
The two major classifications for mental 
disorders, ICD-11 and the DSM-5, have 
recently been updated1,2 but it is not clear 
that either is suitable for routine use in 
primary health care (PHC) settings. Mental 
disorders are described as though they 
are separate from one another, with clear 
borders between them, and within these 
borders are relatively homogeneous. In fact, 
neither of these is true, since there are 
unbroken continuums between them, and 
there is considerable heterogeneity within 
their borders.3 Both the ICD-11 and the 
DSM-5 make arbitrary divisions between the 
various overlapping syndromes of common 
mental disorders, and when more than one 
are present, treat them as though they are 
two quite separate illnesses. But in general 
medical settings, this type of comorbidity is 
the rule, not the exception. It is convenient 
for clinicians to use categorical models, but 
dimensional models fit the data far better 
when these are used with large data sets 
such as in the World Health Organization’s 
(WHO) first major study in primary care, 
carried out using a research interview to 
detect common mental disorders in 14 
different countries.4 The model of best fit is a 
dimensional model with a common general 
factor on which all symptoms load, and three 
subsidiary factors dealing with anxious, 
depressive, and somatic symptoms.5 Major 
depressive episode and dysthymic disorder 
also load on the depression factor; and 
somatisation disorder, hypochondriasis, 
and neurasthenia also load on the somatic 
factor. Anxious symptoms only loaded on the 
general factor; there was very little specific 
anxious variance on the anxiety factor.

ANXIOUS AND DEPRESSIVE SYMPTOMS
The most common psychological disorders 
in general medical practice consist of two 
highly correlated sets of symptoms — 
anxious and depressive. The high correlation 
between them is because they both have 
high loads on the general factor. The DSM-5 
system requires anxious symptoms to 
be present for 6 months, and the ICD-
11 system requires anxious symptoms for 
‘several months’, but both systems require 
depressive symptoms for only 2 weeks. 
In primary care, it is important to know 
which symptoms are currently bothering 
the patient, and it is of interest to compare 
the conventional procedure, where anxious 
symptoms have to last 6 months, with a 

different procedure, where ‘current anxiety’ 
is recorded if anxious and depressive 
symptoms have lasted only 2 weeks. If the 
same time duration is required for each, 
the combination of both sets of symptoms 
becomes the most common disorder 
encountered in PHC settings, and is best 
thought of as ‘anxious depression’. If such 
patients are compared with patients who 
have depression but not anxiety, then the 
frequency of ‘depression only’ drops from 
4.7% to 2.3%, while the frequency of ‘anxious 
depression’ rises from 3.4% to 5.7%.6 This is 
because many patients develop anxious 
symptoms simultaneously with depressive 
symptoms, but conventional diagnostic 
practices ignore anxious symptoms that 
have not lasted at least several months 
in ICD-11 (or 6 months in DSM-5). This 
is a definite shortcoming of the official 
classifications, because many people 
identified only as having ‘major depressive 
episode’ are quite likely to have anxious and 
depressive symptoms.

People with anxious and depressive 
symptoms have both a greater number and 
more severe depressive symptoms than 
individuals with non-anxious depressive 
symptoms; they are more likely to be 
suicidal and they have a more difficult 
future course than those with non-anxious 
depression.7 Parents of individuals with 
anxious depressive symptoms are more 
likely to have a range of mental disorders, 
including hypomania, whereas individuals 
with non-anxious depressive symptoms 
have raised rates only of depression in 
their family history.8 In the field trial that 
concentrated on anxious depression, 
the use of two 5-item scales — one for 
depression and the other for anxiety — 
enabled GPs to make diagnoses of largely 
illiterate populations. 

CLASSIFICATIONS FOR PRIMARY HEALTH 
CARE SETTINGS
Both of the major classifications for 
mental health specialists expect clinicians 

to administer a wide range of questions 
dealing with common mental disorders, 
and take the view that when requirements 
are satisfied for several different disorders, 
that these are ‘comorbid’ with one another. 
GPs are unlikely to want to see how many 
allegedly ‘separate’ mental disorders are 
present, and are often more concerned 
with detecting common mental disorders 
that indeed are comorbid with chronic 
physical disease, as well as to deal with 
multiple somatic symptoms that preoccupy 
the patient, and are often accompanied 
by anxious and depressive symptoms that 
cause substantial associated disability.

With the above differences in view, the 
WHO produced a revised classification 
adapted for use in PHC settings, and this has 
been brought up to date to accompany the 
latest revision of the ICD, now consisting of 
28 disorders. The committee that produced 
this classification contained equal numbers 
of males and females, of psychiatrists who 
teach mental health skills to trainees in 
PHC, and GPs with a publication record 
in mental disorders. We were concerned 
that GPs would in future have names for 
the disorders that can be shared with 
their patients. So ‘medically unexplained 
symptoms’ became ‘bodily stress syndrome’ 
(BSS), and hypochondriasis became ‘health 
anxiety’. These terms are not only less 
pejorative, but are more likely to lead to a 
therapeutic dialogue with the patient. The 
classification also includes substance use 
disorders, eating disorders, and common 
sexual problems, as well as five disorders 
of childhood. It has to roughly relate to the 
disorders dealt with by the main ICD-11, and 
also deals with major disorders, including 
three psychotic disorders, dementia, and 
delirium.

Field trials of the revised classification 
have been carried out in five countries (Brazil, 
China, Mexico, Pakistan, and Spain), with 
special attention to disorders characterised 
by anxiety and depression, as well as bodily 
stress disorders and health anxiety. These 
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disorders have been substantially revised, 
while most of the rest of the system for PHC 
had been field tested earlier. For the field 
trial dealing with anxiety and depression, 
primary care physicians used two short 
5-item scales dealing with the detection 
of anxious and depressive symptoms, 
so that illnesses could be detected in 
populations with low levels of literacy.9 The 
field trial used these scales for anxiety and 
depression to provide a practical way for 
primary care physicians to evaluate the 

likelihood of mood and anxiety disorders 
without paper and pencil measures that are 
not feasible in many settings. These scales 
may provide substantially improved case 
detection, as compared to current primary 
care practice, and a realistic alternative 
to more complex diagnostic algorithms 
used with populations with low levels of 
literacy.10 They also confirmed that anxious 
depression is the most common disorder in 
each setting.

Fink and his colleagues showed that 
if three or more somatic symptoms are 
present, patients with a range of common 
disorders with ‘functional’ symptoms can 
be identified in both primary care and 
general medical settings.11 A separate 
study showed that BSS is readily identified 
in all five countries, with over 70% identified 
as having both BSS and health anxiety, 
and with patients having an average of 
10.9 different symptoms.12 The majority 
of patients with BSS had co-occurring 
diagnoses of depression, anxiety, or both. 
Anxious depression was the most common 
comorbid psychological disorder associated 
with the greatest disability.12

In parts of the world with high rates of 
illiteracy, GPs need to have a quick way of 
being alerted to psychological distress, and 
the two 5-item scales enable them to do 
that (Box 1). The demonstration that BSS 
occurs in all five countries and is strongly 
linked to anxiety and depression presents 
GPs with new data about patients who need 
careful management, and brings several 
different functional syndromes under a 
common name.
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“… ‘medically unexplained symptoms’ became 
‘bodily stress syndrome’ (BSS), and hypochondriasis 
became ‘health anxiety’. These terms are not only less 
pejorative, but are more likely to lead to a therapeutic 
dialogue with the patient.”

Box 1. Brief screening scales 
for depression and anxiety

Five-item depression scale 
Screening items:

1.  Have you been feeling depressed every day for 
the past 2 weeks?

2.  During the past 2 weeks, have you 
experienced less interest or pleasure from 
activities?

(Only asked if positive response to either 
screening item)

During the past 2 weeks,

3.  Have you experienced poor concentration?

4.  Have you experienced feelings of 
worthlessness?

5.  Have you felt you wanted to die or had 
thoughts of death?

Five-item anxiety scale 
Screening items:

1.  Have you felt nervous or anxious during the 
past 2 weeks?

2.  During the past 2 weeks, have you found that 
you are not able to control your worrying?

(Only asked if positive response to either 
screening item)

During the past 2 weeks,

3.  Have you had trouble relaxing?

4.  Have you felt so restless it was hard to keep 
still?

5.  Have you felt afraid that something awful 
might happen?




