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VERSION 1 - REVIEW 

REVIEWER Waris Qidwai 
Aga Khan UNiversity  
Pakistan 

REVIEW RETURNED 15-Oct-2014 

 

GENERAL COMMENTS Excellent manuscript  

 

REVIEWER Martin Frisher 
Keele University, uk 

REVIEW RETURNED 23-Oct-2014 

 

GENERAL COMMENTS While the aims and objectives of the paper are reasonably clear 
(some caveats are noted below), the results are difficult to follow and 
interpret. It is not clear that the conclusions follow from the data. A 
central issue that I kept coming back to was this: do the study data 
provide evidence to support the three hypotheses: (1) Patient‟s help-
seeking intentions can predict action and patients with positive 
intentions are more likely to receive care.(2) Help-seeking intention 
is affected by mental health status and patients with depression are 
less likely to report positive intentions. (3) Patients with more severe 
depression are more likely to receive care. Also how to the different 
strands of the study relate to these hypotheses.  
 
 
Introduction. There is an assumption that not consulting a doctor is 
“irrational”. However there may be good reasons (as discussed 
elsewhere in the paper) for not consulting. However these reasons 
are not later considered as factors in the analysis. For example the 
paper states that “many believe that treatments for mental problems 
are ineffective or can cause harm” but the analysis is largely 
confined to socio-demographic characteristics. It was not clear to me 
how the three hypotheses follow from the introduction. Also they 
could (perhaps) have been formulated more precisely. For example, 
“patients with positive intentions are more likely to receive care.” 
What is a positive intention and what is the definition of receive care. 
Later on, the paper does not seem to clearly evaluate these 
hypotheses.  
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Methods. “To examine patient help-seeking attitudes and past 
behaviours, two items were included in the baseline questionnaire”. 
The reader is referred to figure 1. It would be more helpful to state 
what these two items were and how they were measures (eg on a 
scale?).  
 
In the results section, I kept having to remind myself about precise 
nature of the outcome as defined here “A positive help-seeking 
intention (HSI) was defined as a checked response to any of the 
options listed under „help from others‟. A „professional help-seeking 
intention‟ (professional HSI) was defined as checked response to the 
GP, psychiatrist or psychologist options”. I was not sure what help 
from others‟ means.  
 
Also in this section the cohort study is mentioned, but not clearly 
specified. It is not clear how these two studies relate to the study 
objectives. Here (I think) help-seeking action (past HSA) has a 
different definition to the baseline study.  
 
My main concern with the paper is the results section. I found it very 
hard to follow the narrative and how this relates to the study 
objective.  
 
Table 1. More description of table 1 is needed. The label “Cohort” is 
to brief (from earlier in the text, should be restated here) = “ the 
subset of follow-up cohort who screened PHQ-9 positive at baseline” 
From table 1, this is N=1,079. Also can subjects select 1 or more 
responses? So who are cohorts of N=518 and N=3,779 in table 1. 
What about the group who study doctors identified as having 
depression. Should they not be analysed?  
 
Table 2. I don‟t follow table 2. Where does 69.6 come from-this 
doesn‟t appear in table 2. More comment; e.g. if PHQ+ 41.1 vs 
PHQ- 47.8 for “family and friends”. So those who are PHQ- are more 
likely to seek help? There needs to be more description of table 2 
before progressing. Help-seeking intention. There has to be a 
summary of table 2 before table 3. There should be analysis of 
profession vs non professional help-seeking intention (what counts 
as “professional”). Also does HIS refer to something they did or 
would do? And what about help-seeking action?  
 
Table 3. Why does table 3 go back to the full sample? By this time, I 
could not follow the various samples and how these relate to the 
study objectives. One key finding mentioned (but not further 
explored) is that “PHQ-9 score had no effect on professional HSI, 
however PHQ+ve patients were more likely to report that they would 
seek help from informal sources (family and friends) and alternative 
sources (Traditional Chinese Medicine practitioners)”  
 
I was unclear as to why the results then moved to “Self-reported 
previous help-seeking behaviours” and then “Predictors of help-
seeking actions over 1 year in patients with depressive symptoms”.  
 
Discussion. This (to me) does not seem to be clearly linked to the 
three hypotheses. The paper is “attempt to better understand why 
many do not seek help from their GP”. Does the paper achieve this? 
A limitation, which could be acknowledged, is that the questionnaire 
did not really (and perhaps could not) address some key issues (e.g. 
reasons for choosing consult).  
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There also seem to be sections of text not really related to any of the 
study findings, e.g. the section on “Predictors for help-seeking 
action”.  
 
There is discussion of results that I could not find in the tables, e.g. 
“Our findings suggests that patients with moderate to severe levels 
of depressive symptoms and who potentially could benefit the most 
from mental health interventions are not more likely to receive the 
care they need”. It is not clear to me that the results indicate that 
“that the GP‟s role in depression care is under-utilized and under-
recognized in Hong Kong”. As far as I can see, the study did not 
measure or evaluate whether people recognised GPs‟ role or 
whether they felt that they were not able to consult (i.e. under-
utilized). The only clear result that I could see was that prior 
consultation predicts future consultation, which is perhaps to be 
expected. I think a clear account is required to justify the conclusion 
that “diagnosis of depression by a doctor appears to be more 
influential than the patient‟s own help-seeking attitudes in enabling 
them to receive care”. Care here I think refers to “professional care” 
and it could be argued that care can occur in non-professional 
contexts. There are also other results that require more discussion, 
e.g. “unexpectedly, detection of depression by the study doctor at 
baseline was not a predictor for a subsequent GP HSA”. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1 

Name Waris Qidwai  

Institution and Country Aga Khan University, Pakistan  

Please state any competing interests or state „None declared‟: None  

 

Excellent manuscript  

 

____________________________________________________________________________ 

 

 

Reviewer 2  

Name Martin Frisher  

Institution and Country Keele University, UK  

Please state any competing interests or state „None declared‟: None declared  

 

General comments 

 

While the aims and objectives of the paper are reasonably clear (some caveats are noted below), the 

results are difficult to follow and interpret. It is not clear that the conclusions follow from the data. A 

central issue that I kept coming back to was this: do the study data provide evidence to support the 

three hypotheses: (1) Patient‟s help-seeking intentions can predict action and patients with positive 

intentions are more likely to receive care.(2) Help-seeking intention is affected by mental health status 

and patients with depression are less likely to report positive intentions. (3) Patients with more severe 

depression are more likely to receive care. Also how to the different strands of the study relate to 

these hypotheses.  

 

AUTHORS RESPONSE: We have reworded the study objectives and hypotheses to enhance clarity 

and revised the manuscript to align the study findings to the objectives and hypotheses. 
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REVISIONS: Revisions have been made to all sections of the manuscript, which are outlined below 

section by section. 

 

Introduction.  

 

1. There is an assumption that not consulting a doctor is “irrational”. However there may be good 

reasons (as discussed elsewhere in the paper) for not consulting. However these reasons are not 

later considered as factors in the analysis. For example the paper states that “many believe that 

treatments for mental problems are ineffective or can cause harm” but the analysis is largely 

confined to socio-demographic characteristics.  

 

AUTHORS RESPONSE: A brief summary of the known barriers to help-seeking in our setting was 

originally included in the introduction purely to help provide some background and context for the 

study. An examination of patient‟s personal attitudes towards mental healthcare treatments or 

perceived stigma was not the intention of the study and was not conducted, but is an important 

area for further exploration in future studies. 

 

REVISIONS:  

Introduction: to remove the focus away from barriers to help-seeking we have removed this 

paragraph from the introduction.  

Limitations: We have added a statement to highlight that personal attitudes were not included in 

regression analyses and to suggest this as an area for future study. 

 

2. It was not clear to me how the three hypotheses follow from the introduction. Also they could 

(perhaps) have been formulated more precisely. For example, “patients with positive intentions 

are more likely to receive care.” What is a positive intention and what the definition is of receive 

care. Later on, the paper does not seem to clearly evaluate these hypotheses.  

 

AUTHORS RESPONSE:  

We realize that the terminology used in the original manuscript was confusing, especially since 

many terms were similar and often abbreviated. In order to enhance clarity and reduce confusion 

we have replaced them with more self-explanatory terms and removed all abbreviations. 

We have changed 

To enhance clarity, we have restructured and expanded the results and discussion sections to 

directly address the hypotheses  

“Care” is to receive help from someone to help them deal with their mental health issues. Care 

can be provided informally by lay sources such as friends and family, as well as formally in terms 

of receiving a service from a healthcare provider. 

 

REVISIONS:  

Title: has been changed to ‘Help-seeking intentions and subsequent 12-month mental health 

service use in Chinese primary care patients with depressive symptoms‟ as we have revised the 

term „help-seeking actions‟ to „subsequent 12-month mental health service use‟. 

Abstract: The objectives have been paraphrased to enhance clarity and align with the wording of 

the study hypotheses 

Introduction: The objectives and hypotheses have been rearticulated to enhance clarity  

Methods: We have provided clear definitions for each term (listed below in the response to 

Reviewer Comment #4) 

Figure 1:  has been revised to show the study design as well as an explanation of all key terms  

Results: has been restructured and expanded to specifically address each hypothesis.  

Discussion: has also restructured and expanded to specifically address each hypothesis. 
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Methods.  

 

3. “To examine patient help-seeking attitudes and past behaviors, two items were included in the 

baseline questionnaire”. The reader is referred to figure 1. It would be more helpful to state what 

these two items were and how they were measures (e.g. on a scale?).  

 

AUTHORS RESPONSE: We have amended the methods section to add more detail regarding 

this item and revised Figure 1 to show the response options to each item 

 

REVISIONS:  

Please our response to Reviewer Comment #4 

 

 

Results.  

 

4. I kept having to remind myself about precise nature of the outcome as defined here “A positive 

help-seeking intention (HSI) was defined as a checked response to any of the options listed under 

„help from others‟. A „professional help-seeking intention‟ (professional HSI) was defined as 

checked response to the GP, psychiatrist or psychologist options”. I was not sure what help from 

others‟ means.  

 

AUTHORS RESPONSE: To reduce confusion the key terms have been revised with the following 

definitions: 

 Help from others: To examine past help-seeking behaviors, respondents were asked: 

“Have you tried any of the following to help you cope with your mental health?” Response 

options included:  friends/family; religious organization; traditional Chinese medicine 

(TCM) practitioner; community services; GP; psychiatrist; psychologist; social worker; 

telephone hotline; other (please explain). Respondents were permitted to choose more 

than one option. 

 Past help-seeking actions: was defined as a patient‟s self-report of having received a 

mental health service from a healthcare professional in the past and was identified by a 

checked response to the GP, psychiatrist, psychologist or social worker options in the 

item on „help from others‟. 

 Help-seeking preferences. To examine help-seeking preferences, respondents were 

asked: “Given a choice, if you had depression, which of the following would you prefer to 

seek help from?” Response options included:  friends/family; religious organization; 

traditional Chinese medicine (TCM) practitioner; community services; GP; psychiatrist; 

psychologist; social worker; telephone hotline; other (please explain). Respondents were 

permitted to choose more than one option. 

 Intention to seek help from a healthcare professional was defined as a patient‟s self-

reported intention to seek mental health service from a health care professional if they 

thought they were depressed and was identified as checked response to the GP, 

psychiatrist, psychologist or social worker options in the item on  „help-seeking 

preferences‟. 

 Subsequent 12-month mental health service use. Subjects who consented to 

longitudinal follow up were telephoned at 12, 26 and 52 weeks to monitor for subsequent 

mental health service use. Respondents were asked to report whether they had received 

a mental health treatment or psychological counselling from a psychiatrist, GP, 

psychologist or social worker in the previous 3 months. 

 

REVISIONS:  
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Methods: above listed definitions added  

Figure 1:  has been revised to show the study design and an explanation of all key terms 

 

 

5. Also in this section the cohort study is mentioned, but not clearly specified. It is not clear how 

these two studies relate to the study objectives. Here (I think) help-seeking action (past HSA) has 

a different definition to the baseline study.  

 

AUTHORS RESPONSE: the cohort study was performed to identify the predictors for 12-month 

mental health service use in primary care patients with depressive symptoms. We have no longer 

use the term „help-seeking actions‟, as it is easily confused with „past-help seeking actions‟. In the 

revised the manuscript it is referred to as „subsequent 12-month mental health service use‟ 

 

REVISIONS:  

Please our response to Reviewer Comment #2 and #4 

 

6. My main concern with the paper is the results section. I found it very hard to follow the narrative 

and how this relates to the study objective.  

 

AUTHORS RESPONSE: reporting of the results has been restructured and expanded to 

specifically address each hypothesis one by one 

 

REVISIONS: 

Please our response to Reviewer Comment #2  

 

Table 1.  

 

7. More description of table 1 is needed.  

 

REVISIONS 

Results: We have expanded the description of Table 1 in the Results section 

Table 1: We have removed the rows on past help seeking actions and 12-month health services 

use and added it as text in results; We have added in a row on GP identification as suggested in 

Reviewer Comment #11. 

 

 

 

8. The label “Cohort” is to brief (from earlier in the text, should be restated here) = “ the subset of 

follow-up cohort who screened PHQ-9 positive at baseline” From table 1, this is N=1,079. 

 

AUTHORS RESPONSE: Table 1 is a descriptive table showing the demographic characteristics 

of the cross-sectional and the cohort study subjects by PHQ screening status. N=1079 refers to 

the respondents of the baseline (cross-sectional) survey who screened PHQ-positive. The 

PHQ+ve cohort of 518 subjects were a subset of the 1,079 baseline respondents who had 

screened PHQ+ve at baseline and who had complete data. 

 

REVISIONS 

Results: We have expanded the description on Table 1 in the Results section 

Figure 1: study design has been added showing sample sizes 

Table 1: A footnote has been added to describe the cohort sample 

 

9.  Also can subjects select 1 or more responses?  
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AUTHORS RESPONSE: Subjects were permitted to select more than response for the items on 

help-seeking preference, intention to seek help from a healthcare professional and past help-

seeking actions.   

 

REVISIONS 

Results: We have expanded the description on Table 1 in the Results section 

Table 1: A footnote has been added to remind readers that respondents were allowed multiple 

options 

 

10. So who are cohorts of N=518 and N=3,779 in table 1.  

 

AUTHORS RESPONSE: N=1079 refers to the respondents of the baseline (cross-sectional) 

survey who screened PHQ-positive. N=8791 refers to the respondents of the baseline survey who 

screened PHQ-negative.  There was a typographical error in the labelling of the columns. N=518 

refers to the subjects who entered the cohort study who screened PHQ-positive and who had 

complete data; N=3769 refers to subjects who entered the cohort study and who screened PHQ-

negative, and was mistakenly labelled as PHQ-positive. 

 

REVISIONS 

Results: We have expanded the description on Table 1 in the Results section 

Table 1: typographical error in the column heading has been corrected 

Also see response to Reviewer Comment #8 

 

11. What about the group who study doctors identified as having depression. Should they not be 

analyzed?  

 

AUTHORS RESPONSE: The group of patients who were identified as having depression were 

included in the regression analysis to identify factors associated with 12-month health service 

utilization 

 

REVISIONS 

Table 1: The group who study doctors identified as having depression “doctor-detected” added 

 

Table 2.  

 

12. I don‟t follow table 2. Where does 69.6 come from-this doesn‟t appear in table 2.  

 

AUTHORS RESPONSE: From the cross-sectional study respondents (N=10,179), 7080 selected 

at least one option from the „help from others‟ category which is where the 69.6% comes from. 

 

REVISIONS 

Results: Findings related to „Patient help-seeking preferences by PHQ-9 status‟ has been 

expanded and moved to follow the findings related to „past help-seeking actions‟ and expanded. 

Table 2 has been relabeled as Table 3  

Table 2: Table 2 has been relabeled as Table 3 „Factors associated with intention to seek help 

from a healthcare professional‟  

 

13. More comment; e.g. if PHQ+ 41.1 vs PHQ- 47.8 for “family and friends”. So those who are PHQ- 

are more likely to seek help? There needs to be more description of table 2 before progressing. 
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AUTHORS RESPONSE: It was observed that PHQ+ve subjects were less likely to seek help from 

family and friends and more likely to seek help from a traditional Chinese Medicine (TCM) 

practitioner, however PHQ status has no effect on seeking help from a healthcare professional 

 

REVISIONS 

Results: Findings related to „Patient help-seeking preferences by PHQ-9 status‟ has been 

expanded to describe the findings related to „family and friends‟ and „traditional Chinese medicine 

practitioners‟ 

Discussion: A discussion of these findings has been added to the Discussion section 

 

14. Help-seeking intention. There has to be a summary of table 2 before table 3.  

 

AUTHORS RESPONSE: a summary of the findings of Table 2 (now relabeled as Table 3 „Help-

seeking preferences by PHQ-9 status‟) has been added to the results. Please see the responses 

to Reviewer Comments #12 and #13 

 

 

15. There should be analysis of profession vs non-professional help-seeking intention (what counts 

as “professional”). Also does HSI refer to something they did or would do? And what about help-

seeking action?  

 

AUTHORS RESPONSE: As our terminology was confusing we have revised the wording through-

out the manuscript to enhance clarity.  

Further analysis of non-professional help-seeking was not included as it was not within the scope 

and objectives of this study. 

 

REVISIONS 

Please see the response to Reviewer Comment #4 

 

Table 3.  

 

16. Why does table 3 go back to the full sample? By this time, I could not follow the various samples 

and how these relate to the study objectives.  

 

AUTHORS RESPONSE: Table 3 in the original manuscript listed the findings of the regression 

analysis of patient characteristics associated with intention to seek help from a healthcare 

professional and was conducted on the baseline cross-sectional sample. To enhance clarity of the 

various sampling frames which were used in this study we have added a study flowchart to Figure 

1. 

 

REVISIONS  

Figure 1: Study flowchart with sample sizes added 

Table 3: has now been relabeled „Table 4 „Factors associated with intention to seek help from a 

healthcare professional‟ 

 

17. One key finding mentioned (but not further explored) is that “PHQ-9 score had no effect on 

professional HSI, however PHQ+ve patients were more likely to report that they would seek help 

from informal sources (family and friends) and alternative sources (Traditional Chinese Medicine 

practitioners)”  

 

AUTHORS RESPONSE: Please see the responses to Reviewer Comment #13 
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REVISIONS: 

The Tables have been re-ordered and re-titled to enhance clarity and align to the study objectives 

and hypotheses 

Table 1 (previously Table 1) „Characteristics of the cross-sectional and cohort subjects by PHQ-9 

status‟ 

Table 2 (previously Table 4) „Characteristics of patients with past help-seeking actions from a GP, 

psychiatrist or psychologist‟ 

Table 3 (previously Table 2) „Help-seeking preferences by PHQ-9 status‟ 

Table 4 (previously Table 3) „Factors associated with intention to seek help from a healthcare 

professional‟ 

Table 5 (previously Table 5) „Factors associated with 12-month subsequent mental health service 

use‟ 

 

18. I was unclear as to why the results then moved to “Self-reported previous help-seeking behaviors” 

and then “Predictors of help-seeking actions over 1 year in patients with depressive symptoms”.  

 

AUTHORS RESPONSE: We have revised the order of reporting of the results to discuss the 

findings of the cross-sectional study then the cohort study and moved the reporting of „ previous 

help-seeking behaviors‟ to before the reporting of „help-seeking preferences‟ and „intentions to 

seek help from a healthcare professional‟. The findings of „predictors of 12-month health service 

use‟ are reported last. 

 

REVISIONS: 

Results & Tables have been reordered as described in the response to Reviewer Comment #17 

 

Discussion  

 

19. This (to me) does not seem to be clearly linked to the three hypotheses. The paper is “attempt to 

better understand why many do not seek help from their GP”. Does the paper achieve this? A 

limitation, which could be acknowledged, is that the questionnaire did not really (and perhaps 

could not) address some key issues (e.g. reasons for choosing consult).  

 

AUTHORS RESPONSE: The discussion has been re-written to clearly link findings to the three 

study hypotheses to explain whether or not the hypotheses were proven and the possible reasons 

why. 

 

REVISIONS: 

Discussion: has been completely re-written to focus on the study hypotheses. 

 

20. There also seem to be sections of text not really related to any of the study findings, e.g. the 

section on “Predictors for help-seeking action”.  

 

AUTHORS RESPONSE: The discussion on „predictors for help seeking action‟ (now called 

„Predictors of 12-month mental health service use‟) is necessary as it was one of the study‟s main 

objectives. We have more clearly linked the discussion to the study hypotheses. 

 

REVISIONS: 

Discussion: has been completely re-written to address the study hypotheses.  

 

21. There is discussion of results that I could not find in the tables, e.g. “Our findings suggests that 

patients with moderate to severe levels of depressive symptoms and who potentially could benefit 

the most from mental health interventions are not more likely to receive the care they need”.  
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AUTHORS RESPONSE: This discussion referred to Table 5 „Factors associated with 12-month 

subsequent mental health service use‟ where the regression analysis identified that PHQ severity 

was not a predictor for subsequent mental health service. It refers to the study‟s third hypothesis. 

We found that PHQ severity was not a predictor for subsequent health service utilization. This 

implies that patients with more severe levels of depression are not more likely to receive a mental 

health service. If you translate this to quality of care, it means that the patients who are suffering 

the most are not more likely to receive mental health services. This potentially has quite serious 

consequences in terms of suicide prevention and poor health-related quality of life. 

 

REVISIONS: 

Results: We have emphasized this in the results section linking it to the third study hypothesis 

Discussion: We have linked the discussion of this finding to the study hypothesis and expanded 

it to stress why this finding is important 

Table 5: we have revised „PHQ-9 score at baseline‟ to „PHQ-9 severity at baseline‟. In the 

footnotes we have added the explanation that PHQ-9 score 10-14 = mild to moderate depression; 

PHQ-9 score 15-27 = moderately severe to severe depression. 

 

22. It is not clear to me that the results indicate that “that the GP‟s role in depression care is under-

utilized and under-recognized in Hong Kong”. As far as I can see, the study did not measure or 

evaluate whether people recognized GPs‟ role or whether they felt that they were not able to 

consult (i.e. under-utilized). The only clear result that I could see was that prior consultation 

predicts future consultation, which is perhaps to be expected. I think a clear account is required to 

justify the conclusion that “diagnosis of depression by a doctor appears to be more influential than 

the patient‟s own help-seeking attitudes in enabling them to receive care”. Care here I think refers 

to “professional care” and it could be argued that care can occur in non-professional contexts. 

 

AUTHORS RESPONSE:  

Although GP detection was associated with a greater likelihood of receiving 12-month mental 

health services, subgroup analysis found that GP detection was not associated with GP-provided 

mental health services, but instead was associated with a greater likelihood of receiving 

psychiatrist-provided mental health services. Our interpretation was that after patients are made 

aware that they are depressed by the GP, many subsequently don‟t receive their mental 

healthcare from the GP, but instead end up seeing a psychiatrist. This is not an effective use of 

health services as depression is a condition which should be treated in primary care. We 

surmised that GPs are under-utilized for treatment of depression, and psychiatrists are over-used. 

The term „Care‟ refers to receiving a healthcare service from a health care professional (namely a 

GP, Psychiatrist, Psychologist or Social worker).  

 

REVISIONS: 

Discussion: We have enhanced our discussion of this issue as it is a significant finding in terms 

of mental health service delivery in our setting. 

 

 

23. There are also other results that require more discussion, e.g. “unexpectedly, detection of 

depression by the study doctor at baseline was not a predictor for a subsequent GP HSA”. 

 

AUTHORS RESPONSE: please refer to our response to Reviewer Comment #22 

 

 

VERSION 2 – REVIEW 
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REVIEWER Martin Frisher 
Keele University, UK 

REVIEW RETURNED 08-Dec-2014 

 

GENERAL COMMENTS While I appreciate that considerable changes have been made, I still 
do not feel that the research questions are clearly addressed.   

 

- The reviewer also provided a marked copy with his comments. Please contact the publisher 

for full details. 

 

VERSION 2 – AUTHOR RESPONSE 

1. Please sharpen up their Abstract and Key Messages as Frisher suggests.  

We have revised the abstract and key messages to incorporate the comments as suggested by the 

reviewer: 

1.1. Objectives have been revised as follows: 

To identify the factors associated with 12-month mental health service use in primary care patients 

with depressive symptoms. 

1.2. Results have been revised as follows: 

At baseline, when asked who they would seek help from if they thought they were depressed, 

respondents preferred using friends and family (46.5%) over a psychiatrist (24.9%), psychologist 

(22.8%) or GP (19.9%). Presence of depressive symptoms were associated with a lower intention to 

seek help from family and friends but had no effect on intention to seek help from a healthcare 

professional.  Over 12 months, 24.3% of the screened-positive cohort reported receiving services 

from a mental health professional. Factors associated with service use included identification of 

depression by the GP at baseline, having a past history of depression or other mental illness, and 

being a public-sector patient. Having a positive intention to seek professional help or more severe 

depressive symptoms at baseline was not associated with a greater likelihood of receiving treatment. 

1.2. Conclusions have been revised as follows 

Mental health service use appears to be very low in this setting with only one in four primary care 

patients with depressive symptoms receiving treatment from a psychiatrist, GP or psychologist over a 

year. To help reduce the burden of illness, better detection of depressive disorders is needed 

especially for patients who may be under treated such as those with no prior diagnosis of depression 

and those with more severe symptoms. 

In addition we think the below should all be added to the manuscript: 

  

2. Key messages - the findings are not for Hong Kong, but simply for respondents to this 

survey. 

This has been added to the Strengths and Limitations section in both the Article Summary as well as 

in the main manuscript as follows:  

Results are only applicable to our study population any may not reflect the whole of Hong Kong‟s 

primary care population 

  

3. Why is the fact that psychiatrists are seen more often than GPs a key message? It may be 
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entirely appropriate, especially as GPs don‟t have a gate keeper role and patients can refer 

themselves to a psychiatrist directly. We know nothing of GP training / expertise in 

management of depression, so we are not clear that in HK management of depression in 

primary care is a good thing. 

  

According to international guidelines (e.g. NICE guidelines, WHO) management of common mental 

disorders such as depression and anxiety should adopt a stepped care approach, where patients 

should be treated in primary care and only complicated cases, such as those who do not respond to 

first line treatments, should be referred for specialist care.  

In Hong Kong, there is a severe shortage of psychiatrists. In 2005, the population to specialist ration 

for psychiatrists in Hong Kong was 1: 44,202, far higher than the UK where the ratio was 1: 16,836. If 

psychiatrists are being used to manage common mental disorders such as depression, which should 

be treated in primary care, there will be prolonged waiting times for patients needing treatment for 

severe psychiatric conditions. 

This information has been added to the final paragraph of the discussion section which has been 

revised as follows: 

The WHO recommends that common mental illness should be treated in primary care and specialist 

psychiatric services reserved for more severely ill patients.
23

 In Hong Kong, the role of the primary 

care doctor is poorly delineated, and patients can directly consult specialists in the private sector 

without a GP referral.
14

 This has significant service implications as many patients by-pass the gate-

keeping function of the primary care doctor causing further burden to an already stretched specialist 

psychiatric service sector where the population to specialist ratio is approximately 1:44,202.
24

 A closer 

examination of management practices by primary care clinicians may be warranted to identify whether 

it is feasible to transfer the delivery of care for depressive illnesses away from the specialist sector 

and into the primary care sector. 

14. Wun YT, Lam TP, Goldberg D, et al. Reasons for preferring a primary care physician for care if 
depressed. Fam Med 2011;43(5):344-50. 

23. World Health Organization. mhGAP intervention guide for mental, neurologicaland substance use 
disorders in non-specialized health settings 2010. Secondary mhGAP intervention guide for 
mental, neurologicaland substance use disorders in non-specialized health settings 2010. 
http://whqlibdoc.who.int/publications/2010/9789241548069_eng.pdf. 

24. Hong Kong College of Psychiatrists. Submission of the Hong Kong College of Psychiatrists to the 
Panel on Health Services of the Legislative Council on mental health policy in Hong Kong. 
Legislative Council Paper No. CB(2)373/07-08(05). Hong Kong, 2007. 

 

4. How did you get the doctor diagnosis of depression? Was this from the notes? A 

questionnaire? A phone call? More explanation needed.  

The information on data collection from the study doctors was included in the methods section under 

“Study Instruments” 

Doctor‟s case report form. At baseline, study doctors blinded to their patient‟s PHQ-9 screening 

scores were asked to document on a case report form whether or not they thought their patient had a 

depressive disorder. This was used to examine detection rates for depression. 

5. Was the depression mild?  severe? 

Doctors were asked to document if they thought the patient had „clinically significant depressive 

symptoms‟ (yes or no), but were not asked to document their opinion on the severity of symptoms. 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2014-006730 on 28 January 2015. D

ow
nloaded from

 

http://whqlibdoc.who.int/publications/2010/9789241548069_eng.pdf
http://bmjopen.bmj.com/


Depressive symptom severity was assessed using the PHQ-9, which assesses self-reported 

symptoms of depression on a scale from 0-27. Symptom severity is categorized as follows: Minimal 

(score 1-4); Mild (score 5-9); Moderate (score 10-14); Moderately-severe (score 15-19); Severe 

(score 20-27). 

The symptom severity cut-off scores for the PHQ-9 have been added to the methods section under 

“Study Instruments” 

 

6. Can you add a reference for the larger epidemiological study that this is a part of? 

These have been added: 

12. Chin W, Chan K, Lam C, et al. Detection and management of depression in adult primary care 
patients in Hong Kong: a cross-sectional survey conducted by a primary care practice-based 
research network. BMC Family Practice 2014;15(1):30. 

16. Chin W, Lam C, Wong S, et al. The epidemiology and natural history of depressive disorders in 
Hong Kong's primary care. BMC Family Practice 2012;12(1):129. 

 

 7. Can you state what their sample size calculation was – and not just refer to their other 

paper? 

 

The sample size calculation has been added: 

 

Sample Size Calculation 

A previous literature showed that 33% of people with mental disorders were treated in the United 

States
19

. Applying a well-known rule of thumb (one in ten rule)
20

 and with a total of 16 potential 

predictors considered, at least 485 patients were needed to evaluate the predictors for 12-month 

mental health service use. The full study protocol including sample size calculations for the larger 

epidemiological study has been previously published.
16 

 

16. Chin W, Lam C, Wong S, et al. The epidemiology and natural history of depressive disorders in 
Hong Kong's primary care. BMC Family Practice 2012;12(1):129. 

19. Chisholm D, Flisher A, Lund C, et al. Scale up services for mental disorders: a call for action. The 
Lancet 2007;370(9594):1241-52. 

20. Peduzzi P, Concato J, Kemper E, et al. A simulation study of the number of events per variable in 
logistic regression analysis. Journal of clinical epidemiology 1996;49(12):1373-79. 

 

8. You discuss PHQ-9 severity scores, but we don‟t know how many people were in each 

category (mild / moderate /severe). The manuscript states “unfortunately, we found that PHQ 

severity was not a predictor for subsequent health service utilization” so this needs some 

explanation. 

Symptom severity is an indicator of the level of impairment and illness experienced by the patient. It is 

hoped that patients with more severe symptoms are more likely to be treated; however this was not 

the case in our study sample. Patients in higher PHQ severity categories (moderately severe and 

severe vs. moderate) were not more likely to have received a 12-month mental health service. 

The sample sizes for each symptom severity category have been added to Table 1. 
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