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BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

 

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) Potential for the use of mHealth in the management of 
cardiovascular disease in Kerala: a qualitative study 

AUTHORS Smith, Rebecca; Menon, Jaideep; Rajeev, Jaya; Feinberg, Leo; 
Kumar, Raman; Banerjee, Amitava; 

 

VERSION 1 - REVIEW 

REVIEWER Dr PP Mohanan 
westfort hitech hospital  
Thrissur,Kerala  
India 

REVIEW RETURNED 05-Aug-2015 

 

GENERAL COMMENTS please use the term modern medicine instead of Allopathy(a term 
used by Alternate medicine people)  
1.was the sampling determined by Criterion of theoritical saturation?  
2.who nwere the translators, were they qualified?  
3.why did you chose all healthcare providers from same gender? 
can understand ASHA workers being same gender  
4.how many codes were there in the transcripts & who coded them?  
70 to 75% of healthcare in kerala is provided by the Private sector& 
you didnt include any. do you anticipate any change in your 
observations if you have included them   

 

REVIEWER Ken Russell Coelho 
Commissioner  
Alameda County Public Health Commission  
C/O Alameda County Public Health Department 

REVIEW RETURNED 10-Aug-2015 

 

GENERAL COMMENTS Excellent work on this much needed research! This is a well-written 
article examining the potential for the use of mHealth in managing 
CVD in Kerala. Overall, the article is acceptable for publication, with 
six suggested areas for improvement enumerated below.  
1) Please include a copy of the study protocol approved by the IRB 
in the appendices.  
2) Please include a copy of the recruitment script used for participant 
recruitment.  
3) Please explain in greater detail the participant informed consent 
process and include a copy of the consent forms used (if any) in the 
appendices.  
4) In the conclusion and future research section, please elaborate 
and explain in greater depth how (a) mHealth may influence lifestyle 

 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-2015-009367 on 17 N

ovem
ber 2015. D

ow
nloaded from

 

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


and patient education in rural India, and (b) describe tangible uses of 
mHealth that could address physician associated barriers and 
improve acceptability of use.  
5) In the Strengths section, please elaborate on the generalizability 
of the study as well as reasons for the growing interest of m-
Health/timeliness of study in India.  
6) Please re-check format of the references to ensure compliance 
with the reference format of BMJ Open.  
Thank you for the opportunity to review this manuscript. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name dr pp mohanan  

Institution and Country westfort hitech hospital  

Thrissur,Kerala  

India  

Please state any competing interests or state ‘None declared’: None declared  

 

Please leave your comments for the authors below  

please use the term modern medicine instead of Allopathy(a term used by Alternate medicine people)  

We are grateful for this suggestion. We have now changed the wording from “allopathic” to “modern 

medical” in the revised manuscript.  

1.was the sampling determined by Criterion of theoritical saturation?  

We thank the reviewer for this comment. We were guided by Guest et al (reference 33) in our 

selected sample size (reference 33). Guest writes:  

“Purposive samples are the most commonly used form of nonprobabilistic sampling, and their size 

typically relies on the concept of “saturation,” or the point at which no new information or themes are 

observed in the data. Although the idea of saturation is helpful at the conceptual level, it provides little 

practical guidance for estimating sample sizes, prior to data collection, necessary for conducting 

quality research.”  

Based on their study, Guest found that “saturation occurred within the first twelve interviews, although 

basic elements for metathemes were present as early as six interviews “. We therefore chose 15 

interviews to ensure data saturation.  

Moreover, as stated in our original manuscript: “No new codes were added to the codebook after the 

ninth interview; by definition39, data saturation was achieved”.  

 

2.who were the translators, were they qualified?  

Many thanks for this remark. By “trained translators”, we meant that they had healthcare training 

(doctors or ASHAs) and were fluent in the language. We have clarified this in the revised manuscript.  

 

3.why did you chose all healthcare providers from same gender? can understand ASHA workers 

being same gender  

Many thanks for this remark. We did not deliberately select all female doctors. All the doctors from the 

selected primary healthcare centres (PHCs) were females.  

4.how many codes were there in the transcripts & who coded them?  

We thank the reviewer for this question. There were a total of 73 different codes across all the fifteen 

transcripts. The first author (RS) performed the initial coding which was checked by AB (senior 

author).  

5. 70 to 75% of healthcare in kerala is provided by the Private sector& you didnt include any. do you 

anticipate any change in your observations if you have included them  

We thank the reviewer for this comment. Our study was intended to reflect the community 

management of CVD and not the hospital setting. Therefore we did not consider the private sector, 
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which tends not to reach out into the community (i.e. the care provided is generally resticted within the 

hospital). For example, community-level healthcare includes surveillance, sanitation, immunisation, 

home care in the elderly/bed ridden, medication at the door step, which are all within the remit of 

government health. None of these services are provided by the private sector. Moreover, individuals 

attending private hospitals are likely to be more affluent, more likely to be aware of and use the 

mobile phone as a health device, and more likely to have easier access to health facilities. Our study 

was done in a predominantly rural setting.  

 

Reviewer: 2  

Reviewer Name Ken Russell Coelho  

Institution and Country Commissioner  

Alameda County Public Health Commission  

C/O Alameda County Public Health Department  

1000 Broadway Suite 500  

Oakland, CA 94607  

United States  

Please state any competing interests or state ‘None declared’: None declared  

 

Please leave your comments for the authors below  

Excellent work on this much needed research! This is a well-written article examining the potential for 

the use of mHealth in managing CVD in Kerala. Overall, the article is acceptable for publication, with 

six suggested areas for improvement enumerated below.  

1) Please include a copy of the study protocol approved by the IRB in the appendices.  

We have now included a copy of the study protocol (referred to it as Appendix 1 in methods section of 

the revised manuscript).  

 

2) Please include a copy of the recruitment script used for participant recruitment.  

We thank the reviewer for this comment. We did not use a recruitment script for patient recruitment. 

We approached individuals in the community directly by telephone or in person as stated in our 

original manuscript:  

“…were recruited by telephone (directly patients) or in person at the PHC (via ASHAs and 

physicians).”  

 

3) Please explain in greater detail the participant informed consent process and include a copy of the 

consent forms used (if any) in the appendices.  

We have now included a copy of the consent form within Appendix 2 in methods section of the 

revised manuscript.  

4) In the conclusion and future research section, please elaborate and explain in greater depth how 

(a) mHealth may influence lifestyle and patient education in rural India, and (b) describe tangible uses 

of mHealth that could address physician associated barriers and improve acceptability of use.  

Many thanks for this very helpful comment. We have now improved both sections accordingly:  

Areas for future research  

mHealth may have a role to play in improving CVD management in rural India in several ways, 

including improving access to healthcare professionals where resources are limited and task-shifting 

to non-physician health workers. Lifestyle change and patient education could be influenced by 

enabling easier access to information and by increasing patient networks. A survey in PHCs 

quantifying the extent and depth of physicians’ perceived barriers to mHealth would be useful in 

prioritising where the need for adaptation and development of mHealth design is the greatest. 

Although text messages are feasible in a population with a high literacy rate, it is evident that calling is 

preferred; future research may investigate the acceptability and feasibility of text message versus call-

based interventions.  
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CONCLUSION  

 

mHealth may be a feasible way to target the current challenges of poor lifestyle and patient education 

in rural India. Complementary mHealth services may reduce high risk factor prevalence in this setting 

through health promotion and improved measures of primary prevention. Possible uses of mHealth 

include improving attendance at follow-up appointments and improving adherence to medications in 

both primary and secondary prevention of CVD. Development of future uses of mHealth must address 

the barriers put forward by physicians in order to gain further support for its implementation.  

5) In the Strengths section, please elaborate on the generalizability of the study as well as reasons for 

the growing interest of m-Health/timeliness of study in India.  

Many thanks for this remark. We have now improved the text in the revised manuscript:  

“The results do not aim to be generalisable, but instead transferable to similar settings within Kerala 

as a valuable first step towards developing future mHealth interventions. However, our findings are 

likely to be relevant and generalisable to other rural settings in India, where access to health 

professionals and healthcare infrastructure is limited, despite by rapidly growing private healthcare 

sector. The timing of this research is also important considering the growing interest and feasibility of 

mHealth applications in India across diverse disease areas(50-53).”  

 

6) Please re-check format of the references to ensure compliance with the reference format of BMJ 

Open.  

We have now re-checked the references which do meet the format requirements of BMJ Open.  

Thank you for the opportunity to review this manuscript. 

 

VERSION 2 – REVIEW 

REVIEWER Dr Mohanan 
Westfort Hitech Hospital Thrissur  
India 

REVIEW RETURNED 26-Sep-2015 

 

GENERAL COMMENTS The reviewer completed the checklist but made no further 
comments. 

 

REVIEWER Ken Russell Coelho 
Commissioner, Alameda County Public Health Commission, 1000 
Broadway, Oakland, CA, US 

REVIEW RETURNED 14-Sep-2015 

 

GENERAL COMMENTS The reviewer completed the checklist but made no further 
comments. 
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