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VERSION 1 - REVIEW 

REVIEWER Shu-Sen Chang 
National Taiwan University, Taiwan 

REVIEW RETURNED 28-Feb-2016 

 

GENERAL COMMENTS In this paper the authors investigated a range of factors that might 
be associated with mental health amongst Aboriginal children living 
in urban areas in New South Wales, Australia. Data from a survey of 
1024 children aged 4-17 years were used. Previous research in this 
group is limited and the paper presented new data that could 
contribute to knowledge in the field. However I have some concerns 
about the data analysis and the interpretation of the findings, as 
itemized and explained in more detail in the below.  
 
Major comments  
1. I am not sure if it can be concluded from the results that a specific 
carer health factor (not highly psychologically distressed, odds ratio 
[OR] = 2.51) was ‘most strongly’ associated with children’s good 
mental health among all factors studied – there was substantial 
overlap in its 95% CI of the OR and those of some other factors e.g. 
children not suffering from frequent chest, GI, or skin infections 
(OR=2.27) , indicating that the statistical uncertainty around these 
OR estimates may prevent from drawing any definite conclusion on 
the relative strength of the associations. Furthermore, if ‘being raised 
by a foster carer’ (OR = 0.35) is changed to the reference category, 
the original reference category (parent) would show an OR of 
around 2.9 (=1/0.35), higher than that of ‘carer not highly 
psychologically distressed’. It may be better to drop comments on 
the ‘strongest’ association.  
2. There could be other explanations that may underline the 
associations found but they were not discussed in the paper. This 
could be a major limitation to the study. For example, carer being 
highly psychologically distressed was shown to be strongly 
associated with children’s poor mental health, and this association 
may be to some extent due to carer’s tendency towards reporting 
poor mental health for not only themselves but also their children 
(i.e. reporting bias), carer’s distress resulting from children’s poor 
physical health and/or mental health (i.e. reverse causation), or 
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common causes of carer’s and children’s poor mental health e.g. 
shared genetic background or socioeconomic position (i.e. 
confounding). Given the limitations from the cross-sectional study 
design, the authors may consider toning down the statements 
regarding causation or direct intervention implications (e.g. the last 5 
lines of the first paragraph in the Discussion).  
3. It seems that only those who ever attended a participating 
ACCHS would be eligible for the survey study (page 5). What was 
the proportion of local Aboriginal population who did not attend the 
ACCHS? What was the proportion of attendants who declined to 
participate in the research? Was the study sample representative of 
the Aboriginal population of the communities that the participating 
ACCHS served?  
4. It will be helpful to provide some more explanations / references 
about the cut-off (SDQ score =17) used to define good or poor 
mental health in children. It will be also helpful to report the 
distribution of the SDQ scores in more detail (vs the dichotomy of 
‘high’ and ‘not high’ risk only in Table 2) in the Results section.  
5. It is relevant and in fact required that the analyses account for 
clustering with the family (page 7) – the clustering would have 
inflated the statistical precision if not accounted for. How many 
families were included in the final analysis?  
6. It may be also needed that the analyses also account for 
clustering within ACCHS. Are there important differences in the 
prevalence of good/poor mental health and the patterns of 
associations across ACCHS?  
7. The ages spanned across a wide range i.e. from 4 to 17 years, 
and factors associated with mental health may differ substantially in 
young children, older children, and adolescents. Males and females 
may also have very different patterns. It is difficult to imagine that 
very young children aged 4 years would show the same pattern with 
adolescents aged 17 years. It may be important to carry out 
analyses stratified by sex/age group and examine sex/age 
interactions.  
8. Although a range of potential factors were examined, I wonder if 
the analysis have missed some other important factors, e.g. parental 
divorce for all ages, and life style factors e.g. smoking, drinking, and 
drug use in the adolescent group.  
9. The analysis has applied a seemingly ‘2-staged block design’ – it 
first included demographic, child health, and carer health factors in 
three separate models (Tables 2-5), and included only ‘variables 
with a p-value < 0.20 and a clinically relevant effect size’ (page 7) 
identified from these separate models in the final model (Table 6). 
Some justifications may be needed for using this approach; 
“clinically relevant effect size” is a bit vague and unclear. 
Demographic factors such as socioeconomic positions (e.g. carer 
qualifications and housing tenure) may have confounded somewhat 
the associations of child / carer health factors with child mental 
health, but they were dropped from the final model. I wonder if it 
would be more straightforward to include all study variables in the 
final model and present findings from this multi-adjusted analysis, 
along with presenting results for each study variable adjusted for 
age, sex, and ACCHS. The block design may contribute to some 
artefacts in the final results.  
 
Minor comments  
 
1. (abstract, results) “CI” (confidence interval) should be spelt out on 
its first appearance.  
2. (abstract, primary outcome measure) it would be helpful to 
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indicate the SDQ cut-off used to define ‘good’ mental health.  
3. It may be better to report ORs and 95% CIs consistently up to 
either one or two decimal places, but not both, throughout the text 
and tables.  
4. (page 6) it was stated that tests were used to compare 
characteristics in males with females but the results were not 
reported (Table 1).  
5. Was the multiple imputation conducted to impute missing data for 
the outcome variable (SDQ score), or it was used to impute only all 
other variables?  
6. Was the ICC reported on page 7 based on the outcome variable 
(SDQ score)? ICC should be spelt out.  
7. There appeared to be some problems with the presentation of the 
chi-square statistic on page 8 (line 6).  
8. (Table 1) There are some problems with the horizontal alignment 
for presenting the statistics of “number of homes previously lived in”.  
9. (Table 2) Data for children aged 3 and 18-19 years were also 
presented, but they were outside the age range of the study 
inclusion criteria (aged 4-17) – they could be dropped. The authors 
can also consider re-arranging the table using a long format, with 
age categories as the row variable and the outcome variable (not 
high vs high risk) as the column variable, to help with identifying 
differences in patterns for different age groups. The title included 
‘low, median and high risk’ but this is inconsistent with what was 
presented in the table (high vs not high).  
10. (Table 3-6) What did AMS stand for? What did it mean by 
‘factors significant in the previous column’? What were the asterisks 
in superscript for?  
11. Throughout the text, ‘95% CI’ may be better placed before the 
statistics e.g. ‘1.41, 95% CI 1.05-1.92’, but not ‘1.41, 1.05-1.92 95% 
CI.’ There were inconsistencies in the text.  
12. (Tables 4 and 5) in the titles, ‘… factors children for whom…’ 
should be ‘… factors in children for whom…’ or ‘… factors for 
children for whom…’  
13. (Table 4) The variable ‘problems with mouth or teeth (past 12 
months)’ was the only one coded in the way that the less harmful 
category (i.e. ‘sometimes’) was used as the reference category, 
compared to all other variables in the table for them the harmful 
category (i.e. yes for asthma) was used as the reference group. This 
adds some difficulties in interpreting its odds ratio. Consistency in 
coding can be considered. 

 

REVIEWER Melissa Haswell 
School of Public Health and Community Medicine, UNSW Australia 

REVIEW RETURNED 02-Mar-2016 

 

GENERAL COMMENTS This manuscript presents valuable information that could be used to 
help guide programs and services seeking to promote healthy 
development and wellbeing of Australian Aboriginal children. The 
inclusion of attention to carer mental health is commendable. The 
methods used for sampling, data collection and analysis are rigorous 
and appropriate. The target group identified for the study – ie urban 
children – and the avenue for recruitment – ie Aboriginal community 
controlled health services – is probably the best available for 
recruiting a substantial, well-defined sample group. It would certainly 
be one, if not the, largest sample of Aboriginal children to undertake 
a specifically designed survey tool to explore determinants of child 
emotional and mental health. The SDQ is a well-accepted tool as an 
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indicator of healthy mental development with children when 
completed with appropriate respondents. To my knowledge, the 
statistical approaches and analysis (stratifying into groups based on 
low versus higher SDQ scores and use in logistic regression models 
to define determinants of resilience and vulnerability) are sound and 
rigorous, and relatively unusual but powerful in the population 
mental health field. The focus on positives, rather than negatives 
and deficits, is commendable and should be preserved.  
 
I have some comments and suggestions for possible improvement, 
mostly in the terminologies used to describe what the SDQ 
measures.  
 
Line 25 – I advise the authors to avoid the interchanging of social 
and emotional wellbeing versus mental health and encourage the 
latter (mental health) rather than social and emotional wellbeing. 
Aboriginal and Torres Strait Islander people hold the concept, 
definition and understanding in an in depth manner, which often 
encompasses individual and collective identity and cultural 
connectedness; things that are not necessarily measured in the 
SDQ tool. I suggest the authors stick with the words child mental 
health, inferring a mainstream definition more aligned with the 
SDQ’s orientation.  
 
Following from that, I would encourage further overall caution with 
equating the SDQ as a measure of mental health, and would prefer 
its description as an ‘indicator of good mental health’; especially 
cross culturally and when used as a dichotomous, rather than 
continuous variable. The findings of physical health factors being so 
important may reflect the elements measured or the weightings of 
the SDQ and definition of mental health used in its development, as 
opposed to Aboriginal cultural understandings of mental health that 
are not captured in the SDQ. These difficulties could lead to under-
consideration of the kinds of issues that could cause mental health 
issues in the transition to adulthood when self-awareness and 
identity become important.  
 
Optional suggestion for the authors - The use of Kessler 10 versus 
Kessler 6 have been debated, and there is some evidence that the 
Kessler 6 is actually more powerful that Kessler 10, which appears 
to have some weaker items. I suggest the authors test the set of 
Kessler 6 in models, because it may explain more variation, and 
could add weight to its use, reducing the scale by four items.  
 
Other suggestions and presentation issues – the inclusion of the 
youngest and oldest age groups in Table 2 is confusing. I encourage 
the authors to consider excluding the very small, and most probably 
highly selective, sample of those aged <4 and 18-19. Its not easily 
clear whether they are included or not. I argue that their inclusion, 
given it would be a tiny proportion of the target population, reduces 
the strength and representativeness of the sample.  
 
Following on from this, the age group 12-17 is wide and the sample 
size is the smallest, and there are many changes happening over 
this range of ages. The authors should make it clear who is 
represented within this age range – is it mostly 12 to 14 year olds or 
15 to 17 year olds, or is there an even spacing? This builds on 
concerns about how mental health is defined, discussed above. It 
would be very useful for the authors to explore this in more depth.  
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Table 4 has a typo (ration)  
 
For ease of understanding, I suggest being consistent in scoring 
direction for physical health instead of having some in a positive and 
some in a negative direction (resilience vs vulnerability). For 
example, mouth and teeth problems “not having frequent mouth and 
teeth problems” and “having frequent mouth and teeth problems” 
would place this variable in the same direction as the others. 
Similarly stressful life events are also scored in a reverse direction to 
the other variables and is confusing.  
 
A final suggestion for future rather than this paper, the authors might 
consider looking at stratified groups according to higher and lower 
socioeconomic status or perhaps by groups of low medium and high 
stressful life events. It may be that important factors associated with 
higher SDQ scores in these varying circumstances may vary, which 
would also be very important. I refer the authors to Dr Chandran 
Gokula at Menzies School of Health Research for use of quantile 
regression. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer One : Shu-Sen Chang  

Major comments  

1. I am not sure if it can be concluded from the results that a specific carer health factor (not highly 

psychologically distressed, odds ratio [OR] = 2.51) was ‘most strongly’ associated with children’s good 

mental health among all factors studied….It may be better to drop comments on the ‘strongest’ 

association.  

In keeping with the reviewer’s suggestion we no longer state that the ‘strongest’ association with child 

mental health is carer mental health, we have now removed this statement (p2).  

 

2. There could be other explanations that may underline the associations found but they were not 

discussed in the paper. This could be a major limitation to the study. For example, carer being highly 

psychologically distressed was shown to be strongly associated with children’s poor mental health, 

and this association may be to some extent due to carer’s tendency towards reporting poor mental 

health for not only themselves but also their children (i.e. reporting bias), carer’s distress resulting 

from children’s poor physical health and/or mental health (i.e. reverse causation), or common causes 

of carer’s and children’s poor mental health e.g. shared genetic background or socioeconomic 

position (i.e. confounding). Given the limitations from the cross-sectional study design, the authors 

may consider toning down the statements regarding causation or direct intervention implications (e.g. 

the last 5 lines of the first paragraph in the Discussion).  

We agree with the reviewer that this paper is not able to account for the many complex factors that 

may influence mental health amongst urban Aboriginal children (now noted on page 27). We also 

specifically discuss the relationship between carer mental health and their assessment of the mental 

health and behaviour of their children on page 26.  

 

As suggested, we have toned down statements regarding causation or direct intervention implications 

throughout the discussion.  

 

3. It seems that only those who ever attended a participating ACCHS would be eligible for the survey 

study (page 5). What was the proportion of local Aboriginal population who did not attend the 

ACCHS? What was the proportion of attendants who declined to participate in the research? Was the 

study sample representative of the Aboriginal population of the communities that the participating 

ACCHS served?  
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The reviewer is correct that only Aboriginal children who attended a participating ACCHS had the 

opportunity to be recruited into the SEARCH cohort. Unfortunately there are no data available as to 

what proportion of the Aboriginal population who live within the catchment areas of the SEARCH 

ACCHSs access these services. Work conducted in another Australian state (Queensland), however, 

suggests that at least 40% of Aboriginal people who live within 30 minutes’ drive of an ACCHS had 

accessed their local service in the two years to December 2012; at some services this number was 

100%[1].  

 

As noted in the discussion (page 27) like many cohort studies, SEARCH does not provide a 

representative sample of the Aboriginal population. However, this does not undermine its suitability for 

research based on internal comparisons within the cohort and longitudinal analyses [2].  

 

4. It will be helpful to provide some more explanations / references about the cut-off (SDQ score =17) 

used to define good or poor mental health in children. It will be also helpful to report the distribution of 

the SDQ scores in more detail (vs the dichotomy of ‘high’ and ‘not high’ risk only in Table 2) in the 

Results section.  

More information about SDQ cut off scores is now provided on page 6. More information on the 

distribution of the SDQ scores is now included on page 8 and a graph of the distribution of scores is 

now included (see additional file 1).  

 

5. It is relevant and in fact required that the analyses account for clustering with the family (page 7) – 

the clustering would have inflated the statistical precision if not accounted for. How many families 

were included in the final analysis?  

As stated on page 7, all of our analyses did control for correlation within families. There were 514 

families included in the final analysis with an average of 2 children per family; this information is 

provided in the first paragraph of the Results Section.  

 

6. It may be also needed that the analyses also account for clustering within ACCHS. Are there 

important differences in the prevalence of good/poor mental health and the patterns of associations 

across ACCHS?  

As noted on page 7 and in all relevant tables all of our analyses also controlled for ACCHS. The 

proportion of children with good mental health showed no significant variation by ACCHS (70-77%, 

p=0.30).  

 

7. The ages spanned across a wide range i.e. from 4 to 17 years, and factors associated with mental 

health may differ substantially in young children, older children, and adolescents. Males and females 

may also have very different patterns. It is difficult to imagine that very young children aged 4 years 

would show the same pattern with adolescents aged 17 years. It may be important to carry out 

analyses stratified by sex/age group and examine sex/age interactions.  

Thank you for your suggestion to examine differences in factors related to good mental health 

amongst all different age groups separately. In addition to our original analyses we have now also 

performed the same analyses for 4-7 year olds, 8-11 year olds and 12-17 year olds. We have 

controlled for gender in all analyses, however, given that most of the factors explored are related to 

health we do not think there is a compelling clinical reason to examine the relationships separately by 

gender.  

 

 

8. Although a range of potential factors were examined, I wonder if the analysis have missed some 

other important factors, e.g. parental divorce for all ages, and life style factors e.g. smoking, drinking, 

and drug use in the adolescent group.  

The analyses in the current paper were intended to give a broad overview of mental health and the 

factors associated with it in the SEARCH cohort. As such, we have not considered the role of all 
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potential factors associated with mental health and this is now noted on page 27. We agree with the 

reviewer that an expanded analysis covering factors such as risk taking behaviour may be of 

particular interest in relation to the adolescents in the cohort and we plan to draft a paper exploring 

this in detail in the future.  

 

9. The analysis has applied a seemingly ‘2-staged block design’ – it first included demographic, child 

health, and carer health factors in three separate models (Tables 2-5), and included only ‘variables 

with a p-value < 0.20 and a clinically relevant effect size’ (page 7) identified from these separate 

models in the final model (Table 6). Some justifications may be needed for using this approach; 

“clinically relevant effect size” is a bit vague and unclear. Demographic factors such as socioeconomic 

positions (e.g. carer qualifications and housing tenure) may have confounded somewhat the 

associations of child / carer health factors with child mental health, but they were dropped from the 

final model. I wonder if it would be more straightforward to include all study variables in the final 

model and present findings from this multi-adjusted analysis, along with presenting results for each 

study variable adjusted for age, sex, and ACCHS. The block design may contribute to some artefacts 

in the final results.  

We chose to adopt a 2 staged block design because of the large number of variables we wished to 

consider. In this way we were able to exclude variables from the final model which may be important 

but were shown not to be relevant amongst our population. We retained variables likely to be clinically 

important (such as age and sex) in all models regardless of their significance in preliminary models.  

 

In keeping with the reviewer’s suggestion we have now controlled for carer employment status in all 

models, we were unable to include carer qualifications and housing tenure as well due to collinearity.  

 

Minor comments  

 

1. (abstract, results) “CI” (confidence interval) should be spelt out on its first appearance.  

Thank you for picking this up, it has now been corrected (page 2, page 18).  

 

2. (abstract, primary outcome measure) it would be helpful to indicate the SDQ cut-off used to define 

‘good’ mental health.  

The SDQ cut off score used to define good mental health is now noted in the abstract (page 2).  

 

3. It may be better to report ORs and 95% CIs consistently up to either one or two decimal places, but 

not both, throughout the text and tables.  

We have used the convention of reporting ORs and 95% CIs to two significant figures though out the 

paper (ie one decimal place for OR’s ≥ 1 and < 10; and two decimal places for OR < 1).  

 

4. Was the multiple imputation conducted to impute missing data for the outcome variable (SDQ 

score), or it was used to impute only all other variables?  

Outcome variable (SDQ) data was not imputed; the multiple imputation was conducted to impute the 

predictor variables only. This is now stated on page 7.  

 

5. Was the ICC reported on page 7 based on the outcome variable (SDQ score)? ICC should be spelt 

out.  

As suggested by the reviewer the ICC reported on page 7 was based on the SDQ score (outcome). 

This is now noted in text and ICC is spelled out.  

 

6. There appeared to be some problems with the presentation of the chi-square statistic on page 8 

(line 6).  

The presentation of the chi-square statistic on page 8 has now been fixed.  

 

 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-2016-011182 on 5 July 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


7. (Table 1) There are some problems with the horizontal alignment for presenting the statistics of 

“number of homes previously lived in”.  

The formatting problem noted at the bottom of Table 1 has been amended.  

 

8. (Table 2) Data for children aged 3 and 18-19 years were also presented, but they were outside the 

age range of the study inclusion criteria (aged 4-17) – they could be dropped. The authors can also 

consider re-arranging the table using a long format, with age categories as the row variable and the 

outcome variable (not high vs high risk) as the column variable, to help with identifying differences in 

patterns for different age groups. The title included ‘low, median and high risk’ but this is inconsistent 

with what was presented in the table (high vs not high).  

The analysis for the paper has now been undertaken to exclude those not aged between 4-17 years. 

Table 2 has been amended to reflect this and reformatted according to the reviewers suggestion so 

that age categories are the row variable. The title and the data presented in the table now refer to 

high vs not high risk only.  

 

9. (Table 3-6) What did AMS stand for? What did it mean by ‘factors significant in the previous 

column’? What were the asterisks in superscript for?  

AMS stands for Aboriginal Medical Service. The new term for this is Aboriginal Community Controlled 

Health Service (ACCHS) (as used in text throughout the paper). We have now changed AMS to 

ACCHS in all tables for consistency, thank you for pointing out this error.  

 

10. Throughout the text, ‘95% CI’ may be better placed before the statistics e.g. ‘1.41, 95% CI 1.05-

1.92’, but not ‘1.41, 1.05-1.92 95% CI.’ There were inconsistencies in the text.  

95% CI is now placed before the statistics throughout.  

 

11. (Tables 4 and 5) in the titles, ‘… factors children for whom…’ should be ‘… factors in children for 

whom…’ or ‘… factors for children for whom…’  

The titles for Tables 4 and 5 now read “…factors in children for whom…”  

 

12. (Table 4) The variable ‘problems with mouth or teeth (past 12 months)’ was the only one coded in 

the way that the less harmful category (i.e. ‘sometimes’) was used as the reference category, 

compared to all other variables in the table for them the harmful category (i.e. yes for asthma) was 

used as the reference group. This adds some difficulties in interpreting its odds ratio. Consistency in 

coding can be considered.  

Thank you for this helpful suggestion, the variable ‘problems with mouth or teeth’ has now been 

recoded so that the most harmful category is used as the reference category.  

 

 

Reviewer: 2  

Reviewer Name: Melissa Haswell  

Institution and Country: School of Public Health and Community Medicine, UNSW Australia 

Competing Interests: None declared  

 

This manuscript presents valuable information that could be used to help guide programs and 

services seeking to promote healthy development and wellbeing of Australian Aboriginal children. The 

inclusion of attention to carer mental health is commendable. The methods used for sampling, data 

collection and analysis are rigorous and appropriate. The target group identified for the study – ie 

urban children – and the avenue for recruitment – ie Aboriginal community controlled health services 

– is probably the best available for recruiting a substantial, well-defined sample group. It would 

certainly be one, if not the, largest sample of Aboriginal children to undertake a specifically designed 

survey tool to explore determinants of child emotional and mental health. The SDQ is a well-accepted 

tool as an indicator of healthy mental development with children when completed with appropriate 
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respondents. To my knowledge, the statistical approaches and analysis (stratifying into groups based 

on low versus higher SDQ scores and use in logistic regression models to define determinants of 

resilience and vulnerability) are sound and rigorous, and relatively unusual but powerful in the 

population mental health field. The focus on positives, rather than negatives and deficits, is 

commendable and should be preserved.  

 

I have some comments and suggestions for possible improvement, mostly in the terminologies used 

to describe what the SDQ measures.  

 

Line 25 – I advise the authors to avoid the interchanging of social and emotional wellbeing versus 

mental health and encourage the latter (mental health) rather than social and emotional wellbeing. 

Aboriginal and Torres Strait Islander people hold the concept, definition and understanding in an in 

depth manner, which often encompasses individual and collective identity and cultural 

connectedness; things that are not necessarily measured in the SDQ tool. I suggest the authors stick 

with the words child mental health, inferring a mainstream definition more aligned with the SDQ’s 

orientation.  

 

Following from that, I would encourage further overall caution with equating the SDQ as a measure of 

mental health, and would prefer its description as an ‘indicator of good mental health’; especially 

cross culturally and when used as a dichotomous, rather than continuous variable. The findings of 

physical health factors being so important may reflect the elements measured or the weightings of the 

SDQ and definition of mental health used in its development, as opposed to Aboriginal cultural 

understandings of mental health that are not captured in the SDQ. These difficulties could lead to 

under-consideration of the kinds of issues that could cause mental health issues in the transition to 

adulthood when self-awareness and identity become important.  

Thank you for these suggestions, we agree with them and have replaced the term social and 

emotional wellbeing with mental health throughout. Further, as per this suggestion we now describe 

the SDQ scores as ‘indicators of good mental health’.  

 

Optional suggestion for the authors - The use of Kessler 10 versus Kessler 6 have been debated, and 

there is some evidence that the Kessler 6 is actually more powerful that Kessler 10, which appears to 

have some weaker items. I suggest the authors test the set of Kessler 6 in models, because it may 

explain more variation, and could add weight to its use, reducing the scale by four items.  

Thank you for this suggestion. We will explore this issue in the future.  

 

Other suggestions and presentation issues – the inclusion of the youngest and oldest age groups in 

Table 2 is confusing. I encourage the authors to consider excluding the very small, and most probably 

highly selective, sample of those aged <4 and 18-19. Its not easily clear whether they are included or 

not. I argue that their inclusion, given it would be a tiny proportion of the target population, reduces 

the strength and representativeness of the sample.  

The analysis has been undertaken excluding those participants who were not aged between 4-17 

years at the time of survey.  

 

Following on from this, the age group 12-17 is wide and the sample size is the smallest, and there are 

many changes happening over this range of ages. The authors should make it clear who is 

represented within this age range – is it mostly 12 to 14 year olds or 15 to 17 year olds, or is there an 

even spacing? This builds on concerns about how mental health is defined, discussed above. It would 

be very useful for the authors to explore this in more depth.  

We agree with the reviewer that the age group of 12-17 is wide. We have now noted this on page 27 

and discussed how the small and unevenly spread number of adolescents (n=163 12-15 year olds 

and n=42 16-17 year olds) did not provide us with sufficient power to examine the factors associated 

with mental health in early versus late adolescence in the current study.  
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We also agree that mental health amongst the 12-17 year olds in the cohort requires more detailed 

exploration (including examining drug use, sexual health etc) and plan on drafting a paper to this 

effect in the near future.  

 

Table 4 has a typo (ration)  

This has now been amended.  

 

For ease of understanding, I suggest being consistent in scoring direction for physical health instead 

of having some in a positive and some in a negative direction (resilience vs vulnerability). For 

example, mouth and teeth problems “not having frequent mouth and teeth problems” and “having 

frequent mouth and teeth problems” would place this variable in the same direction as the others. 

Similarly stressful life events are also scored in a reverse direction to the other variables and is 

confusing.  

The coding for mouth and tooth problems and stressful life events has now been reversed in order to 

achieve consistency with the other variables.  

 

A final suggestion for future rather than this paper, the authors might consider looking at stratified 

groups according to higher and lower socioeconomic status or perhaps by groups of low medium and 

high stressful life events. It may be that important factors associated with higher SDQ scores in these 

varying circumstances may vary, which would also be very important. I refer the authors to Dr 

Chandran Gokula at Menzies School of Health Research for use of quantile regression.  

Thank you for this excellent suggestion we are planning to explore the impact of stressful life events 

via stratified analysis in a future paper.  

 

 

I hope we have adequately addressed the Reviewers’ feedback. 

VERSION 2 – REVIEW 

REVIEWER Shu-Sen Chang 
Institute of Health Behaviors and Community Sciences, College of 
Public Health, National Taiwan University, Taiwan 

REVIEW RETURNED 14-Apr-2016 

 

GENERAL COMMENTS I thank the authors for paying careful attention to my comments and 
have no further comments on the revised version of the 
manuscript.   

 

REVIEWER Melissa Haswell 
School of Public Health and Community Medicine, UNSW, Australia 

REVIEW RETURNED 13-May-2016 

 

GENERAL COMMENTS Suggestion only - The finding of a 0.01 OR and tight confidence 
intervals of .00 to 0.18 associated with lower SDQ scores among 12-
17 years olds living with family or relative as opposed to foster care 
is quite remarkable and raises alot of questions. Authors may 
consider calling attention to this in the discussion, and highlighting 
the urgent need for more research to explore this in greater depth, 
given the many benefits of good mental health and many 
consequences of loss of mental health at this critical age.   
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VERSION 2 – AUTHOR RESPONSE 

Reviewer One : Shu-Sen Chang  

I thank the authors for paying careful attention to my comments and have no further comments on the 

revised version of the manuscript.  

 

1. No changes required.  

 

 

Reviewer Two: Melissa Haswell  

Suggestion only - The finding of a 0.01 OR and tight confidence intervals of .00 to 0.18 associated 

with lower SDQ scores among 12-17 years olds living with family or relative as opposed to foster care 

is quite remarkable and raises a lot of questions. Authors may consider calling attention to this in the 

discussion, and highlighting the urgent need for more research to explore this in greater depth, given 

the many benefits of good mental health and many consequences of loss of mental health at this 

critical age.  

 

1. Thank you for the suggestion, we agree that this is an important findings, although, given the small 

number of children in the adolescent group who are in foster care we do not wish to overstate it. As 

per you suggestion we have noted the importance of further research examining the relationship 

between foster care and mental health for Aboriginal children (page 15). 
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