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VERSION 1 - REVIEW 

REVIEWER Jane Fisher 
Jean Hailes Research Unit, School of Public Health and Preventive 
Medicine, Monash University 

REVIEW RETURNED 07-Jan-2016 

 

GENERAL COMMENTS There is a double disparity in relation to mental health problems 
among women. These are much more prevalent in resource-
constrained low- and lower-middle income countries, few of which 
have any local epidemiological evidence, than in high-income 
countries, all of which have substantial high quality evidence 
available to inform local policies and clinical practice. This study was 
completed in a rural region of Western India and provides valuable 
original data about the prevalence of ‘common mental disorders’ 
among women of reproductive age. The study appears to have been 
completed using appropriate methods, but in my opinion this report 
of it requires some restructuring, rewriting and elaboration.  
1. In reporting the existing evidence available from India descriptions 
of geography and regional social progressiveness are combined. 
Most readers will not be familiar with this setting and it would assist 
readers if these are presented separately.  
2. What are ‘rural patriarchal regions’? Please define or elaborate 
this description?  
3. Common mental health problems among women are 
predominantly socially determined. This paper does not engage in 
any way with risk or protective factors, which is a significant 
limitation. This needs to be acknowledged and it could be assisted 
by providing an account of women’s lives in this setting, including 
about their access to education, healthcare and economic resources 
and their day-to-day living experiences, and exposures to 
interpersonal violence and extreme poverty.  
4. The Methods need to be confined to what was done, and Results 
to what was learnt, at present these are combined and they should 
be separated.  
5. The Methods need to be described step-by-step and in sufficient 
detail to permit replication, which would not be possible from the 
account provided here, which includes most relevant information, but 
is jumbled. Separately headed sub-sections should include setting, 
design, participants (inclusion and exclusion criteria) and recruitment 
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(how eligible women were identified, approached and invited), data 
sources and their psychometric properties, procedure, ethics 
(including how consent was obtained) and data management and 
analysis.  
6. The Results should begin with an account of the numbers of 
women eligible to participate and the number who accepted and 
provided data, reported as the recruitment fraction. This material 
should not be included in the Methods.  
7. Spending a quarter of yearly income on healthcare seems very 
high, how was this established as an expected norm?  
8. Use of term CMD is problematic as a diagnostic assessment was 
not used. It would be more accurate to use a descriptor like 
symptoms of…, but if this is not acceptable to the authors, then a 
very careful justification of using this descriptor for scores above a 
cut-off on a questionnaire needs to be provided.  
9. Few limitations are acknowledged, and this section of the paper is 
weak. In addition to the methodological limitations, there needs to be 
some consideration of why women in this setting are likely to be 
experiencing such high rates of clinically significant distress. In the 
Discussion healthcare providers are criticised for searching for a 
physical cause of the symptoms that are being presented, but 
alternative explanations for example that healthcare providers are 
often not well positioned to assist with the major risks for mental 
health problems among women like exposure to gender based 
violence, poverty, crowded housing and overwork are not offered. A 
more sophisticated engagement with this is required, including for 
recommendations for interventions, which are likely to be required 
from outside the health sector. 

 

REVIEWER Aravind Pillai 
Columbia University  
New York, NY  
USA 

REVIEW RETURNED 08-Jan-2016 

 

GENERAL COMMENTS This study describes the prevalence of “common mental disorders” 
(CMD) among women in reproductive age group in rural Gujrat in 
India and its impact on self-perceived health status, healthcare 
utilization, and care related costs. Prevalence of undiagnosed CMD 
and its impact on health and health care are critical issues; yet, I 
doubt that this study is suitable for answering these research 
questions.  
There are two major issues with this study:  
1. Conceptualization of common mental disorders  
2. Deciphering temporality issues (i.e. whether CMD lead to health 
issues or health issues triggered CMD)  
Although instruments such as SRQ-20 is intended as screening 
instruments, several studies have used the scale as a diagnostic 
proxy and subsequently drew invalid conclusions about the 
prevalence, and diagnosis of CMDs such as depression, anxiety and 
other non-psychotic mental illness. What these screening 
instruments detect is psychological distress and nothing more. 
Though the use of SRQ-20 in lieu of a structured clinical interview is 
mentioned as a limitation of the study, the authors have consistently 
described the result of the screening as a diagnostic proxy 
throughout the paper. If a screening instrument is used for case-
finding then the positive predictive value of the instrument is the 
most important statistic. If the positive predictive value of a screener 
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such as the SRQ-20 is high and the vast majority of individuals who 
screen positive on the SRQ-20 have CMD, then authors can more 
confidently extrapolate their findings to the diagnosis of CMD. 
Unfortunately this may not be the case. E.g. a study from India 
comparing five screening instruments found that the positive 
predictive value for SRQ-20 to detect CMD in primary care is only 
about 52% with a cut off 11/12. (Patel, V., et al. "Detecting common 
mental disorders in primary care in India: a comparison of five 
screening questionnaires." Psychological medicine 38.02 (2008): 
221-228.) Current study has a lower cut-off of 8/9 which is likely to 
further diminish the PPV to less than 50%. Because of the low PPV 
value of the SRQ-20, the majority of subjects who have been 
screened positive in this study may not qualify for a diagnosis 
common mental disorder.  
Here we have to consider the second issue related to temporality; it 
is possible that the poor health status and health care needs could 
be one of the factors that lead to psychological distress that is 
presented as CMD in this study. About 60% of women screened 
CMD positive in this study were experiencing poor health and 
symptoms of psychological distress could be normal responses to 
these circumstances. Unfortunately, the cross-sectional nature of the 
data doesn’t allow us to conclude whether psychological distress led 
to health issues and increased health care utilization or vice-versa. 
Although this is declared as a weakness of the study the authors 
have consistently interpreted their finding as CMD leading to 
increased health issues and health care utilization and conclude that 
“we found a high burden of CMD among women in rural India that is 
undiagnosed …. there is need to screen, assess, and manage CMD 
in primary healthcare and community-based settings in India. This 
could, in turn, improve overall health status and reduce healthcare 
related economic burden”. Though this study is a laudable effort to 
address an important public health issue, the conclusions of this 
paper are beyond the scope of this study. 

 

REVIEWER Nadja van Ginneken 
University of Liverpool  
UK 

REVIEW RETURNED 13-Jan-2016 

 

GENERAL COMMENTS The topic is important and relevant to a BMJ open readership.  
However the quality of the paper is generally substandard and has 
many omissions and errors. I have given detailed comments 
attached, for which I have used the STROBE checklist as a support.  
I think this paper would be publishable only after major revision. 
 

General comments 

The topic is important and relevant to a BMJ open readership.  

However the quality of the paper is generally substandard and has 

many omissions and errors. I have given detailed comments below. 

I think this paper would be publishable with major revision. 

 

STROBE 2007 (v4) Statement—Checklist of items that should be 

included in reports of cross-sectional studies 
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Section/To

pic Item # 
Recomm
endation 

Reported on page # 

Title and 

abstract 

1 (a) 

Indicate 

the 

study’s 

design 

with a 

commonly 

used term 

in the title 

or the 

abstract 

Page 2 

(b) 

Provide in 

the 

abstract 

an 

informativ

e and 

balanced 

summary 

of what 

was done 

and what 

was found 

Abstract is 

incomplete as it 

needs: 

1. Intro/Backgroun

d. 

2. to mention what 

tool was used for 

screening for 

CMD at the very 

least. Also it is 

not necessary to 

include the detail 

about excluded 

participants. 

Introduction  

Background

/rationale 

2 Explain 

the 

scientific 

backgroun

d and 

rationale 

for the 

investigati

on being 

reported 

P4 Generally fine. 

Some comments: 

1.refs 10 and 11 

suggest similar 

prevalences to the 

rest of India, 

including Goa, so I 

am not sure the 

statement is right 

about Gujarat having 

greater MH burden 

and stigma. The 

argument in this para 

should rather be 

there has been very 

little research on the 

prevalence in Gujarat 

as only two studies 

have looked at this 

 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-2015-010834 on 7 July 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


(refs 10 and 11) but 

very little is known 

about the current 

associated factors. 

2.there is a spelling 

mistake of 

‘prevalence’ in ref 10 

in the bibliography:  

Objectives 3 State 

specific 

objectives, 

including 

any 

prespecifi

ed 

hypothese

s 

P4. The goal is 

clearly stated and 

justifiable however 

the authors do not 

make it clear why 

these three variables 

were chosen 

specifically, what ties 

them together. For 

example why was 

husband’s health 

statues or household 

size not chosen?  

Methods  

Study 

design 

4 Present 

key 

elements 

of study 

design 

early in 

the paper 

P5. Clear in setting 

and study design. 

Setting 5 Describe 

the 

setting, 

locations, 

and 

relevant 

dates, 

including 

periods of 

recruitmen

t, 

exposure, 

follow-up, 

and data 

collection 

P5-6. Clear in 

methods sections 

Participants 

 

6 

 

(a) Give 

the 

eligibility 

criteria, 

P5, clear. However I 

question how 

comparable the two 

sample populations 
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and the 

sources 

and 

methods 

of 

selection 

of 

participant

s 

are: ie patients 

attending a tertiary 

hospital and women 

living in villages. It is 

fine to sample both 

these populations but 

they are different and 

you would expect 

different prevalences 

in CMDs in both 

these populations 

therefore subgroup 

and sensitivity 

analyses should then 

be performed. 

Variables 7 Clearly 

define all 

outcomes, 

exposures

, 

predictors, 

potential 

confounde

rs, and 

effect 

modifiers. 

Give 

diagnostic 

criteria, if 

applicable 

P6: data variables 

are presented in a 

very unclear way. 

Given there are 3 

chosen variables, the 

measurements, 

instruments, etc 

should be presented 

logically according to 

each group of 

variable. For example 

1. Health status 

variables describe 

SRQ-20, SF-12 first 

question, disease 

burden self report 

under one heading.; 

2. health care 

utilisation (ie number 

of visits self-report). 

3. Income variables: 

expenditure of 

household income 

and how it is 

transformed etc. 

Then mention the 

confounders (ie p6 

lines 46-53). 

Data 

sources/ 

measureme

nt 

8*  For each 

variable of 

interest, 

give 

sources of 

data and 

details of 

As above, also not 

clear if health care 

utilisiation is only by 

self-reporting. 
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methods 

of 

assessme

nt 

(measure

ment). 

Describe 

comparabi

lity of 

assessme

nt 

methods if 

there is 

more than 

one group 

Bias 9 Describe 

any efforts 

to address 

potential 

sources of 

bias 

Not done 

Study size 10 Explain 

how the 

study size 

was 

arrived at 

Not clear 

Quantitative 

variables 

11 Explain 

how 

quantitativ

e 

variables 

were 

handled in 

the 

analyses. 

If 

applicable

, describe 

which 

groupings 

were 

chosen 

and why 

The groupings listed 

p6 lines 31-46 are not 

necessary as they 

appear in the table. 

They are part of the 

questionnaire so 

don’t need any 

explanation.  

Education categories 

p7 lines 3-5 need to 

explained to an 

international 

audience so convert 

grades to primary, 

secondary school 

and graduates 

perhaps. 

Statistical 

methods 

12 (a) 

Describe 

all 

statistical 

methods, 

clear 
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including 

those 

used to 

control for 

confoundi

ng 

 

 

 

 

(b) 

Describe 

any 

methods 

used to 

examine 

subgroups 

and 

interaction

s 

As mentioned in point 

6, there are no 

subgroup analyses 

which in my view 

should be there 

between the two 

different sample 

populations. This 

would then need to 

be explained in the 

methods 

(c) Explain 

how 

missing 

data were 

addressed 

Missing data was 

excluded, but should 

be really included in 

the analyse by doing 

some sensitivity 

analyses to give an 

idea of how including 

that data if it hadn’t 

been missing may 

have affected the 

results 

(d) If 

applicable

, describe 

analytical 

methods 

taking 

account of 

sampling 

strategy 

Not done 

(e) 

Describe 

any 

sensitivity 

analyses 

Not done. See 

comments above 

Results    

Participants 13* (a) Report 

numbers 

of 

individuals 

Done. P6 
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at each 

stage of 

study—eg 

numbers 

potentially 

eligible, 

examined 

for 

eligibility, 

confirmed 

eligible, 

included 

in the 

study, 

completin

g follow-

up, and 

analysed 

  (b) Give 

reasons 

for non-

participati

on at each 

stage 

As above 

  (c) 

Consider 

use of a 

flow 

diagram 

Could be useful but 

not essential as 

explained in the text 

Descriptive 

data 

14* (a) Give 

characteri

stics of 

study 

participant

s (eg 

demograp

hic, 

clinical, 

social) 

and 

informatio

n on 

exposures 

and 

potential 

confounde

rs 

Table 1. done. 

However in the first 

para of results (p8 

lines 13-23), the 

results are not 

explained clearly and 

what is currently 

written is misleading 

and confusing. I 

would start the para 

with ‘table 1 presents 

characteristics…. 

Screening negative”. 

Then would go on 

described  

-CMD positive in 

22.8% 

- main findings: not 
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much difference 

between CMD 

positive and negative 

for clinic visits, or 

marital status. 

However  significant 

differences whereby 

those screening 

positive for CMD had 

poorer health status, 

higher income 

spending on health 

care, more 

diseases/conditions, 

lower education and 

lower daily income 

per person (plus give 

figures). Note also 

the gross 

underreporting of 

answer to whether 

they have current 

depression (18/155)  

  (b) 

Indicate 

number of 

participant

s with 

missing 

data for 

each 

variable of 

interest 

Not done. There is no 

attempt to describe 

those with missing 

data (as presumably 

not all data is missing 

or if so this needs to 

be made explicit) 

perhaps knowing 

their CMD status or 

demographics would 

help depending on 

what data is available 

for these people. 

Outcome 

data 

15* Report 

numbers 

of 

outcome 

events or 

summary 

measures 

As above. 

 

I felt that missing 

from the results were: 

1.subgroup analyses 

of the different 

sample populations 

2.types of symptoms 

elicited with the SRQ-

12. In the discussion 

the difference 

between somatic and 
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psychological 

symptoms was 

mentioned in these 

populations though 

this is not discussed 

in the results. 

Main results 16 (a) Give 

unadjuste

d 

estimates 

and, if 

applicable

, 

confounde

r-adjusted 

estimates 

and their 

precision 

(eg, 95% 

confidenc

e interval). 

Make 

clear 

which 

confounde

rs were 

adjusted 

for and 

why they 

were 

included 

Done. P10 andtable 

2. 

However I wonder 

why it is reported that 

‘increasing number of 

comorbid non-psych 

conditions were 

associated with self-

report of lower health 

statues and greater 

proption of income 

spent” (p10 lines 30-

35). Is this not 

obvious? And not 

really the objective of 

the study to compare 

CMD statues.  

Also note line 23 p10 

that I think they mean 

a nine-fold increase 

in cumulative odds 

not eight-fold. 

Furthermore the 

figures written in the 

text p11 lines 28-38 

do not match the 

figures in Table 3. 

Please amend and 

correct according to 

the right figures. 

Table 3 has a 

spelling mistake of 

comorbid conditions 

(p12 lin12) 

  (b) Report 

category 

boundarie

s when 

continuou

s 

variables 

were 

done 

 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-2015-010834 on 7 July 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


categorize

d 

  (c) If 

relevant, 

consider 

translating 

estimates 

of relative 

risk into 

absolute 

risk for a 

meaningfu

l time 

period 

Not relevant 

Other 

analyses 

17 Report 

other 

analyses 

done—eg 

analyses 

of 

subgroups 

and 

interaction

s, and 

sensitivity 

analyses 

Not done (as 

mentioned before) 

and would be 

relevant. 

Discussion 
   

Key results 18 Summaris

e key 

results 

with 

reference 

to study 

objectives 

Done p12 discussion 

first para 

Limitations 19 Discuss 

limitations 

of the 

study, 

taking into 

account 

sources of 

potential 

bias or 

imprecisio

n. Discuss 

both 

direction 

and 

Incomplete limitations 

(p15-16):  no mention 

of different samples 

surveyed and impact 

on results 

I have some 

comments about 

some of the points in 

the discussion: 

-saying that you have 

a prevalence of 

undiagnosed CMD 

(81.3%) (p12 line47)  
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magnitude 

of any 

potential 

bias 

is perhaps a bit 

misleading. This is 

self-diagnosis and 

does not reflect 

whether or not they 

have received a 

diagnosis during their 

health care visits.  

-discussion about 

social disadvantage, 

stigma and poverty 

as links with MH 

within India 

(discussion second 

para) is poorly 

referenced and a bit 

superficial. There is a 

wealth of literature 

now on associations 

of poverty and MH in 

India and LMICs, as 

well as effects of 

stigma  (see some of  

Patel and Koschorke 

publications in thelast 

5 or 6 years) 

-para on integration 

of MH into primary 

care (p14-lin 41 to 

p15 line 35). No 

mention of an 

important Cochrane 

review on the 

evidence for 

effectiveness of 

primary and 

community level 

health workers in 

delivering mental 

health care. van 

Ginneken et al 2013) 

Interpretatio

n 

20 Give a 

cautious 

overall 

interpretati

on of 

results 

considerin

g 

objectives, 

done 
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limitations, 

multiplicity 

of 

analyses, 

results 

from 

similar 

studies, 

and other 

relevant 

evidence 

Generalisab

ility 

21 Discuss 

the 

generalisa

bility 

(external 

validity) of 

the study 

results 

Give some 

generalisability in the 

conclusion paragraph 

and comparibility to 

other Indian and High 

income country 

results is discussed 

Other 
information 

   

Funding 22 Give the 

source of 

funding 

and the 

role of the 

funders 

for the 

present 

study and, 

if 

applicable

, for the 

original 

study on 

which the 

present 

article is 

based 

Transparently 

described. 

 

*Give information separately for cases and controls in case-control 

studies and, if applicable, for exposed and unexposed groups in 

cohort and cross-sectional studies. 

 

Note: An Explanation and Elaboration article discusses each 

checklist item and gives methodological background and published 

examples of transparent reporting. The STROBE checklist is best 

used in conjunction with this article (freely available on the Web sites 
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of PLoS Medicine at http://www.plosmedicine.org/, Annals of Internal 

Medicine at http://www.annals.org/, and Epidemiology at 

http://www.epidem.com/). Information on the STROBE Initiative is 

available at www.strobe-statement.org. 

 

 

 

REVIEWER Kiran Rao 
Professor of Clinical Psychology (Retired), The National Institute of 
Mental Health & Neuro Sciences, Bangalore, India 

REVIEW RETURNED 15-Jan-2016 

 

GENERAL COMMENTS CMD in women in rural India is a problem of high prevalence 
associated with significant distress and disability, yet one that is 
largely unrecognized and untreated. In that context, the study is 
relevant and important. However, several methodological concerns 
make the article unsuitable for publication in it's present form and 
they are enumerated below.  
1. The selection of participants in the hospital sample is not clear, as 
the authors mention that every third person in the outpatient was 
identified for the survey. Were the participants in the hospital sample 
patients waiting for a consultation in the outpatient clinic or relatives 
accompanying patients or a mixture of both? If they were patients 
then the hospital sample and the community sample need to be first 
compared and can be combined for further analysis only if there are 
no significant differences between the two samples. As this is a 
sample of women in the reproductive age group, it is important to 
know information with regard to their reproductive history such as 
number of pregnancies, number of abortions or Medical Termination 
of Pregnancies and number of live children. This is also relevant in 
terms of hospital visits, health consultations and CMD. However, 
there is no mention of this in the entire paper. Earlier studies have 
noted a significant association between reproductive health and 
CMD.  
 
2. With regard to the administration of the survey, it is difficult to 
understand how 150 items could be administered in 20 to 30 
minutes, which would mean an average of 8 to 12 seconds for each 
item.  
 
3. The data relies entirely on self-report. Rural patients, in particular, 
are known to have difficulties with reporting timelines, and reporting 
of information tends to be nonlinear and confusing. They do not 
maintain medical records or reports appropriately and doctors often 
have a hard time getting a proper medical history. It is not clear, 
whether any form of verification of information was done for the 
community based sample such as asking for prescriptions or bills of 
medicines purchased. In addition, it is not clear whether the health 
consultation and costs refer only to the Western system of medicine 
or also included indigenous/alternate systems of medicine. For 
example, Ayurvedic treatment is popular in Gujarat and forms part of 
the health care at the PHC level. Gujarat as a State ranks 4th in 
terms of GDP and Anand district in Gujarat has a vibrant economy 
being fairly industrialized and the home of the largest milk 
cooperative movement in which women play a prominent role. In this 
context, the per capita income reported appears rather low. 
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Perhaps, the use of a well validated instrument to measure socio-
economic status may have been useful.  
4. Since the research relies mainly on the SRQ 20 for dividing the 
women into two groups, it would be important to mention if the SRQ-
20 has been validated in a Gujarati speaking population and if so, 
provide the details.  
5. A strength of the article is the rigorous statistical analysis. 
However, the data needs to be reviewed in the light of the above 
comments, to determine its utility. 

 

VERSION 1 – AUTHOR RESPONSE 

I. Response to Comments from Reviewer #1 
 
Critique Summary Author Response Location* 

II.A. Provide a better 
description of the region 
of the study to orient 
readers to the 
sociocultural and 
geographical setting. 

 

Thank you for bringing this to our 
attention, we have updated the second 
paragraph of the introduction to better 
orient the readers to the context of the 
study in response to this comment and 
comment by another reviewer (IV.B). 
 
  

P4, ¶2 

II.B. Social determinants of 
mental health are not 
described or 
acknowledged in the 
manuscript 

 

We agree with the reviewer that social 
determinants play a critical role in 
mental health. Although the goal of this 
manuscript is to investigate the 
association between mental illness and 
healthcare factors, a careful discussion 
of social determinants of mental health 
is helpful. We have added information 
on this topic in the introduction and a 
statement regarding the association of 
social and reproductive factors with 
screening positive for CMD in the 
results section. We also include social 
determinants (age, income, education, 
marital status) as confounders in our 
analyses. 

 

P4, ¶2 
P7,¶4 
P8,¶1 
P9,¶3 

II.C. Methods section is 
disorganized and 
includes results of the 
study 

 

We have re-organized the methods 
section based on this comment and 
comment IV.E to include sub-sections  
 
 
 
 
We have retained some presentation of 
results in the methods section to justify 
our operationalization of the exposure, 
outcome, and confounder variables. We 
have also included results in methods 
section that justify our model selection.  

P5,¶2– P9,¶2 
 
 
 
 
 
P7,¶2-5 
P8,¶1,2 
P9,¶1 
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Critique Summary Author Response Location* 

II.D.  Spending a quarter of 
yearly income on 
healthcare seems very 
high, how was this 
established as an 
expected norm? 

 

We agree that spending a quarter of 
yearly income on healthcare is 
substantial. However, more than 80% of 
healthcare expenditure in India is out of 
pocket and therefore it is possible that 
healthcare expenditure may constitute a 
bigger portion of household expenditure 
in these setting than high-income, 
western countries that have universal 
healthcare or insurance-based 
healthcare. 
 
Our primary reason for 
operationalization of this variable is that 
recall of expenditure on healthcare is 
generally difficult, particularly among 
rural western Indian women who may 
have low levels of literacy and may not 
conceptualize expenditure as a precise 
proportion of their income. Therefore, 
broad categories of possible responses 
(a) none, (b) less than ¼, (c) ¼ to less 
than ½, (d) ½ to ¾, or (e) more than ¾ 
to lower the burden of recall.  
 
In our experience, it is difficult to collect 
reliable recall data based on finer 
categories  
 

P7,¶3 

II.E.  Use of term Common 
Mental Disorders (CMD) 
is problematic as a 
diagnostic assessment 
was not performed. 
Provide a very careful 
justification of using this 
descriptor for scores 
above a cut-off. 

 

In response to this concern about using 
SRQ-20 with 7/8 cutoff and similar 
comments by Reviewer 2 (III.A) we 
tempered our language to clearly 
describe the cases as positive 
screeners for Common Mental 
Disorders throughout the manuscript.  
 
We updated our definition of the 
exposure variable. The SRQ-20 has 
been widely described as an 
appropriate and recommended in low 
resource settings (Harpham T, 
Reichenheim M, Oser R, et al. 
Measuring mental health in a cost-
effective manner. Health Policy Plan 
2003;18:344–9. 
doi:10.1093/heapol/czg041).  
 
We performed additional analyses to 
illustrate that our findings of association 
between screening positive for CMD 
with health status, healthcare 
expenditure, and healthcare seeking is 
robust to the cutoff value selected. 
 
We have provided additional justification 
for using SRQ-20 to assess mental 
health in limitations section. 
 

P7,¶1, P8,¶2, P9,¶1-3 
P10,¶1 
P11,¶1,2 P12,¶1 
P13,¶1,2 
P14,¶2 
P15,¶1,3 
P16,¶1 
P17,¶1; P18,¶1 
 
P9,¶1 
P12,Table4 
 
 
 
P16,¶1 
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Critique Summary Author Response Location* 

II.F.  Limitations section is 
weak. In addition to 
methodological 
limitations, there needs to 
some consideration of 
why women in this setting 
are likely to be 
experiencing such high 
rates of clinically 
significant distress. 

 

We have expanded our limitations 
section to include a detailed discussion 
about using the SRQ-20 to screen for 
CMD instead of a gold-standard tool, 
the cross-sectional study design and its 
implications, and the limitations of self-
reported data. 
 
An explanation for high rates of clinically 
significant distress is included in the 
discussion section. 
  
 

P16,¶1 
 
 
 
 
P13,¶2 
P14,¶1-3 
 

II.G. Alternate explanations for 
healthcare providers 
missing psychological 
distress are not 
presented.  

We have updated our discussion of the 
increased association between CMD 
and healthcare visits to include alternate 
explanations for providers missing 
psychological distress.  

P14,¶3 
P15,¶1 
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II. Response to Comments from Reviewer #2 
 
Critique Summary Author Response Location* 

III.A.  Conceptualization of 
common mental 
disorders using SRQ-20 
tool is inappropriate, 
especially given the 7/8 
cutoff  

 

See above (II.E).  
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Critique Summary Author Response Location* 

III.B. If a screening instrument is 
used for case-finding 
then the positive 
predictive value is the 
most important statistic. 
SRQ-20 with a cutoff of 
11/12 only has a PPV of 
52% and the 8/9 [7/8] 
cutoff is likely to further 
diminish the PPV 

 

We believe the SRQ-20 was the best 
currently available instrument to 
ascertain the exposure variable for this 
study: 

1. We based our choice of 
instrument to measure the 
exposure on sound principles 
supported by our practical 
knowledge of the setting and 
existing peer-reviewed literature 
as described in the manuscript 
in the limitations section.(See 
II.E more for details)  

2. Because we were interested in 
understanding how CMD was 
associated with health factors 
and sociodemographics, 
metrics other than just the PPV 
are relevant. For example in the 
cited article five common 
screening instruments were 
compared and all had are under 
curve of at least 85%, indicating 
acceptable discrimination of 
cases vs. non-cases.  

3. We would like to note that while 
sensitivity and specificity are 
mainly characteristics of the 
test, PPV is highly dependent 
on the true underlying 
distribution of the disease, 
which may vary across 
communities. In the article cited 
by this reviewer, the underlying 
prevalence of CMD was 15.4%, 
which we believe is too low for 
our setting in rural Gujarat. 
Based on sensitivity and 
specificity reported in the article, 
as prevalences increases from 
20% to 30%, PPV changes from 
63% to 75%. 

4. We have no reason to conclude 
that bias introduced from low 
PPV would be differential. In 
fact, it is reasonable to posulate 
that low PPV would make our 
two study groups more 
homogenous, thus biasing our 
findings towards the null. 
According to this line of 
reasoning, low PPV would lead 
us to underestimate the effects 
of interest making our 
conclusions more conservative. 
(Rothman, Green, Lash. 
Modern Epidemiology, 3

rd
 

edition. p.142)  
5. We conducted extensive 

sensitivity analyses in which we 
varied the cutoff from 5/6 to 
11/12, thus testing our main 
findings under a range of 
differing operating 
characteristics (Sensitivity, 
Specificity, PPV, NPV). As 

 
 
P16,¶1 
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Critique Summary Author Response Location* 

III.C. Deciphering temporality 
based on cross-sectional 
study is problematic.  

We agree with the reviewer and have 
discussed the possibility of worsened 
health status or greater healthcare 
related expenditure resulting in CMD 
positive screening in our limitations 
section.  

P16,¶1 
 

   

*Location of changes in revised manuscript by page (p) and paragraph (¶). 
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III. Response to Comments from Reviewer #3  
 
Critique Summary Author Response Location* 

IV.A.  Abstract requires 
Intro/Background and a 
mention of the tool used 
for CMD screening is 
necessary  

 

We have added an introductory sentence in 
the objectives and included SRQ-20 in the 
Primary and secondary outcome measures.  
 

P2, Abstract 

IV.B. Introduction should 
emphasize that rural 
Gujarati women is an 
understudied population 

We have updated Introduction to describe 
Gujarat and Gujarati women as 
understudied population that are more at 
risk for mental illness in comparison to Goa 
and south Indian states. These changes 
also reflect comment by the second 
reviewer (II-A). 
 

P4,¶2 

IV.C. It is unclear why the three 
outcome variables were 
selected in the 
hypotheses and what 
ties them together. 

 

We have provided a concise rationale for 
including these three outcome variables:  
“Because healthcare priorities are often 
dictated by disease burden and its impact 
on individuals and their communities, 
information about CMD and its associated 
healthcare outcomes is necessary to guide 
prioritization of mental health programs.  
 
The goal of this study was to determine the 
prevalence of CMD and characterize its 
association with three inter-related health 
factors i.e. 1) self-reported health status, 2) 
portion of yearly household income spent 
on healthcare, and 3) healthcare utilization 
in the previous year among an 
understudied population of women from 
rural western India based on a 
representative, cross-sectional survey.” 
 

P4,¶2,3 
 
 

IV.D. Are the hospital-based and 
community-based 
populations comparable? 
If they have different 
prevalences in CMD then 
subgroup and sensitivity 
analyses is warranted. 

 

We have included the sub-group analyses 
in the manuscript. We had performed sub-
group and sensitivity analyses previously 
and made a decision to not include them 
because the differences were 
unremarkable and could distract from the 
paper. However, we acknowledge that it 
might be a concern for readers and 
therefore, we have included these results.  

P9,¶1 
P12,Table4 
 

IV.E. Definition of variables are 
unclear 

 

We have revised the methods section in 
response to your comment and II.C. We 
have separately described exposure, 
outcome, and confounding variables. 

 

P6,¶4 
P7,¶1-5 
P8,¶1 
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Critique Summary Author Response Location* 

IV.F. Efforts to address potential 
sources of bias is not 
described 

 

We have updated the data variable section 
to clearly identify potential confounders that 
were considered and included them in the 
multi-variable adjusted models. We also 
performed subgroup, sensitivity, and 
missing data analyses to address potential 
bias due to selection, misclassification, and 
missing at random causes, respectively. 

 

P7,¶5 
P8,¶1,2 
P9,¶1 
 

IV.G. An explanation for study 
size is not provided 

 

We have added a justification of our sample 
size in the methods section based on your 
comment. 

P5,¶3 
P6,¶1 
 

IV.H. Missing data was excluded 
and complete case 
analyses was performed, 
which can introduce bias. 
Additional sensitivity 
analyses were not done. 

 

In response to your comments regarding 
missing data, we have performed missing 
data analyses using multiple imputation 
with chained equation and provide the 
findings in the results section. We also 
updated table 1 to report the number of 
missing data points and updated table 2 to 
include the analytic sample size for multi-
variable models.  

 

P9,¶1 
P10,Table1 
P12,Table4 
 

IV.I. Description of study 
participants’ 
characteristics is unclear 
and confusing  

 

We have updated the first two paragraphs 
based on your recommendations. We have 
also added description about the 
associations between social and 
reproductive factors and CMD screening 
status based on comments by the second 
reviewer (II.B) 

 

P9,¶2,3 
P10,¶1 

IV.J. Reporting of effect 
estimates of comorbid 
non-psych conditions 
and outcomes is obvious 
and distracts from the 
objective of the study 

 

We have removed these findings from the 
Table and the paragraph from the 
discussion.  

 

IV.K. Statement about 
prevalence of 
undiagnosed CMD is 
misleading because it is 
self-diagnosis and does 
not reflect an actual 
diagnosis. 

 

Thank you, we have revised the language 
based on this critique and comments from 
other reviewers (II.E and III.A), we have 
carefully changed the language from CMD 
status to CMD screening status. We have 
also changed all of the instances of 
describing undiagnosed CMD to 
unrecognized CMD.  

 

 

IV.L. Discussion about social 
disadvantage, stigma, 
and poverty as links with 
mental health within 
India is poorly referenced 
and a bit superficial. 

  

We have updated our discussion about 
social disadvantage, stigma, and poverty’s 
relation with mental health within India as 
per this suggestion.  

P15,¶2 
 

 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-2015-010834 on 7 July 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


Critique Summary Author Response Location* 

IV.M. Discussion of integrating 
mental health into 
primary care can benefit 
from including Cochrane 
review on the evidence 
of primary and 
community-level health 
workers delivering 
mental health care 

 

Thank you for your suggestion, we have 
included the Cochrane’s review to discuss 
the possibility of including non-specialist 
health workers in the collaborative care 
models.  

P16,¶2 

   

*Location of changes in revised manuscript by page (p) and paragraph (¶). 
 
 
 
 
 
 
 
IV. Response to Comments from Reviewer #4 
 
Critique Summary Author Response Location* 

V.A.  Comparison of hospital-
based and community-
based sample is necessary 
before considering them 
together. 

 

See above (IV.D)  

V.B. Factors related to 
reproductive health are not 
included as confounders 
but they may independently 
affect outcome and are 
associated with exposure. 

 

Thank you for your comment, we have 
included reproductive health factors 
(number of total pregnancies and 
number of living children) as 
confounders in our models. 

P7,¶4 
P9,¶3 
 

V.C. Difficult to understand how 
150 items could be 
administered in 20 to 30 
minutes 

 

The survey was comprised of 150 
items, which counted multi-part 
questions as separate items instead of 
one question. Most notably, questions 
about past medical history, reproductive 
history, and healthcare seeking 
behavior included multiple subquestions 
which may not apply to all participants. 
Thus, the trained research coordinators 
were able to administer surveys in 
roughly 20 to 30 minutes. However, we 
recognize that this information may not 
add significantly to the paper but stating 
a 150 item questionnaire was 
administered in 30 minutes may raise 
questions. Therefore, we have removed 
this description of the original survey 
from the manuscript.  
 

P6,¶3 
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Critique Summary Author Response Location* 

V.D. Self-reported outcomes may 
be unreliable, particularly 
from rural patients and 
participants. 

 

We agree with the reviewer that self-
reported outcomes are vulnerable to 
misclassification. We have 
acknowledged this in our limitations and 
added more context for our decision to 
use self-reported measures. 

P16,¶1 

V.E.  Did health consultation 
include alternate systems 
of medicine e.g. Ayurvedic? 

 

We have updated the language for our 
operationalization of number of 
healthcare visits in the previous year: 
“Number of healthcare visits in the 
previous year was determined by 
participant self-report. Participants were 
asked the number of times they visited 
a village, public, private, ayurvedic, or 
homeopathic clinic/hospital in the 
previous year. Only twelve participants 
reported seeing a non-allopathic 
medical provider and among them, all 
but four, also saw an allopathic 
provider. Therefore, the number of 
healthcare visits was based on 
aggregate visits reported, irrespective of 
the provider.” 
 

P8,¶2 

V.F. Is SRQ-20 validated among 
Gujarati speaking 
population? 

 

No, The SRQ-20 was not validated 
among Gujarati speaking population 
and we realize that this was vague in 
our original submission. We have 
clarified this and our definition for 
positive screening for CMD in the 
methods section. Before the study, we 
performed extensive training of the 
research coordinators and piloted the 
instrument. 
 
We have also performed additional 
sensitivity analyses to examine 
associations with varying cutoff values 
and did not find any changes (see II.E). 
 

P6,¶4 

*Location of changes in revised manuscript by page (p) and paragraph (¶). 
 

 

VERSION 2 – REVIEW 

REVIEWER Fisher Jane 
Monash University, Jean Hailes Research Unit, School of Public 
Health and Preventative Medicine 

REVIEW RETURNED 04-Apr-2016 

 

GENERAL COMMENTS Review of revised paper for BMJ Open  
Association of Common Mental Disorders with Health and 
Healthcare Factors among Women in Rural Western India: results of 
a cross-sectional survey.  
 
This paper has been somewhat improved, but in my opinion it has 
been a minimal rather than a comprehensive revision. I have 
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residual concerns about the description of the study, which can be 
strengthened, and the underlying conceptual framework, which is 
not adequately gender-informed, and this probably cannot be 
changed. Specifically:  
• The authors are still using the descriptor CMD when they can only 
claim to have ascertained ‘symptoms of…’ or ‘indicators of…’ CMD. 
This should be corrected throughout the paper, including in the 
tables;  
• ‘Data’ are plural – it needs to be made clear that data were 
collected, not ‘was collected’;  
• The request that the Methods be confined to what was done, and 
Results to what was learnt has been partially but not completely 
addressed. Characteristics of the participants are presented in the 
Methods, when this should be limited to a clear statement of the 
inclusion and exclusion criteria. All details of recruitment fractions 
and completeness or otherwise of data should be moved to the 
Results.  
• There is some improvement in the structuring of the description of 
the Methods, but it still is not described in sufficient detail to permit 
replication. Essential sub-sections that are still required are: data 
sources, with an adequate delineation of which measures were 
standardised, and which were study-specific; procedure, ethics 
(including how consent was obtained) and data management and 
analysis.  
• A table is inanimate and so cannot ‘present characteristics’. This 
should be re-written in the passive voice.  
• Presume that ‘screening positive’ means that diagnostic criteria 
have been met, when this cannot be true as no diagnostic interviews 
were conducted. This needs to be corrected.  
• Need to be re-write the introduction to make it clear that they are 
not presuming from the outset that the health status, healthcare 
utilization and healthcare expenditure are ‘consequences’ (line 9, 
page 2) when this cannot be asserted in a cross-sectional survey. 
They need to acknowledge that they are investigating associations 
and offer both interpretations.  
• Not clear how people can be surveyed in a ‘quasi-randomised’ 
manner (line 21, page 2) -is it that the sample was selected in a 
‘quasi-randomised manner’;  
• There is quite limited engagement with the circumstances of 
women’s lives in this setting. There is some reference to poverty, but 
the conclusion is that economic participation will be improved if it is 
treated, not that poverty contributes to depression and that poverty 
reduction strategies should include consideration of women’s rights 
including to equitable participation and that their mental health might 
benefit. There is still no consideration of equity of access to 
education, healthcare and economic resources, or of the impact of 
exposure to interpersonal violence. If the authors are unable to 
engage with these, then it should at least be acknowledged that this 
is a significant limitation of the study. 

 

REVIEWER Nadja van Ginneken 
University of Liverpool, UK 

REVIEW RETURNED 08-Mar-2016 

 

GENERAL COMMENTS Thank you for your resubmission and detailed response to our 
comments. This version is much improved and clearer. Well done.  
I just have a couple of comments that I feel have not been 
completely addressed still:  
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1. p 7 lines 15-19: not sure I follow the logic. why would those with 
few reports (poor) be kept separate and yet all the others grouped 
together? it then creates two categories: one with 2% and the other 
98%?  
2. Table 1 and also in methods: you have omitted explanation about 
the excluded patients. I recall from first paper you excluded 18 
patients as they were visiting relatives and 5 people you described 
as outliers as they had lots of clinical visits. I had asked the question 
why these people were excluded. this has not been addressed and 
is no longer visible. you've only included more info on those with 
missing data (which is more clear). It is still not clear what happened 
to those excluded and why  
3. p 11 line 40: you've excluded all results on the impact of comorbid 
conditions on outcomes. I think it would still be useful to mention 
these briefly if you have space. my objection initially was that this 
data was presented as main data and needed less emphasis (ie to 
be featured as main analysis in tables). Howeer I do not feel it 
should be all together excluded as it is confirming what one would 
expect; a result like this helps show that your study and tools used 
are valid given they are picking up these obvious issues.  
4. thanks for the sensitivity analyses. no further comments on these.  
5. Discussion p14 lines 8-10: had mentioned in my first comments 
that you are discussing issues surrounding type of symptoms 
(somatic vs psychological) but do not present any distinction of 
these in the results. was this not possible to do? or if it was done 
and there was no difference etc then mention it in results.  
6. Some spelling mistakes and typos detected eg p6 line 45: 
symptoms for CMDs WERE assessed; p8 line 52: number OF 
healthcare visits. 

 

VERSION 2 – AUTHOR RESPONSE 

I. Response to Comments from Reviewer #1 
 
Critique Summary Author Response Location* 

II.A. Authors are using the 
descriptor CMD when they 
can only claim to have 
ascertained 
symptoms/indicators of 
CMD. Consider correcting 
this.  

 

 We have changed the description of our 
assessment from “screening for CMD” to 
“screening for CMD” symptoms 
throughout the manuscript. 

 

II.B. Data are plural and thus 
should be referred to as 
data were collected 

 

We have changed the language to reflect 
the plurality of data 

P5, ¶2 

II.C. Methods section should not 
include results. All details 
of recruitment fractions 
and completeness or 
otherwise of data should 
be moved to the Results 
section.  

 

We have moved all discussion of 
recruitment fractions, categorization of 
variables based on frequency distribution, 
and rationale for selection of statistical 
models to results section. 

P9, ¶2 
P10, ¶1 
P12, ¶1,2 

 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-2015-010834 on 7 July 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


Critique Summary Author Response Location* 

II.D.  Methods section 
organization needs 
improvement and requires 
more sub-sections: data 
sources,  procedure, 
ethics, data management, 
and analysis 

 
 

We have re-organized the methods 
section and included the sub-sections 
recommended by the reviewer including 
ethics, data sources, and data 
management and analyses.  

P6, ¶2-4 
P7, ¶1-5 
P8, ¶1-4 
P9, ¶1 

II.E. A table is inanimate and so 
cannot ‘present 
characteristics’. This 
should be re-written in the 
passive voice. 

 

We have re-written the sentence and 
referred to table in parentheses 
“Using the SRQ-20 to assess symptoms 
suggestive of CMD, 155 (22.8%) 
participants screened positive having 
answered yes to at least eight of 20 
questions (Table 1).” 

P9, ¶2 

II.F. Manuscript implies that 
‘screening positive’ means 
that diagnostic criteria 
have been met. This needs 
to be corrected because 
diagnostic interviews were 
not conducted. 

 

We have changed our description of 
screening positive based on this and 
previous comment (II.A). See II.A. for 
more details.  

 

II.G. Need to re-write the 
introduction to make it 
clear that associations are 
being investigated instead 
of consequences.  

We have made the revision in the abstract 
to replace “The purpose of this study was 
to characterize the association of CMD 
symptoms with three inter-related 
consequences of mental disorders” with  
“The purpose of this study was to 
characterize the association of CMD 
symptoms with three inter-related health 
and healthcare factors among women 
from rural western India based on a 
representative, cross-sectional survey.” 
 

P2, ¶1 

II.H. Change the sentence 
structure to describe the 
selection of the sample in 
a quasi-randomized 
manner 

We have revised the language at two 
instances to correct the sentence 
structure 
“700 Gujarati-speaking women between 
the ages of 18-45 years who resided in 
the Anand district of Gujarat, India were 
recruited in a quasi-randomized manner.” 
 
“Participants were recruited in a quasi-
randomized manner from two different 
settings: 1) Shree Krishna Hospital, a 
tertiary care center serving the local rural 
population; and 2) 16 villages within a 20-
kilometer radius of the hospital.” 
 

P2, ¶3 
P5, ¶2 
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Critique Summary Author Response Location* 

II.G. Need to acknowledge and 
describe the 
circumstances of women’s 
lives in this setting. A 
consideration of equity of 
access to education, 
healthcare, and economic 
resources, or of the impact 
of exposure to 
interpersonal violence is 
needed to provided context 
for the findings 

We have now added the following 
sentence to the first paragraph of the 
discussion. 
“High mental distress in this population 
may be attributed to overall 
circumstances of women’s lives in this 
setting. We have previously reported that 
CMD symptoms in this setting are closely 
associated with poor socioeconomic 
status, food insecurity, and exposure to 
traumatic events.[17]” 

P14, ¶1 
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Critique Summary Author Response Location* 

III.A.  Grouping of participants 
with fair and poor 
health statuses is 
confusing.  

 

We have improved our description of the 
grouping of participants based on their 
self-reported health statuses. Based on 
the empirical distribution, we made a 
decision that the number of participants 
reporting poor health status were too low 
(n = 14) to be considered as a separate 
category and to make any meaningful 
inferences out of it, especially when 
health status is considered is an ordinal 
outcome. Therefore, we grouped those 
that reported their health status as fair or 
poor together. 
“Few participants (n=14, 2.13%) reported 
poor health status; therefore, we grouped 
participants who self-reported fair or poor 
health status into one category.” 
 

P9, ¶2 

III.B. Explanation about the 
excluded patients is 
missing 

 

We have added a justification for this 
decision in the methods section: 
“For the purpose of this study, we 
excluded participants who were 
hospitalized or visiting in-patient relatives 
because they might experience acute 
emotional distress and have unique life 
circumstances that are different from 
participants identified in the outpatient 
area or in the community.” 
 

P5, ¶2 
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III.C. Results about the impact 
of comorbid 
conditions on 
outcomes should be 
mentioned as it 
confirms what one 
would expect and 
could show that study 
and tools used are 
valid because they 
are picking up these 
obvious issues  

We added these results back again and 
will include the tables as supplementary 
material to avoid an overemphasis on 
these findings. We also refer to this 
findings as justification for our instruments 
used:  
“Increasing number of comorbid non-
psychiatric conditions were associated 
with self-report of lower health status and 
greater portion of income spent on 
healthcare (Supplementary Table 1). In 
comparison to participants with no 
comorbid non-psychiatric conditions, 
participants who reported three or more 
had more than twice the cumulative odds 
of reporting a poorer health status 
(cumOR = 2.61; 95% CL: 1.60-4.24) and 
more than three times greater cumulative 
odds of spending a higher portion of their 
yearly income on healthcare (OR = 3.46; 
95% CL 2.05 – 5.84).” 
“Adjusted analyses revealed that in 
comparison to participants with no 
comorbidities, women who reported 
experiencing multiple non-psychiatric 
comorbidities were more likely to have 
greater number of clinic visits in the 
previous year (two diseases: IRR = 1.18 
[1.00 -1.39]; three or more diseases: IRR 
= 1.27 [1.06-1.52]) (Supplementary Table 
2).” 
“Lastly, our finding of increased 
cumulative odds of reporting a higher 
portion of household expenditure on 
healthcare with increasing number of 
comorbidities suggests that our 
instrument performed as expected.” 
 

P11, ¶1 
P12, ¶1,2 
P13, ¶1 
P19, ¶1 
P24, Supplementary 
Tables 1 and 2. 

III.D. Providing results of 
symptoms expressed 
by patients at the 
clinical encounter 
(somatic vs 
psychological) can  
help support the 
comments in the 
discussion section 

Because our survey was administered 
outside of the clinical context, we do not 
believe it necessarily reflects what 
patients would reveal to their physicians. 
Therefore, we refer to previously done 
studies, which were explicitly designed to 
assess the somatic vs. psychological 
presentation of patients in rural India 

P14, ¶2 
 

III.E. Some spellings mistakes 
and typos detected.  

We regret this oversight and thank the 
reviewer for pointing these out. We have 
corrected the spelling errors and typos.  

P6, ¶4 
P7, ¶4 

*Location of changes in revised manuscript by page (p) and paragraph (¶). 
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