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VERSION 1 - REVIEW 

REVIEWER R PADMAVATI 
SCHIZOPHRENIA RESEARCH FOUNDATION  
R/7A NORTH MAIN ROAD  
ANNA NAGAR WEST EXTENSION  
CHENNAI 600101  
TAMILNADU, INDIA 

REVIEW RETURNED 29-Aug-2014 

 

GENERAL COMMENTS 4. The selection of the control group need more elaboration  
10. The results could be better presented, especially the Tables  
11. Discussions need to be made more succinct 
 
The selection of the control group need more elaboration  
The results could be better presented, especially the Tables  
Discussions need to be made more succinct  
 
1. Abstract : Acronyms which may not be understood by readers 
outside India Eg : MPI ( Multidimensional poverty index), must be 
stated as such .  
2. Methods: How was the non-psychiatrically ill status of the control 
group determined  
3. Efforts to minimize bias: Who reviewed the questionnaire about 
“exposure to poverty to ensure accuracy, completeness”? Were any 
potential subjects/controls involved in this process? This is important 
to understand the sources of response errors  
4. Did the researchers employ any other methods to “validate” the 
tool ?  
5. What is the “22-items discrimination and stigma scale looking at 
unfair treatment” This makes a sudden appearance . It need not be 
mentioned if it is not used  
6. Results: Sample – The age range is 7-77 (patients) and 12-
74(controls) – Why were children chosen to participate? Who signed 
the consent form for the children below legal age? What was the 
nature of the responses obtained in this group?  
7. Tables appear very complicated and crowded. Needs to be 
represented  
8. Discussion would read better if made crisper. The implications are 
not very clear and needs to be rewritten 
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REVIEWER Aliya Kassam 
University of Calgary, Canada 

REVIEW RETURNED 16-Oct-2014 

 

GENERAL COMMENTS This is an interesting paper. The authors have worked ard to 
conduct the study given the conditions in India and the findings are 
important. The abstract needs to be re-written and the word count 
decreased to 4000 words. I also suggest having a glossary of terms 
for abbreviations.   

 

REVIEWER Alexandre Andrade Loch 
Institute of Psychiatry, University of Sao Paulo, Brasil 

REVIEW RETURNED 25-Nov-2014 

 

GENERAL COMMENTS This is an interesting study assessing the relationship between 
mental illness stigma and poverty in India. Results support this 
association, and cover an important issue in an under researched 
area.  
 
However, there seems to be several methodological questions 
regarding the study.  
 
1. First, the stigma outcome used by authors here is problematic. 
Authors argue that this would be a proxy for experienced 
discrimination; however, there might be several factors why 
someone with a mental illness would not take part in family 
decisions. It could be, for example, that these patients might be 
symptomatic (paranoid, unwilling, etc.), or that they would have 
cognitive deficits, or too severe negative symptoms. Nevertheless, 
authors in the discussion do not explore these possibilities.  
2. Furthermore, the issue of diagnosis here is another problem. 
There is a study conducted in China and in Japan (Haragucki et al, 
2009) where higher stigma levels in China were attributed to the fact 
that Chinese individuals with mental illness might not be treated 
adequately due to lacking outpatient mental healthcare services. 
This would lead to a negative impression towards them. So, what 
was the severity of the participants’ mental illnesses in the study? 
Could this have influenced families’ opinion towards them? We know 
that there are several degrees of severity of bipolar disorder and 
schizophrenia. On the one hand we might see fully functional 
individuals with one or the other disorder, while on the other hand 
we also see patients whose social functioning are greatly 
compromised. We also know that, for instance, violence of 
individuals with schizophrenia is greater towards their closest 
relatives, particularly when they are undertreated. These greatly 
influences stigma, but is not explored nor discussed in the work.  
3. Authors should state which were the Kappa values for the other 
items of the scale. Also, they should explain why they maintained 
the two items that displayed a rather low Kappa value.  
4. Analyzes displayed in tables 4 and 5 are very interesting, however 
they are way too extensive and leaves the reader tired and 
disinterested. Authors should summarize their findings, or should 
find a way to simplify their statistical analysis.  
5. Table 3 should be excluded from the manuscript, authors should 
provide it as supplemental material.  
6. Table 7 is also too extensive. Authors should exclude the lines 
with “1” values, perhaps placing the reference category in 
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parenthesis, just after the comparison variable.  
7. Discussion: authors fail to provide more in-depth discussion 
regarding their results, and specially their limitations. Discussing the 
possibilities of what not participating in family decisions might 
represent and the issues point out above might produce a more 
balanced manuscript. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer Name R PADMAVATI  
Institution and Country SCHIZOPHRENIA RESEARCH FOUNDATION  
R/7A NORTH MAIN ROAD  
ANNA NAGAR WEST EXTENSION  
CHENNAI 600101  
TAMILNADU, INDIA  
Please state any competing interests or state ‘None declared’: NONE DECLARED  
 
General comment  
The selection of the control group need more elaboration  
The results could be better presented, especially the Tables  
Discussions need to be made more succinct  
 
Response to general comments  
 
We are thankful to reviewer for these pointers. In the revised version of the manuscript, we have 
addressed these general comments. We have further elaborated on the selection of the control group 
as explained in detail in response to comment 2 (para 2 of ‘participants’ in methods, copied below). 
We have simplified the Tables and shortened the discussion.  
 
‘We used a non-psychiatrically ill control group composed of randomly selected individuals matching 
the patients according to gender, age (plus or minus 5 years) and neighbourhood of residence. 
Matched controls were selected by spinning a pointer at the door of the case’s home and randomly 
selecting one household among 30 in the pointed direction. In this household a person of same age 
and gender with no reported history of a mental health disorder was interviewed. It was not possible 
to conduct detailed interviews (for diagnosis) of all controls due to logistics as well as stigma of 
revealing mental illness. We excluded controls when unable to obtain consent. Only two case patients 
were not matched. Investigators together with the team manager contributed to sensitisation and 
awareness raising in the neighbourhoods of interest to maximise controls’ participation rates. Due to 
logistics as well as stigma towards mental illness, it was not possible to psychiatrically examine all 
controls.’  
 
 
Comment 1. Abstract : Acronyms which may not be understood by readers outside India Eg : MPI ( 
Multidimensional poverty index), must be stated as such .  
Response to comment 1. We are thankful to the reviewer for identifying this mistake: we checked and 
made sure that we specified the full form for all acronyms. We have also included an appendix with 
terms and abbreviations at the end.  
 
Comment 2. Methods: How was the non-psychiatrically ill status of the control group determined.  
Response to comment 2. We could not establish the non-psychiatrically ill status of the control group 
through detailed psychiatric interview, due to logistics reasons of time, number of participants and 
stigma linked to mental illness in New Delhi. This has been clarified in the method section as well as 
in the discussion section under limitations. We inserted a revised text as follows ( Methods- 
participants- para 2):  
 
We used a non-psychiatrically ill control group composed of randomly selected individuals matching 
the patients according to gender, age (plus or minus 5 years) and neighbourhood of residence. 
Matched controls were selected by spinning a pointer at the door of the case’s home and randomly 
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selecting one household among 30 in the pointed direction. In this household a person of same age 
and gender with no reported history of a mental health disorder was interviewed. It was not possible 
to conduct detailed interviews (for diagnosis) of all controls due to logistics as well as stigma of 
revealing mental illness. We excluded controls when unable to obtain consent. Only two case patients 
were not matched. Investigators together with the team manager contributed to sensitisation and 
awareness raising in the neighbourhoods of interest to maximise controls’ participation rates.  
 
 
 
Comment 3. Efforts to minimize bias: Who reviewed the questionnaire about “exposure to poverty to 
ensure accuracy, completeness”? Were any potential subjects/controls involved in this process? This 
is important to understand the sources of response errors.  
Response to comment 3. We are grateful to the reviewer for bringing up this issue. It would have 
been more accurate to mention “accuracy, completeness and content validity” instead of “face 
validity”, and we modified the manuscript accordingly ( see “Efforts to minimize bias page 4 in 
methods section):  
 
‘New patients were first interviewed by a junior psychiatrist who made a provisional diagnosis and 
discussed details with a board of certified psychiatrist who then diagnosed and managed the case. To 
minimise diagnosis bias, we trained all psychiatrists on the ICD 10 criteria. Information bias was 
minimised by reviewing the questionnaire about exposure to poverty to ensure accuracy, 
completeness and content validity with experts from the department and by testing it with a sample 
group of patients and families. Suggestions from the latter were incorporated’.  
.’  
 
 
We address the reviewer’s concerns in greater detail below. This explanation was not included in the 
manuscript for obvious reasons of word limit. To test the poverty questionnaire for accuracy, 
completeness and content validity, investigators in New Delhi and at University College London 
revised the content for relevance to poverty in order to maximize item appropriateness. They first 
defined the concept of multidimensional poverty and reviewed the empirical and theoretical literature 
to identify the right deprivation items to include in the instrument they were developing. They then 
checked if the questions covered all dimensions of the concept of multidimensional poverty, if the 
phrasing respectively in English and Hindi was accurately reflecting the underlying concept of 
deprivation we were looking for in each dimension (see Table 1 for the questions asked for various 
dimensions of poverty). Two experts familiar with multidimensional poverty reviewed the initial list of 
items and made suggestions about adding items that were omitted. We then organized a focus group 
discussion with 7 experts, psychiatrists, psychologists and social workers from Dr Ram Manohar 
Lohia hospital to establish if the 17 domains of poverty selected were adapted and relevant for the 
context of New Delhi and were providing a comprehensive overview of the concept. They also ranked 
these domains by order of importance of deprivation. A similar focus group was organized with 8 
hospital outpatients with severe mental illness. We finally tested the poverty questionnaire with a 
group of 20 outpatients at the department of psychiatry at Dr RML hospital. We prompted them with 
questions to check for their understanding of poverty, to identify the language they used to explain the 
notion of poverty as well as ascertain their understanding of the questions in order to make sure the 
instrument’s purpose made sense to them. Finally, two other experts revised the final version to make 
sure items illustrate the content of multidimensional poverty.  
 
 
Comment 4. Did the researchers employ any other methods to “validate” the tool ?  
Response to comment 4. Besides the methods described above in response to the comment 3, we 
also carried out test-retest to test for recall bias and social desirability bias. Interviews with 71 
respondents (both cases and controls) for test-retest reliability were carried out on two occasions with 
a gap of 10 to 15 days by the same enumerator to check to what degree a given respondent provided 
same responses for the poverty items. We compared the scores between the two sets of responses. 
Results show overall acceptable level of reliability (over 0.7 for Inter class correlation) for the different 
poverty variables. Due to constraints of space we did not mention this in the manuscript, but can do 
so if the editor permits, or place these results online.  
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Comment 5. What is the “22-items discrimination and stigma scale looking at unfair treatment” This 
makes a sudden appearance. It need not be mentioned if it is not used.  
Response to comment 5. Thank you for this useful comment. We removed the reference as 
requested. This scale is a measure of stigma that was developed after our case control study was 
carried out. Nevertheless, we tested it for content validity with patients and controls and found that it 
was not adapted to the north Indian context.  
 
Comment 6. Results: Sample – The age range is 7-77 (patients) and 12-74(controls) – Why were 
children chosen to participate? Who signed the consent form for the children below legal age? What 
was the nature of the responses obtained in this group?  
Response to comment 6. This is a typo and we are grateful for the reviewer for identifying it. The 
younger case was 15 at the time. We did not interview children below 15 among cases. 6 controls 
were between 13 and 15 because of our rule of age selection with a 5 years gap. Consent for 
adolescent between 15 and 18 were asked from the parent or the legal guardian of the adolescent. 
We included adolescents because symptoms of severe mental disorders often occur at this point in 
life. We explored multidimensional poverty by age groups (i.e. below 25, 26-45, more than 45) and did 
not find any major differences. Considering that our paper is already long and complex, we decided to 
not include additional analysis by age group but can provide details on request.  
 
Comment 7. Tables appear very complicated and crowded. Needs to be represented.  
Response to comment 7. We understand the concern of the reviewer. We simplified the Tables as 
much as possible while keeping the statistical information required.  
 
 
Comment 8. Discussion would read better if made crisper. The implications are not very clear and 
needs to be rewritten  
Response to comment 8. We agree with the reviewer and we extensively rewrote the discussion 
section. We tried more particularly to emphasise the implications of our findings.  
 
 
Reviewer Name Aliya Kassam  
Institution and Country University of Calgary, Canada  
Please state any competing interests or state ‘None declared’: None declared  
 
 
Please leave your comments for the authors below  
General comment. This is an interesting paper. The authors have worked hard to conduct the study 
given the conditions in India and the findings are important. The abstract needs to be re-written and 
the word count decreased to 4000 words. I also suggest having a glossary of terms for abbreviations.  
Response to comment. We thank the reviewer for considering that this study is an important 
research. We rewrote the abstract and we reduced the overall length of the paper which is now only 
4369. We added a glossary of terms for abbreviations.  
 
 
Reviewer Name Alexandre Andrade Loch  
Institution and Country Institute of Psychiatry, University of Sao Paulo, Brasil  
Please state any competing interests or state ‘None declared’: None declared.  
 
 
Please leave your comments for the authors below  
This is an interesting study assessing the relationship between mental illness stigma and poverty in 
India. Results support this association, and cover an important issue in an under researched area.  
 
However, there seems to be several methodological questions regarding the study.  
 
Comment 1. First, the stigma outcome used by authors here is problematic. Authors argue that this 
would be a proxy for experienced discrimination; however, there might be several factors why 
someone with a mental illness would not take part in family decisions. It could be, for example, that 
these patients might be symptomatic (paranoid, unwilling, etc.), or that they would have cognitive 
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deficits, or too severe negative symptoms. Nevertheless, authors in the discussion do not explore 
these possibilities.  
Response to comment 1. We are aware of this limitation but under the circumstances we believe that 
the variable of exclusion from family decision is a good proxy for experienced discrimination. We 
explored how this notion was perceived through focus group discussions with experts and with 
patients. Results show that not taking part in important decisions is a common way to express social 
distance within the family.  
We did explore the possibility of using a stigma questionnaire, but could not find one suited to North 
India and especially for the approach we took to compare treated outpatients with SMI to controls 
from the community. However we have removed the extra paragraph we put in about using a stigma 
questionnaire, in view of the reviewer comment above as well as in interest of reducing manuscript 
length. We address the esteemed reviewer’s concerns in greater detail below.  
 
First, at that time there was no available scale to measure personally experienced stigma in India for 
the type of approach we favoured of comparing patients with mental illness to a control group in the 
general population. We carefully explored the literature to identify an adequate scale measuring 
experienced discrimination that could be adapted to the context of Delhi. Among the various 
measures reviewed in (Link, et al. 2004), only those related to the fourth component of the Link and 
Phelan (2001) conceptualization of stigma, i.e. the “person experience of status loss and 
discrimination” ((Link and Phelan 2001) p.370) could have been used for the purpose of the present 
paper. We explored all of them (22) and chose to build our own questionnaire to measure 
experienced stigma while we used the Stigma Questionnaire (SQ) for exploration of labelling and 
stereotyping which has been validated in Hindi (Littlewood, et al. 2007). This decision was taken after 
we tested some of the questions from existing scales that we initially thought culturally adapted to the 
specific hospital context, to our specific population –outpatients with severe mental illness from low 
social class background and to our aim of showing the link between poverty, mental illness and 
experienced discrimination. In fact, there were few suitable measures of “experienced discrimination”. 
For instance, we looked at the Consumer Experiences of Stigma Questionnaire (CESQ) (Wahl 1999). 
We found that the notion of being a consumer was not adapted. Furthermore, several items within the 
questions of the discrimination section Consumer Experiences of Stigma Questionnaire (CESQ) were 
not deemed relevant to the context by the research team. For instance, very few patients ever tried to 
rent an apartment; patients at Dr RML hospital do not benefit from the health insurance system; very 
few have a licence or a passport.  
Following Link et al. (2004) we considered that “very few aim to assess discriminatory behaviour 
directly” (p. 527) and measuring experienced stigma is not really a stigma measure, but a 
measurement of whether and to what extent persons with mental illnesses “are denied access to the 
good things our society affords and are differentially exposed to the bad things it confers”” (p. 527). 
For instance, Link et al. (2004) explain, the measures used can assess discrimination in employment, 
access to medical treatment, or being put down or ignored among other discriminatory processes. 
The stigma researcher is then tasked with the work of linking the “bad outcome assessed” with 
“processes of labelling, stereotyping, and/or being set apart”. S/he must “select outcome measures 
from the vast array of possible good or bad outcome measures” and link this outcome “to the theory 
being tested”. Link et al. (2004) review both “laboratory experiments and behavioural measures 
indicating discrimination” and “observational studies and behavioural measures indicating 
discrimination”. There was not a specific formalized psychometrically validated measure of 
experienced stigma available focusing “on the scope and content of these experiences” before the 
Discrimination and Stigma Scale (DISC) made available only recently and in any case after our study 
was carried out (Brohan, et al. 2013), p. 33).  
 
Second, we also tested the importance of participation in family decisions through focus group 
discussions and in depth interviews with patients. We proceeded as suggested by Link et al. (2004) 
identifying questions through focus group discussions and in depth interviews with patients and 
experts, then building and testing for reliability a non-experimental self reported survey, looking at 
unfair treatment in various areas of everyday life as reported by patients and controls. We then 
compared responses for these questions: participation in family decisions, inclusion in community 
activities, participation in political activities, participation on the labour market, access to education. 
These questions were defined at hoc but were influenced by existing scales particularly the Chinese 
Psychiatric Stigma Experience Questionnaire (PSEQ) (Lee, et al. 2005). Two focus group discussions 
and ten in depth qualitative interviews with adult out-patients with severe mental illness demonstrated 
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that participation in family decisions made on a daily basis (decision for meals, visits to neighbours or 
relatives, etc.), as well as for important matters (such as marriage of a child, choice of a school or 
organisation of a ceremony) was a central indicator of inclusion/exclusion for people with mental 
illness. Adult respondents reported that they were excluded from these decisions: this was even more 
the case for women and those persons with SMI with little education. Only some of the respondents 
who were heads of family reported being the ones taking the decisions. But in general, FGD 
participants and respondents often internalised the stigma as they considered this absence of being 
asked what they think as something if not totally acceptable, at least very common and anticipated. 
To assess reliability, we asked follow up questions for each household member regarding whether 
they were included in family decisions. We then found significant differences between the two groups 
for participation in family decision.  
 
Third, we selected a large sample of 649 hospital outpatients with severe mental illness (diagnosis of 
schizophrenia, affective disorders and recurrent depression from low social class background) in 
order to represent diverse degrees of disorders. Most patients were in follow-up. All patients benefited 
from medical assistance from the team at the hospital. The patients included in our study were 
successfully treated: a rather large group were working (29%). Even the schizophrenia group were, 
for the most part either working or helping out at home. Some were not symptomatic or were 
presenting limited cognitive deficits or moderate negative symptoms associated to schizophrenia, few 
would present relatively more severe symptoms. The fact that we interviewed a large sample of 
people was a way to control for the specific role of the individual diagnostic condition in explaining the 
discrimination faced within the family. Despite the treatment of the mental illness, we found that 
discrimination was significantly linked to poverty for cases compared to controls.  
 
Comment 2. Furthermore, the issue of diagnosis here is another problem. There is a study conducted 
in China and in Japan (Haragucki et al, 2009) where higher stigma levels in China were attributed to 
the fact that Chinese individuals with mental illness might not be treated adequately due to lacking 
outpatient mental healthcare services. This would lead to a negative impression towards them. So, 
what was the severity of the participants’ mental illnesses in the study? Could this have influenced 
families’ opinion towards them? We know that there are several degrees of severity of bipolar 
disorder and schizophrenia. On the one hand we might see fully functional individuals with one or the 
other disorder, while on the other hand we also see patients whose social functioning are greatly 
compromised. We also know that, for instance, violence of individuals with schizophrenia is greater 
towards their closest relatives, particularly when they are undertreated. These greatly influences 
stigma, but is not explored nor discussed in the work.  
Response to comment 2. We agree with the reviewer that, as shown in several cross-cultural studies 
in Asia, stigmatising attitudes vary depending on the severity of the disorder (Griffiths, et al. 2006; 
Haraguchi, et al. 2009; Kurihara, et al. 2000; Phillips, et al. 2000). As stated in response to comment 
1, we selected a large sample of 649 patients who were successfully treated for various degrees of 
severity of mental illness. Thus accessibility of treatment was not an issue in our sample. We do 
agree that untreated patient would be more violent, symptomatic and therefore even more exposed to 
discrimination and exclusion.  
All patients were being treated for their condition at Dr Ram Manohar Lohia hospital and were 
displaying limited degrees of disorders. The hospital also dispenses essential medicines free of cost 
therefore availability of medicines was not an issue in this sample. Due to the large sample size we 
could not conduct more detailed assessment of symptoms, through using a scale for example. We 
argue that the family’s attitude reflects past experience with the patients’ disorders more than current 
treated condition that allows the patient to function within the family.  
 
Comment 3. Authors should state which were the Kappa values for the other items of the scale. Also, 
they should explain why they maintained the two items that displayed a rather low Kappa value.  
Response to comment 3. We are sorry for the confusion we might have introduced: The poverty 
questionnaire is not a scale but rather a survey/series of questions examining the various domains of 
deprivation. As a result, the responses that were captured in the scale did not vary since the 
conditions did not change during the course of this study. Further, calculating Kappa did not yield any 
significant information or change regarding these conditions because this was not a RCT or 
introduced a treatment that would alter their lifestyles/demographic/economic information. To avoid 
confusion, we removed the sentence about the Kappa measure (i.e. “It was pilot tested in the field 
and we validated the measure of poverty using test-retest and inter-rater reliability measures. The 
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Kappa coefficient for both measures was between 0.5 and 1 for all dimensions of poverty with two 
exceptions: food security (0.265) and physical security (0.372)”.  
The two questions represent important dimensions of deprivation and were self-reported perception of 
food security and physical security. The variation observed between the two interviews is probably 
due to a short-term variation (within the 10-15 days of the second interview) in the severity of food or 
physical security deprivation. Deprivation of food reflects a basic need as well as a basic capability 
that is central to survival. Similarly, deprivation of physical security is very important in the context of 
New Delhi, which is a major metropolis with a rather high crime rate. Often families are afraid of 
potential violence against their members with mental illness, as they are perceived more susceptible 
to violence, particularly women.  
 
 
Comment 4. Analyzes displayed in tables 4 and 5 are very interesting, however they are way too 
extensive and leaves the reader tired and disinterested. Authors should summarize their findings, or 
should find a way to simplify their statistical analysis.  
Response to comment 4. We understand the concern of the reviewer but it is uneasy to remove such 
important information. In any case, we did try to summarize the information as follow. Tables 4 and 5 
were replaced by a unique Table 4 displaying multidimensional poverty measures for PSMI and 
controls and by gender and caste. We removed the information for a cut off k superior to 10 indicators 
of deprivation considering that very few respondents were deprived on more than 10 dimensions 
(2.6% only of total respondents, both cases and controls were deprived on 11 dimensions or more).  
 
Comment 5. Table 3 should be excluded from the manuscript, authors should provide it as 
supplemental material.  
Response to comment 5. Thank you, we agree to this very practical suggestion. Table 3 is provided 
as a supplemental material available online.  
 
Comment 6. Table 7 is also too extensive. Authors should exclude the lines with “1” values, perhaps 
placing the reference category in parenthesis, just after the comparison variable.  
Response to comment 6. We agree with the reviewer and we modified Table 7, now Table 6, to take 
into account this valuable suggestion. We put the reference category into parenthesis. We also 
reported just two models (unadjusted versus adjusted) for the association between the indicator of 
stigma and the multidimensional poverty.  
 
Comment 7. Discussion: authors fail to provide more in-depth discussion regarding their results, and 
specially their limitations. Discussing the possibilities of what not participating in family decisions 
might represent and the issues point out above might produce a more balanced manuscript.  
Response to comment 7. We rewrote the discussion to take into account this comment. Limitations 
have now been described in greater detail.  
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