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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.   
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VERSION 1 - REVIEW 

REVIEWER Peter Coventry 
University of Manchester, UK 

REVIEW RETURNED 03-Dec-2015 

 

GENERAL COMMENTS This is a well written report of a much ignored comorbidity among 
people with depression and in that sense it adds value to the 
growing literature on medical and psychological comorbidity among 
people with depression. It will be of interest to mental health 
professionals/researchers and more broadly health professionals in 
contact with adults of all ages with sexual ill health and/or 
depression.  
 
I have a few suggestions to improve the reporting and the discussion 
of the results.  
1) In the Methods I have not seen response rate and cooperation 
rate reported together - what is meant by cooperation rate? Is this 
after responding to consent to the study and completing interviews 
and questionnaires? I'm not sure it is a widely understood term and 
it probably needs explaining for those not familiar with surveys of the 
kind used here.  
2) I was surprised to see that most depressive disorders were 
reported (using PHQ-2) among the 16-24 year old group. Does this 
square with national and international data on prevalence of 
depression among younger adults and can the authors perhaps 
explain this in the discussion? I know the results are age adjusted 
but is there a chance that the analysis of sexual ill health among 
those with reported (not treated depression) is confounded in any 
way by the fact that this group may be more sexually active, and 
more likely to report being homosexual, leading to an affect on 
reported levels of sexual dysfunction?  
3) I can see on the one hand why the authors would want to 
separate out the analyses between those treated for depression and 
those just reporting depression but I am not sure the case it 
convincing or at least fully explained in the methods. At the very 
least I would want to see if the way this analysis was done differed in 
any way to the main analysis. I'm not sure it is a 'secondary analysis' 
in the way we might undertake analyses of secondary outcomes or 
do post-hoc tests because in effect it is an analysis on a different 
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population. That said I would also suggest that there is a case for 
merging the two sample given that those who report being treated 
may well not be taking or receiving treatment and still be depressed 
and as such resemble those just reporting depression. I'd leave it to 
the authors to comment on this in the methods and/or discussion.  
4) Related to that point in the discussion (lines 43-44, page 10) the 
authors distinguish their work from US studies that didn't take 
account whether participants were in receipt for depression. Perhaps 
it is worth stressing why this matters - as I say, a group that is in 
receipt of treatment isn't necessarily taking treatment and using 
treatment as a way to differentiate people with depressive symptoms 
is not the most reliable way to do this.  
5) In terms of implications for practice I wonder if the authors should 
add a note of caution that mental health screening per se is not 
known to improve treatment of depression - see for example: 
http://www.bmj.com/content/332/7548/1027  
6) Likewise without knowing what other characteristics might predict 
sexual ill health among depressed adults it is probably too early to 
suggest that people who are depressed should be asked sexual 
health screening questions. Perhaps a comment here on the next 
type of study that will help us tailor mental and sexual health 
interventions for those most at risk could provide insight into how we 
might redesign services to become more integrated. We would I 
think want to know what predicts sexual ill health among depressed 
adults and whether the reverse causal pathway is apparent among 
other adults.  

 

REVIEWER Kanna Hayashi 
University of British Columbia, Canada 

REVIEW RETURNED 24-Dec-2015 

 

GENERAL COMMENTS This study sought to examine relationships between depression and 
sexual health issues, including sexual behavior, sexual function and 
sexual health services, among the UK general population. The 
manuscript takes advantage of a large representative sample of 
general population in UK. Also, it is overall well written. However, 
there are several issues that the manuscript would need to address, 
as outlined below.  
 
Major comments:  
 
1. Statistical analyses, Methods (page 7, line 8-16): Why were the 
regression models adjusted for age only? Results indicate that many 
key potential confounders were also significantly associated with 
depressive symptoms or treatment for depression, including lower 
educational attainment, poverty, and sexual orientation. Given that 
these are well known to be associated with sexual health risks or 
service use, the authors are encouraged to consider further 
adjustment of the regression models.  
 
2. Methods (page 5-6): A description of study variables is not 
sufficient. Other than the depressive symptoms, treatment for 
depression, and some sexual health-related variables, there is no 
mention of variables used to describe the sample (e.g., education, 
poverty). Other potential confounders, if available in the dataset, 
should also be included here. Also, sexual health-related variables 
could be presented more clearly by categorizing them into three 
groups the authors sought to address: sexual risk behaviour, sexual 
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function and sexual health services.  
 
3. Objective, Abstract: The study objective should be described 
more clearly. “To understand” is vague. Perhaps, “To examine 
relationships between depression and…” or something that is more 
specific.  
 
4. Results & Discussion, Abstract: These sections focus on those 
reporting treatment for depression only; however, as the authors 
alluded to in the intro/discussion sections, I actually think that one of 
the strengths of this study includes that it was able to examine key 
sexual health issues among both those treated and untreated for 
depression. This could be highlighted in some ways in the abstract.  
 
Minor comments:  
5. Discussion (page 11-12, line 26-60, 2-9): The authors discuss 
findings regarding the high prevalence of depression among LGBT 
populations. While this is certainly an important issue, it is also well 
known already, and I am not sure what new knowledge this study 
adds. Besides, this study’s focus and strength lies in examining 
sexual health issues among people with depression, both treated 
and untreated. Therefore, this section could be strengthened by 
elaborating on implications for policy and practice specific to these 
areas.   

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

This is a well written report of a much ignored comorbidity among people with depression and in that 

sense it adds value to the growing literature on medical and psychological comorbidity among people 

with depression. It will be of interest to mental health professionals/researchers and more broadly 

health professionals in contact with adults of all ages with sexual ill health and/or depression.  

 

Response - Thank you for the supportive comments.  

 

I have a few suggestions to improve the reporting and the discussion of the results.  

1) In the Methods I have not seen response rate and cooperation rate reported together - what is 

meant by cooperation rate? Is this after responding to consent to the study and completing interviews 

and questionnaires? I'm not sure it is a widely understood term and it probably needs explaining for 

those not familiar with surveys of the kind used here.  

 

Response - The co-operation rate is defined as the number of interviews completed from eligible 

addresses for which contact was made. We have clarified the text accordingly on page 5 and have 

added the following reference for the interested reader:  

The American Association for Public Opinion Research. Standard definitions: final dispositions of 

case codes and outcome rates for surveys. 2011. 

(http://www.aapor.org/AAPORKentico/Communications/AAPOR-Journals/Standard-Definitions.aspx)  

 

2) I was surprised to see that most depressive disorders were reported (using PHQ-2) among the 16 

to 24-year-old group. Does this square with national and international data on prevalence of 

depression among younger adults and can the authors perhaps explain this in the discussion? I know 

the results are age adjusted but is there a chance that the analysis of sexual ill health among those 

with reported (not treated depression) is confounded in any way by the fact that this group may be 

more sexually active, and more likely to report being homosexual, leading to an effect on reported 

levels of sexual dysfunction?  
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Response - Thank you for the query. We agree that the prevalence of symptoms (excluding those 

receiving treatment) in younger people is higher than we might expect from comparisons with other 

population survey data. However, there are important reasons of this: (1) these data on prevalence of 

symptoms exclude those receiving treatment, and this largely explains why the age distribution is not, 

at first glance, what might be expected, (2) different surveys have used different methods so, for 

example, the Adult Psychiatric and Morbidity Survey: http://www.hscic.gov.uk/catalogue/ 

PUB02931/adul-psyc-morb-res-hou-sur-eng-2007-rep.pdf used the CIS-R diagnostic instrument. In 

women, the rate peaked among 45-54 year olds, with a quarter (25.1%) of this group meeting the 

criteria for at least one CMD. In men, the rate was highest in 25-54 year olds (14.6% of 25-34 year 

olds, 15.0% of 35-44 year olds, 14.5% of 45-54 year olds). On the other hand, the General Household 

Survey http://www.ons.gov.uk/ons/dcp171766_310300.pdf used the GHQ screening instrument and 

showed that mental health issues were lower in younger people. We do not know of a directly 

comparable example, where the PHQ-2 has been deployed in a probability survey in the general 

population, and a group with symptoms but not receiving treatment has been presented. We have 

attempted to be very clear in the Discussion that we are describing a group reporting symptoms and 

not recent treatment for depression.  

 

In answer to the second part of the question, we determined that presenting odds ratios adjusting for 

variables other than age would not be scientifically appropriate for this paper. Our approach to 

multivariable analysis has been guided by consideration of which variables are likely to be obvious 

confounders, and we have been careful not to ‘over-adjust’ (in this and other Natsal papers). For this 

reason, we feel that only age can be said to have an ‘obvious’ association with the behavioural 

outcomes that would confound the associations presented in this paper, and so we have only 

presented age-adjusted odds ratios in this paper. We did not wish to adjust for a range of other 

characteristics (such as sexual orientation or same sex behaviour), as (1) we would view that as 

‘over-adjustment’, and (2) in the case of these two variables, the low prevalence of non-heterosexual 

identity/behaviour in the general population. We have added a sentence to explain this decision on 

page seven.  

 

3) I can see on the one hand why the authors would want to separate out the analyses between those 

treated for depression and those just reporting depression but I am not sure the case it convincing or 

at least fully explained in the methods. At the very least I would want to see if the way this analysis 

was done differed in any way to the main analysis. I'm not sure it is a 'secondary analysis' in the way 

we might undertake analyses of secondary outcomes or do post-hoc tests because in effect it is an 

analysis on a different population. That said I would also suggest that there is a case for merging the 

two sample given that those who report being treated may well not be taking or receiving treatment 

and still be depressed and as such resemble those just reporting depression. I'd leave it to the 

authors to comment on this in the methods and/or discussion.  

 

Response - Thank you for this comment. We agree that ‘secondary analysis’ is perhaps not the best 

term for the analysis of those reporting depressive symptoms (via screening positive on the PHQ-2) 

and not reporting treatment for depression. We have revised the text on pages 6 to call this a ‘second 

analysis’. We would like to reassure the Reviewer that the analysis was done in exactly the same way 

to the main analysis (and have modified wording to this effect on page 9). In preparing this 

manuscript, we considered and discussed at length the best option for reporting these data and 

grouping those reporting depression / treatment / symptoms. In the end, we opted for the approach 

taken because the groups are mutually exclusive and readily identified in a clinic setting. For this 

reason, we felt the results as presented might be most useful to readers, many of whom we anticipate 

to be clinicians or researchers with clinical interests. We wished to avoid merging the two samples 

because it might be difficult to understand and interpret associations. Overall, we feel that by 

separating these groups, we draw out the similarities between the groups, and we hope this adds 
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value to these data, while not losing any of the important messages to be drawn from our results.  

 

4) Related to that point in the discussion (lines 43-44, page 10) the authors distinguish their work from 

US studies that didn't take account whether participants were in receipt for depression. Perhaps it is 

worth stressing why this matters - as I say, a group that is in receipt of treatment isn't necessarily 

taking treatment and using treatment as a way to differentiate people with depressive symptoms is not 

the most reliable way to do this.  

 

Response - We agree that patients prescribed treatment may not be adherent. On reflection, we feel 

that we cannot be certain that participants in our analysis group were taking their medication, and we 

have therefore opted to remove this critique of other studies and have cut this sentence from page 10.  

 

5) In terms of implications for practice I wonder if the authors should add a note of caution that mental 

health screening per se is not known to improve treatment of depression - see for example: 

http://www.bmj.com/content/332/7548/1027  

 

Response - Thank you for the suggestion, we agree and have replaced the word, ‘screening’, with 

‘assessment’ in the Abstract Discussion. We have also used the word ‘people’, which seems more 

appropriate, in place of ‘patients’.  

 

6) Likewise without knowing what other characteristics might predict sexual ill health among 

depressed adults it is probably too early to suggest that people who are depressed should be asked 

sexual health screening questions. Perhaps a comment here on the next type of study that will help 

us tailor mental and sexual health interventions for those most at risk could provide insight into how 

we might redesign services to become more integrated. We would I think want to know what predicts 

sexual ill health among depressed adults and whether the reverse causal pathway is apparent among 

other adults.  

 

Response - Thank you for this comment. We agree that it is too early to suggest that people who are 

depressed should be screened for sexual health comorbidity and vice versa. However, we were 

careful not to state this, but rather to draw attention to the need for policy and practice to ‘recognise’ 

the co-morbidity. We think the suggestion to mention the need for further studies about how to 

intervene and tailor mental health and sexual health interventions is both valid and helpful, and have 

added a comment to this effect on page 12.  

 

Reviewer: 2  

This study sought to examine relationships between depression and sexual health issues, including 

sexual behavior, sexual function and sexual health services, among the UK general population. The 

manuscript takes advantage of a large representative sample of general population in UK. Also, it is 

overall well written. However, there are several issues that the manuscript would need to address, as 

outlined below.  

 

Major comments:  

1. Statistical analyses, Methods (page 7, line 8-16): Why were the regression models adjusted for age 

only? Results indicate that many key potential confounders were also significantly associated with 

depressive symptoms or treatment for depression, including lower educational attainment, poverty, 

and sexual orientation. Given that these are well known to be associated with sexual health risks or 

service use, the authors are encouraged to consider further adjustment of the regression models.  

 

Response - Thank you for the comment, which is an important one. We think that presenting odds 

ratios adjusting for all other variables would not be scientifically appropriate for this paper. Our 

approach to multivariable analysis has been guided by a consideration of which variables are likely to 
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be obvious confounders, and we have been careful not to ‘over-adjust’. For this reason, we feel that 

only age can be said to have an ‘obvious’ association with the behavioural outcomes that would 

confound the associations presented in this paper, and so we have only presented age-adjusted odds 

ratios in this paper. We did not wish to adjust for a range of other characteristics (such as sexual 

orientation), as we would view that as ‘over-adjustment’. We have added a sentence to explain this 

decision on page seven.  

 

2. Methods (page 5-6): A description of study variables is not sufficient. Other than the depressive 

symptoms, treatment for depression, and some sexual health-related variables, there is no mention of 

variables used to describe the sample (e.g., education, poverty). Other potential confounders, if 

available in the dataset, should also be included here. Also, sexual health-related variables could be 

presented more clearly by categorizing them into three groups the authors sought to address: sexual 

risk behaviour, sexual function and sexual health services.  

 

Response - The Reviewer is correct that our description of study variables is concise, and this is 

because these are described in detail in published, open access, and referenced papers (Field N et 

al, Associations between health and sexual lifestyles in Britain: findings from the third National Survey 

of Sexual Attitudes and Lifestyles (Natsal-3). Lancet. 2013 382(9907):1830-44; Mercer CH et al, 

Changes in sexual attitudes and lifestyles in Britain through the life course and over time: findings 

from the National Surveys of Sexual Attitudes and Lifestyles (Natsal). Lancet. 2013 ;382(9907):1781-

94; Mitchell KR et al, Sexual function in Britain: findings from the third National Survey of Sexual 

Attitudes and Lifestyles (Natsal-3). Lancet. 2013 382(9907):1817-29; Erens B et al, Methodology of 

the third British National Survey of Sexual Attitudes and Lifestyles (Natsal-3). Sex Transm Infect. 

2014 90(2):84-9) and the Natsal full technical report (http://www.natsal.ac.uk/natsal-

3/methodology.aspx). It did not seem efficient to reproduce this detail here and we felt that interested 

readers could readily access much more information than could be included in the paper by following 

the references, all of which are available online through international open access agreements. On 

the second point, Tables 2-5 are organised exactly as the reviewer suggests and the text in the 

results section also follows this structure.  

 

3. Objective, Abstract: The study objective should be described more clearly. “To understand” is 

vague. Perhaps, “To examine relationships between depression and…” or something that is more 

specific.  

 

Response - We thank the Reviewer for the suggestion and have modified the objective in the Abstract 

to the following: “To examine associations between…”, which fits more consistently with our stated 

objective in the introduction (page 5), “to investigate the nature and strength of associations between 

depression and sexual behaviour, sexual function and sexual health service use in a representative 

sample of the British population aged 16-74 years”.  

 

4. Results & Discussion, Abstract: These sections focus on those reporting treatment for depression 

only; however, as the authors allude to in the intro/discussion sections, I actually think that one of the 

strengths of this study includes that it was able to examine key sexual health issues among both 

those treated and untreated for depression. This could be highlighted in some ways in the abstract.  

 

Response - We agree and have now included the following sentence in the Abstract: “Associations 

were broadly similar for individuals with depressive symptoms but not reporting treatment.” We note 

that our ability to examine sexual health in those treated for and not treated for depression is 

highlighted as the first key strength of the paper in the strengths and weaknesses section on page 4. 

Following the Reviewer’s comment, we have also added a sentence drawing attention to this issue on 

page 11.  

 

 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-2015-010521 on 23 M

arch 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


Minor comments:  

5. Discussion (page 11-12, line 26-60, 2-9): The authors discuss findings regarding the high 

prevalence of depression among LGBT populations. While this is certainly an important issue, it is 

also well known already, and I am not sure what new knowledge this study adds. Besides, this study’s 

focus and strength lies in examining sexual health issues among people with depression, both treated 

and untreated. Therefore, this section could be strengthened by elaborating on implications for policy 

and practice specific to these areas.  

 

Response - We agree with the Reviewer that the LGBT findings are important and that other studies 

have also reported these, which we acknowledge in our Discussion (p.11, last paragraph). However, 

since this is the first probability-based study of the British general population to report on and link high 

prevalence of depression and poor sexual health amongst individuals reporting same sex partners 

(regardless of their sexual identity), we felt that it would be remiss not to make brief mention of this 

finding in the Discussion. As mentioned in point 4 above, we have added a sentence on page 11 

drawing attention to this study’s focus on examining sexual health issues among people with 

depression, both treated and untreated. Finally, we have included a clear statement of the 

implications for policy and practice that we believe can be drawn from the findings here, which we 

have modified in response to a comment from Reviewer 1. 

VERSION 2 – REVIEW 

REVIEWER Peter Coventry 
University of York, UK 

REVIEW RETURNED 26-Feb-2016 

 

GENERAL COMMENTS Thank you to the authors for considering my previous comments. I'm 
satisfied that they have taken appropriate measures to address the 
broad thrust of these, in particular ones related to methods reporting, 
discussion of the clinical and research implications of their findings, 
and the interpretation of comparable work. The methods are 
improved and overcome some of the problems inherent in reporting 
observational studies 

 

REVIEWER Kanna Hayashi 
University of British Columbia, Canada 

REVIEW RETURNED 14-Feb-2016 

 

GENERAL COMMENTS The authors addressed all my previous comments.  
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