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VERSION 1 - REVIEW 

REVIEWER Marleen Radigan 
NYS Office of Mental Health  
USA 

REVIEW RETURNED 06-Aug-2014 

 

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

 

REVIEWER Chris Williams 
University of Glasgow, UK 

REVIEW RETURNED 14-Aug-2014 

 

GENERAL COMMENTS CMD needs spelling out in the abstract  
Main issues are more description is needed on the two locations eg 
deprivation/employment/English as first language, income for the 
wider area in location A and B to understand the population  
The key issue is that only people with before/after data are available. 
It would have been helpful to also run the regression looking at drop-
out/non-engagement with the service as a whole- something not 
possible with the current approach  
My one other main concern- which may irrelevant- is whether ethics 
should have been applied for - I know data is collected for routinely 
in IAPT, and anonymised data was provided by the teams but I want 
to be assured the terms of engagement ion IAPT means that 
individuals know their data is subject to research/evaluation- I am 
pretty certain that is true but wanted to make sure  
 
Finally, in discussion, I think there are implication s about how to 
keep individuals engaged by potentially providing more/longer or 
more relevant/personalised support to those potentially at risk of a 
poor outcome.  
 
Was there any sub-analysis of high versus low intensity predictors? 
Currently both groups are combined.  
 
However this is much needed, very important work- I'd 
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wholeheartedly support publication 
 
A really nice and important paper  
It would be helpful to see what baseline predictors predict non-
engagement and missing final PHQ9/GAD7 ie looking at the 7388-
4442 patients- the 2946 excluded from analysis. This "missing" 
group is important and might not engage for similar or different 
reasons- it would be nice to know which- this could be the focus of a 
different paper however  

 

REVIEWER Sarah Knowles 
University of Manchester  
UK 

REVIEW RETURNED 22-Sep-2014 

 

GENERAL COMMENTS The authors present an analysis of predictors of recovery rates in 
IAPT using routine data sets. The rich and large data sets collected 
by IAPT have not been fully exploited to date, so it is positive to see 
studies such as this exploring the potential of such data sets to run 
powerful analyses that can have implications for service provision. 
However, in its current form I think the article lacks sufficient detail 
about the steps of the analyses to allow readers to fully understand 
and evaluate the results. I also felt the implications/rationale for the 
analyses could be made more explicit. I hope the authors find the 
comments helpful.  
 
Introduction/Aims:  
The introduction would benefit from more detail introducing the 
rationale for this specific analysis (for example, the need to consider 
heterogeneity in treatment outcomes, or the need for IAPT services 
to provide more individualised treatment schedules, which such 
analyses might inform). Currently the bulk of the information relates 
to IAPT more generally. Could the authors perhaps briefly elaborate 
on the aims in the final paragraph (p5) to state explicitly why these 
issues are of interest (either in terms of understanding the data sets 
or implications for service provision, or both).  
 
Method:  
Page 7: Can the authors elaborate on the rationale for choosing the 
particular independent variables to include, or alternatively make it 
clear if these are all the variables that were available? Similarly, can 
the authors justify which post treatment variables were included, if 
these were chosen from a potential pool, or state if this is the whole 
available data set? This would help make it explicit whether there 
were any hypotheses or assumptions driving the analysis, or 
whether this was completely exploratory based on available data 
(the latter of which would therefore be less confirmatory and require 
replication with other data sets.)  
 
P7 paragraph 2 – what is the rationale for conducting the ANOVA on 
these data? How did this inform later analyses?  
 
P9 – Comparison of data sets: did the authors apply the bonferroni 
correction for multiple comparisons?  
 
Page 10 paragraph 1 refers to only including patients for whom there 
was a final PHQ 9 or GAD score – can the authors clarify if this 
restricted the sample to patients who completed therapy/ agreed an 
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end to therapy, and so provided ‘final’ scores, or whether the last 
score taken for participants who dropped out/ refused further contact 
were also included and taken as final scores?  
 
Page 10, comparison of data sets: Could the authors provide a 
summary table of the direction of effects/means, to enable readers 
to judge how the services varied? This will also help them interpret 
the implications of using service A as a model for service B.  
 
Were there equivalent percentages of the 4 groups in each service?  
 
Can the authors clarify the rationale for the ANOVA reported on 
page 13? Is this done to establish that the 4 groups do represent 
significantly different ‘profiles’ of patient?  
 
Page 14, Predictive Model:  
 
The authors need to state clearly which specific variables were 
included in each final model. Did each of the variables included 
contribute significantly to the model? Did the authors consider 
conducting eg. a hierarchical discriminant analysis to compare the 
relative contributions of the predictors? Were any variables 
controlled for in the analysis?  
 
Can the authors also make it explicit which predictors were pre- and 
which were post- treatment, as these arguably have slightly different 
implications for improving services (encouraging people to attend 
more sessions for example being different to using pretreatment 
variables to somehow target or anticipate the response to 
treatment.)  
 
Discussion/conclusions  
 
In the article summary, the authors suggest such data sets can be 
used to augment or modulate treatment to provide more support – 
could they suggest an example of this based on their findings, or 
reference the implications of their findings for such a proposal (for 
example, does this data suggest that greater support should be 
offered to people based on level of deprivation?)  
I thought the authors could refer more to the existing evidence base 
on predictors, particularly to draw out which aspects of their results 
are novel, as several of the findings are already fairly well 
established in the literature. 

 

REVIEWER Bridget Bassilios 
University of Melbourne  
Australia 

REVIEW RETURNED 23-Sep-2014 

 

GENERAL COMMENTS This is an important manuscript which investigates patient and 
treatment-related predictors of outcomes in a community mental 
health program in the UK. The authors are commended for 
producing a clear and well-written manuscript. The following (minor) 
suggestions are intended to strengthen the paper:  
1) Full words for CMD in the abstract  
2) The last paragraph of the introduction refers to ‘using current 
criteria for classifying recovery’ – what are the current criteria? 
Provide a reference  
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3) Full words for first use of PHQ and GAD, then acronym in 
parenthesis  
4) Describe the psychometric properties, scoring and interpretation 
of scores for the PHQ and GAD  
5) In the description of independent variables, please explain 
‘signposted’ and ‘high intensity treatment’. Also, on what basis was 
‘no treatment indicated’?  
6) Separate the second half of the paragraph under Outcome 
Measures into 2 paragraphs and insert the heading ‘Data analyses’ 
in between the paragraphs  
7) In the results section, under Outcome Classification, it states that 
both PHQ and GAD are significantly lower in P1P2…was a 
significance test undertaken, and if so, where are the results for 
this? Also, where are the frequency (%) data for the ordinal variables 
that are referred to in the second paragraph of this section?  
8) Table 2 – perhaps add the definition of the outcome group code 
under this table, just to remind the reader.  
9) In the first sentence of the second paragraph under Predictors of 
Outcome, replace the second ‘between’ to ‘in’  
10) In the second paragraph of the Discussion, define ‘therapists 
banding’ and check the expression of that sentence  
11) Findings could be contrasted to a similar study that was 
published by Pirkis et al (2011) in ANZJP examining predictors of 
outcomes for consumers of the Australian Better Outcomes in 
Mental Health (Access to Allied Psychological Services) program.  
12) The first paragraph of the conclusion mentions that more needs 
to be done to tailor treatments to improve outcomes, which is a good 
point. Do the authors have any specific suggestions about how 
treatment can be tailored, based on their findings, to maximise 
outcomes?  
13) The Discussion needs to be checked for minor grammatical and 
typographic errors 

 

REVIEWER Katie Saunders 
Cambridge Centre for Health Services Research 

REVIEW RETURNED 14-Oct-2014 

 

GENERAL COMMENTS The reviewer also provided a marked copy with detailed comments. 
Please contact the publisher for full information about it. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 2  

Comment Response 

CMD needs spelling out in the abstract  CMD has been expanded [page 2] 

Main issues are more description is needed on the two locations eg deprivation/ employment/ English 

as first language, income for the wider area in location A and B to understand the population.

 Indicators have been included to give the reader a more detailed understanding of the 

populations in the two regions [page 6]. 

The key issue is that only people with before/after data are available. It would have been helpful to 

also run the regression looking at drop-out/non-engagement with the service as a whole- something 

not possible with the current approach. 
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 This was out of scope for this analysis as these patients do not have outcome data that could 

be used to develop the predictive model, we do however believe that it is an important aspect and we 

will look to include a sub-analysis looking at non-completers in a larger study we are planning. 

My one other main concern- which may irrelevant- is whether ethics should have been applied for - I 

know data is collected for routinely in IAPT, and anonymised data was provided by the teams but I 

want to be assured the terms of engagement ion IAPT means that individuals know their data is 

subject to research/evaluation- I am pretty certain that is true but wanted to make sure. This has 

been discussed with the Research Ethics Committee and two of the authors are R&D Directors of 

NHS Trusts and the consensus is that the study has abided by the GAfREC framework as the routine 

data was anonymised by the clinical team. This does however raise an important issue of informing 

patients about the use of their data at the time of collection. 

Finally, in discussion, I think there are implication s about how to keep individuals engaged by 

potentially providing more/longer or more relevant/personalised support to those potentially at risk of a 

poor outcome. The authors acknowledge this point and elaborated this slightly more within the 

discussion, although the aim of this paper is not to prescribe interventions/service changes to 

modulate the effects that have been observed in terms of outcomes. 

Was there any sub-analysis of high versus low intensity predictors? Currently both groups are 

combined.  

 The original analysis did not plan to examine if the predictors were different for those 

receiving low intensity treatment compared to those receiving high intensity treatment. This is 

currently being considered a further analysis of a larger data set [page 24] 

However this is much needed, very important work- I'd wholeheartedly support publication. A really 

nice and important paper. The authors appreciate this comment and hope to build on this work 

in the future 

It would be helpful to see what baseline predictors predict non-engagement and missing final 

PHQ9/GAD7 ie looking at the 7388-4442 patients- the 2946 excluded from analysis. This "missing" 

group is important and might not engage for similar or different reasons- it would be nice to know 

which- this could be the focus of a different paper however.  

 

 

 

 

 

 

 As suggested this will be explored in further detail in a separate study and reported via a 

separate publication 

 

Reviewer 3  

Comment Response 
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The authors present an analysis of predictors of recovery rates in IAPT using routine data sets. The 

rich and large data sets collected by IAPT have not been fully exploited to date, so it is positive to see 

studies such as this exploring the potential of such data sets to run powerful analyses that can have 

implications for service provision. However, in its current form I think the article lacks sufficient detail 

about the steps of the analyses to allow readers to fully understand and evaluate the results. I also felt 

the implications/rationale for the analyses could be made more explicit. I hope the authors find the 

comments helpful. We thank the reviewer for acknowledging this unexplored resource and we 

endeavour to respond to their specific comments 

 

Introduction/Aims: The introduction would benefit from more detail introducing the rationale for this 

specific analysis (for example, the need to consider heterogeneity in treatment outcomes, or the need 

for IAPT services to provide more individualised treatment schedules, which such analyses might 

inform). Currently the bulk of the information relates to IAPT more generally. Could the authors 

perhaps briefly elaborate on the aims in the final paragraph (p5) to state explicitly why these issues 

are of interest (either in terms of understanding the data sets or implications for service provision, or 

both). We have now included a further paragraph outlining the need for a better understanding of 

the predictors of outcome to potential individualise or modulate treatment [page 5] 

 

Method: Page 7: Can the authors elaborate on the rationale for choosing the particular independent 

variables to include, or alternatively make it clear if these are all the variables that were available?

 Indeed these independent variables were the only categories of data available to the 

researchers, this has now been amended [page 7] 

Similarly, can the authors justify which post treatment variables were included, if these were chosen 

from a potential pool, or state if this is the whole available data set? This would help make it explicit 

whether there were any hypotheses or assumptions driving the analysis, or whether this was 

completely exploratory based on available data (the latter of which would therefore be less 

confirmatory and require replication with other data sets.)  The dependent variables were again 

selected as these are the data that are generated by the service. We have endeavoured to create a 

separate Treatment Outcome that establishes the ‘level’ of recovery for the patient. This was an 

exploratory study and will be replicated and refined using a much larger data set. 

P7 paragraph 2 – what is the rationale for conducting the ANOVA on these data? How did this inform 

later analyses?  The ANOVA was used to see if  there were differences in the variables between the 

groups as an indicator that they might be useful in the main model [page 9] 

P9 – Comparison of data sets: did the authors apply the bonferroni correction for multiple 

comparisons?  

 

 

 

 

 The authors did not feel it was necessary to apply the bonferroni correction 

Page 10 paragraph 1 refers to only including patients for whom there was a final PHQ 9 or GAD score 

– can the authors clarify if this restricted the sample to patients who completed therapy/ agreed an 

end to therapy, and so provided ‘final’ scores, or whether the last score taken for participants who 
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dropped out/ refused further contact were also included and taken as final scores? As 

discussed previously, patients were only included in the final analysis if they completed therapy or 

there was an agreement to end therapy, non-completers or drop-outs are not included in the analysis. 

A further study is being developed to specifically look at this population and especially look at 

characteristics that are associated with non-completion. 

Page 10, comparison of data sets: Could the authors provide a summary table of the direction of 

effects/means, to enable readers to judge how the services varied? This will also help them interpret 

the implications of using service A as a model for service B. Were there equivalent percentages of the 

4 groups in each service?  More detail has been provided regarding both ordinal and numerical 

variables to allow comparison between services A and B [page 12 and 13] 

 

The n-values for key variables is provided in table 4 [page 14] 

Page 14, Predictive Model: The authors need to state clearly which specific variables were included in 

each final model. Did each of the variables included contribute significantly to the model? Did the 

authors consider conducting eg. a hierarchical discriminant analysis to compare the relative 

contributions of the predictors? Were any variables controlled for in the analysis? The revised 

description of the predictive model now explicitly states the variables that were included in each of the 

models [pages 15,17,18,20] 

 

The contribution of each of the variables has been calculated and tabulated in tables 7,9 and 11 

[pages 16,18 and 20] 

Can the authors also make it explicit which predictors were pre- and which were post- treatment, as 

these arguably have slightly different implications for improving services (encouraging people to 

attend more sessions for example being different to using pre-treatment variables to somehow target 

or anticipate the response to treatment.) All analyses use pre-treatment variables, with the exception 

of the analysis of Outcome Group 2 [pages 18 and 19] where the analysis was re-run combining both 

pre-treatment and post-treatment variables  

Discussion/conclusions: In the article summary, the authors suggest such data sets can be used to 

augment or modulate treatment to provide more support – could they suggest an example of this 

based on their findings, or reference the implications of their findings for such a proposal (for 

example, does this data suggest that greater support should be offered to people based on level of 

deprivation?)  At this stage we would not like to identify specific interventions or that specific groups 

should be targeted but suggest that this type of analysis can be used to feed back to service 

individuals that are likely to require specific support to achieve a positive outcome.   

I thought the authors could refer more to the existing evidence base on predictors, particularly to draw 

out which aspects of their results are novel, as several of the findings are already fairly well 

established in the literature. We have made reference to the existing literature, although there is 

clearly a gap in the literature about the effects of demographic factors on outcomes following 

psychological therapies. Most of the literature focuses on the prevalence of disease and the 

importance of these factors.  We are currently in the process of planning a large scale follow-up study 

where sub-analyses of the effect of these demographic factors will be explored in more detail in the 

context of the IAPT programme.  
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Reviewer 4  

Comment Response 

The abstract should describe the objective of the study and summarise the findings (i.e., which 

independent variables predicted outcomes?). The abstract has been amended following the journal 

format and includes the predictor variables 

There are other limitations which could be mentioned, such as: 1) patients without outcome data who 

may have dropped out of IAPT treatment and 2) the unknown impact of additional treatments other 

than IAPT. This has been added to the strengths and limitations summary to be more explicit 

about the fact that whilst the paper doesn’t focus on this group i.e. non-completers, understanding the 

reasons why people don’t complete is extremely important.  

This is an important manuscript which investigates patient and treatment-related predictors of 

outcomes in a community mental health program in the UK.  The authors are commended for 

producing a clear and well-written manuscript.  We thank the reviewer for this comment 

Full words for CMD in the abstract This has been amended [page 2] 

The last paragraph of the introduction refers to ‘using current criteria for classifying recovery’ – what 

are the current criteria?  Provide a reference  We have now included the current definition of 

recovery [page 4] 

Full words for first use of PHQ and GAD, then acronym in parenthesis This has been amended 

[page 4] 

Describe the psychometric properties, scoring and interpretation of scores for the PHQ and GAD We 

do not feel that there is space in the paper to describe the measurement tools in detail. We have 

provided references to the IAPT data manuals that provide a detailed description of the tools and their 

evidence base. 

In the description of independent variables, please explain ‘signposted’ and ‘high intensity treatment’.  

Also, on what basis was ‘no treatment indicated’?   The term high-intensity treatment refers to 

cognitive behavioural therapy and has now been included [page 7]. The categories ‘signposted’ and 

‘no treatment indicated’ are standard IAPT categories  

Separate the second half of the paragraph under Outcome Measures into 2 paragraphs and insert the 

heading ‘Data analyses’ in between the paragraphs The new structure of the manuscript should 

clarify the difference between the outcome measures [page 7] and the analysis of the data [page 9]. 

Also, where are the frequency (%) data for the ordinal variables that are referred to in the second 

paragraph of this section? Frequencies of ordinal variables have now been provided in table 2 

[page 12] 

Table 2 – perhaps add the definition of the outcome group code under this table, just to remind the 

reader. This has been amended for table 4 [page 14] and all other tables as necessary 

In the first sentence of the second paragraph under Predictors of Outcome, replace the second 

‘between’ to ‘in’ This sentence no longer exists 

In the second paragraph of the Discussion, define ‘therapists banding’ and check the expression of 

that sentence 
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 Therapist banding was the variable included in the analysis reported, we have changed this to 

provide a lay interpretation of “banding” to help readers that are not familiar with bands in the NHS.  

Findings could be contrasted to a similar study that was published by Pirkis et al (2011) in ANZJP 

examining predictors of outcomes for consumers of the Australian Better Outcomes in Mental Health 

(Access to Allied Psychological Services) program 

 

 Thank you for bringing this paper to our attention. We have made reference to this in our 

discussion [page 23] 

The first paragraph of the conclusion mentions that more needs to be done to tailor treatments to 

improve outcomes, which is a good point.  Do the authors have any specific suggestions about how 

treatment can be tailored, based on their findings, to maximise outcomes? Again, we feel this is 

not a point that should be addressed lightly and whilst the exploratory study suggests that there are a 

number of important factors that need to be considered in identifying individualised support and 

tailoring of treatment, this needs more detailed consideration. 

The Discussion needs to be checked for minor grammatical  and typographic errors We have 

undertaken a thorough proof-read. 

Examples of some statistical mistakes include categorical variables described as ordinal, t-tests being 

used for categorical variables, logistic regression described in the abstract but not in the results etc.

 We hope these issues have been addressed un the revised article. 

Specific concerns for the findings of this work are that the research uses data from two separate 

services but differences between the services are not adequately described nor accounted for in the 

analysis. We hope we have adequately described the differences and similarities of the data 

from services A and B [pages 11-13]. The results of the predictive model demonstrate that despite the 

differences the data from the services can be pooled and used to create and validate a predictive 

model. 

From an epidemiological perspective the 40% of patients who did not have follow up data post-

treatment is a major limitation, as this group is expected to have very different outcomes from the 

patients who were followed up (IAPT reference 9 in the paper).   The aim of this paper is to predict 

response to therapy but 40% of patients (likely to be those with much poorer outcomes) are excluded.

 As previously discussed, whilst we acknowledge the important limitation of a drop-out of 40% 

the current study relies on having pre- and post-treatment variables available. We hope to be able to 

explore this patient group in a larger study where more resources can be allocated to explore this 

issue. 

However my major difficulty reading the paper was that in several places I could not work out what the 

authors had done.  The statistical analysis is not described in the methods, and results for key 

findings are described in general terms in the text of the paper, but are not presented in tables.  The 

main predictive models are described in table 3, but with insufficient detail to actually understand what 

was found. We appreciate that the first manuscript may not have been an easy-read. We have 

spent a significant amount of time re-drafting the manuscript to be clearer and logical with more detail 

about the analyses.  

If I were to do this analysis myself I would take a simpler descriptive approach, looking for univariate 

and then multivariate within-patient predictors of responding to therapy.  Predicting treatment 

outcomes is not a bad thing to want to do, but I think that this should be the final step in an analysis 

and the basic description with appropriate statistics should be the initial step. We hope that the 
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new structure outline the procedural order in which the analysis was undertaken, which was not 

necessarily reflected in the initial draft.  

Abstract: Outcomes should be defined in the abstract.  It is not clear from what is written in the 

abstract what has actually been done. The has now been included as the abstract now take the 

appropriate format [page 2] 

The abstract states that logistic regression models were performed.  I was not able to find any results 

from logistic regression models in this paper. This was an error in the original drafting and has now 

been corrected 

The abbreviation CMD is not explained. 

 

 

 This has been amended [page 2] 

Introduction: The first paragraph describes how BME communities have poorer mental health and 

poorer access to services. This is an important point, but is not relevant to the research presented in 

the rest of the paper. The authors believe this is relevant, as access to services for BME patients 

was one of the factors that led to the development of the IAPT programme. Also as ethnicity is a 

factor that has been identified a predictor of outcome, we believe this is an important issue.  

The final paragraph of the introduction states the research aims.  The aim “to explore how treatment 

outcomes are discriminated using current criteria for classifying recovery” and “assess the feasibility 

for undertaking a future population analysis” are not answered in this research.  Current criteria for 

classifying recovery are not defined. We have now defined current criteria for classifying recovery 

[page 4]. We have clarified that the exploration of classification of recovery was in terms of the 

development of the predictive model, which we have addressed [pages 20 and 23]. We have also 

discussed the importance of developing the analysis to include a larger population, the analysis itself 

demonstrates the feasibility of doing this [pages 24 and 25] 

1)      Data may not be truly anonymised.  Patient level data on age, gender, IMD score, ethnicity and 

treatment location can be identifiable, particularly for patients attending only two services for defined 

conditions. The selected study population is a particularly vulnerable group of patients (people with 

mental health problems) We disagree and suggest the data is anonymised as required by the local 

governance processes. The geographical units in which the patients live are composed of 200,000 

and 300,000 inhabitants suggesting that even with other demographic information no patient could be 

identified. In addition the fact that the research aims to be applied to improve future services for these 

populations give further credence to the necessity to undertake such work. 

The authors suggest in their conclusions that the findings of the research may be used to change 

treatment “predicting whether patients are likely to have a positive outcome following treatment at 

entry might allow suitable modification of scheduled treatment, possibly resulting in improvements in 

outcomes” meaning the findings could constitute an intervention rather than just service evaluation.

  The current observational (not interventional) study simply provides an analysis for identifying 

predictors of outcome. We would hope, like most applied researchers, that the results could result in 

the development of some kind of system for identifying those at risk of achieving a poor outcome and 

appropriate interventions identified that could support the patient, as necessary. 

The study authors, or the BMJ prior to publication, should re-confirm that ethics approval is truly 

unnecessary for research of this nature. As previously stated, the authors are confident that the 

current study falls within the remit outlined in the GAfREC framework. 

 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-2014-006103 on 20 M

ay 2015. D
ow

nloaded from
 

http://bmjopen.bmj.com/


Data sources: P6, Line 56 - It is not necessary to describe variables data storage types We thought 

it necessary to outline where data was converted 

Analysis and main study findings: It is really difficult to follow and interpret the analyses that have 

been carried out by the researchers.  In part this is because of the way that the paper has been 

written, with no clear analysis strategy described, but in part, I think, the analysis is quite 

disorganised, and the relationship of the results presented to the research questions asked is not 

clear.  The comments that follow relate to the methods and results presented in the order that they 

appear in the paper We hope the restructuring of the paper and inclusion of the flow diagram 

clarify the structure of the analysis and its procedural order 

Results: Table 1, p8.  I am really sorry but I just do not understand this table.  How was the sample 

size obtained? The groups presented are different from the groups in table 2.  What analysis are the 

findings used for? 

 This table has been removed and replaced by table 1 and figure 1. 

Comparisons of data sets p10: A t-test is used to compare means.  This should not be used to test 

differences in ethnicity or gender, which are categorical variables (a t-test should only be used with 

normally distributed continuous variables).  Results from this analysis should be presented in 

summary form in a table – at present p-values alone are presented in the text of the paper

 There seemed to be an error in drafting and indeed a t-test wasn’t used. Apologies for the 

confusion in reporting. Pages 11-13 no present a comprehensive analysis of the variables across both 

services.  

Despite mistakes in the analysis, it is clear from this section that the two services evaluated are either 

serving or selecting very different patient populations.  We have highlighted the differences in the 

variables between the services, and whilst heterogeneity exists it has been demonstrated that the 

predictive model can be used between the services 

P11, line 46 Ethnicity is not “ordinal” it is categorical.  The statement “the coded ordinal variables … 

indicate that there was a tendency for a positive outcome in higher percentage of male than female 

patients” does not relate to any findings that I can see in this paper.  When a statement like this is 

made it should be backed up by results This has been reviewed and removed. 

Figure 1.  This figure (I think) shows that patients who were less ill at baseline were more likely to 

recover.  This is unsurprising. The figure has been removed as it was confusing and misleading 

 

 

P14.  I do not understand the discriminant analyses presented and described – specifically which 

regression models were used and what the results mean.  However I would comment that to create 

the best predictive model all data should be used – creating a model from one clinic and testing it on a 

second which is known to have very different characteristics would be expected to perform poorly.

 In building predictive models it is typical to hold data out as test and training sets to help 

mitigate over fitting.  The model clearly demonstrates good performance suggesting this isn’t a 

problem with the analysis 

 

P15 The paragraph on this page states two opposing findings (i.e. the models were able to 

discriminate outcomes, and models were not able to discriminate outcomes) in the same paragraph.  

It is unclear what is meant. This referred to the fact that the model is able to discriminate a binary 
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outcome but not a more complicated outcome represented by 4 different treatment outcomes.  This is 

now clearer [page 23] 

Discussion: P19, 60% completion rate.  This is clearly a major concern for this study of predictors of 

outcomes from IAPT.  Outcomes are substantially worse among patients who do not complete 

therapy (this is described in reference 9 in the reference list of this paper).  The authors acknowledge 

the limitations of missing data in general terms but do not address this specific and major concern 

directly in their discussion. See comments above. Technically this isn’t missing data. The 

patients did not complete the course. 

For example, statistical methods are described in the results section (they should be given in the 

methods section – and a separate section describing, in turn, each of the analyses that was 

performed is necessary).  The first paragraph of the discussion of a paper should give a synopsis of 

the main study findings (in this paper a description of IAPT services, appropriate for an introduction is 

given instead). Thank you for this comment, we have now provided a detailed description of the 

methods and analyses in the methods section.  

In the same way in terms of structuring the paper it would be better to describe outcome variables 

before independent variables, and the clinical relevance and interpretation of the outcome measures 

should be given (at the moment only the name of the scales, not what they are actually used for are 

given).  Abbreviations in the outcome measures should be given in full.  “variables” are used in 

regression models “predictors” or “risk factors” should be used in reporting research findings. We 

have provided further information on the interpretation of outcome measures [page 4] 

 

We have changed the terminology from variables to determinants/predictors as appropriate [page 2 

and 22] 

Some information is given as supplementary web material when BMJ Open in fact allows up to 5 

figures or tables in the main text, which further makes the paper difficult to read. This has now been 

incorporated into the main text. 

A revision of the structure of the paper into a more traditional format would make it much easier to 

read, and to understand the research performed. Hopefully the revised structure conforms to a more 

traditional format.   

 

VERSION 2 – REVIEW 

REVIEWER Sarah Knowles 
University of Manchester, UK 

REVIEW RETURNED 04-Mar-2015 

 

GENERAL COMMENTS Thank you to the authors for their thorough response to comments 
and revisions. On the whole I think the authors have responded 
comprehensively to the reviewer suggestions, including my own, but 
there still some minor issues.  
1. I found Table 5 unclear - can the authors explain more fully in the 
text what analysis/result of analysis is being shown here?  
2. Given the multiple stages of analysis and different analyses 
presented, I think the paper would benefit from a summary, for 
example "Planned Analyses" in the methods section, which explains 
the rationale for each stage and signposts the reader to which 
analysis answers which question. Also perhaps the analysis 
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subheadings could refer to the particular question addressed (eg. 
"Step 2: Can the predictive model distinguish recovery?") could also 
perhaps be helpful.  
3. The discussion requires a summary of findings paragraph before 
the comparison to other studies.  
4. P25 - The limitation regarding missing data (the exclusion of 
patients who dropped out of treatment) I think should be elaborated 
on. While the authors comment in their response to reviewers that a 
larger study is to be conducted to address this, it should still be 
acknowledged explicitly within the current paper that this population 
is neglected by the current study.  
5. Also in the response to reviewers, the authors state "The authors 
did not feel it was necessary to apply the bonferroni correction". 
Please elaborate on why this was so.  
6. Page 24 line 45 - do the authors mean "modulators" or should this 
be "moderators"?  
7. I understand the authors reluctance to speculate specifically about 
what kind of tailored interventions might be appropriate, but I do 
think it would be reasonable to mention that this tailoring may relate 
to the initial severity of illness, as this is supported by the analysis, 
and by consideration of deprivation (this is presumably what the line 
about "understanding differences in local population" on page 22 
refers to, but it could be made clearer?).  
  

 

REVIEWER Bridget Bassilios 
The University of Melbourne, Australia 

REVIEW RETURNED 04-Mar-2015 

 

GENERAL COMMENTS The authors are commended for the effort out into addressing 
reviewer comments. The response to reviewer comments table was 
confusing as is listed responses to Reviewers 2, 3 and 4, with latter 
seeming to have combined the comments from two reviewers. 
Therefore, it was difficult to find the responses to the issues I had 
previously raised.  
The following issues remain outstanding:  
1) The definition of recovery could be made clearer by at minimum 
describing how various scores are interpreted on the PHQ-9 and the 
GAD-7  
2) I understand that ‘signposted’ and ‘no treatment indicated’ are 
standard IAPT categories but they still need to be defined/explained 
to the reader  
3) The study cited by Pirkis et al (2011) in ANZJP examining 
predictors of outcomes for consumers of the Australian Better 
Outcomes in Mental Health (Access to Allied Psychological 
Services) program did not identify socioeconomic status as a 
predictor of treatment outcome as stated.  
4) The authors should provide some examples (even if they are yet 
to be tested) of how treatment can be tailored, based on their 
findings, to maximise outcomes.  
The following new issues have been identified:  
1) The listed aims of the paper (both in the abstract and introduction) 
do not appear to be mutually exclusive.  
2) The results section of the abstract could be more informative and 
clearer in relation to key findings  
3) The third paragraph of the introduction states that IAPT provides 
access to recovery of similar magnitude to those in RCTs – an 
indication of the magnitude would be helpful for the reader  
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4) Paragraph 3 of method – change ‘initial first session’ to ‘first 
session’  
5) Page 7, Paragraph 1, unclear how treatment length > 14000 days 
calculated – should this be 1400 days by any chance?  
6) Page 7, source of referral categories should be self/GP rather 
than yes/no; length of treatment should be defined  
7) Page 10, GSH results referred to in text are not presented in 
Table 2  
8) Page 11, continuing first sentence from previous page – explain in 
what regard service B was deemed to be less positive than service 
A (e.g., outcome measures, length of treatment, DNA etc)  
9) Page 11, second paragraph, first sentence – delete ‘divided’  
10) Variables referred to as ordinal are actually categorical  
11) Table 3 – how do people with zero days length of treatment end 
up included in the analysis?  
12) The abstract indicates that initial symptom severity, ethnicity, 
deprivation and gender predict outcome but the discussion seems to 
focus on ethnicity and deprivation. Overall, the discussion lacks 
substantial comment in relation to the overall findings.  

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer 1  

Comment  Response 

The definition of recovery could be made clearer by at minimum describing how various scores are 

interpreted on the PHQ-9 and the GAD-7 We have now included references to GAD-7 and 

PHQ-9 and clarification of interpretation of these at entry and exit from the psychological service 

[page 4]. 

I understand that ‘signposted’ and ‘no treatment indicated’ are standard IAPT categories but they still 

need to be defined/explained to the reader Although all categories of responses have been 

included in the methods section for reasons for end of treatment only those with planned ending are 

included in the analysis as these are the only ones with a ‘complete’ course of treatment, others that 

commence and ‘drop-out’ are excluded, as discussed. The categories of patients where no treatment 

is indicated or sign-posted are excluded, as they have not received any active treatments. We have 

included this complete list as it conforms to the data collection parameters used by all services. Of 

course we would be happy to remove if the reviewer felt it could confuse the reader [page 7]. 

The study cited by Pirkis et al (2011) in ANZJP examining predictors of outcomes for consumers of 

the Australian Better Outcomes in Mental Health (Access to Allied Psychological Services) program 

did not identify socioeconomic status as a predictor of treatment outcome as stated. Apologies 

for my interpretation, my understanding is that the study identified that some socio-demographic 

variables such as education and income were associated with improved outcomes. These are 

components of the UKs index of multiple deprivation so may have interpreted this paper beyond what 

is stated, although the author does state ‘In terms of socio-demographic characteristics, older patients 

and patients who are of relatively higher socio-economic status make the greatest gains.’ I have 

clarified my comparison  [pages 22/23]   

The authors should provide some examples (even if they are yet to be tested) of how treatment can 

be tailored, based on their findings, to maximise outcomes. In response I’ve suggested that Identifying 

patients at-risk of achieving poor outcomes at entry offers an opportunity to provide enhanced support 

for this group, which might include patient/practitioner incentives to encourage attendance, culturally 

sensitive services or additional support relevant to those living in deprived areas, including better 

access through transport [page 24]. 
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The listed aims of the paper (both in the abstract and introduction) do not appear to be mutually 

exclusive. The aims have been clarified to demonstrate the paper is primarily concerned with 

identifying the predictors of clinical outcome using the predictive model. The secondary aims are 

related to the feasibility and necessity for undertaking a further larger study, now part of a PhD [pages 

2 & 5]  

The results section of the abstract could be more informative and clearer in relation to key findings

 The results section of the abstract now only focuses on the accuracy of the predictive model 

and the pre-treatment variables identified as predictors. Although mention is also made of ‘number 

sessions’ as this is a potentially modifiable element of treatment [page `2]. 

The third paragraph of the introduction states that IAPT provides access to recovery of similar 

magnitude to those in RCTs – an indication of the magnitude would be helpful for the reader The 

manuscript now includes exact figures for the recovery rate for services (45%) and from the RCT 

evidence (50%) [page 5] 

Paragraph 3 of method – change ‘initial first session’ to ‘first session’ Thank you – this has now 

been changed [page 6] 

Page 7, Paragraph 1, unclear how treatment length > 14000 days calculated – should this be 1400 

days by any chance? Length of treatment is calculated by the database from the date of the start of 

treatment and end of treatment, the system calculates a length of treatment >14000  (between  

14,467 – 15,464). for patients where a date for the start of treatment isn’t indicated , hence this value 

was set as a cut off, and as such these patients were excluded from the statistical calculations . The 

text has been updated to indicate this [page 7]  

Page 7, source of referral categories should be self/GP rather than yes/no; length of treatment should 

be defined Thank you – this has now been changed [page 7] 

Page 10, GSH results referred to in text are not presented in Table 2 The Guided self help 

category is included in table 2 but I’ve now also added the GSH abbreviation [page 12] 

Page 11, continuing first sentence from previous page – explain in what regard service B was 

deemed to be less positive than service A (e.g., outcome measures, length of treatment, DNA etc)

 This has been changed to ‘numerically lower’ as ‘positive’ suggests better [page 11] 

Page 11, second paragraph, first sentence – delete ‘divided’ Thank you for this suggestion 

Variables referred to as ordinal are actually categorical Thank you for highlighting this error  

Table 3 – how do people with zero days length of treatment end up included in the analysis?

 Because length of treatment is calculated from the number of days between the start and end 

of treatment those with a length of treatment of 0 days are treated and discharged on the same day 

and before and afterPHQ-9/GAD-7 scores  are entered for these patients.    

The abstract indicates that initial symptom severity, ethnicity, deprivation and gender predict outcome 

but the discussion seems to focus on ethnicity and deprivation.  Overall, the discussion lacks 

substantial comment in relation to the overall findings. The discussion focuses on those findings 

relevant to modifying treatment delivery, ethnicity and deprivation are two of the most important and 

challenging areas in this respect. The issue of initial severity is complex as current services are 

delivered in a step-wise manner to ensure treatment is provided at the necessary level of intensity. 

The authors do not believe the study necessarily supports the view that treatment is failing for patients 
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with more severe disease but potentially the issue is of how recovery is defined, although this is 

beyond the scope of the current paper 

Reviewer 2  

Comment Response 

I found Table 5 unclear - can the authors explain more fully in the text what analysis/result of analysis 

is being shown here?  This Table refers to the mean values for each treatment outcome for the 

variables obtained from the participants at enrolment. It was only included to indicate the differences 

between the four treatment groups but also shows the effect of the numerical variables on outcome, 

as explained in the manuscript now [page 14].   

 

Given the multiple stages of analysis and different analyses presented, I think the paper would benefit 

from a summary, for example "Planned Analyses" in the methods section, which explains the rationale 

for each stage and signposts the reader to which analysis answers which question. Also perhaps the 

analysis subheadings could refer to the particular question addressed (eg. "Step 2: Can the predictive 

model distinguish recovery?") could also perhaps be helpful.  Thank you for the suggestion, the 

appropriate question are now included within each section of the analysis in the results section. 

Hopefully this will clarify for the reader the aim of each part of the analysis and why it was necessary. 

It didn’t seem appropriate to include the steps in the methods section as the description of the 

analysis is rather short, most of the space is given out to describing the variables and outcome 

measures [pages 14-19].  

The discussion requires a summary of findings paragraph before the comparison to other studies. 

 A summary of the findings from the analysis has now been included in the discussion prior to 

further contextualisation of the results in the current literature [page 21].  

P25 - The limitation regarding missing data (the exclusion of patients who dropped out of treatment) I 

think should be elaborated on. While the authors comment in their response to reviewers that a larger 

study is to be conducted to address this, it should still be acknowledged explicitly within the current 

paper that this population is neglected by the current study.  The limitation now include an explicit 

reference to the population that drop-out and details of the planned analysis, which is currently in the 

data collection phase, for not only analysing the data by sub-populations but also to examine 

characteristics of the population that drop-out- although it is acknowledged that this methodology has 

limitations in understanding the true nature of this population [page 23]. 

Also in the response to reviewers, the authors state "The authors did not feel it was necessary to 

apply the bonferroni correction". Please elaborate on why this was so.  The Student-Newman-Keuls 

(SNK) procedure (Keuls, 1952) based on the Studentized range test, used to detect homogeneity 

subsets was used to analyse the differences between the variables defined by the treatment outcome. 

This test corrects for multiple comparisons. The results of this test were identical to that obtained by 

Tukey’s HSD, so only one set of results were included in the paper. 

I hope the reviewer is satisfied with this response but of course we could provide more technical 

information if needed. We have also highlighted this in the text for clarity [ page 14]   

Page 24 line 45 - do the authors mean "modulators" or should this be "moderators"? Thank you 

for this suggestion, ‘moderators’ does seem like a more appropriate term [page 24]. 

I understand the authors reluctance to speculate specifically about what kind of tailored interventions 

might be appropriate, but I do think it would be reasonable to mention that this tailoring may relate to 

the initial severity of illness, as this is supported by the analysis, and by consideration of deprivation 
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(this is presumably what the line about "understanding differences in local population" on page 22 

refers to, but it could be made clearer?). There is now more explicit discussion about potential 

interventions that address the determinants identified by the study. The issue of initial severity is 

complex as current services are delivered in a step-wise manner to ensure treatment is provided at 

the necessary level of intensity. The authors do not believe the study necessarily supports the view 

that treatment is failing for patients with more sever disease but potentially the issue is of how 

recovery is defined, although this is beyond the scope of the current paper [page 24].    
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