
BackgroundBackground Comorbidity inComorbidity in

epidemiological surveys ofmentalepidemiological surveys ofmental

disorders is common and of uncertaindisorders is common and of uncertain

importance.importance.

AimsAims To explore the correlates ofTo explore the correlates of

currentcomorbidity.currentcomorbidity.

MethodMethod Data fromthe AustralianData fromthe Australian

National Surveyof Mental Health andNational Surveyof Mental Health and

Well-Beingwere used to evaluate theWell-Beingwere used to evaluate the

relationships between comorbidity,relationships between comorbidity,

disability and service utilisation associateddisability and service utilisation associated

with particularmental disorders.with particularmental disorders.

ResultsResults Thenumberof currentThenumberof current

comorbid disorders predicted disability,comorbid disorderspredicted disability,

distress, neuroticism score and servicedistress, neuroticism score and service

utilisation.Comorbidity ismore frequentutilisation.Comorbidityismore frequent

than expected, whichmight be due to thethan expected, whichmight be due to the

effectof one disorderonthe symptomeffectof one disorderonthe symptom

level of another, or to the action oflevel of another, or to the action of

common causes on both.The combinationcommon causes onboth.The combination

of affective and anxietydisorderswasof affective and anxietydisorderswas

more predictive of disability and servicemore predictive of disability and service

utilisationthan anyother two or threeutilisationthan anyother two or three

group combinations.Whenpeoplegroup combinations.Whenpeople

nominated their principal disorder as thenominated their principal disorder as the

setof symptoms thattroubled themthesetof symptoms thattroubled themthe

most, the affective and anxietydisordersmost, the affective and anxietydisorders

together were associatedwith four-fifthstogether were associatedwith four-fifths

of the disability and service utilisation.of the disability and service utilisation.

ConclusionsConclusions Tomake clinicalTomake clinical

interventionsmore practical, currentinterventionsmore practical, current

comorbidityis best reduced to a principalcomorbidity is best reduced to a principal

disorder and subsidiarydisorders.disorder and subsidiarydisorders.
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A high frequency of current comorbidity –A high frequency of current comorbidity –

the presence of symptoms that meet criteriathe presence of symptoms that meet criteria

for more than one mental disorder – hasfor more than one mental disorder – has

been a common finding in surveys usingbeen a common finding in surveys using

fully structured diagnostic interviews. Halffully structured diagnostic interviews. Half

the people who met criteria for one mentalthe people who met criteria for one mental

disorder also endorsed symptoms that metdisorder also endorsed symptoms that met

criteria for one or more additional dis-criteria for one or more additional dis-

orders: 54% in the Epidemiologic Catch-orders: 54% in the Epidemiologic Catch-

ment Area Study (Robins & Regier,ment Area Study (Robins & Regier,

1991); 56% in the US National Comorbid-1991); 56% in the US National Comorbid-

ity Survey (NCS; Kessler, 1995); and 45%ity Survey (NCS; Kessler, 1995); and 45%

in the Netherlands Mental Health Surveyin the Netherlands Mental Health Survey

and Incidence Study (Bijland Incidence Study (Bijl et alet al, 1998). Clin-, 1998). Clin-

ical practice is different, and DSM–IVical practice is different, and DSM–IV

encourages the listing of a ‘principalencourages the listing of a ‘principal

diagnosis or reason for visit’ (Americandiagnosis or reason for visit’ (American

Psychiatric Association, 1994: p. 3). ThePsychiatric Association, 1994: p. 3). The

aims of the study reported here were toaims of the study reported here were to

use the correlates of current comorbidityuse the correlates of current comorbidity

to explore whether comorbidity is in partto explore whether comorbidity is in part

an artefact of the diagnostic interview; toan artefact of the diagnostic interview; to

determine whether disability and servicedetermine whether disability and service

utilisation are a function of the number orutilisation are a function of the number or

type of disorders present; and to present atype of disorders present; and to present a

method whereby epidemiological instru-method whereby epidemiological instru-

ments can identify a principal diagnosis.ments can identify a principal diagnosis.

METHODMETHOD

Data from the Australian National SurveyData from the Australian National Survey

of Mental Health and Well-Being were usedof Mental Health and Well-Being were used

(see Andrews(see Andrews et alet al, 2001, 2001aa,,bb for referencesfor references

to method and measures). Seventy-eightto method and measures). Seventy-eight

per cent of those approached, or 10 641per cent of those approached, or 10 641

adults aged 18 and over, responded. Inter-adults aged 18 and over, responded. Inter-

viewers administered a computerisedviewers administered a computerised

interview that included the Compositeinterview that included the Composite

International Diagnostic Interview (CIDI;International Diagnostic Interview (CIDI;

World Health Organization, 1997) toWorld Health Organization, 1997) to

identify symptoms within the 12 monthsidentify symptoms within the 12 months

prior to the interview that satisfied criteriaprior to the interview that satisfied criteria

for the common affective, anxiety and sub-for the common affective, anxiety and sub-

stance misuse disorders. People who metstance misuse disorders. People who met

criteria for either neurasthenia or psychosiscriteria for either neurasthenia or psychosis

as their only or main diagnosis were notas their only or main diagnosis were not

included as they were so few. The DSM–IVincluded as they were so few. The DSM–IV

diagnostic criteria (exclusion criteria notdiagnostic criteria (exclusion criteria not

operationalised) were used for this paper.operationalised) were used for this paper.

A screening interview was used for person-A screening interview was used for person-

ality disorder. The interview also containedality disorder. The interview also contained

the Kessler Psychological Distress Scalethe Kessler Psychological Distress Scale

(K10; Kessler(K10; Kessler et alet al, 2002), a neuroticism, 2002), a neuroticism

scale of the Eysenck Personality Question-scale of the Eysenck Personality Question-

naire (Eysencknaire (Eysenck et alet al, 1985), a service utilisa-, 1985), a service utilisa-

tion questionnaire and two disabilitytion questionnaire and two disability

measures: the 12-item Short Form Healthmeasures: the 12-item Short Form Health

Survey (SF–12; WareSurvey (SF–12; Ware et alet al, 1996), see, 1996), see

Sanderson & Andrews (2002) for utilitySanderson & Andrews (2002) for utility

data, and ‘days out of role’ (Kessler &data, and ‘days out of role’ (Kessler &

Frank, 1997).Frank, 1997).

Respondents who reported symptomsRespondents who reported symptoms

consistent with more than one disorderconsistent with more than one disorder

were asked to nominate which of theirwere asked to nominate which of their

clinically significant groups of symptomsclinically significant groups of symptoms

they would consider to be ‘the problem thatthey would consider to be ‘the problem that

troubles you the most’. Thus, it was possibletroubles you the most’. Thus, it was possible

to code all respondents who met criteria forto code all respondents who met criteria for

two or more disorders against a principaltwo or more disorders against a principal

disorder (further details available from thedisorder (further details available from the

author upon request). The results presentedauthor upon request). The results presented

here refer to people who met criteria for ahere refer to people who met criteria for a

CIDI diagnosis some time in the precedingCIDI diagnosis some time in the preceding

12 months and who said that the set of12 months and who said that the set of

symptoms they endorsed had been presentsymptoms they endorsed had been present

in the preceding 4 weeks (i.e. current cases).in the preceding 4 weeks (i.e. current cases).

Disability and psychological distress wereDisability and psychological distress were

assessed over a similar 4-week time frame.assessed over a similar 4-week time frame.

The questions on neuroticism were traitThe questions on neuroticism were trait

questions, asking about ‘your nature, howquestions, asking about ‘your nature, how

you usually are’. The question on numberyou usually are’. The question on number

of ‘consultations with a health professionalof ‘consultations with a health professional

for a mental problem such as stress,for a mental problem such as stress,

anxiety, depression or dependence on drugsanxiety, depression or dependence on drugs

or alcohol’ was applied to the previous 12or alcohol’ was applied to the previous 12

months.months.

AnalysisAnalysis

Is the association between comorbidity andIs the association between comorbidity and
other indicators meaningful?other indicators meaningful?

First, to evaluate disability, distress, neuro-First, to evaluate disability, distress, neuro-

ticism and service utilisation by number ofticism and service utilisation by number of

disorders in the total sample, respondentsdisorders in the total sample, respondents

were coded against the total number ofwere coded against the total number of

mental disorders for which they met criteriamental disorders for which they met criteria

(none, one, two, three, four, five or more)(none, one, two, three, four, five or more)

from a total of 12: two affective disordersfrom a total of 12: two affective disorders

(depression, dysthymia), five anxiety dis-(depression, dysthymia), five anxiety dis-

orders (panic/agoraphobia, social phobia,orders (panic/agoraphobia, social phobia,

generalised anxiety disorder, obsessive–generalised anxiety disorder, obsessive–

compulsive disorder, post-traumatic stresscompulsive disorder, post-traumatic stress

disorder), two substance use disordersdisorder), two substance use disorders

(alcohol abuse/dependence, other drug(alcohol abuse/dependence, other drug

abuse/dependence), and three personalityabuse/dependence), and three personality

disorder clusters (cluster A, cluster B, clus-disorder clusters (cluster A, cluster B, clus-

ter C). The age and gender distribution,ter C). The age and gender distribution,
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and levels of disability, distress, neuroticismand levels of disability, distress, neuroticism

and service utilisation, were examinedand service utilisation, were examined

across these groups (Table 1).across these groups (Table 1).

Second, patterns of bivariate comorbid-Second, patterns of bivariate comorbid-

ity in the total sample were examined.ity in the total sample were examined.

Bivariate associations of mental disordersBivariate associations of mental disorders

were calculated from a series of logisticwere calculated from a series of logistic

regression models containing only pairs ofregression models containing only pairs of

disorders. In each model one disorder ofdisorders. In each model one disorder of

the pair was used as the dependent variablethe pair was used as the dependent variable

and the other served as the independentand the other served as the independent

variable. Comparisons significant at thevariable. Comparisons significant at the

0.05 level are displayed in Table 2. How-0.05 level are displayed in Table 2. How-

ever, a more conservativeever, a more conservative aa level of 0.001level of 0.001

was used to assess the significance ofwas used to assess the significance of

comorbid disorder pairs, to account forcomorbid disorder pairs, to account for

multiple estimation (Tabachnick & Fidell,multiple estimation (Tabachnick & Fidell,

1996). Associations were estimated for1996). Associations were estimated for

current comorbidity and for comorbiditycurrent comorbidity and for comorbidity

in the preceding 12 months.in the preceding 12 months.

Third, to investigate patterns of multi-Third, to investigate patterns of multi-

variate comorbidity in the total sample,variate comorbidity in the total sample,

multivariate associations of mental dis-multivariate associations of mental dis-

orders were calculated from a series oforders were calculated from a series of

logistic regression models each containinglogistic regression models each containing

the disorder of interest as the dependentthe disorder of interest as the dependent

variable, every other disorder in turn asvariable, every other disorder in turn as

the independent variable, and in each casethe independent variable, and in each case

an additional variable representing thean additional variable representing the

number of other diagnoses for whichnumber of other diagnoses for which

criteria had been met. A conservativecriteria had been met. A conservative aa
level of 0.001 was again used to assess thelevel of 0.001 was again used to assess the

significance of comorbid disorder pairs tosignificance of comorbid disorder pairs to

account for multiple estimation.account for multiple estimation.

Fourth, patterns of comorbidity acrossFourth, patterns of comorbidity across

diagnostic time-frames were examineddiagnostic time-frames were examined

using comparisons with the US NCS data.using comparisons with the US NCS data.

Bivariate odds ratios (ORs) for NCS life-Bivariate odds ratios (ORs) for NCS life-

time and 6-month, and current survey 12-time and 6-month, and current survey 12-

month and 1-month, comorbid disordermonth and 1-month, comorbid disorder

pairs were calculated. The distribution ofpairs were calculated. The distribution of

ORs was compared across these time-ORs was compared across these time-

frames using the Wilcoxon signed ranks testframes using the Wilcoxon signed ranks test

(Siegel, 1956).(Siegel, 1956).

Is the relation between comorbidity,Is the relation between comorbidity,

disability and service utilisation associateddisability and service utilisation associated

with particular disorders or groups of dis-with particular disorders or groups of dis-

orders? In order to examine the effect oforders? In order to examine the effect of

specific comorbid disorder group pairs onspecific comorbid disorder group pairs on

disability and service utilisation, twodisability and service utilisation, two

separate series of regression analyses wereseparate series of regression analyses were

conducted. The first contained the mentalconducted. The first contained the mental

health component scale of the SF–12 as ahealth component scale of the SF–12 as a

dependent variable and modelled the effectdependent variable and modelled the effect

of each comorbid disorder group pairof each comorbid disorder group pair

(affective/anxiety disorders, affective/(affective/anxiety disorders, affective/

substance use disorders, affective/personalitysubstance use disorders, affective/personality

disorders, anxiety/substance use disorders,disorders, anxiety/substance use disorders,

anxiety/personality disorders and substanceanxiety/personality disorders and substance

use/personality disorders) on disability.use/personality disorders) on disability.

These linear regression models controlledThese linear regression models controlled

for the number of disorders as well as forfor the number of disorders as well as for

variables that have been shown to contri-variables that have been shown to contri-

bute to disability in the total sample –bute to disability in the total sample –

socio-demographic factors and presence ofsocio-demographic factors and presence of

chronic physical conditions (Sanderson &chronic physical conditions (Sanderson &

Andrews, 2002). The second series of logis-Andrews, 2002). The second series of logis-

tic regression models contained ‘any mentaltic regression models contained ‘any mental

health consultation’ as the dependent vari-health consultation’ as the dependent vari-

able. Models were estimated in the sameable. Models were estimated in the same

way, again controlling for the number ofway, again controlling for the number of

disorders and factors that have been showndisorders and factors that have been shown

to predict service utilisation in the totalto predict service utilisation in the total

sample (Andrewssample (Andrews et alet al, 2001, 2001bb).).

Is there a method whereby survey data couldIs there a method whereby survey data could
be obtained to control for comorbidity?be obtained to control for comorbidity?

Disability, distress, neuroticism and serviceDisability, distress, neuroticism and service

utilisation were analysed according to mainutilisation were analysed according to main

problem (taken as a proxy for the principalproblem (taken as a proxy for the principal

disorder) among those with two disordersdisorder) among those with two disorders

from different groups. Respondents whofrom different groups. Respondents who

reported symptoms of more than onereported symptoms of more than one

disorder were asked to nominate which ofdisorder were asked to nominate which of

their clinically significant groups oftheir clinically significant groups of

symptoms was ‘the problem that troublessymptoms was ‘the problem that troubles

you the most’. Thus, it was possible to codeyou the most’. Thus, it was possible to code

all respondents who met criteria for two orall respondents who met criteria for two or

more disorders against their principal dis-more disorders against their principal dis-

order. The age and gender distributionorder. The age and gender distribution

and level of disability, distress, neuroticismand level of disability, distress, neuroticism

and service utilisation were examinedand service utilisation were examined

across these comorbid groups.across these comorbid groups.

The same analysis of disability, distress,The same analysis of disability, distress,

neuroticism and service utilisation byneuroticism and service utilisation by

principal disorder was performed for theprincipal disorder was performed for the

total sample, with the difference that alltotal sample, with the difference that all

respondents who met criteria for at leastrespondents who met criteria for at least

one current DSM–IV mental disorder wereone current DSM–IV mental disorder were

included and were coded against theirincluded and were coded against their

principal disorder. Comparisons betweenprincipal disorder. Comparisons between

these four groups were made using analysisthese four groups were made using analysis

of variance with planned contrasts and aof variance with planned contrasts and a

conservative error rate ofconservative error rate of PP¼0.001 to0.001 to

account for multiple comparisons.account for multiple comparisons.

Variance estimationVariance estimation

Standard errors around proportions, meansStandard errors around proportions, means

and regression parameters were calculatedand regression parameters were calculated

using jackknife repeated replication tousing jackknife repeated replication to

account for the complex survey designaccount for the complex survey design

(Kish & Frankel, 1974). The SUDAAN(Kish & Frankel, 1974). The SUDAAN

software package, designed for use withsoftware package, designed for use with

complex survey samples, was used for thesecomplex survey samples, was used for these

calculations (Shahcalculations (Shah et alet al, 1997)., 1997).

RESULTSRESULTS

Validity of association betweenValidity of association between
comorbidity and other indicatorscomorbidity and other indicators

Within the confines of the data, is theWithin the confines of the data, is the

phenomenon of current comorbidity anphenomenon of current comorbidity an

artefact of the instrument used (whichartefact of the instrument used (which

simply reflects the current nosology), or issimply reflects the current nosology), or is

the association between comorbidity andthe association between comorbidity and

other indicators meaningful? In Table 1other indicators meaningful? In Table 1

we present data for any current comorbid-we present data for any current comorbid-

ity between the 12 DSM–IV disorders.ity between the 12 DSM–IV disorders.

Forty per cent of people with one or moreForty per cent of people with one or more

of these 12 mental disorders met criteriaof these 12 mental disorders met criteria

for more than one disorder (column 1).for more than one disorder (column 1).

They were not different in genderThey were not different in gender

((ww22
11¼0.00,0.00, PP¼0.94) or age (0.94) or age (tt¼0.1,0.1, PP¼0.93)0.93)

from those with only one disorder (columnfrom those with only one disorder (column

2). They were more disabled (SF–12 score2). They were more disabled (SF–12 score

and days out of role), more distressedand days out of role), more distressed

(K10 score), were higher users of consulta-(K10 score), were higher users of consulta-

tions for a mental problem, and had highertions for a mental problem, and had higher

scores on the Eysenck neuroticism scalescores on the Eysenck neuroticism scale

than those with only one disorder (than those with only one disorder (tt-values-values

range from 6.5 to 16.3,range from 6.5 to 16.3, PP550.001 for all0.001 for all

five comparisons). We then present thesefive comparisons). We then present these

data in terms of number of currentdata in terms of number of current

diagnoses (one to five or more currentdiagnoses (one to five or more current

diagnoses) and show that there is a dose–diagnoses) and show that there is a dose–

response relationship: the greater the num-response relationship: the greater the num-

ber of current diagnoses, the greater theber of current diagnoses, the greater the

disability, distress, neuroticism and consult-disability, distress, neuroticism and consult-

ing behaviour (test of linear trend;ing behaviour (test of linear trend;

PP550.001 for all variables). The 40% of0.001 for all variables). The 40% of

people with symptoms that meet criteriapeople with symptoms that meet criteria

for more than one disorder accounted forfor more than one disorder accounted for

51% of the disability days reported by51% of the disability days reported by

people meeting criteria for these mental dis-people meeting criteria for these mental dis-

orders, and for 56% of the consultationsorders, and for 56% of the consultations

for a mental problem. This table containsfor a mental problem. This table contains

information about any comorbidity; itinformation about any comorbidity; it

does not contain any information aboutdoes not contain any information about

comorbidity between specific disorders.comorbidity between specific disorders.

In the cells below and to the left ofIn the cells below and to the left of

the diagonal (signified by –) in Table 2 wethe diagonal (signified by –) in Table 2 we

present a matrix of bivariate ORs for allpresent a matrix of bivariate ORs for all

66 comorbid disorder pairs that shows that66 comorbid disorder pairs that shows that

almost all combinations are larger thanalmost all combinations are larger than

one, and thus are much more commonone, and thus are much more common

than expected. In the present material,than expected. In the present material,

83% of the displayed ORs for current83% of the displayed ORs for current

comorbid disorder were larger than thecomorbid disorder were larger than the

ORs for 12-month comorbidity (WilcoxonORs for 12-month comorbidity (Wilcoxon

signed ranks test,signed ranks test, PP550.001; Siegel, 1956).0.001; Siegel, 1956).

The cells above and to the right of theThe cells above and to the right of the

diagonal in Table 2 give the multivariatediagonal in Table 2 give the multivariate

ORs in which the unique association be-ORs in which the unique association be-

tween two diagnoses are presented, aftertween two diagnoses are presented, after

controlling for the general probability ofcontrolling for the general probability of

comorbidity. The resulting multivariatecomorbidity. The resulting multivariate

3 0 83 0 8
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ORs are significantly less than theORs are significantly less than the

bivariate ORs. The within-disorder groupbivariate ORs. The within-disorder group

ORs (in bold) are significantly larger thanORs (in bold) are significantly larger than

those between disorders in different groupsthose between disorders in different groups

(Mann–Whitney(Mann–Whitney UU¼85.5,85.5, PP550.001;0.001;

Siegel, 1956). There are, however, aSiegel, 1956). There are, however, a

number of significant and informativenumber of significant and informative

associations between disorders from differ-associations between disorders from differ-

ent groups. There is a significant associa-ent groups. There is a significant associa-

tion between generalised anxiety disordertion between generalised anxiety disorder

(GAD) and affective disorders (ORs of(GAD) and affective disorders (ORs of

10.2 for depression, 12.6 for dysthymia)10.2 for depression, 12.6 for dysthymia)

and the ORs are higher than thoseand the ORs are higher than those

between GAD and the other anxietybetween GAD and the other anxiety

disorders (ORs of 2.3–5.3). Similarly, thedisorders (ORs of 2.3–5.3). Similarly, the

ORs for post-traumatic stress disorderORs for post-traumatic stress disorder

(PTSD) are highest for its association with(PTSD) are highest for its association with

depression (ORdepression (OR¼6.7), and with the excep-6.7), and with the excep-

tion of obsessive–compulsive disordertion of obsessive–compulsive disorder

(OR(OR¼6.0) the associations with other an-6.0) the associations with other an-

xiety disorders are not significant at thexiety disorders are not significant at the

0.001 level. The multivariate associations0.001 level. The multivariate associations

between obsessive–compulsive disorderbetween obsessive–compulsive disorder

and the other anxiety disorders are alsoand the other anxiety disorders are also

non-significant (ORs of 1.6–2.3). Sub-non-significant (ORs of 1.6–2.3). Sub-

stance abuse/dependence have only moder-stance abuse/dependence have only moder-

ate relationships with other disorders, withate relationships with other disorders, with

only alcohol abuse/dependence and depres-only alcohol abuse/dependence and depres-

sion reaching a significance level of 0.001sion reaching a significance level of 0.001

(OR(OR¼3.1). Cluster A personality disorders3.1). Cluster A personality disorders

exhibit a significant relationship withexhibit a significant relationship with

panic/agoraphobia (ORpanic/agoraphobia (OR¼2.3) and cluster2.3) and cluster

C personality disorders exhibit a signifi-C personality disorders exhibit a signifi-

cant relationship with social phobiacant relationship with social phobia

(OR(OR¼5.5). Multivariate comorbidity is5.5). Multivariate comorbidity is

strong between the clusters of personalitystrong between the clusters of personality

disorder (ORs of 7.8–24.1).disorder (ORs of 7.8–24.1).

It is clear from Table 1 that comorbid-It is clear from Table 1 that comorbid-

ity is associated with increased disability,ity is associated with increased disability,

distress, service use and neuroticism. Fromdistress, service use and neuroticism. From

Table 2 it is evident that comorbidityTable 2 it is evident that comorbidity

occurs more often than would be expectedoccurs more often than would be expected

by chance, and that even when controllingby chance, and that even when controlling

for this phenomenon, some disorder pairsfor this phenomenon, some disorder pairs

occur more often than others and that theseoccur more often than others and that these

combinations are meaningful. What is notcombinations are meaningful. What is not

clear from either of these tables is whichclear from either of these tables is which

diagnostic combinations are particularlydiagnostic combinations are particularly

likely to generate an excess of either dis-likely to generate an excess of either dis-

ability days or consulting for a mentalability days or consulting for a mental

problem.problem.

Relationship with specific disordersRelationship with specific disorders

Is the relation between comorbidity, dis-Is the relation between comorbidity, dis-

ability and service utilisation associatedability and service utilisation associated

with particular disorders or groups of dis-with particular disorders or groups of dis-

orders? We used regression models toorders? We used regression models to

explore the association between disability,explore the association between disability,

service use and the comorbidity by pairsservice use and the comorbidity by pairs

of disorder groups (i.e. depression plus dys-of disorder groups (i.e. depression plus dys-

thymia equals affective disorder group,thymia equals affective disorder group,

etc.), controlling for socio-demographicetc.), controlling for socio-demographic

factors, presence of a chronic physicalfactors, presence of a chronic physical

disorder and number of comorbid mentaldisorder and number of comorbid mental

disorder groups. Although most pairs ofdisorder groups. Although most pairs of

groups were more disabling than eachgroups were more disabling than each

disorder group alone (affective/anxiety,disorder group alone (affective/anxiety,

PP550.001; affective/substance use,0.001; affective/substance use,

PP550.001;0.001; affective/personality disorders,affective/personality disorders,

PP550.001; anxiety/substance use,0.001; anxiety/substance use, PP550.01;0.01;

anxiety/personality disorders,anxiety/personality disorders, PP550.001),0.001),

the combination of substance use andthe combination of substance use and

personality disorder was not (personality disorder was not (PP¼0.79;0.79;

Table 3). Only the combination of affectiveTable 3). Only the combination of affective

and anxiety disorders was significantlyand anxiety disorders was significantly

associated with disability as measured byassociated with disability as measured by

the SF–12 (the SF–12 (PP550.001) and with number of0.001) and with number of

consultations for a mental problemconsultations for a mental problem

((PP550.001) in comparison with other0.001) in comparison with other

comorbid disorder group pairs.comorbid disorder group pairs.

Comorbidity, measured by the numberComorbidity, measured by the number

of disorder groups, is associated with in-of disorder groups, is associated with in-

creased disability and service use, regardlesscreased disability and service use, regardless

of which disorder groups are in combina-of which disorder groups are in combina-

tion. However, once the general effect oftion. However, once the general effect of

comorbidity between disorder groups iscomorbidity between disorder groups is

controlled, only anxiety and affective dis-controlled, only anxiety and affective dis-

order groups in combination are associatedorder groups in combination are associated

with increased disability and service usewith increased disability and service use

compared with other disorder groupcompared with other disorder group

combinations.combinations.

Use of survey data to controlUse of survey data to control
for comorbidityfor comorbidity

Respondents who reported symptoms ofRespondents who reported symptoms of

more than one disorder were asked tomore than one disorder were asked to

nominate which of their clinically signifi-nominate which of their clinically signifi-

cant groups of symptoms they would con-cant groups of symptoms they would con-

sider to be ‘the problem that troubles yousider to be ‘the problem that troubles you

the most’. Thus, it was possible to codethe most’. Thus, it was possible to code

all respondents who met criteria for twoall respondents who met criteria for two

or more disorders against their principalor more disorders against their principal

disorder, as recommended in DSM–IV.disorder, as recommended in DSM–IV.

We initially restricted analysis to peopleWe initially restricted analysis to people

who had at least one disorder from twowho had at least one disorder from two

different disorder groups, that is to thosedifferent disorder groups, that is to those

comorbid disorder group pairs listed incomorbid disorder group pairs listed in

the section above. People who had affectivethe section above. People who had affective

or anxiety disorders in combination withor anxiety disorders in combination with

310310

Table 3Table 3 Parameter estimates andParameter estimates and PP values from linear regressionmodels examining comorbid disorder groups as predictors of disability, controlling for comorbidity invalues from linear regressionmodels examining comorbid disorder groups as predictors of disability, controlling for comorbidity in

generalgeneral

Comorbid disorder groupComorbid disorder group Mean disabilityMean disability11

(s.e.)(s.e.)

Significance of comorbid disorder group comparisons in predicting disabilitySignificance of comorbid disorder group comparisons in predicting disability

Comparison 1: comorbid disorderComparison 1: comorbid disorder

groupgroup v.v. each disordereach disorder

group alonegroup alone

Comparison 2: comorbid disorder groupComparison 2: comorbid disorder group

v.v. all other two-disorder groupall other two-disorder group

combinationscombinations

bb (s.e.)(s.e.) PP bb (s.e.)(s.e.) PP

Model 1: affective disorder with anxietyModel 1: affective disorder with anxiety11 30.1 (1.1)30.1 (1.1) 10.0 (1.2)10.0 (1.2) 0.00000.0000 9.2 (1.2)9.2 (1.2) 0.00000.0000

Model 2: affective disorder with substance useModel 2: affective disorder with substance use 32.8 (2.9)32.8 (2.9) 11.2 (2.9)11.2 (2.9) 0.00050.0005 3.3 (3.1)3.3 (3.1) 0.29350.2935

Model 3: affective disorder with personality disorderModel 3: affective disorder with personality disorder 33.7 (1.5)33.7 (1.5) 9.0 (1.5)9.0 (1.5) 0.00000.0000 2.6 (1.9)2.6 (1.9) 0.19010.1901

Model 4: anxiety with substance useModel 4: anxiety with substance use 39.4 (2.3)39.4 (2.3) 6.8 (2.1)6.8 (2.1) 0.00260.0026 773.5 (2.2)3.5 (2.2) 0.12030.1203

Model 5: anxiety with personality disorderModel 5: anxiety with personality disorder 38.8 (1.1)38.8 (1.1) 6.2 (1.3)6.2 (1.3) 0.00000.0000 773.4 (1.5)3.4 (1.5) 0.02740.0274

Model 6: substance use with personality disorderModel 6: substance use with personality disorder 47.2 (2.4)47.2 (2.4) 0.7 (2.5)0.7 (2.5) 0.79190.7919 7712.7 (2.6)12.7 (2.6) 0.00000.0000

Regression models controlled for socio-demographic factors, presence of a chronic physical condition and number of disorders.The disorder group variable for model1was codedRegression models controlled for socio-demographic factors, presence of a chronic physical condition and number of disorders.The disorder group variable for model1was coded
with the following levels: 1, no disorder; 2, one disorder group and thatdisorder group is either affective or anxiety; 3, two disorder groups and those disorder groups are affective andwith the following levels: 1, no disorder; 2, one disorder group and thatdisorder group is either affective or anxiety; 3, two disorder groups and those disorder groups are affective and
anxiety; 4, two disorder groups and those disorder groups are not affective or anxiety; 5, any combination of three disorder groups, 6, all four disorder groups. All othermodels wereanxiety; 4, two disorder groups and those disorder groups are not affective or anxiety; 5, any combination of three disorder groups, 6, all four disorder groups. All othermodels were
coded in the sameway, substituting the disorders of interest for anxiety and affective disorders.coded in the sameway, substituting the disorders of interest for anxiety and affective disorders.
1. Disability wasmeasured using themental health component scale of the12-item Short Form Health Survey (SF^12). Lower scores indicate higher levels of disability.1. Disability wasmeasured using themental health component scale of the12-item Short Form Health Survey (SF^12). Lower scores indicate higher levels of disability.

https://doi.org/10.1192/bjp.181.4.306 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.181.4.306


DECONSTRUCTING COMORBIDITYDECONSTRUCTING COMORBIDIT Y

other disorder groups were more likely toother disorder groups were more likely to

choose affective or anxiety disorders aschoose affective or anxiety disorders as

their main problem. Only a limited numbertheir main problem. Only a limited number

of people with comorbid personalityof people with comorbid personality

((nn¼22) or substance use disorders (22) or substance use disorders (nn¼29)29)

identified these disorders as their mainidentified these disorders as their main

problem. People who nominated affectiveproblem. People who nominated affective

or anxiety disorders as their mainor anxiety disorders as their main

problem in a comorbid pair were moreproblem in a comorbid pair were more

likely to be female, more disabled, morelikely to be female, more disabled, more

distressed, to have a higher neuroticismdistressed, to have a higher neuroticism

score, and to use more services thanscore, and to use more services than

people with personality or substance usepeople with personality or substance use

disorders (disorders (PP550.001 for all comparisons).0.001 for all comparisons).

Those with substance use disorders wereThose with substance use disorders were

younger than those in the other threeyounger than those in the other three

groups (groups (PP550.001 for all comparisons).0.001 for all comparisons).

In order to consider the usefulness ofIn order to consider the usefulness of

this approach it needs to be applied to thethis approach it needs to be applied to the

whole sample, not just to those who metwhole sample, not just to those who met

criteria for disorder group pairs. In Tablecriteria for disorder group pairs. In Table

4 we present data from everyone in the4 we present data from everyone in the

study who met the criteria for any of thesestudy who met the criteria for any of these

12 mental disorders. For the 60% who met12 mental disorders. For the 60% who met

criteria for only one disorder, that disordercriteria for only one disorder, that disorder

would be their only, and therefore main,would be their only, and therefore main,

problem, whereas the 40% who met criter-problem, whereas the 40% who met criter-

ia for more than one disorder nominatedia for more than one disorder nominated

one of their comorbid disorders as theirone of their comorbid disorders as their

main problem. Twenty people with comor-main problem. Twenty people with comor-

bid neurasthenia or psychosis nominatedbid neurasthenia or psychosis nominated

one of those disorders as their main pro-one of those disorders as their main pro-

blem and were lost to the calculation. Tableblem and were lost to the calculation. Table

4 also presents the significance of specific4 also presents the significance of specific

comparisons across the groups. In general,comparisons across the groups. In general,

people whose only or main problem waspeople whose only or main problem was

an affective or anxiety disorder were morean affective or anxiety disorder were more

likely to be older, female, disabled,likely to be older, female, disabled,

distressed, have a higher neuroticism score,distressed, have a higher neuroticism score,

or use more services than people whoseor use more services than people whose

only or main problem was a personalityonly or main problem was a personality

or substance use disorder (or substance use disorder (PP550.001 for0.001 for

all comparisons). In short, people with anall comparisons). In short, people with an

affective or anxiety disorder as their mainaffective or anxiety disorder as their main

problem accounted for 73% of the totalproblem accounted for 73% of the total

disability days and 79% of the consulta-disability days and 79% of the consulta-

tions recorded by people who identified ations recorded by people who identified a

disorder in one of these four groups of dis-disorder in one of these four groups of dis-

orders as their main problem. Affective andorders as their main problem. Affective and

anxiety disorders, separately and together,anxiety disorders, separately and together,

are significant sources of disability andare significant sources of disability and

service utilisation.service utilisation.

In the lower part of Table 4 we list, byIn the lower part of Table 4 we list, by

main-problem disorder group, the propor-main-problem disorder group, the propor-

tion who had other comorbid disorders.tion who had other comorbid disorders.

In the affective disorder group 52.3% hadIn the affective disorder group 52.3% had

concurrent disorders, of which 36.0% wereconcurrent disorders, of which 36.0% were

anxiety disorders, 27.5% personality disor-anxiety disorders, 27.5% personality disor-

ders and 14.9% substance use disorders. Inders and 14.9% substance use disorders. In

contrast, only 12.6% of people with sub-contrast, only 12.6% of people with sub-

stance use disorders as their principal dis-stance use disorders as their principal dis-

order met criteria for a comorbid disorderorder met criteria for a comorbid disorder

and, with the exception of personality dis-and, with the exception of personality dis-

order (9.6%), comorbidity with affectiveorder (9.6%), comorbidity with affective

and anxiety disorders was rare.and anxiety disorders was rare.

DISCUSSIONDISCUSSION

Is comorbidity an artefact?Is comorbidity an artefact?

Much has been published about comorbid-Much has been published about comorbid-

ity in the mental disorders (see Sturt, 1981;ity in the mental disorders (see Sturt, 1981;

BoydBoyd et alet al, 1984; Andrews, 1996; Kessler, 1984; Andrews, 1996; Kessler etet

alal, 1996; Wittchen, 1996). Using data from, 1996; Wittchen, 1996). Using data from

community surveys, all these researcherscommunity surveys, all these researchers

have noted that concurrent comorbidity ishave noted that concurrent comorbidity is

more frequent than could be expected frommore frequent than could be expected from

the prevalence of the individual disorders,the prevalence of the individual disorders,
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Table 4Table 4 Disability, distress, neuroticism and service utilisation bymain problem (in thewhole sample)Disability, distress, neuroticism and service utilisation bymain problem (in thewhole sample)

Disorder group nominated as main problemDisorder group nominated as main problem

AA

Affective disorderAffective disorder

((nn¼337)337)

BB

Anxiety disorderAnxiety disorder

((nn¼454)454)

CC

Personality disorderPersonality disorder

((nn¼301)301)

DD

Substance use disorderSubstance use disorder

((nn¼262)262)

ComparisonsComparisons

significant at thesignificant at the

PP¼0.001 level0.001 level

Prevalence (weighted % (s.e.))Prevalence (weighted % (s.e.)) 2.7 (0.2)2.7 (0.2) 3.9 (0.2)3.9 (0.2) 3.1 (0.2)3.1 (0.2) 2.6 (0.2)2.6 (0.2) ^̂

Demographic characteristicsDemographic characteristics

Female (% (s.e.))Female (% (s.e.)) 60.6 (2.9)60.6 (2.9) 59.6 (2.2)59.6 (2.2) 45.0 (3.0)45.0 (3.0) 27.5 (3.2)27.5 (3.2) (A(A¼B)B)44CC44DD

Age in years (mean (s.e.))Age in years (mean (s.e.)) 42.5 (0.8)42.5 (0.8) 40.4 (0.8)40.4 (0.8) 39.5 (1.1)39.5 (1.1) 31.7 (0.8)31.7 (0.8) (A(A¼BB¼C)C)44DD

DisabilityDisability

SF^12 score (mean (s.e.))SF^12 score (mean (s.e.)) 32.8 (0.6)32.8 (0.6) 39.7 (0.8)39.7 (0.8) 46.3 (0.7)46.3 (0.7) 49.3 (0.6)49.3 (0.6) AA44BB44CC44DD

Disability days (mean (s.e.))Disability days (mean (s.e.)) 11.1 (0.8)11.1 (0.8) 8.5 (0.6)8.5 (0.6) 4.9 (0.7)4.9 (0.7) 3.4 (0.5)3.4 (0.5) (A(A¼B)B)44(C(C¼D)D)

% of total disability days% of total disability days 34.234.2 38.438.4 17.217.2 10.210.2 ^̂

DistressDistress

K10 score (mean (s.e.))K10 score (mean (s.e.)) 26.0 (0.5)26.0 (0.5) 22.2 (0.4)22.2 (0.4) 17.6 (0.3)17.6 (0.3) 15.9 (0.3)15.9 (0.3) AA44BB44CC44DD

NeuroticismNeuroticism

EPQ^N score (mean (s.e.))EPQ^N score (mean (s.e.)) 6.5 (0.2)6.5 (0.2) 6.4 (0.2)6.4 (0.2) 4.9 (0.2)4.9 (0.2) 3.7 (0.2)3.7 (0.2) (A(A¼B)B)44(C(C¼D)D)

Service useService use

No. of consultations (mean (s.e.))No. of consultations (mean (s.e.)) 6.2 (0.4)6.2 (0.4) 4.0 (0.3)4.0 (0.3) 1.3 (0.2)1.3 (0.2) 1.0 (0.2)1.0 (0.2) AA44BB44(C(C¼D)D)

% of total consultations% of total consultations 40.240.2 38.438.4 13.313.3 8.18.1 ^̂

Comorbidity (% (s.e.))Comorbidity (% (s.e.))

Any other current disorderAny other current disorder 52.3 (3.0)52.3 (3.0) 40.2 (3.2)40.2 (3.2) 8.0 (1.3)8.0 (1.3) 12.6 (2.1)12.6 (2.1) ^̂

Affective disorderAffective disorder ^̂ 16.9 (1.7)16.9 (1.7) 1.5 (0.7)1.5 (0.7) 2.3 (0.9)2.3 (0.9) ^̂

Anxiety disorderAnxiety disorder 36.0 (3.0)36.0 (3.0) ^̂ 5.0 (1.0)5.0 (1.0) 3.0 (0.9)3.0 (0.9) ^̂

Personality disorderPersonality disorder 27.5 (3.3)27.5 (3.3) 27.8 (2.8)27.8 (2.8) ^̂ 9.6 (2.2)9.6 (2.2) ^̂

Substance use disorderSubstance use disorder 14.9 (1.6)14.9 (1.6) 8.7 (1.4)8.7 (1.4) 2.8 (1.0)2.8 (1.0) ^̂ ^̂

EPQ^N, Eysenck Personality Questionnaire, neuroticism scale; K10, Kessler Psychological Distress Scale; SF^12, 12-item Short Form Health Survey.EPQ^N, Eysenck Personality Questionnaire, neuroticism scale; K10, Kessler Psychological Distress Scale; SF^12, 12-item Short Form Health Survey.
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and that such comorbidity is associatedand that such comorbidity is associated

with increased morbidity and service utili-with increased morbidity and service utili-

sation. It is sometimes unclear whether thesation. It is sometimes unclear whether the

extra morbidity is due simply to the numberextra morbidity is due simply to the number

of comorbid disorders, or to the impact ofof comorbid disorders, or to the impact of

particular disorders when comorbid. Dis-particular disorders when comorbid. Dis-

cussion of comorbidity has centred aroundcussion of comorbidity has centred around

three topics: whether some or all of thethree topics: whether some or all of the

phenomenon is an artefact of the instru-phenomenon is an artefact of the instru-

ments; whether the relation between co-ments; whether the relation between co-

morbidity and disability and servicemorbidity and disability and service

utilisation is a function of the number ofutilisation is a function of the number of

comorbid disorders or is associated withcomorbid disorders or is associated with

particular disorders, or both; and whetherparticular disorders, or both; and whether

there is some method whereby the epi-there is some method whereby the epi-

demiological data can be used to prioritisedemiological data can be used to prioritise

comorbid disorders.comorbid disorders.

In the present study concurrent co-In the present study concurrent co-

morbidity was common and 40% of themorbidity was common and 40% of the

sample with any current disorder metsample with any current disorder met

criteria for more than one current disorder.criteria for more than one current disorder.

Kessler (1995) and Angst (1996) noted thatKessler (1995) and Angst (1996) noted that

people who were comorbid at some timepeople who were comorbid at some time

had increased rates of service utilisation.had increased rates of service utilisation.

We are unaware of data on increases in dis-We are unaware of data on increases in dis-

ability measures, distress and neuroticismability measures, distress and neuroticism

associated with current comorbidity. Theassociated with current comorbidity. The

data analysed here were restricted to dis-data analysed here were restricted to dis-

orders currently present, but even so, thereorders currently present, but even so, there

was a strong linear relation betweenwas a strong linear relation between

number of disorders and disability, distress,number of disorders and disability, distress,

neuroticism and service use. Twenty-oneneuroticism and service use. Twenty-one

per cent of the people who met criteria forper cent of the people who met criteria for

any mental disorder met criteria for threeany mental disorder met criteria for three

or more current disorders, and theyor more current disorders, and they

accounted for 33% of the disability daysaccounted for 33% of the disability days

and for 37% of the service use. Comorbid-and for 37% of the service use. Comorbid-

ity has serious consequences and, becauseity has serious consequences and, because

of the linear nature of the relationships, isof the linear nature of the relationships, is

unlikely to be an artefact of the method ofunlikely to be an artefact of the method of

inquiry, a view proposed by Sturt (1981).inquiry, a view proposed by Sturt (1981).

Does the pattern of comorbidityDoes the pattern of comorbidity
inform nosology?inform nosology?

Is the pattern of comorbidity random orIs the pattern of comorbidity random or

meaningful? Bivariate ORs for current co-meaningful? Bivariate ORs for current co-

morbidity were significantly higher thanmorbidity were significantly higher than

those for the 12-month comorbidity. Datathose for the 12-month comorbidity. Data

from Kessler (1995) showed a similar phe-from Kessler (1995) showed a similar phe-

nomenon. In the NCS, 90% of the 6-monthnomenon. In the NCS, 90% of the 6-month

ORs were larger than the correspondingORs were larger than the corresponding

lifetime ORs (lifetime ORs (PP550.001). The NCS data0.001). The NCS data

and the 12-month and 1-month data fromand the 12-month and 1-month data from

our survey show similar patterns. This re-our survey show similar patterns. This re-

plicated finding raises the possibility thatplicated finding raises the possibility that

the occurrence of one disorder can be af-the occurrence of one disorder can be af-

fected by the presence of another disorder.fected by the presence of another disorder.

Kessler (1995) reported a drop in averageKessler (1995) reported a drop in average

odds ratios from within a diagnostic groupodds ratios from within a diagnostic group

to between diagnostic groups. This effectto between diagnostic groups. This effect

was also obvious in the present data. It iswas also obvious in the present data. It is

difficult to think what might explain thesedifficult to think what might explain these

changes, except for the idea that thechanges, except for the idea that the

presence of one disorder might generatepresence of one disorder might generate

symptoms in an individual that could meetsymptoms in an individual that could meet

criteria for another disorder, or be suffi-criteria for another disorder, or be suffi-

cient to convert a sub-threshold secondarycient to convert a sub-threshold secondary

disorder into one that met diagnosticdisorder into one that met diagnostic

criteria, especially when both were withincriteria, especially when both were within

the same diagnostic group.the same diagnostic group.

Bivariate ORs illustrate the general phe-Bivariate ORs illustrate the general phe-

nomenon, whereas multivariate ORs, innomenon, whereas multivariate ORs, in

which the general tendency is controlled,which the general tendency is controlled,

throw the specific associations into relief.throw the specific associations into relief.

Odds ratios were highest within disordersOdds ratios were highest within disorders

of the same group, as expected, but signifi-of the same group, as expected, but signifi-

cant ORs occurred between disordercant ORs occurred between disorder

groups, and were especially pronouncedgroups, and were especially pronounced

between the affective and anxiety disorders.between the affective and anxiety disorders.

Cross-category influences are important,Cross-category influences are important,

and many have argued that depressive dis-and many have argued that depressive dis-

orders follow anxiety disorders. Kesslerorders follow anxiety disorders. Kessler etet

alal (1999), for example, calculated that(1999), for example, calculated that

10–15% of depression could be attributed10–15% of depression could be attributed

to earlier social phobia. Kessler (1995)to earlier social phobia. Kessler (1995)

had shown a stronger association betweenhad shown a stronger association between

the anxiety and affective disorders thanthe anxiety and affective disorders than

between substance use disorder and eitherbetween substance use disorder and either

anxiety or affective disorders. A similaranxiety or affective disorders. A similar

picture was evident in the present regres-picture was evident in the present regres-

sion analyses: comorbid anxiety and affec-sion analyses: comorbid anxiety and affec-

tive disorders were better predictors oftive disorders were better predictors of

disability and service utilisation than anydisability and service utilisation than any

other pair. Comorbidity with substanceother pair. Comorbidity with substance

use disorders is often regarded as giving riseuse disorders is often regarded as giving rise

to great morbidity. Neither in the NCS, norto great morbidity. Neither in the NCS, nor

in the present survey, was this so.in the present survey, was this so.

Looking at the pattern of multivariateLooking at the pattern of multivariate

ORs, the within-group elevated ORs areORs, the within-group elevated ORs are

to be expected because disorders in theto be expected because disorders in the

same group share similar symptom sets, asame group share similar symptom sets, a

finding that supports the dimensionality offinding that supports the dimensionality of

most diagnoses. For example, depressionmost diagnoses. For example, depression

and dysthymia, social phobia and panic/and dysthymia, social phobia and panic/

agorapobia, alcohol and drug dependenceagorapobia, alcohol and drug dependence

all have symptoms in common and showall have symptoms in common and show

elevated ORs. We have elsewhere arguedelevated ORs. We have elsewhere argued

that the three panic/agoraphobia disordersthat the three panic/agoraphobia disorders

should be reclassified as one syndromeshould be reclassified as one syndrome

(Andrews & Slade, 2002), and did so for(Andrews & Slade, 2002), and did so for

this analysis because having three mutuallythis analysis because having three mutually

exclusive categories would preclude theexclusive categories would preclude the

calculation of ORs.calculation of ORs.

When disorders in the same group doWhen disorders in the same group do

not show elevated ORs one can asknot show elevated ORs one can ask

whether the disorder is misclassified as awhether the disorder is misclassified as a

member of that group. For example,member of that group. For example,

obsessive–compulsive disorder does notobsessive–compulsive disorder does not

show elevated odds ratios with the othershow elevated odds ratios with the other

anxiety disorders, the ICD–10 classifies itanxiety disorders, the ICD–10 classifies it

separately (World Health Organization,separately (World Health Organization,

1992), and there is continuing discussion1992), and there is continuing discussion

as to whether it is best categorised as partas to whether it is best categorised as part

of a separate group of disorders sometimesof a separate group of disorders sometimes

called the obsessive–compulsive spectrumcalled the obsessive–compulsive spectrum

disorders (Hollander & Wong, 1995).disorders (Hollander & Wong, 1995).

Conversely, elevated between-group ORsConversely, elevated between-group ORs

might inform about more appropriatemight inform about more appropriate

classification or about common causes ofclassification or about common causes of

two disorders. Although there is, as everytwo disorders. Although there is, as every

clinician knows, a significant bivariateclinician knows, a significant bivariate

association between all affective andassociation between all affective and

anxiety disorders, only GAD and PTSDanxiety disorders, only GAD and PTSD

maintain this association multivariately.maintain this association multivariately.

Generalised anxiety disorder is highlyGeneralised anxiety disorder is highly

comorbid with both depression andcomorbid with both depression and

dysthymia, and there are genetic anddysthymia, and there are genetic and

phenomenological data that suggest it mayphenomenological data that suggest it may

be more akin to the affective group thanbe more akin to the affective group than

to the anxiety group of disorders (Kendler,to the anxiety group of disorders (Kendler,

1996; Vollebergh1996; Vollebergh et alet al, 2001). Depression, 2001). Depression

and PTSD are also highly comorbid, whichand PTSD are also highly comorbid, which

may not be surprising given that adversitymay not be surprising given that adversity

can cause both.can cause both.

Is the principal complaint methodIs the principal complaint method
informative?informative?

Although the combination of affective dis-Although the combination of affective dis-

orders with anxiety disorders is found toorders with anxiety disorders is found to

be the best predictor of disability andbe the best predictor of disability and

service utilisation, there is no method forservice utilisation, there is no method for

deciding the relative contribution of each.deciding the relative contribution of each.

Identifying each person’s main problem orIdentifying each person’s main problem or

principal complaint is a possible advance.principal complaint is a possible advance.

We looked at data for all people reportingWe looked at data for all people reporting

two or more of the four groups oftwo or more of the four groups of

disorders, and found that few people nomi-disorders, and found that few people nomi-

nated substance use or personalitynated substance use or personality

disorders as their main problem. Inspectingdisorders as their main problem. Inspecting

data from the whole data-set we discovereddata from the whole data-set we discovered

that when identified as the principalthat when identified as the principal

complaint, the anxiety and affectivecomplaint, the anxiety and affective

disorder groups contribute equally, anddisorder groups contribute equally, and

together account for four-fifths of disabilitytogether account for four-fifths of disability

days and mental health consultationsdays and mental health consultations

attributed to people with these four groupsattributed to people with these four groups

of disorders. In a population sample neitherof disorders. In a population sample neither

principal complaints of substance useprincipal complaints of substance use

disorder nor of personality disorder aredisorder nor of personality disorder are

of great importance as determinants ofof great importance as determinants of

disability or service use.disability or service use.

Two disorders were excluded from theTwo disorders were excluded from the

current analysis. Criteria for current neur-current analysis. Criteria for current neur-

asthenia were met by a weighted 1.1% ofasthenia were met by a weighted 1.1% of

the population (i.e. 140 survey respon-the population (i.e. 140 survey respon-

dents); 33 had no comorbid condition anddents); 33 had no comorbid condition and

only 22 of the remaining 107 persons nomi-only 22 of the remaining 107 persons nomi-

nated neurasthenia as their main problem.nated neurasthenia as their main problem.
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The addition of neurasthenia to the presentThe addition of neurasthenia to the present

results would have complicated but notresults would have complicated but not

changed the meaning of the tables. Psycho-changed the meaning of the tables. Psycho-

sis is different. The survey used a psychosissis is different. The survey used a psychosis

screener and identified 0.4% of the entirescreener and identified 0.4% of the entire

population as possibly suffering from psy-population as possibly suffering from psy-

chosis. The related low-prevalence disorderchosis. The related low-prevalence disorder

survey (Jablenskysurvey (Jablensky et alet al, 2000) using precise, 2000) using precise

diagnostic instruments also calculated thediagnostic instruments also calculated the

prevalence of psychosis to be 0.4%. Weprevalence of psychosis to be 0.4%. We

have concluded (Andrewshave concluded (Andrews et alet al, 2001, 2001cc) that) that

psychosis accounts for only 8% of the dis-psychosis accounts for only 8% of the dis-

ability attributed to mental disorders givenability attributed to mental disorders given

the following conservative assumptions;the following conservative assumptions;

that the 0.4% of the population identifiedthat the 0.4% of the population identified

by the screener were all cases, that allby the screener were all cases, that all

identified psychosis as their principal com-identified psychosis as their principal com-

plaint, and that their average level of dis-plaint, and that their average level of dis-

ability was severe (3 standard deviationsability was severe (3 standard deviations

below the population mean on the SF–12).below the population mean on the SF–12).

Even with those assumptions, the anxietyEven with those assumptions, the anxiety

and affective disorders still accounted forand affective disorders still accounted for

more than 70% of the disability attributedmore than 70% of the disability attributed

to mental disorders. The inclusion of psy-to mental disorders. The inclusion of psy-

chosis would not have materially alteredchosis would not have materially altered

the present data.the present data.

What are the implications?What are the implications?

This paper has described the epidemiologyThis paper has described the epidemiology

of current comorbidity – information thatof current comorbidity – information that

has clinical value. The majority of peoplehas clinical value. The majority of people

who seek help for a mental disorder havewho seek help for a mental disorder have

more than one disorder and will be more dis-more than one disorder and will be more dis-

abled, distressed and have higher neuroti-abled, distressed and have higher neuroti-

cism scores than people who do notcism scores than people who do not

consult. Patients can nominate the disorderconsult. Patients can nominate the disorder

that troubles them the most, and wise clini-that troubles them the most, and wise clini-

cians would formulate an initial treatmentcians would formulate an initial treatment

plan to take this principal complaint intoplan to take this principal complaint into

account. Not to do so would invite non-account. Not to do so would invite non-

compliance. Substance use disorders andcompliance. Substance use disorders and

personality disorders were seldom nomi-personality disorders were seldom nomi-

nated as principal complaints, but this doesnated as principal complaints, but this does

not mean that they were unimportant, onlynot mean that they were unimportant, only

that they were not the principal reason thethat they were not the principal reason the

patient came for treatment. If compliancepatient came for treatment. If compliance

is dependent on responding to the principalis dependent on responding to the principal

complaint, therapeutic success might becomplaint, therapeutic success might be

dependent on treatment of the associateddependent on treatment of the associated

substance use or personality disorder.substance use or personality disorder.

Identification of a principal complaintIdentification of a principal complaint

does not mean devaluing the importancedoes not mean devaluing the importance

of the comorbid disorders, only ofof the comorbid disorders, only of

prioritising the elements of the treatmentprioritising the elements of the treatment

plan. For example, depression with aplan. For example, depression with a

comorbid anxiety disorder has a poor prog-comorbid anxiety disorder has a poor prog-

nosis (McLeodnosis (McLeod et alet al, 1992), and its treat-, 1992), and its treat-

ment – although initially focused on thement – although initially focused on the

depression – would have to take account ofdepression – would have to take account of

the anxiety if relapse was to be inhibited.the anxiety if relapse was to be inhibited.

Thus, on both epidemiological and clinicalThus, on both epidemiological and clinical

grounds comorbidity is valuable informationgrounds comorbidity is valuable information

that needs to be understood.that needs to be understood.
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