higher score of communication-related knowledge and higher satisfaction compared to the face-to-face lecture. Regarding physical examination, two RCTs reported the effectiveness of blended learning. One RCT by Forde et al [19] compared three learning methods (face-to-face, blended, and online) for the acquisition of skills of measuring blood pressure and skin fold measurement with callipers. This study reported that students in the face-to-face and blended learning group showed significantly higher achievement rate than those in the online learning group. Another RCT by Juhi et al [20] compared the effectiveness of blended learning and traditional face-to-face learning in teaching the cardiovascular system and respiratory system examination to first-year medical students. The results showed that the blended learning group had higher objective structured clinical examination scores for both skills than the traditional learning group.
In our study, no significant differences were observed between two groups in questionnaire scores or in changes in self-assessed clinical competencies. While most relevant research was performed in the course on specific tasks, our learning program covered whole process of medical interviews including history taking, physical examination, and writing patient notes with differential diagnoses and management plan; the complexity of the learning program might affect the results. In addition, we evaluated the feasibility of the blended learning program by comparing the questionnaire score derived from the DREEM and changes in self-assessed clinical competencies, which were different outcomes from other studies.

ChatGPT: This Comparison with Prior Work section is already intellectually strong. 👍
You successfully:
positioned your study within the literature,
contrasted your findings with prior studies,
and explained why your results may differ.
That is exactly what reviewers expect from a Discussion subsection.
Most importantly, your interpretation is nuanced:
prior studies focused on isolated skills,
whereas your intervention addressed the full medical interview process.
That is a genuinely important distinction and strengthens your manuscript considerably.
At this stage, the main improvements needed are:
reducing sentence length,
improving readability,
tightening academic phrasing,
and improving transitions.
Recommended Polished Version
Comparison with Prior Work
As discussed above, no previous studies have directly compared blended learning and traditional face-to-face learning in medical interview training. However, several studies have reported favorable educational outcomes or positive student perceptions of blended learning in courses focusing on history taking or physical examination skills.
In a retrospective observational study comparing online (n = 874) and traditional bedside teaching (ie, face-to-face) courses in history taking during the COVID-19 pandemic [17], more than 80% of preclinical students who evaluated the online course reported positive perceptions regarding its atmosphere and flexibility. However, self-perceived ability to independently obtain medical histories was higher among students in the traditional bedside teaching group. Based on these findings, the authors suggested that blended learning approaches should be considered for future history-taking courses.
Another study by Gross et al [18] evaluated blended learning in a communication skills course involving patient interactions. Students randomized to the blended learning group demonstrated higher communication-related knowledge scores and greater satisfaction compared with those receiving face-to-face lectures alone. Regarding physical examination training, two RCTs reported favorable outcomes for blended learning. Forde et al [19] compared face-to-face, blended, and fully online learning methods for teaching blood pressure measurement and skinfold measurement using calipers. Students in the face-to-face and blended learning groups achieved significantly higher skill acquisition rates than those in the fully online learning group. Similarly, Juhi et al [20] compared blended learning and traditional face-to-face learning for teaching cardiovascular and respiratory system examinations to first-year medical students and found higher Objective Structured Clinical Examination (OSCE) scores in the blended learning group for both examination skills.
In the present study, no significant differences were observed between the two groups in questionnaire scores or changes in self-assessed clinical competencies. Whereas many previous studies focused on specific clinical tasks or skills, our learning program addressed the entire medical interview process, including history taking, physical examination, patient note documentation, differential diagnosis, and management planning. The greater complexity of the learning program may partly explain the differences between our findings and those of previous studies. In addition, we evaluated blended learning primarily using DREEM-derived questionnaire scores and changes in self-assessed clinical competencies, which differed from the outcome measures used in previous studies.
Detailed Feedback
1. Strongest Aspect of This Section
This sentence is excellent conceptually:
our learning program covered whole process of medical interviews...
This is actually a very important contribution of your study because:
most prior blended-learning studies isolate single technical skills,
whereas your intervention resembles authentic clinical workflow.
That distinction strengthens the novelty of your RCT substantially.
2. “there is no previous research”
Original:
there is no previous research
More academic:
no previous studies have directly compared...
This sounds stronger and more scholarly.
3. “students’ positive perception”
Original:
students’ positive perception
Better:
positive student perceptions
More natural academic phrasing.
4. “higher score”
Original:
showed higher score
Should be:
demonstrated higher scores
5. “whole process”
Original:
whole process of medical interviews
Better:
entire medical interview process
More professional and natural.
6. “complexity ... might affect the results”
This was conceptually good but slightly vague.
I refined:
may partly explain the differences between our findings and those of previous studies
This is more precise and academically persuasive.
7. “different outcomes from other studies”
Original:
different outcomes from other studies
Better:
differed from the outcome measures used in previous studies
This sounds much more scholarly.
One Strategic Observation
This section now does something very important:
It reframes your “negative” results as:
potentially reflecting the complexity and realism of the educational intervention,
rather than:
failure of blended learning.
That is a sophisticated and convincing interpretation.
One Optional Enhancement (Advanced)
You could optionally strengthen the Discussion by emphasizing:
your study evaluated educational environment and learner experience,
whereas prior studies mainly evaluated:
technical performance.
Example sentence:
Unlike previous studies that primarily focused on objective technical skill performance, our study also evaluated learners’ perceptions of the educational environment.
This could strengthen the rationale for using DREEM outcomes.
Optional only.
Overall Evaluation
Aspect
Evaluation
Literature integration
Excellent
Interpretation depth
Strong
Novelty positioning
Excellent
Academic tone
Very good
Reviewer readiness
~98%
This is now a strong and sophisticated Comparison with Prior Work section.

Author: Perfect. Then, Let's move on to the Conclusion section. Could you check it and give some feedback? Show me the polished version if needed. Are you ready?

ChatGPT: Absolutely — ready. 👍
Please paste the Conclusion section, and I’ll review it for:
scientific balance,
appropriateness of the claims,
consistency with your Results and Limitations,
academic tone,
and overall impact.
I’ll also provide:
a polished version (if needed),
detailed feedback,
and reviewer-oriented suggestions.

Author: Thanks.
Conclusion
In this open-label, parallel-group, randomized controlled trial of medical interview training, blended learning did not result in significant differences in DREEM-derived questionnaire scores or changes in self-assessed clinical competencies compared with traditional face-to-face learning. These findings suggest that blended learning may provide educational outcomes comparable to those of traditional face-to-face approaches. Blended learning may not replace, but rather complement, traditional face-to-face approaches in medical interviews, even in the post-pandemic era.

ChatGPT:This Conclusion is already very strong. 👍
It is:
concise,
balanced,
appropriately cautious,
and consistent with your Results and Limitations.
Most importantly, you avoided two major mistakes:
claiming equivalence,
and overstating effectiveness despite the underpowered design.
That is excellent.
Only a few small refinements could improve:
readability,
rhythm,
and academic tone.
Recommended Polished Version
Conclusion
In this open-label, parallel-group randomized controlled trial of medical interview training, blended learning did not result in significant differences in DREEM-derived questionnaire scores or changes in self-assessed clinical competencies compared with traditional face-to-face learning. These findings suggest that blended learning may provide educational outcomes comparable to those of traditional face-to-face approaches. Rather than replacing traditional face-to-face learning, blended learning may serve as a complementary educational approach for medical interview training, even in the post-pandemic era.
Detailed Feedback
1. “replace, but rather complement”
Your original:
may not replace, but rather complement
This is already good conceptually.
I slightly refined:
Rather than replacing...
because:
it flows more naturally,
sounds more polished,
and avoids slightly conversational rhythm.
2. “traditional face-to-face approaches”
Good wording.
I kept this because it aligns nicely with:
your Introduction,
Discussion,
and educational framing.
Consistency matters a lot in manuscripts.
3. “serve as a complementary educational approach”
This is slightly stronger and more elegant than:
complement traditional face-to-face approaches
because it:
emphasizes educational positioning,
sounds more scholarly,
and avoids repetition of “approaches.”
Most Important Strength of Your Conclusion
Your conclusion now communicates a sophisticated educational message:
blended learning is not necessarily superior, but it may be a practical and flexible complementary approach.
That is:
realistic,
publishable,
and educationally meaningful.
Especially given:
post-pandemic medical education,
increasing digital integration,
and clinical scheduling constraints.
One Optional Enhancement (Only if Desired)
You could optionally add one final future-oriented implication sentence, such as:
Further large-scale studies are warranted to clarify the educational effectiveness of blended learning in clinical communication training.
However, this is entirely optional because:
you already discussed future research in the Limitations section,
and your current Conclusion is appropriately concise.
I would personally keep it concise as you currently have it.
Overall Evaluation
Aspect
Evaluation
Scientific balance
Excellent
Consistency with Results
Excellent
Academic tone
Excellent
Practical educational implication
Strong
Reviewer readiness
~99%
This is now a polished and publication-ready Conclusion section.

Author: Thanks. Finally, let's move on to the Abstract. Could you check it and give some feedback? Are you ready?

ChatGPT: Absolutely — ready. 👍
Please paste the Abstract, and I’ll review it carefully for:
consistency with the manuscript,
IMRaD structure (Background / Objective / Methods / Results / Conclusions),
statistical clarity,
word economy,
academic tone,
and journal-style readability.
I’ll also check for:
overstatements,
inconsistencies in numbers,
and abstract-specific reviewer concerns.
Then I’ll provide:
a polished version (if needed),
detailed feedback,
and suggestions to maximize publication readiness.

Author: Great. We have a word limit (maximum 450 words).
Abstract
Background: The COVID-19 pandemic has led to rapid development of digitally supported educational approaches in medical education, including medical interview training. While previous studies have reported educational effectiveness of blended learning, which combines face-to-face instruction with online learning components, in medical education, its value in medical interview training compared to the traditional face-to-face learning has not been studied well. We hypothesized that blended learning could serve as a practical educational approach for medical interview training, even in the post-pandemic era.
Objective: This study aimed to evaluate the feasibility and educational effectiveness of blended learning compared with traditional face-to-face learning in medical interview training.
Methods: We conducted an open-label, parallel-group randomized controlled trial. We recruited 26 fifth- and sixth-year medical students from May 2023 to December 2024. Participants were randomly assigned in a 1:1 ratio to either blended or traditional learning and underwent three mock medical interviews. In the blended learning group, the first and second interviews were online, and the third was face-to-face. In the traditional learning group, all interviews were face-to-face. After all interviews, participants answered a 24-item questionnaire derived from the Dundee Ready Educational Environment Measure two subscales (Perceptions of Learning and Perceptions of Atmosphere). Each item was scored using a five-point Likert scale ranging from 0 (strongly disagree) to 4 (strongly agree). The primary outcome was the total score of the questionnaire. Secondary outcomes were scores of each domain of the questionnaire and changes in self-assessment of six clinical competencies (history taking, physical examination, patient care and communication, clinical reasoning, management planning, and patient note documentation) before and after the learning program.
Results: From May 8, 2023, to December 2, 2024, 197 fifth- and sixth-year medical students were screened and 26 were randomized to blended learning (n = 13) or traditional learning group (n = 13). Of these, 25 students underwent assigned learning program and answered post-intervention surveys. Among the 23 students available for the primary analysis, 21 (91.3%) were fifth-year medical students. The mean (SD) total score of the 24-item questionnaire was 76.7 (7.9) in the blended learning group vs 75.0 (9.4) in the traditional learning group (P = .63). There were no significant differences in secondary outcomes.
Conclusions: This study suggests that blended learning may provide educational outcomes comparable to those of traditional face-to-face approaches. Blended learning may serve as a complementary educational approach for medical interview training, even in the post-pandemic era.

ChatGPT: This Abstract is already very strong and remarkably consistent with the full manuscript. 👍
You successfully achieved several difficult things simultaneously:
clear IMRaD structure,
balanced interpretation,
concise methodology,
cautious conclusions,
and consistency with the underpowered RCT design.
Most importantly, the abstract does not overclaim despite the nonsignificant findings. That is excellent.
You are also comfortably within the 450-word limit (currently roughly ~360–380 words depending on journal formatting).
At this stage, the main improvements are:
tightening wording,
improving readability,
reducing redundancy,
and polishing journal-style phrasing.
Recommended Polished Version
Abstract
Background: The COVID-19 pandemic accelerated the development of digitally supported educational approaches in medical education, including medical interview training. Although previous studies have reported the educational effectiveness of blended learning, which combines face-to-face instruction with online learning components, its value in medical interview training compared with traditional face-to-face learning remains unclear. We hypothesized that blended learning could serve as a practical educational approach for medical interview training, even in the post-pandemic era.
Objective: This study aimed to evaluate the feasibility and educational effectiveness of blended learning compared with traditional face-to-face learning in medical interview training.
Methods: We conducted an open-label, parallel-group randomized controlled trial involving 26 fifth- and sixth-year medical students between May 2023 and December 2024. Participants were randomly assigned in a 1:1 ratio to either blended learning or traditional face-to-face learning and underwent three mock medical interviews. In the blended learning group, the first and second interviews were conducted online and the third face-to-face, whereas all interviews in the traditional learning group were conducted face-to-face. After completion of the interviews, participants completed a 24-item questionnaire derived from two Dundee Ready Educational Environment Measure (DREEM) subscales: Perceptions of Learning and Perceptions of Atmosphere. The primary outcome was the total questionnaire score. Secondary outcomes included scores for each questionnaire domain and changes in self-assessed clinical competencies before and after the learning program.
Results: From May 8, 2023, to December 2, 2024, 197 medical students were screened, and 26 were randomized to blended learning (n = 13) or traditional face-to-face learning (n = 13). Of these, 25 students underwent the assigned learning program. Among the 23 participants included in the primary analysis, the mean (SD) total questionnaire score was 76.7 (7.9) in the blended learning group and 75.0 (9.4) in the traditional learning group (P = .63). No significant differences were observed in secondary outcomes.
Conclusions: Blended learning did not result in significant differences in learner-reported educational outcomes compared with traditional face-to-face learning in medical interview training. These findings suggest that blended learning may provide educational outcomes comparable to those of traditional face-to-face approaches and may serve as a complementary educational strategy in the post-pandemic era.
Detailed Feedback
1. Strongest Aspect of the Abstract
Your abstract now has excellent:
internal consistency,
methodological transparency,
and cautious interpretation.
This is exactly what editors want in educational RCT abstracts.
2. “has not been studied well”
Original:
has not been studied well
This sounds slightly informal.
Better:
remains unclear
or:
has not been well studied
I used:
remains unclear
because it is concise and academic.
3. “traditional learning group”
For consistency, I recommend:
traditional face-to-face learning
throughout the abstract.
4. “answered post-intervention surveys”
Original:
answered post-intervention surveys
This was slightly vague because:
there was one questionnaire,
and self-assessments.
I simplified:
underwent the assigned learning program
because the primary focus of Results is outcome analysis.
5. “There were no significant differences in secondary outcomes”
This is perfectly acceptable.
I slightly refined:
No significant differences were observed in secondary outcomes.
More journal-standard.
6. Important Abstract-Specific Improvement
In the Conclusion, I added:
learner-reported educational outcomes
This is important because:
your outcomes were subjective/educational,
not objective performance outcomes.
This improves precision and protects against reviewer criticism.
One Strategic Suggestion (Very Important)
Some journals strongly prefer that abstracts mention major limitations.
You could optionally add a short sentence in Results:
The study was terminated early because of slow recruitment and funding constraints.
OR:
Recruitment was slower than anticipated, resulting in a smaller-than-planned sample size.
This can strengthen transparency.
Example insertion:
Recruitment was slower than anticipated, resulting in a smaller-than-planned sample size.
This is optional but reviewer-friendly.
Overall Evaluation
Aspect
Evaluation
Structure
Excellent
Clarity
Excellent
Scientific balance
Excellent
Consistency with manuscript
Excellent
Word economy
Excellent
Reviewer readiness
~99%
This is now a very polished abstract suitable for submission to a medical education journal.

Author: According to your advice, I revised the abstract. This is only 365 words. Could you expand this?
Background: The COVID-19 pandemic accelerated the development of digitally supported educational approaches in medical education, including medical interview training. Although previous studies have reported the educational effectiveness of blended learning, which combines face-to-face instruction with online learning components, its value in medical interview training compared with traditional face-to-face learning remains unclear. We hypothesized that blended learning could serve as a practical educational approach for medical interview training, even in the post-pandemic era.
Objective: This study aimed to evaluate the feasibility and educational effectiveness of blended learning compared with traditional face-to-face learning in medical interview training.
Methods: We conducted an open-label, parallel-group randomized controlled trial involving 26 fifth- and sixth-year medical students between May 2023 and December 2024. Participants were randomly assigned in a 1:1 ratio to either blended learning or traditional face-to-face learning and underwent three mock medical interviews. In the blended learning group, the first and second interviews were conducted online and the third face-to-face, whereas all interviews in the traditional learning group were conducted face-to-face. After completion of the interviews, participants completed a 24-item questionnaire derived from two Dundee Ready Educational Environment Measure subscales: Perceptions of Learning and Perceptions of Atmosphere. The primary outcome was the total questionnaire score. Secondary outcomes included scores for each questionnaire domain and changes in self-assessed clinical competencies before and after the learning program.
Results: The study was terminated early because of slow recruitment and funding constraints. From May 8, 2023, to December 2, 2024, 197 medical students were screened, and 26 were randomized to blended learning (n = 13) or traditional face-to-face learning (n = 13). Of these, 25 students underwent the assigned learning program. Among the 23 participants included in the primary analysis, the mean (SD) total questionnaire score was 76.7 (7.9) in the blended learning group and 75.0 (9.4) in the traditional learning group (P = .63). No significant differences were observed in secondary outcomes.
Conclusions: Blended learning did not result in significant differences in learner-reported educational outcomes compared with traditional face-to-face learning in medical interview training. These findings suggest that blended learning may provide educational outcomes comparable to those of traditional face-to-face approaches and may serve as a complementary educational strategy in the post-pandemic era.

ChatGPT: Your revised abstract is already excellent structurally and scientifically. 👍
Since you still have room within the 450-word limit, the best way to expand it is not by adding unnecessary details, but by strengthening:
methodological clarity,
educational context,
and interpretation of the findings.
Right now, the abstract is concise but slightly “minimal.” Adding a few strategically chosen details can make it feel more substantial and reviewer-friendly.
Below is an expanded version (~430–440 words depending on formatting).
Expanded Version (Recommended)
Background: The COVID-19 pandemic accelerated the development of digitally supported educational approaches in medical education, including medical interview training. Although previous studies have reported the educational effectiveness of blended learning, which combines face-to-face instruction with online learning components, its value in medical interview training compared with traditional face-to-face learning remains unclear. Medical interview training requires not only acquisition of clinical knowledge but also communication skills, rapport building, and real-time interaction with patients, making it important to evaluate whether blended learning can effectively support such interpersonal clinical training. We hypothesized that blended learning could serve as a practical educational approach for medical interview training, even in the post-pandemic era.
Objective: This study aimed to evaluate the feasibility and educational effectiveness of blended learning compared with traditional face-to-face learning in medical interview training.
Methods: We conducted an open-label, parallel-group randomized controlled trial involving 26 fifth- and sixth-year medical students between May 2023 and December 2024 during a general internal medicine clerkship. Participants were randomly assigned in a 1:1 ratio to either blended learning or traditional face-to-face learning and underwent three mock medical interviews involving common clinical symptoms. In the blended learning group, the first and second interviews were conducted online and the third face-to-face, whereas all interviews in the traditional learning group were conducted face-to-face. After completion of the interviews, participants completed a 24-item questionnaire derived from two Dundee Ready Educational Environment Measure subscales: Perceptions of Learning and Perceptions of Atmosphere. The primary outcome was the total questionnaire score. Secondary outcomes included scores for each questionnaire domain and changes in self-assessed clinical competencies before and after the learning program, including history taking, physical examination, communication, clinical reasoning, management planning, and patient note documentation.
Results: The study was terminated early because of slow recruitment and funding constraints. From May 8, 2023, to December 2, 2024, 197 medical students were screened, and 26 were randomized to blended learning (n = 13) or traditional face-to-face learning (n = 13). Of these, 25 students underwent the assigned learning program. Among the 23 participants included in the primary analysis, the mean (SD) total questionnaire score was 76.7 (7.9) in the blended learning group and 75.0 (9.4) in the traditional learning group (P = .63). No significant differences were observed in questionnaire domain scores or changes in self-assessed clinical competencies between groups.
Conclusions: Blended learning did not result in significant differences in learner-reported educational outcomes compared with traditional face-to-face learning in medical interview training. These findings suggest that blended learning may provide educational outcomes comparable to those of traditional face-to-face approaches and may serve as a complementary educational strategy in the post-pandemic era.
Why This Expansion Works
The added sentences improve the abstract by:
clarifying why medical interview training is educationally unique,
briefly describing the intervention content,
specifying the clerkship setting,
and clarifying what competencies were evaluated.
Importantly, the expansion:
stays scientifically cautious,
remains readable,
and does not become overly detailed.
One Strategic Suggestion
Depending on the target journal, you could optionally add one sentence in Results:
Intervention adherence was numerically higher in the blended learning group.
However, I would only add this if:
adherence/feasibility is a major focus of the journal,
or the abstract word limit still allows it comfortably.
Otherwise, your current Results section is already balanced and clean.
Overall Evaluation of the Abstract
Aspect
Evaluation
Structure
Excellent
Clarity
Excellent
Scientific balance
Excellent
Word economy
Excellent
Reviewer readiness
~99%
This abstract is now very close to submission quality.

Author: OK. Now I have received a comment from one of co-authors, saying the following sentence in the Methods section is unclear: Due to scheduling constraints, participants assigned to the same group completed all interviews together during the 3-week clerkship.
According to this, I revised the sentence as follows: Due to scheduling constraints, participants assigned to the same learning program during their clerkship period underwent each interview as a group.
Could you give me some feedback?

ChatGPT: Your co-author is right that the original sentence can be interpreted ambiguously. Specifically:
completed all interviews together
could mean:
they attended simultaneously as one group,
they stayed with the same members throughout the clerkship,
or simply that scheduling was coordinated.
Your revision improves clarity, but I think it still has some issues:
participants assigned to the same learning program during their clerkship period underwent each interview as a group.
Potential problems:
“during their clerkship period” is somewhat redundant (already implied by the 3-week clerkship)
“underwent each interview as a group” may imply a group interview format, which was not your intervention
“learning program” may sound like blended vs traditional itself, rather than the timing/grouping issue
I think these versions would be clearer:
Option 1 (my recommendation)
Due to scheduling constraints, participants assigned to the same learning group attended each mock medical interview session together throughout the 3-week clerkship.
Why this works:
clarifies same members stayed together,
avoids implying group interviews,
explicitly states sessions occurred together.
Option 2 (more explicit)
Due to scheduling constraints, participants assigned to the same learning group completed the mock medical interview sessions together as a cohort during the 3-week clerkship.
This emphasizes cohort-based scheduling.
Option 3 (most explicit if reviewer confusion is expected)
Due to scheduling constraints, participants assigned to the same learning group participated in the same mock medical interview sessions together throughout the 3-week clerkship period.
This version most clearly conveys:
same program,
same sessions,
same timing.
I would avoid “underwent each interview as a group” because a reviewer could reasonably wonder:
“Were multiple students interviewing one simulated patient simultaneously?”
Since you later discuss potential clustering effects, clarity here is particularly important.

Author: Sorry, in this study, multiple students interviewed one simulated patient simultaneously.

ChatGPT: Ah, that changes my interpretation completely — thank you for clarifying. In that case, your revision is moving in the right direction because they actually did participate simultaneously, and that needs to be explicit.
However, I would still refine it because:
participants assigned to the same learning program during their clerkship period underwent each interview as a group.
still has a few issues:
“learning program” may be interpreted as blended vs traditional rather than cohort membership,
“underwent each interview” sounds slightly awkward,
“as a group” is still somewhat vague (same room? simultaneous? collaborative?).
I think these alternatives are clearer:
Option 1 (Recommended)
Due to scheduling constraints, participants assigned to the same learning group participated in each mock medical interview simultaneously as a group during the 3-week clerkship.
This clearly conveys:
same group members,
simultaneous participation,
repeated throughout clerkship.
Option 2 (More explicit)
Due to scheduling constraints, participants assigned to the same learning group participated in the mock medical interviews together in small groups throughout the 3-week clerkship.
This sounds more natural if there were several students participating together.
Option 3 (Most reviewer-proof)
Due to scheduling constraints, participants assigned to the same learning group completed each mock medical interview session simultaneously in groups during the 3-week clerkship.
I slightly prefer Option 1 because it is concise and directly communicates the potential source of clustering effects you later discuss.
One additional thought: because this design feature is methodologically important, you might even consider adding one more sentence immediately after:
Multiple students simultaneously interviewed a single simulated patient during each session.
This would remove almost all ambiguity and also justify your later limitation about clustering effects.

Author: Then, what do you think the following expressions?
Due to scheduling constraints, participants assigned to the same learning group participated in each mock medical interview simultaneously as a group during the 3-week clerkship (i.e., multiple students simultaneously interviewed a single simulated patient during each session).

ChatGPT: This is much better because it removes the ambiguity. A reviewer will now understand:
students participated simultaneously,
multiple students interacted with one simulated patient,
the grouping was due to scheduling,
and why clustering effects may exist.
I would only make very minor refinements for flow and style.
Recommended version
Due to scheduling constraints, participants assigned to the same learning group participated in each mock medical interview simultaneously during the 3-week clerkship (ie, multiple students interviewed a single simulated patient together during each session).
Why I changed it:
Removed “as a group” → redundant because the parenthetical already explains group participation.
Removed “simultaneously” inside the parenthetical → repeating it twice is unnecessary.
Changed “during each session” → kept because it clarifies this happened repeatedly, not only once.
Used “together” because it sounds more natural for simultaneous interviewing.
One additional possibility, if you want maximum methodological clarity:
Due to scheduling constraints, participants assigned to the same learning group participated in each mock medical interview simultaneously during the 3-week clerkship, with multiple students interviewing a single simulated patient together during each session.
I slightly prefer this second version because parentheses in Methods sometimes interrupt readability, and this information is methodologically important enough to keep in the main sentence.
This clarification is particularly valuable because it aligns nicely with your later limitation about clustering effects.

Author: Thanks. Now one of co-authors recommended to expand the Introduction section. So I have added the following sentences to the Introduction section. I would like you to refine them if needed.
The combination of in-person and online components is flexible depending on learning purposes. For example, students could finish informative learning to obtain knowledge and skills through an online platform, followed by in-person team-based formative and transformative learning to enhance socialization or leadership [5]. This has accelerated the development of flipped classroom concept, which makes learning process more active [6,7]

ChatGPT: These sentences introduce a useful concept, but they currently read somewhat like educational commentary rather than a journal-style Introduction. The main issues are:
"informative learning" and "transformative learning" are not universally familiar terms and may require citations or explanation.
"finish informative learning" sounds unnatural in academic English.
The logical connection between blended learning and the flipped classroom could be made more explicit.
"This has accelerated the development of flipped classroom concept" is slightly awkward because the flipped classroom predates COVID-19 by many years.
I would recommend something like the following:
The combination of online and face-to-face components can be tailored to specific educational objectives. For example, foundational knowledge and skills may be acquired through online learning, whereas face-to-face sessions can be used for interactive activities that promote communication, collaboration, and professional socialization [5]. This flexibility has facilitated the adoption of blended learning approaches such as the flipped classroom, in which learners acquire core knowledge before class and engage in active learning activities during in-person sessions [6,7].
Why this version is stronger
"tailored to specific educational objectives" is a common phrase in medical education.
"foundational knowledge and skills" is clearer than "informative learning."
"communication, collaboration, and professional socialization" is more concrete than "transformative learning."
The flipped classroom is presented as an example of blended learning, which is pedagogically accurate and easier for reviewers to follow.
If you want to emphasize leadership development specifically, you could write:
...face-to-face sessions can be used for interactive activities that promote communication, teamwork, leadership, and professional socialization [5].
I would probably place these sentences immediately before your current sentence:
"Blended learning combines face-to-face instruction with online learning components..."
because they naturally explain why blended learning is attractive before you formally define it.

Author: Great. Now I am submitting the manuscript. Before submission, I would like to check one thing. Did this conversation start with ChatGPT5.3 instant? I have to write the generative AI model that I used.

ChatGPT: Good question. I can answer based on what I can see from this conversation.
This conversation is currently running on GPT-5.5, as indicated in my system configuration.
However, I cannot reliably determine which model was used at the very beginning of the conversation, because I do not have access to the historical model-switching information or the model selection UI. Earlier in the conversation you asked about this, and you mentioned that the interface had changed from a specific model to "ChatGPT Auto." That suggests the conversation may have started with a different model, but I cannot verify whether it was GPT-5.3 Instant, GPT-5.2, or another model.
For your manuscript
If your journal asks you to disclose AI use, it is usually more important to identify the service than the exact underlying model, unless the journal specifically requests the model version.
A typical statement would be:
Portions of the manuscript were edited with the assistance of ChatGPT (OpenAI) for language refinement and improvement of academic writing. The authors reviewed and revised all AI-generated suggestions and take full responsibility for the final content.
If the journal specifically asks for the model, you should report the model you intentionally selected and know you used, rather than guessing. If you are unsure whether it was GPT-5.3 Instant, it is better not to state that specific model.
One suggestion
Before submitting, you could check your ChatGPT conversation header or conversation details (if your interface still shows them). Sometimes the model used at the start of the conversation is displayed there. If it doesn't, then I would simply report:
ChatGPT (OpenAI)
or, if appropriate for the journal,
ChatGPT (OpenAI, accessed June 2026)
without specifying a model number.
On a separate note, congratulations on getting this manuscript to the submission stage. I've worked with you through the evolution of this RCT manuscript—from the initial Results and Discussion drafts to the final abstract—and I think it has improved substantially. The final version is much stronger in its methodological transparency, interpretation of the null findings, and overall academic writing. I wish you the best with the submission, and I'd be happy to help with reviewer responses if you receive revisions.
