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Abstract

Relevance. Somatized mental disorders and persistent physical symptoms are an important but
often insufficiently recognized problem in primary health care. Such patients usually turn to primary health
care doctors first; however, the variety of symptoms, accompanied by anxiety and depression, stigma, and
diagnostic difficulties, hinders their timely detection. In this regard, it is important to integrate mental health
into the primary health care system and develop interdisciplinary care models.

Objective. To systematize current evidence on the evolution of terminology, the causes of
underrecognition, the tools for early identification, and the organizational models of mental health integration
relevant to the diagnosis of somatized mental disorders at the primary health care level.

Materials and Methods. This study was conducted as a narrative review, with a systematic literature
search across PubMed, Scopus, and Web of Science, and an analysis of documents issued by the World
Health Organization, World Health Organization /Europe, and the World Organization of Family Doctors.
The main focus was placed on publications from 2015 to 2025; however, earlier works of conceptual
importance were also included. The initial search identified 107 publications, of which 43 sources were
included in the final analysis after title and abstract screening and duplicate removal.

Conclusions. Current scientific data show that the transition from the concepts of somatoform
disorders and medically unexplained symptoms to the concepts of Somatic Symptom Disorder, bodily
distress disorder, and persistent physical symptoms is important for clinical practice in primary health care.
The diagnosis of these conditions should be based on periodic clinical assessment, including screening
tools (PHQ-15, SSS-8, SSD-12), dynamic monitoring, and functional status assessment. The integration of
mental health into primary health care and the development of a multidisciplinary approach will contribute
to early detection and improved access to health care.

Keywords: somatized mental disorders, persistent physical symptoms, somatic symptom disorder,
primary health care, early diagnosis, mental health integration, collaborative care.

Introduction

In primary health care (hereinafter — PHC)
practice, patients presenting with persistent physi-
cal symptoms, functional complaints, and soma-
tized mental disorders represent a significant clini-
cal and organizational challenge. In contemporary
literature, this group of conditions is increasingly
described under the umbrella term of persistent
physical symptoms/persistent somatic symptoms,
which encompasses distressing bodily complaints
that persist for several months or more, regardless
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of their origin [1]. At the same time, recent years
have seen a continuing shift away from earlier
terms such as somatoform disorders and medically
unexplained symptoms toward more contemporary
diagnostic and conceptual frameworks, includ-
ing somatic symptom disorder and bodily distress
disorder, which is of fundamental importance for
clinical practice at the PHC level [1; 2].

The relevance of this issue is largely deter-
mined by the fact that patients with such symptom-
atology most often seek care from a general practi-
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tioner, internist, or another PHC professional rather
than a psychiatrist. Studies conducted in PHC set-
tings show that bodily distress syndrome and re-
lated conditions are fairly common in PHC and
are associated with reduced quality of life, marked
psychoemotional disturbances, and a considerable
subjective symptom burden. Thus, PHC represents
a key level for the early recognition and appropriate
referral of such patients [3; 4].

At the same time, the diagnosis of soma-
tized mental disorders in PHC remains challeng-
ing. This is related to the clinical heterogeneity of
symptoms, their frequent coexistence with anxiety
and depressive manifestations, as well as the contin-
ued dominance of a somatically oriented approach
in routine practice. K. Piontek et al. reported that
in only 32.3 % of cases of somatoform disorders
did the diagnoses made by PHC physicians match
those established during standardized interviews.
This indicates a significant underdiagnosis in the
PHC system and the need for clinical vigilance and
stepwise diagnostic assessment of such patients [5].

The topic is further reinforced by ongoing
psychiatric service reform and the international
movement toward integrating mental health into
PHC. World Health Organization (hereinafter —
WHO) and World Organization of Family Doctors
(WONCA) documents emphasize that transferring
part of the functions of early detection, manage-
ment, and referral of patients with mental disorders
to the PHC level can improve access to care, reduce
stigma, and ensure greater continuity of follow-up
[6]. These principles were further developed in the
mhGAP Intervention Guide for non-specialized
health settings [7] and in recent WHO/Europe doc-
uments, where scaling up mental health services
within the PHC approach is regarded as a priority
direction for health system development [8]. This
direction is also highly relevant to Kazakhstan in
the context of developing multidisciplinary PHC
teams and a people-centered PHC model [9].

In view of the above, an analysis of current
evidence on the diagnosis of somatized mental
disorders at the PHC level in the context of psy-
chiatric service reform appears highly relevant,
with particular attention to the evolution of ter-
minology, the causes of underrecognition, the op-
portunities for early identification, and the organi-
zational models for integrating mental health into
primary medical care.

Despite the growing number of publications
on persistent physical symptoms, somatic symptom
disorder, and bodily distress disorder, data on the
diagnosis of these conditions in routine PHC prac-
tice, as well as their consideration within the broad-
er context of mental health integration and psychi-
atric service reform, remain fragmented. The nov-
elty of the present review lies in bringing together
contemporary clinical and organizational evidence
relevant to PHC.

This review aimed to systematize current
data on the evolution of terminology, the causes of
underrecognition, the tools for early identification,
and the models of mental health integration rele-
vant to the diagnosis of somatized mental disorders
at the PHC level.

Materials and Methods

The present study included a narrative re-
view with a systematized literature search focused
on the diagnosis of persistent physical symptoms,
somatic symptom disorder, bodily distress disorder,
and related conditions at the PHC level in the con-
text of psychiatric service reform and the integra-
tion of mental health into PHC.

The literature search was performed in the
electronic databases PubMed, Scopus, and Web
of Science. In addition, documents of the World
Health Organization, WHO/Europe materials,
WONCA guidance documents, and publications
addressing organizational models for integrating
mental health into PHC were reviewed. The main
focus of the search was on publications from 2015
to 2025; however, earlier studies of conceptual im-
portance were also included to better understand
the evolution of terminology, the development of
collaborative care, and the emergence of models for
integrating mental health into PHC. The search was
last updated in January 2026.

The search strategy was based on combi-
nations of the following terms: somatic symptom
disorder, somatoform disorders, medically unex-
plained symptoms, persistent physical symptoms,
persistent somatic symptoms, bodily distress dis-
order, bodily distress syndrome, functional somat-
ic symptoms, somatization, PHC, primary health
care, family medicine, general practice, diagnosis,
screening, recognition, identification, underdiag-
nosis, integrated mental health care, collaborative
care, mental health reform, and mhGAP.

In the Russian-language segment, the fol-
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lowing search combinations were additionally
used: «somatized mental disorders», «somatoform
disordersy, «persistent somatic symptoms», «pri-
mary health care», «integration of mental health
into PHC», and «psychiatric service reformy.

The initial search identified 107 publica-
tions potentially relevant to the review topic. After
screening titles and abstracts, removing duplicates,
and excluding studies that did not meet the inclu-
sion criteria, 43 sources were selected for the final
analysis, including original studies, systematic re-
views, meta-analyses, scoping reviews, clinical and
organizational guidelines, and WHO documents.

The inclusion criteria comprised publica-
tions addressing the prevalence, recognition, diag-
nosis, screening, coding, referral pathways, man-
agement, and organizational models of care for
patients with persistent physical symptoms and re-
lated conditions in PHC, general practice, family
medicine, and outpatient settings. Priority was giv-
en to studies focused on the integration of mental
health into PHC, collaborative care, task-sharing,
and systemic aspects of psychiatric service reform.

The exclusion criteria comprised case re-
ports, publications devoted exclusively to inpatient
psychiatric care without relevance to the PHC level,
studies focused predominantly on psychotic disor-
ders, substance dependence, or highly specialized
conditions unrelated to persistent somatic symp-
tomatology, as well as articles that did not contain
data relevant to diagnosis or service organization at
the PHC level.

The literature was synthesized thematically.
The analysis was structured into the following ana-
lytical domains:

— Contemporary terminology and the evolu-
tion of concepts;

— The prevalence and clinical-organization-
al significance of these conditions in PHC;

— The causes of their underrecognition at
the PHC level,;

— Screening tools and diagnostic assessment
approaches;

— Patient management strategies in general
practice;

— The integration of mental health into PHC
and organizational models of care in the context of
psychiatric service reform.

Results

Terminology and evolution of concepts. The
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conceptual framework used to describe somatized
mental disorders and functional bodily complaints
has changed substantially over recent decades.
Earlier literature and clinical practice widely used
the terms «somatoform disorders» and «medi-
cally unexplained symptoms». For a long time,
the concept of medically unexplained symptoms
served as a convenient working label for patients
with recurrent bodily complaints lacking sufficient
somatic explanation, particularly in PHC settings
[10; 11]. However, as evidence accumulated, it be-
came clear that such a negative definition, based
primarily on the absence of a clear biomedical ex-
planation, had important limitations and did not
always reflect the actual clinical complexity of
these conditions [11; 12].

Criticism of these earlier approaches was
largely related to the fact that the dichotomy of «ex-
plained» versus «unexplained» symptoms functions
poorly in real-world PHC practice, where patients
often present with a combination of somatic pathol-
ogy, psychoemotional distress, and persistent com-
plaints that do not fit neatly into narrow nosological
categories. In this context, a more clinically ori-
ented and prognostic approach has been proposed
for PHC, focusing not only on etiological assump-
tions but also on the risk of symptom persistence,
functional limitations, repeated consultations, and
excessive use of medical resources [10]. This ap-
proach appears particularly important in PHC, as it
is better aligned with the tasks of early recognition
and patient stratification than attempts to make an
immediate final nosological determination of such
complaints [10].

A major stage in the evolution of classifica-
tion was the introduction of the DSM-5 diagnosis of
somatic symptom disorder, which shifted the focus
away from the very fact of symptom «unexplained-
ness» toward the clinically significant combination
of bodily complaints with excessive thoughts, anxi-
ety, health-related preoccupation, and maladaptive
behavior [2]. The advantages of the SSD concept
include greater clinical applicability and improved
reliability and validity. In PHC practice, this is fun-
damental, as it allows such conditions to be viewed
not as a residual diagnostic category but as an inde-
pendent clinical problem requiring active identifi-
cation and follow-up [2; 13].

Alongside the DSM-oriented line, the con-
cept of bodily distress syndrome / bodily distress
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has developed in the European literature as a uni-
fying diagnostic framework for functional and so-
matoform conditions. This approach is oriented to-
ward grouping frequently overlapping syndromes
and symptom complexes that often coexist in real
clinical practice. An important advantage of this
model is its applicability in general practice, where
the physician must work not with formally sepa-
rated nosologies, but with a patient presenting with
multiple, persistent, and subjectively significant
bodily complaints [12; 14].

At the present stage, the umbrella term of
persistent physical symptoms/persistent somatic
symptoms is also increasingly used to denote per-
sistent bodily symptoms regardless of their original
nature. Its main advantage lies in moving beyond an
overly polarized opposition between the «somatic»
and the «mental» and instead focusing on symptom
duration, degree of distress, functional impairment,
and the patient’s need for care [1]. For this reason,
in PHC settings, this term appears particularly use-
ful for clinical communication, referral pathways,
and the development of an interdisciplinary model
of care [1; 10; 13].

The problem of underrecognition of soma-
tized mental disorders in PHC. Despite the high
prevalence of persistent bodily symptoms in PHC
practice, their timely recognition remains difficult.
This is related not only to the clinical heterogeneity
of complaints but also to the fact that such patients
often present with symptoms that initially appear
predominantly somatic. As a result, the diagnostic
process frequently focuses on ruling out organic pa-
thology, while the mental component of the disor-
der remains overshadowed [5; 10; 15].

One reason for underdiagnosis is the very
logic of general practice. At the PHC level, the
physician first must exclude potentially dangerous
somatic diseases; therefore, even when features of
a somatized disorder are present, vigilance for pos-
sible organic pathology remains high. According to
a survey of PHC physicians, the most significant
barriers include fear of missing a physical illness,
patients’ expectations of rapid symptomatic relief,
and insufficient knowledge of current recommenda-
tions for managing patients with persistent somatic
symptoms [16]. This makes the diagnosis of soma-
tized mental disorders not a one-time decision, but
a gradual process requiring repeated contacts and
clinical observation [16].

The issue of coding such conditions in real
outpatient practice is also of considerable impor-
tance. As shown in the qualitative study by N.J.
Pohontsch et al., general practitioners often avoid
directly coding medically unexplained symptoms
and somatoform disorders, preferring functional or
more nonspecific formulations [17]. The reasons
for this approach included the wish to protect pa-
tients from stigmatization, insufficient confidence
in ICD-10 criteria, lack of time, and reliance on
practical «rules of thumb» rather than strict diag-
nostic algorithms [17]. In a subsequent study by the
same authors, coding practices were shown to be in-
fluenced particularly by the physician’s subjective
experience, familiarity with guidelines, and overall
experience in general practice [18]. These findings
suggest that part of the underrecognition problem is
related not to denial of the patient’s suffering, but to
the professional culture of PHC and the limitations
of existing diagnostic routines [17; 18].

An additional factor complicating the rec-
ognition of somatized mental disorders is the stig-
matization of such patients within the health care
system. The systematic review by B. McGhie-Fra-
ser et al. showed that patients with persistent so-
matic symptoms encounter stigmatizing attitudes
and behaviors on the part of health care profes-
sionals, while the issue of professional stigma itself
remains insufficiently and inconsistently measured
[19]. In clinical practice, this may manifest as re-
duced trust in the patient’s complaints, a percep-
tion of the patient as «difficult» and a delay in a
more focused psychosomatic assessment. Against
this background, even in the presence of frequent
repeat consultations and substantial functional im-
pairment, the diagnosis may be established late or
not established at all [19].

It should also be noted that the clinical sig-
nificance of somatic symptom disorder may be un-
derestimated in general practice. According to M.
Lehmann et al., general practitioners estimated that
approximately 7.7 % of their patients might meet
the clinical criteria for full SSD, whereas individual
symptoms and psychological features of the disor-
der occur even more frequently [20]. More recent
mixed-methods studies involving general practi-
tioners confirm that the care of such patients is ac-
companied by marked communicative and organi-
zational difficulties, while the need for interdisci-
plinary support and more accessible low-threshold
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forms of care remains high [21]. Thus, the diagnos-
tic process at the PHC level should be regarded as
inherently multistage [16-21].

Detection tools and the diagnostic stage in
PHC. Early diagnosis of somatized mental disor-
ders in PHC requires a combination of clinical as-
sessment and standardized instruments that make
it possible to quantify symptom severity and the
related psychological features. At present, the most
widely used tools include the PHQ-15 and SSS-8
scales, designed to assess somatic symptom bur-
den, as well as the SSD-12 questionnaire, which
reflects the cognitive, emotional, and behavioral
components corresponding to the criteria of somat-
ic symptom disorder [22-24]. According to the sys-
tematic review and meta-analysis by J. Hybelius et
al., PHQ-15 and SSS-8 may be recommended pri-
marily for assessing and monitoring somatic symp-
tom severity. However, their use requires recogni-
tion of the complex, multidimensional nature of the
phenomenon being measured [22]. This is especial-
ly important in PHC, where a high burden of bodily

complaints is not, in itself, equivalent to clinically
significant somatic symptom disorder [22].

The validity of individual scales in PHC has
been supported by several studies. In the study by
H. van Ravesteijn et al., the PHQ-15 demonstrated
moderate reliability and sufficient diagnostic value
for identifying patients at risk of somatoform dis-
orders in general practice; at a threshold of three
or more severe somatic symptoms over the preced-
ing four weeks, sensitivity was 78 % and specificity
was 71 % [23]. In turn, the study by A. Toussaint et
al. showed that the SSD-12 is a reliable, valid, and
sufficiently brief instrument for assessing the psy-
chological characteristics associated with somatic
symptoms and is suitable for use in PHC settings
[24]. These data suggest that PHQ-15 and SSD-12
should be viewed not as interchangeable, but rather
as complementary instruments that reflect different
aspects of the clinical picture [23, 24]. The main
characteristics of the most commonly used screen-
ing instruments for somatic symptoms and somatic
symptom disorder in PHC are presented in Table 1.

Table 1. Main instruments for identifying somatic symptom disorder and persistent physical symptoms in

primary health care

Instrument| What it assesses Key characteristics Applicability in PHC Source
Somatic svmptom Assesses the frequency Used for initial screening
PHQ-15 burden ymp and severity of 15 com-  |and monitoring of symptom | [22; 23]
mon somatic symptoms  |burden
. Short-form instrument for . .
Somatic symptom . |Convenient for routine use
SSS-8 the assessment of somatic |. . . . [22]
burden in time-limited consultations
symptoms
Cognitive, emotional, |Reflects the patient’s psy- |Suitable for assessing the
SSD-12 and behavioral com- |chological response to criteria of somatic symptom [24]
ponents of SSD somatic symptoms disorder
Combined assessment . . .
PHQ-15+ |of symptom burden A;:?evgfsl:f?;gg:;%nr?si A practically applicable 25]
SSD-12 and psychological fac- g £SSD screening algorithm for PHC
tors

Source: compiled by the authors

The most promising approach for PHC ap-
pears to be a combined one, in which measures of
symptom burden are used together with instruments
assessing the psychological criteria of SSD. In the
study by A. Toussaint et al., the combination of the
PHQ-15 or SSS-8 with the SSD-12 was shown to
be a simple, time-efficient, and cost-efficient meth-
od for identifying individuals at increased risk of
somatic symptom disorder [25]. In practice, this
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means that at initial contact, the physician may
apply a brief screening algorithm: first assess the
severity of somatic symptoms, then consider pos-
sible excessive preoccupation, anxiety related to
symptoms, or maladaptive behavior [25]. Such
an approach is more consistent with the DSM-5
framework while remaining feasible under the time
constraints of outpatient care [25].

At the same time, findings from more recent
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studies indicate that previously proposed cut-off
values should be applied with caution in PHC set-
tings. In the study by V. von Schrottenberg et al.,
it was shown that the sensitivity and specificity
of PHQ-15 and SSD-12 combinations, originally
proposed based on studies in higher-prevalence
clinical samples, are not fully reproduced in PHC
settings [26]. This underscores that, at the PHC
level, questionnaires should not be used as defini-
tive diagnostic criteria, but rather as instruments
for risk stratification and support of clinical deci-
sion-making [26]. Accordingly, the interpretation
of results should take into account symptom du-
ration, the recurrence of consultations, the degree
of functional impairment, and the overall clinical
context [22; 26].

Another important direction in the develop-
ment of the diagnostic stage is the use of routine
PHC data to early identify patients with persistent
somatic symptoms. According to W.M. Kitselaar
et al., electronic medical records in general prac-
tice can be used for data-driven and theory-driven
predictive modelling aimed at earlier detection of
patients at identifiable risk of persistent somatic
symptoms [27]. This approach opens the possibil-
ity of moving from passive responses to repeated
complaints toward a more proactive PHC model,
in which at-risk patients can be identified before
marked chronicity develops [27]. However, even
when digital solutions are used, clinical diagnosis
must retain a stepwise character. It should include
careful history-taking and physical examination,
sufficient diagnostic testing, and discussion of the
impact of symptoms on the patient’s daily function-
ing [27; 28].

Thus, the diagnostic stage at the PHC level
should be structured as a multistep process. Its foun-
dation includes clinical vigilance, stepwise assess-
ment of the somatic and psychological components
of complaints, the use of validated questionnaires
to assess symptom burden and SSD features, and
repeated assessment over time. Such an approach
helps avoid both excessive psychiatric labeling of
somatic complaints and unjustified delays in diag-
nosis in patients with marked bodily distress and
functional impairment [22; 25; 28].

Approaches to patient management at
the PHC level. The management of patients with
persistent physical symptoms in PHC should be
built not around an endless search for a single bio-

medical explanation, but rather around sequential
clinical assessment, the development of a symp-
tom model understandable to the patient, and the
maintenance of a therapeutic alliance. Contempo-
rary reviews emphasize that, for PHC, particular
importance lies in jointly constructing a plausible
explanation of symptoms with the patient, under-
standing typical communication pitfalls in such
consultations, and developing a multimodal care
plan [29]. Analyses of guidelines and systematic
reviews likewise show that, at the level of general
practice, a structured history, careful discussion of
complaints, cautious and justified use of addition-
al testing, and attention not only to the symptom
itself but also to the resulting impairment in daily
functioning are preferred [30].

In practical terms, this means that episodic
reactive consultations should be replaced by a more
organized model of patient management. The most
rational strategy is one in which the PHC physi-
cian arranges repeated planned contacts, monitors
symptom dynamics, levels of anxiety, depression,
and functional limitation, and avoids both prema-
ture «psychiatrization» of complaints and exces-
sive expansion of the diagnostic work-up without
sufficient clinical grounds [29; 30]. This strategy
is particularly important in patients with repeated
consultations, since it is precisely in this group that
frustration, dissatisfaction with medical care, and
the risk of symptom chronicity tend to accumulate
[29; 31].

Communication remains a key component
of management. The systematic review by A.K.
Byrne et al. showed that various communication
interventions for patients with medically unex-
plained symptoms have already been studied in
PHC; however, the existing evidence base remains
heterogeneous, and the quality of some studies lim-
its the strength of the conclusions [32]. Neverthe-
less, even with these methodological limitations,
the accumulated data suggest that patient-centered
communication approaches that do not rely solely
on formal reattribution techniques may improve
pain and mental and physical functioning, as well
as increase physician confidence in working with
such patients [32]. Of additional importance is a
qualitative review of behavioral intervention ac-
ceptability: patients are more likely to accept care
when they receive a clear explanation of symptoms,
feel supported by the clinician, and have the oppor-
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tunity for continued follow-up rather than abrupt
termination of contact [33].

Interventional studies also support the
promise of structured management models at the
PHC level. In the feasibility cluster randomized
trial by M. Patel et al., an integrated GP care ap-
proach, which included patient educational materi-
als and physician training in the use of cognitive-
behavioral skills during consultations, demonstrat-
ed acceptability and feasibility in general practice;
physician knowledge and confidence increased af-
ter training, although the expected clinical effects
remained modest in the pilot format [31]. More
pronounced results were obtained in the Norwegian
cluster randomized study by C. Abrahamsen et al.,
where the use of the structured communication tool
ICIT in PHC was associated with improvements in
well-being, functioning, and quality of life, as well
as a reduction in the proportion of sick leave com-
pared with usual care [34]. These findings indicate
that, at the PHC level, the greatest potential lies not
in isolated symptomatic prescriptions, but in struc-
tured consultation models that combine symptom
explanation, elements of a cognitive-behavioral
approach, and an orientation toward restoration of
daily functioning [31; 34].

Additional support for this approach comes
from systematic reviews of psychological interven-
tions for persistent physical symptoms. Accord-
ing to K. Swainston et al., psychological interven-
tions in PHC may contribute to reductions in so-
matic symptom severity and depressive symptoms,
whereas their effect on anxiety symptoms appears
less consistent [35]. Taken together, these data
support viewing the management of patients with
somatized mental disorders in PHC as a stepped
process that includes clinical observation, a valid
explanation of symptoms, structured communica-
tion, behavioral and psychological components of
care, and, when necessary, multidisciplinary sup-
port [29-35].

Integration of mental health into PHC and
organizational care models. In contemporary health
systems, psychiatric service reform is increasingly
associated not only with the development of spe-
cialized psychiatric care but also with the transfer
of some functions for early identification, follow-
up, and patient referral to PHC. The joint WHO and
WONCA report emphasizes that integrating mental
health into PHC can improve access to care, bring
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services closer to the patient’s first point of con-
tact, reduce stigma, and provide greater continu-
ity of follow-up [6]. These principles were further
developed in the mhGAP Intervention Guide for
non-specialized health settings, intended for physi-
cians, nurses, and other primary-level workers [7].
In the most recent WHO/Europe document, scaling
up mental health services within the PHC approach
is considered an independent strategic direction,
grounded in the principles of integrated, people-
centered, and team-based care [8].

For PHC practice, the collaborative care
model is of particular interest because it provides
an organizational framework for interaction be-
tween the PHC physician, the mental health spe-
cialist, and additional members of the care team.
According to the Cochrane review by J. Archer et
al., collaborative care is associated with statistically
significant improvements in outcomes for depres-
sion and anxiety disorders compared with usual
care [36]. In the systematic review and meta-anal-
ysis by E. Woltmann et al., collaborative chronic
care models were shown to improve mental and
physical outcomes across various mental health
conditions in different care settings, including PHC
[37]. Although these studies were not specifically
focused on somatized mental disorders, they pro-
vide the evidence base for the organizational logic
of mental health integration into PHC, which may
also be applied to patients with persistent physical
symptoms, somatic distress, and comorbid anxiety-
depressive manifestations [36; 37].

More recent reviews indicate that effective
integrated care models in PHC involve not only
the formal «co-location» of specialists, but also the
presence of specific organizational components, in-
cluding shared case management, the involvement
of a care manager, regular symptom monitoring, in-
tegrated documentation, a clear patient pathway, su-
pervision, and workforce training [38]. In the scop-
ing review by A.N. Isaacs and E.K.L. Mitchell, it is
emphasized that the sustainable implementation of
integrated mental health care in routine practice re-
quires the co-location of specialists, case manage-
ment, a standardized workflow, clear role alloca-
tion, and stable funding mechanisms [38]. In turn,
the systematic review by L. Cubillos et al. showed
that integrating mental health services into PHC
in low- and middle-income countries is associated
with greater effectiveness than usual care, though it



ACTUAL PROBLEMS OF THEORETICAL AND CLINICAL MEDICINE, Nel (51) 2026

may require additional resources [39]. These data
are important in the present context because they
underscore that the diagnosis of somatized mental
disorders in PHC cannot be sustainable without an
organizational environment that supports interdis-
ciplinary interaction and long-term patient follow-
up [38; 39].

The systemic nature of integration is dem-
onstrated particularly clearly in the work by I. Pe-
tersen et al. on scaling up integrated primary mental
health care in six low- and middle-income coun-
tries. The authors concluded that embedding men-
tal health in PHC is far more complex than simply
training PHC physicians and requires strengthen-
ing the core building blocks of the health system:
governance, financing, human resources, informa-
tion systems, medication supply, and service deliv-
ery organization [40]. The review article by R.C.
Keynejad et al. also shows that the literature on
integrating mental health into primary and com-
munity care is much broader than projects based
solely on mhGAP, encompassing diverse training
programmes, intervention models, and forms of
task-sharing [41]. In the context of somatized men-
tal disorders, this is especially important because
such patients often lie at the boundary between so-
matic, psychological, and psychiatric care and are
therefore particularly vulnerable to fragmentation
of the system [40; 41].

In the regional context, post-Soviet exam-
ples of integrating mental health into PHC are also
of interest. The work by R. Jenkins et al. showed
that, in Sverdlovsk, a multistage programme in-
cluding situation analysis, policy dialogue, devel-
opment of materials, training, and the creation of
standards enabled the embedding of mental health
training sustainably into the broader health care re-
form agenda [42]. In the study by G. Rezvy et al. on
Arkhangelsk Oblast, a model of systematic cooper-
ation between general practitioners and specialists
was described, involving ICT-based support, divi-
sion of responsibility according to problem sever-
ity, and targeted training of physicians in diagnostic
and communication skills [43]. For Kazakhstan,
the relevance of this direction is also supported by
WHO materials on developing multidisciplinary
PHC teams to better align services with the needs
of the population [9]. Taken together, these data al-
low mental health integration into PHC to be re-
garded as an important organizational condition for

earlier diagnosis of somatized mental disorders [8;
9;42; 43].

Discussion

The present analysis of the literature shows
that the diagnosis of somatized mental disorders at
the PHC level should be considered not as a nar-
rowly specialized psychiatric task, but as an inter-
disciplinary clinical and organizational problem.
Contemporary publications indicate that patients
with persistent physical symptoms, somatic symp-
tom disorder, and bodily distress disorder represent
a significant proportion of PHC consultations; how-
ever, their timely recognition remains limited be-
cause of clinical heterogeneity of symptoms, diag-
nostic uncertainty, stigma, and insufficiently struc-
tured care pathways [1; 5; 16; 19]. In this regard,
the key shift appears to be moving from a model
of «excluding everything possible» to a stepwise
clinical assessment that simultaneously considers
somatic complaints, psychological features, func-
tional impairment, and the risk of chronicity [1; 10;
22; 25].

An important conclusion of this review is
that, at the PHC level, the greatest practical value lies
not in rigid nosological distinctions but in the use of
clinically convenient, less stigmatizing frameworks
that allow physicians to work with patients before
final formalization of the diagnosis. This is why
the concepts of persistent physical symptoms and
bodily distress are becoming increasingly impor-
tant in the contemporary literature, as they enable
the clinical situation to be described without pre-
maturely opposing the «somatic» and the «mental»
[1; 10; 12]. At the same time, data on the validity of
the PHQ-15, SSS-8, and SSD-12 show that, even
when standardized instruments are available, diag-
nosis cannot be reduced to the mechanical use of
questionnaires; their results must be interpreted in
conjunction with the history, clinical observation,
and repeated assessment over time [22-26].

Particular attention should also be paid
to the management of such patients in PHC. The
analyzed data suggest that the most promising ap-
proaches are structured consultation models that
combine a validating explanation of symptoms,
elements of a cognitive-behavioral approach, lon-
gitudinal follow-up, and support for restoration of
everyday functioning [29-35]. At the same time,
accumulating evidence indicates that the quality of
communication between physician and patient can
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substantially influence acceptance of care, satisfac-
tion with treatment, and subsequent adherence to
follow-up [32-35]. Consequently, improving the
clinical effectiveness of PHC in relation to soma-
tized mental disorders requires not only the imple-
mentation of screening instruments, but also the de-
velopment of communication competencies among
PHC professionals [17; 21; 32].

Consideration of the problem in the context
of psychiatric service reform leads to the conclu-
sion that the isolated work of the general practi-
tioner cannot ensure a sustainable solution to the
task of early diagnosis and referral of such patients.
International WHO and WONCA documents, the
mhGAP guide, and contemporary reviews on inte-
grated and collaborative care all point to the need
to embed mental health into PHC, both organiza-
tionally and clinically [6-8; 36-41]. This implies
not only a trained PHC physician but also acces-
sible mechanisms for consultative support, clear
role allocation within the team, a standardized
patient pathway, opportunities for repeated assess-
ment, and links with more specialized levels of care
[38-41]. Such a model appears especially relevant
for patients with somatized mental disorders, who
often stand at the boundary between somatic, psy-
chological, and psychiatric care and experience the
consequences of system fragmentation most acute-
ly [39-41].

Of particular interest for interpreting these
findings are the data on post-Soviet and regional
models of mental health integration into PHC. The
experience of Sverdlovsk and Arkhangelsk shows
that, even in systems historically characterized by
strong differentiation between psychiatric and gen-
eral medical care, it is possible to develop stepwise
models based on training of PHC physicians, con-
sultative support from specialists, and more clearly
structured patient pathways [42; 43]. For Kazakh-
stan, this direction also appears important, as the
development of multidisciplinary PHC teams cre-
ates organizational preconditions for earlier iden-
tification of patients with bodily distress, anxiety-
depressive symptomatology, and somatized mental
disorders [9]. In this context, diagnosis at the PHC
level may be considered a practical indicator of the
success of broader psychiatric service reform [8; 9;
42; 43].

It should also be noted that the existing
evidence base has limitations. Some publications
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use different terms to describe overlapping clinical
states, which makes direct comparison of results
difficult [1; 2; 10; 12]. In addition, a substantial
proportion of available data comes from European
countries and from studies focused either on MUS
or SSD. In contrast, the number of studies specifi-
cally addressing the diagnosis of somatized mental
disorders in routine PHC practice in post-Soviet
countries remains limited [38-43]. This underscores
the need for further research to adapt diagnostic
algorithms to the conditions of specific national
health systems, including Kazakhstan [8; 9].

Conclusions

Somatized mental disorders, persistent
physical symptoms, and related conditions repre-
sent a significant and often underestimated problem
in PHC. Contemporary literature shows that diffi-
culties in diagnosing these conditions at the PHC
level are associated with clinical heterogeneity of
symptoms, limited recognition, stigma, imperfect
coding practices, and insufficient organizational
support for PHC physicians.

The most justified contemporary approach
is stepwise diagnosis combining clinical assess-
ment, the use of validated instruments to evaluate
symptom burden and the psychological features
of somatic symptom disorder, repeated follow-up
over time, and assessment of functional impair-
ment. Such an approach helps reduce both the risk
of overdiagnosing mental disorders and the risk of
prolonged underrecognition in patients with marked
bodily distress.

Psychiatric service reform is particularly
relevant for integrating mental health into PHC,
developing collaborative care, implementing multi-
disciplinary models of care, and training PHC pro-
fessionals. Embedding the diagnosis and manage-
ment of somatized mental disorders into the routine
work of PHC may therefore be regarded as one of
the practical conditions for improving the accessi-
bility, continuity, and people-centeredness of men-
tal health care in the modern health system.
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AJIFAIIKBI MEJIUIIUHAJIBIK KOMEK KOPCETYIEI'I COMATU3ALIUAJIAHIAH
IICUXUKAJIBIK BY3bUUIVIIAP: TUAT'HOCTUKAJIBIK MOCEJIEJIEP )KOHE
IICUXUKAJIBIK JTEHCAVJIBIKTBI UHTET' PAIUAJIAY MOIEJIBAEPI

H. H. Paxaabsckan®, C. 3. EmumoeToBa
«Kazakcran-Peceit menunnansik yausepcuteti» MEBBM, Kazakcran, Anmarsl
*Koppecnonoenm aemop

AHaaTna

Osexminiei. CoMaTu3alusIaHFaH MICUXUKAIBIK OY3bLIbICTAp MEH TYPaKThl (PU3UKAJIBIK CUMIITOM-
Jap aJFamKkbl MEIUIIMHAIBIK-CAHUTAPIIBIK KOMEKTE MaHBI3/IbI, O1paK >KHl KETKIJTIKCI3 TAHBLIATHIH MOCEIIE
Oonbin TaObLIaAbl. MyHIall HayKacTap ofeTTe ajAbIMEH ajFallKbl MEAMIMHAJIBIK KOMEK Japirepiepine
KYTiHE/l, anaijia CUMIOTOMAAPABIH 9PTYPJILIITi, Ma3achI3AbIK KOHE JEMPECCUsIMEH Karap >Kypyl, CTUrMa
KOHE JMArHOCTHKAJIBIK KUBIHIBIKTAp OJIAPJAbIH Jep Ke3iHAe aHBIKTaNyblH KUblHAaTaasl. OcbiraH Oaii-
JaHBICTBl TCUXUKAJBIK JCHCAYIBIKTHl aJIFallKbl MEIUIMHAIBIK KOMEK KYHeCiHe MHTErpauusay XoHe
MIOHAPAJIBIK KOMEK MOJEIBJEPIH JaMbITy MaHbI3/IbI.

Maxkcamupl.  Anramkel MeAMIMHAIBIK-CAHUTAPIIBIK KOMEK JeHreHiHAe CcoMaTH3alUsIaHFaH
MICUXUKAJIBIK OY3BUIBICTAP/bl JUArHOCTHKANIAYFa KAThICTl TEPMUHOJIOTHUS SBOJIIOLMSCHI, )KETKUIIKCI3 Ta-
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HBUTY ceOenTepi, epre aHbIKTay KypajiJapbl )KoHE NCUXUKAIBIK JIEHCAYIBIKThl HHTErpalysiiay *KeHIHAer1
YIBIMAACTBIPYIIBUIBIK MOJIENIBEP TYPaJIbl Ka3ipri FBUIBIMU JEPEKTEPAl KYyHeney.

Mamepuanoap men adicmep. 3eprrey PubMed, Scopus xone Web of Science nepexkopnapbiHaa
KyHeni oge0uer i31eyMeH, coniaii-ak, JlyHuexy3unik qeHcaynslk cakray yibivbsl /Eypona skone WONCA
HIBIFapFaH KYKaTTap/bl TaJlJayMeH >KYpri3uired OasHiay CUIaTbhIHAAFbI IOy PeTiHe opbIHaanabl. Herisri
Hazap 2015-2025 >xpuinap apanbiFbIHAAFBl JKapHUsUIaHBIMJIAPFa ayJapbuUllbl, ajaia TY’KbIpbIMIaMajblK
MaHbI3bl Oap OypbIHFBI €HOeKTep Je eHrisinai. bactankel i3aey 6appicbinga 107 xapusiaHblM aHBIKTAJIbI,
OJIap/bIH 1IIIHEH aTaybl MEH aHHOTAIMACHIH CKPUHUHITEH OTKI3y >KOHE KaWTaJlaHaThIH MaTepualjapiabl
aJIBIN TacTay HOTHXKeCiHe 43 epeKKe3 COHFBI TallfjayFa eHI131UIi.

Kopvimwinovinap. Kasipri fbUlbIMU IepeKTep coMaTo(hopMaliblK Oy3bUIBICTAp JKOHE MEIUIIMHAIIBIK
TYPFbIIAH TYCIHAIPUIMENHTIH CUMITOMJApP YFbIMJIAPbIHAH COMATHKAJIBIK CUMITOM OY3BUIBICHI, JCHENIK
JHcTpecc OY3bLIBbICHI )KOHE TYPAKThI (PU3UKAIBIK CUMIITOM/IAP YFbIMIapbIHA KOLTY aJIFalIKbl MEAULIMHAIIBIK
KOMEKTET1 KIMHUKAJIBIK TOXIpuOe YIIiH MaHbI3Ibl €KEHIH KepceTeai. by xaraainapapl AMarHoCTHKaIAy
ckpuHHUHTTIK Kypangapasl (PHQ-15, SSS-8, SSD-12), nunaMukanslk 0akbuiaybl xKoHE (DYHKIIMOHATIBIK
Kargaiapl Oaranaylbl KAaMTUTBIH Ke3€HJIK KIMHUKANBIK Oaranayra Herizaenyl tuic. I[lcuxukamibik
JICHCAYJIBIKTBI aJIFallIKbl MEAULIMHAIIBIK KOMEKKE MHTETPALUsIIay KOHE MYJIBTHIUCIUIUTMHAPIBIK TCUIIL
JIAMBITY €pT€ aHBIKTAYFa KOHE METUIIMHAJIBIK KOMEKKE KODKETIMILTIKTI dKaKcapTyFa bIKIaJl eTel.
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COMATHU3UPOBAHHBIE ICUXUYECKHUE PACCTPOMCTBA B MIEPBUYHOM MEJIUKO-
CAHUTAPHOM MOMOIIU: TPOBJEMbBI JUATHOCTUKHU U MOJEJA UHTET PAITUM
IICUXUYECKOI'O 310POBbsA

H. H. Paxaasckan®, C. 3. Emumo6eToBa
HYO «Ka3axcrancko-Poccuiicknii MeaMuMHCKHM yHuBepcuTeT», Kasaxcran, Anmarsl
*Koppecnonoupyrowuii agmop

AHHOTanUA

Axmyanvrocms. COMaTH3UPOBAHHBIC TICUXMUYECKHE PACCTPOICTBA U MEpCUCTUpYIOLUE (Pu3nde-
CKH€ CUMITOMBI SIBJISIFOTCS BAXKHOM, HO YaCTO HEIOCTATOYHO pacro3HaBaeMoi MpoOIeMoii B CUCTEME Tep-
BUYHOM MEIUKO-CAHUTAPHOU NTOMOIIU. Takue manueHThl 00BIYHO CHavala 00palaroTcs K BpayaM MepBUY-
HOTO 3BEHA, OIHAKO Pa3HO00pa3re CUMITOMOB, UX COYETAHHE C TPEBOTON U JAeTPECCreil, CTUTMaTH3aIus 1
JUArHOCTUYECKUE TPYAHOCTH 3aTPYAHSIIOT CBOEBPEMEHHOE BBHISIBIICHHE. B CBSA3M € 3TUM Ba)KHBIMHU 33]a4a-
MU SBIISIOTCS MHTETPALIUS IICUXUYECKOTO 3J0POBBS B CUCTEMY MEPBUYHOIN MOMOIIH M Pa3BUTHE MEXIUC-
LUUIUTMHAPHBIX MOZENel OKa3aHUsI MEIUIIUHCKON TTOMOIIIH.

L]env. CucTeMaTH3upOBaTh COBPEMEHHBIE TaHHBIE 00 SBOJIIOIMH TEPMUHOIOTHH, IPUINHAX HE0-
CTaTOYHOTO PACIO3HABAHUS, HHCTPYMEHTAX paHHEH MACHTU(DUKAIMYU U OPTaHU3AIMOHHBIX MOJENAX WH-
TErpanuy MCUXUYECKOTO 3/I0POBbs, 3HAUMMBIX JJIsi TUArHOCTUKH COMATU3UPOBAHHBIX NMICUXUYECKUX pac-
CTPOMCTB Ha YPOBHE NMEPBUYHON METUKO-CAHUTAPHOMN MOMOIIH.

Mamepuanvt u memoowi. ViccnenoBanue BHITIOIHEHO B JopMaTe HappaTUBHOTO 0030pa ¢ CUCTeMa-
THYECKUM ITOMCKOM JIUTeparypsl B 0azax manHbix PubMed, Scopus u Web of Science, a Takxe aHannzom
JOKYMEHTOB BceMupHOW opraHusanuu 3ApaBOOXpaHeHUs, BceMupHas opraHu3aiiuu 31paBOOXpaHEHUS/
EBpona 1 WONCA. OcHOBHOE BHUMaHUE YIEsUIOCh Myonukaiusam 3a nepuog 2015-2025 rr., oqHako Takx-
e ObLITM BKITIOYEHBI Oosiee paHHHE paboThl, HMEIOIINE KOHIICTITyallbHOE 3HaYeHue. B pesynprare nepBud-
HOTO TMOWCKa ObLIO BhIsiBIEHO 107 myOnuKanuii, u3 KOTOPBIX MOCIE CKPUHUHTA 3ar0JIOBKOB, AaHHOTAIIMNA U
yAaJieHus: AyOITUKaTOB B OKOHYATEIbHBIN aHAIN3 BKIFOYEHO 43 MCTOYHHKA.

Bv16o0vi. CoBpeMeHHbIE HAayYHbIE JaHHBIC MOKA3bIBAIOT, YTO MEPEXO] OT MOHSATUH coMaTo(opM-
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HBIX PacCTPOWCTB U MEAUITMHCKH HEOOBSICHUMBIX CHMIITOMOB K KOHIICHIIUSM PACCTPOMCTBA COMAaTHYe-
CKHX CUMIITOMOB, TEJIECHOTO AUCTPECC-PACCTPONCTBA U MEPCUCTUPYIOMINX (PU3UUECKUX CUMIITOMOB UMEET
BaKHOE€ 3HAYCHUE JIJISI KIIMHUYECKOM MTPAKTUKU B IEPBUYHON MEUKO-CAHUTAPHOW MoMOIIH. Jlnarnoctuka
9THUX COCTOSIHUM JIOJDKHA OCHOBBIBAaTHCS Ha IMOATANTHOM KIMHUYECKOM OILIGHKE, BKIFOYAIOIISH HCIIOIL30-
BaHUE CKPUHHUHTOBBIX HHCTpyMeHTOB (PHQ-15, SSS-8, SSD-12), nuHnamMuyeckoe HaOMIOACHUE U OIICHKY
(byHKIIMOHATBHOTO cTaTyca. HTerpaus nCuXuueckoro 30POBbsl B CUCTEMY TEPBUYHOM MOMOIIU U pa3-
BUTHE MYJIBTUIUCIUILUIMHAPHOTO MOX0a OyAyT CIIOCOOCTBOBATH 0OJiee paHHEMY BBISIBICHUIO U YIydllle-
HUIO 10CTyNa K MEAUIMHCKON MOMOIIIH.

Knrwouesvle cnosa: comamuzuposanmvle ncuxuveckue paccmpoiucmed, cmotkue guzuiecxkue cum-
NMOMbL, PACCMPOUCINBO C COMAMUYECKUMU CUMNIMOMAMU, NEPEULHASL MEOUKO-CAHUMAPHASL NOMOUb, PAH-
HAS OUACHOCMUKA, UHMe2Ppayus 8 001acmu NCUXUYECKO20 300P08bsl, COBMECIHBIU YXO00.
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