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ABSTRACT 

Background: There is an increased interest in 
developing better and more accurate methods to 
recognize and manage mental health problems 
in primary care settings. Abbreviated screening 
instruments for mental distress are useful tools 
for research and clinical practice. The present 
study seeks to investigate whether only a few 
questionnaire items from the Self-Reporting- 
Questionnaire-10 (SRQ-10) can be a robust 
method in the screening for Mental Distress in 
Primary Health care. Methods: We compared the 
screening accuracy of a short, five-item (SRQ-5) 
version of the SRQ-10 with that of the SRQ-20, 
General Health Questionnaire 12 (GHQ-12) using 
the DSM-IV axis as a gold standard and analyzed 
its performance in different diagnostic entities. 
We also assessed the correlation, sensitivity 
and specificity between the 4 instruments. All 
the instruments were administered to 400 pri- 
mary health care attendees. Results: The esti- 
mated prevalence of mental distress was 13.6% 
in the study sample (Depression 11%, anxiety 
disorders 1.8%). The SRQ-5 was highly corre- 
lated to SRQ-10 (0.923, p < 0.001), SRQ-20 (0.764, 
p < 0.001) and only moderately correlated to 
GHQ-12 (0.417, p < 0.001). The SRQ-5 had high 
properties for identifying mental distress. The 
AUC for overall mental distress was 0.925 while 
that for depression and anxiety were 0.915 and 
0.849 respectively. Conclusion: This validation 
showed that in moving from SRQ with 10 or 20  

items to one with merely 5 items, we do not 
seem to lose the screening prowess of the in- 
strument. The SRQ-5 represents a simplified and 
less time-consuming screening instrument with 
strong performance characteristics. We there- 
fore recommend it for inclusion into existing 
patient assessment protocols, thus enhancing 
case finding at primary health care level. 
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Validity; Primary Health Care; SRQ-5; SRQ-10; 
SRQ-20; GHQ12; DSM-IV; Zambia 

1. BACKGROUND 

Mental distress is a term used by both mental health 
practitioners and the users of mental health services. It is 
used to describe personal experiences of one’s internal 
life that are commonly held to be out of the ordinary, 
troubling, confusing etc. [1]. It presents as a wide range 
of symptoms and has a wider scope than the related term 
mental illness. Some users of mental health services ad- 
vocate for use of the term mental distress in describing 
their experience as they feel it better captures the sense 
of the uniqueness and personal nature of their experience, 
since everyone experiences distress at different times. 
The term also fits better with the social model of disabil- 
ity. Mental illness on the other hand, refers to a specific 
set of medically defined conditions. A person with men- 
tal distress may exhibit symptoms described as psychiat- 
ric, such as: depression and anxiety, without actually 
being ‘ill’ in a medical sense [1]. These symptoms may 
resolve without further medical intervention, although 
people who endure such symptoms in long run are more 
likely to be diagnosed with mental illness. Predictors 
known to induce mental distress include life situations 
such as: poor social and economic situation, bereavement,  
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use of drugs or alcohol, abuse or accidents. This defini- 
tion is not without controversy as some mental health 
practitioners would use the terms mental distress and 
mental illness interchangeably [1]. 

Mental health is an important foundation for attain- 
ment of intellectual, economic, emotional, social and 
educational well being [2]. Accordingly, mental ill health 
is a major contributor to the global burden of disease [3]. 
Estimates of the current prevalence of mental distress in 
Sub-Saharan Africa generally range between 6% and 20% 
of the adult population [4-6] though higher prevalence 
has also be reported in Ethiopia 49.1% [7], South Africa 
65.1% [8], and are even higher in some subgroups such 
as the elderly, the chronically ill and in institutionalized 
people [9,10]. The World Health Organization (WHO) 
states that a quarter of the world’s population who have 
common forms of mental illness should be treated in Pri- 
mary Health Care settings [3]. Despite the high preva- 
lence of mental distress revealed in epidemiological stud- 
ies, physicians in primary health care often overlook the 
salient symptoms of mental distress, especially in Afri- 
can countries [5,11,12]. Therefore a high number of pa- 
tients who have mental distress do not receive any treat- 
ment. However, many screening instruments are avail-
able to aid in identification of the signs and symptoms of 
mental distress. These instruments have been developed 
for use in three major settings i.e. primary care, psychiat- 
ric outpatient services and for community surveys. It has 
been noted, however, that these instruments remain un- 
der utilized mostly due to the fact that most of them con- 
tain too many questionnaire items and have somewhat 
difficult likert system of scoring [13]. This study stems 
from efforts to improve the screening procedure in pri- 
mary care. It also stems from the need to address the 
concerns of the general physicians, who are often pressed 
for time, for a convenient, accurate and brief instrument. 

We have previously reported on the comparative va- 
lidity of three screening instruments in detecting mental 
distress in a primary care setting using receiver-operating- 
characteristics as the quantitative measure of perform- 
ance [13]. We also used the three instruments as concur- 
rent criteria for each other and compared them against a 
gold standard, DSM-IV [13]. The three instruments stu- 
died were the SRQ-20, GHQ-12 and SRQ-10. The SRQ- 
20 is a 20 item mental health questionnaire that was de- 
veloped by the World Health Organization (WHO) [14]. 
The SRQ-10 is an abbreviated version of the SRQ-20 
and is similarly based on a dichotomous response system. 
The GHQ-12 is a 12 item questionnaire designed for use 
in general practice of medicine and is also an abbreviated 
version on the original GHQ-60. These instruments have 
been validated in different setting and found to function 
well in the detection of mental distress [13-15]. Overall it 

was demonstrated that the SRQ-10 performed just as 
well as the SRQ-20 and was even better than the GHQ- 
12 according to the ROC analysis in detecting mental 
distress. 

In this paper, we extend our investigation of the SRQ 
by comparing the performance of its shortest version, the 
five item SRQ-5 with that of the SRQ-10, SRQ-20 and 
the GHQ using the DSM-IV as the gold standard. Re- 
ceiver-Operating-Curves (ROC) is here used as the main 
technique for comparison. 

2. METHODS 

2.1. Participants 

As has been previously reported elsewhere [13], a con- 
current nested mixed methods design was used to assess 
400 primary health care clinic attendees aged 16 years 
and above who were selected on random days from 4 
different clinics in the city of Lusaka, Zambia between 
December 2008 and May 2009. The clinics were pur- 
posely selected within the city of Lusaka. Each clinic 
was sampled randomly on selected days, 3 times a week. 
On the selected days, interviews were conducted with 
consecutive clinic attendees at the clinic outpatients de- 
partment. Participants were recruited based on their age, 
giving consent to participation as well as attendance to 
the out-patient department on the day of the study. Par- 
ticipants who were known to be psychiatric patients or 
those who were acutely or chronically ill or showed overt 
signs of psychiatric disorder were excluded from the 
study. The purpose of the study was explained to each 
participant by the research assistant and consent obtained. 
None of the participant approached declined being in- 
volved in the study. All participants were asked to an- 
swer a brief questionnaire concerning social and demo- 
graphic characteristics as well as the SRQ-20 and GHQ 
12 which were used as tools to identify probable “cases” 
of mental distress. Participants were then grouped as 
cases (based on scores of 7+ for SRQ-20 and 4+ for 
GHQ-12) or non-cases. They were then directed to one 
of the two general medical officers who held a clinical 
interview for the ailments that brought them to the clinic 
as well as conducting a psychiatric interview using the 
DSM-IV (gold standard). The medical officers used their 
clinical judgment along side the DSM-IV criteria to 
make the psychiatric diagnosis, and they were blinded as 
to the result of the initial screening with the SRQ-10 and 
GHQ-12. In depth interviews were also carried out with 
in a subsample of 28 participants nested within the quan-
titative sample. Based on the results of the screening, this 
sub-sample consisted of 14 cases and 14 non-cases of 
mental distress. These interviews were used to assess 
face and content validity of the screening tools [13]. 
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2.2. Screening Instruments and Diagnostic 
Interview 

The SRQ-20 was developed by the World Health Or- 
ganisation (WHO) as a screening tool for common men- 
tal disorders primarily in primary health care settings in 
developing countries [14]. It consisted of 20 questions 
related to neurotic symptoms as opposed to psychotic 
symptoms in part due to the fact that for functional psy- 
chosis more active case finding in the community is re- 
quired. Psychotic patients also tend to present to primary 
health care centres spontaneously and are often easily 
recognised by their pathognomonic features in most 
cases [14]. This instrument was not designed to specifi- 
cally screen for depression or anxiety. The SRQ-20 has 
been validated in numerous settings with a widely ac-  
cepted cut-off points of 7/8 [14]. 

The SRQ-10 is derived from the SRQ-20 which, in 
this study, was specially constituted with weighted sum 
of 10 symptom questions with a dichotomous response 
system (Yes/No) but neither probed for symptom sever- 
ity nor designed to specifically screen for depression or 
anxiety. We have previously validated this tool [13] and 
used it in population based surveys in Zambia and 
yielded results that were comparable to other studies 
done elsewhere using the SRQ-20 [5,14]. It is a symptom 
inventory inquiring about the symptoms over the pre- 
ceding 30 days presented as SRQ-10 items in Tables 1 
and 2.  

The SRQ-5 is an abbreviated version of the SRQ-10. 
The selection of the questionnaire items was based on the 
results from the validation study conducted in Zambia 
[13], and on consultations with a panel of psychiatrists 

 
Table 1. Socio-demographic characteristics of study participants. 

Number (%) of respondents 
 

Male (N = 167) Female (N = 233) Total (N = 400) 

Characteristic    

Age 16 - 24 31.7 36.6 34.6 

 25 - 29 13.2 25.9 20.6 

 30 - 39 29.9 25.9 27.6 

 40 - 49 16.2 7.3 11.0 

 50+ 9.0 4.3 6.3 

Marital status Single 44.3 30 36.0 

 Married 55.7 70 64 

Education Illiterate 1.8 5.2 3.8 

 Primary 11.4 27.2 20.6 

 Secondary 60.5 53.0 56.1 

 Tertiary 26.3 14.7 19.5 

Wealth index low 24.8 39.1 33.4 

 middle 33.3 33.5 33.4 

 High 41.8 27.4 33.2 

Language of interview English 62.3 39.9 49.3 

 Nyanja 29.3 45.5 38.8 

 Bemba 6.0 10.3 8.5 

 Other 2.4 4.3 3.5 

Gold standard DSM-IV 12.9 14.0 13.6 

 Depression 11.0 11.0 11.0 

 Anxiety 0.6 2.6 1.8 
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Table 2. SRQ-10 items and the independently selected five and seven item combinations selected by six experienced medical practi-
tioners. 

SRQ-10 Items: In the past 30 days… Item weight§ 

1) Do you sleep badly? 1 

2) Do you cry more than usual? 1 

3) Do you find it difficult to enjoy your daily activities? 3 

4) Do you find it difficult to make decision? 1 

5) Is your daily life suffering? 3 

6) Are you unable to play a useful part in life? 3 

7) Has the thought of ending your life ever been on your mind? 5 

8) Do you feel tired all the time? 1 

9) Do you often have headaches? 1 

10) Is your digestion poor? 1 

Selected SRQ-5 Items 5-Item combination # 
7-item combinations# 

(2 items in addition to the 5 item combination) 

Validation study* 1, 3,5,6, 9 - 

Medical practitioners   

Psychiatrist I 1, 5 6, 7, 9 7, 8 

Psychiatrist II 1, 3, 5, 8 9 6, 7 

Psychiatrist III 1, 3, 5, 6, 9 7, 8 

General medical officer I 1, 3, 6, 8, 9 2, 5 

General medical officer II 1, 5, 6, 8, 9 4, 7 

General medical officer III 1, 2, 6, 7, 9 7, 8 

*Selection based on: Chipimo PJ, Fylkesnes K. Comparative Validity of Screening Instruments for Mental Distress in Zambia. Clinical Practice & Epidemiol-
ogy in Mental Health. 2010;6:4-15. §Weights based on: Chipimo PJ, Fylkesnes K.Mental distress in the general population Zambia: Impact of HIV and social 
factors. BMC Public Health, 2009; 9:298. #Numbering based on: SRQ-10 Items. 
 
and general practitioners [13]. The questions selected in 
this symptom inventory inquired about the following 
symptoms over the preceding 30 days: Do you sleep 
badly? Do you often have headaches? Do you find it dif- 
ficult to enjoy daily activities? Are you able to play a 
useful part in life? Is your daily life suffering? 

The General Health Questionnaire is a screening in- 
strument originally designed for use in general practice 
but now found to be valid for detecting psychiatric mor- 
bidity in community surveys as well. [15] It contains 12 
symptom questions scored on a four-point likert scale 
ranging (0 - 1 - 2 - 3) from much-less-then-usual to 
much-more-than-usual. However, in the analysis this 
scale is often collapsed to a dichotomous scale (0 - 0 - 1 - 
1). Varied cut-off points have been used depending on 
the setting although cut-off point of 3+ is widely ac- 
cepted as indicative of psychiatric morbidity.  

The Diagnostic and Statistical Manual of Mental Dis- 
orders (DSM) is the standard classification of mental 
disorders intended to be applicable for use across settings; 

inpatient-outpatient clinics, primary care, and in the com- 
munity. In this study it was used as the gold standard. It 
has a diagnostic classification comprising a list of the 
mental disorders that best reflect the signs and symptoms 
that are afflicting the individual being evaluated. For 
each disorder, a set of diagnostic criteria indicating what 
symptoms must be present (and for how long) in order to 
qualify for a diagnosis are provided [16]. The use of these 
diagnostic criteria has been shown to increase diagnostic 
reliability (i.e., likelihood that different users will assign 
the same diagnosis [17]. The DSM-IV is widely accepted 
and used as the gold standard for psychiatric diagnosis in 
Zambia. 

All the instruments were translated into Nyanja and 
Bemba as these are the most predominantly spoken lan- 
guages and then subsequently back translated to English 
by bilingual translators from the linguistics department 
of the University of Zambia. This was to ensure validity 
in conceptual meaning. A team of three male and three 
female interviewers who had no experience in mental  
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health care administered the SRQ-20 and the GHQ-12. 
They, however, all had previous experience administer- 
ing questionnaires in other epidemiological studies. A 
three day training session was conducted in administer- 
ing the instruments. This involved explanation and dis- 
cussion of conceptual definitions of each item in the in- 
struments and role playing. This was followed by a 1 day 
field test. 

2.3. Selection of SRQ-5 Items 

Firstly, based on the results obtained from the valida- 
tion study of the SRQ-20 [13], the following 5-items 
were selected as being the best-subset of questions that 
were best understood by the participants: Do you sleep 
badly? Do you often have headaches? Do you find it dif- 
ficult to enjoy daily activities? Are you able to play a 
useful part in life? Is your daily life suffering? This means 
that these questions were understood by the participants 
in a manner that was similar to the psychopathology the 
interviewers meant to unearth. 

Secondly, we independently asked three psychiatrists 
with at least 3 years experience working in a psychiatric 
institution in Zambia and three general medical officers, 
with similar experience, working in primary health care 
setting to choose 5-items from the SRQ-10 which they 
regarded as being the most important indicators for men- 
tal distress. After this we further asked them to select 
another set of 2 questions from the remaining 5 items. 
These are presented in Tables 1 and 2. It was unani-
mously agreed among all the medical practitioners that 
Item 7 (suicidal ideation, for 1 month duration) on its 
own was a sign of major depression and that presence of 
this item alone even in the absence of the other items 
constitutes severe mental distress. 

2.4. Analytic Methods 

The validity of the SRQ-5 was examined using the 
specificity (rate of participants correctly identified as non- 
cases) and sensitivity (rate of participants correctly iden- 
tified as cases). Receiver-Operating-Curves (ROC) were 
computed using SPSS version 15 and the area under the 
curve (AUC) used to compare the performance of SRQ-5 
with the other instruments (SRQ-10, GHQ-12) using 
DSM-IV as the gold standard. ROC was also used to 
compare the performance across of SRQ-5 across the dif- 
ferent diagnostic groups (Depression and Anxiety). ROC 
permits the exploration of the entire range of sensitivities 
and specificities at each of the possible cut-off points 
through demonstrating sensitivity at the y-axis and 1- 
specificity at the x-axis. Reliability was assessed using 
Cronbach’s alpha (Internal consistency). Further inde-
pendent t-tests were performed to compare the instru- 
ments by sex and age and a Pearson’s Chi-square was 

computed to compare the psychiatric diagnosis in the 
same groups. 

3. RESULTS 

In all 400 participants, visiting the primary care (PHC) 
centers for various medical reasons, completed the 
SRQ-20 and the GHQ-12 and also completed the clinical 
interview (using the DSM-IV) administered by the medi- 
cal officer. Ten respondents were not included because 
they refused the clinical interview, however, and no sig- 
nificant differences appeared between the total sample 
and the participants that refused the clinical interview in 
sex ratio, wealth status, marital status and educational at- 
tainment. Almost half of the respondents preferred Eng- 
lish as the language for the interview, while the others 
preferred Nyanja (38.8%) and Bemba (8.5%). The inter- 
viewed sample tended to be women (58.3%), younger 
than 40 years (82.7%) and married (70%).The male par-
ticipants were on average 32 years (SD = 11.1). About 
56% of them were married and 61% of them had secon-
dary school education. Female participants averaged 29 
years (SD = 9.4) and had an average of more than 8 years 
of education (secondary 56% vs. tertiary 19.5%) while 
3.8% were illiterate. The estimated prevalence of mental 
distress was 13.6% (Depression 11%, anxiety disorders 
1.8%). Table 1 shows the summary of the sociodemo-
graphic characteristics 

Table 3 shows the correlation matrix of the screening 
instruments. The results show that SRQ-5 is highly cor- 
related to SRQ-10 (0.923, p < 0.001), SRQ-20 (0.764, p 
< 0.001) and only moderately correlated to GHQ-12 
(0.417, p < 0.001). Slightly better correlation was seen 
between GHQ-12 and SRQ-10 (0.515, p < 0.001) and 
SRQ-20 (0.593, p < 0.001). All correlations were sig- 
nificant at p < 0.001. In Table 4, areas under the receiver 
operating characteristic curve (AUC) was calculated for 
each of the 4 screening instruments and compared for the 
different diagnostic groups. These diagnostic groups in- 
clued: 1) depression and 2) anxiety disorders. By this 
measure SRQ-5 is almost equal to SRQ-10 and SRQ-20. 
However it out-performs GHQ-12 for detection of over- 
all mental distress and depression and equals it in the 
detection of anxiety. All these AUC are significant at p <  
 
Table 3. Correlation matrix for SRQ-5, SRQ-10, SRQ-20 and 
GHQ-12. 

Screening instrument 1 2 3 4 

SRQ-5 1    

SRQ-10 0.923 1   

SRQ-20 0.764 0.846 1  

GHQ-12 0.417 0.515 0.593 1 
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Table 4. Performance of the questionnaires: Areas under the ROC curve. 

SRQ-5 SRQ-10 SRQ-20 GHQ-12 
Criterion diagnosis 

AUC (S.E) AUC (S.E) AUC (S.E) AUC (S.E) 

Overall Mental Distress 0.925 (0.021) 0.959 (0.015) 0.951 (0.014) 0.811 (0.037) 

Male 0.964 (0.020) 0.994 (0.005) 0.989 (0.007) 0.807 (0.059) 

Female 0.896 (0.032) 0.931 (0.025) 0.921 (0.024) 0.813 (0.047) 

15 - 29 years 0.886 (0.038) 0.961 (0.021) 0.967 (0.013) 0.835 (0.052) 

30 - 67 years 0.966 (0.017) 0.963 (0.020) 0.945 (0.023) 0.795 (0.052) 

Depression 0.915 (0.018) 0.951 (0.018) 0.931 (0.018) 0.774 (0.043) 

Anxiety 0.849 (0.038) 0.879 (0.030) 0.924 (0.025) 0.868 (0.063) 

*All figures p < 0.001. 
 
0.001. Figures 1-3 shows a graphic representation of the 
performance of the screening instruments, areas under 
the ROC curve. From the figures it is clear that the SRQ 
perform very well with curves that are similar in pattern 
across the criterion diagnosis. Furthermore, no major dif- 
ferences are noted when compared by sex and age. 

Table 5 shows the AUC values when ROC is applied 
to the individual items that make up the SRQ-5. Each of 
the 5 items contributes some diagnostic information across 
all the criterion diagnosis. The table shows that each 
question performs well in the diagnosis of depresssion. 
The best contributor being the question: Do you sleep 
badly? (0.836, SE = 0.037) and the least being; Do you 
often have headaches? (0.606, SE = 0.045). All AUC 
values for detection of overall mental distress and de- 
pression for each of the SRQ-5 items were significant at 
p < 0.05 when compared to the full scale of the SRQ-10. 
What is explored here is simply the range of the response 
frame itself for each of the five items. Addition of more 
items to the 5 did not seem to improve the performance 
of the SRQ-5. 

Table 6 shows the results of the analysis which fo- 
cused on the ability of the SRQ-5 to detect mental dis- 
tress at different cut-off points. The sensitivity, specific- 
ity, positive predictive values, and negative predictive 
and kappa’s values of the scales with different cut-off 
points are here shown. The most appropriate cut-off 
point was a trade off between sensitivity and specificity. 
Since it is meant to be used as screening instruments, the 
optimal cut-off point is one with high sensitivity and an 
acceptable specificity. The optimal cut-off for SRQ-5 
was 4/12 with sensitivity 0.87 and specificity 0.85. Fur- 
ther analysis by sex and gender or by criterion diagnosis 
did not reveal any significant differences in cut-off 
points. Practically speaking this means a patient present- 
ing with either, poor sleep, daily life suffering or inabil- 
ity to play a useful part in life and any one of the other 
symptoms would be classified as being mentally dis- 
tressed. A patient presenting with only suicidal ideation  

as a lone symptom or in combination with other symp- 
toms would also be classified as probable case. 

4. DISCUSSION 

This is the first study examining the validity of the 
SRQ-5 in primary care and providing the DSM-IV diag- 
noses as a gold standard. The SRQ-5 had an AUC 0.925 
and did not differ significantly from the SRQ-10 and the 
SRQ-20 but performed slightly better than the GHQ-12 
(AUC; 0.925 vs. 0.811 respectively). Comparing the pat- 
terns of the ROC curves showed no significant difference 
in its performance by gender or age. The results show 
that SRQ-5 performed better for detecting diagnosis of 
depression than for anxiety and are in agreement with the 
content of the items in the questionnaire (AUC 0.915 
depression vs. 0.849 anxiety). Analysis of item by item 
performance revealed that the items: do you sleep badly, 
and do you find it difficult to enjoy daily activities? Per- 
formed best across all diagnostic criteria. With respect to 
a cut-off point, ROC does not seem to suggest different 
cut-off points based on the diagnostic criterion. Using the 
weighted sum of scores for the items suggests that the 
best balance between sensitivity and specificity is a cut- 
off point of 4/12. Based on this cut-off point the sensitiv-
ity is 0.87 and the specificity is 0.85. For general practi-
tioners, this would mean that a patient presenting with 
either, poor sleep, daily life suffering or inability to play 
a useful part in life and any one of the other symptoms 
would be classified as being mentally distressed. Further 
a patient presenting with only suicidal ideation as a lone 
symptom or in combination with other symptoms would 
also be classified as probable case. 

We compared the screening capability of the SRQ-5 
with that of 3 validated tools. The SRQ-20 and GHQ-12 
are widely validated tools and have been found to be ac- 
ceptable in different settings and population groups [14, 
15]. We have previously shown that the SRQ-10 is an 
acceptable screening tool with comparable, if not better, 
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Figure 1. ROC for detection of overall Mental Distress for SRQ-5, SRQ-10, SRQ-20 and GHQ-12. 

 

 
Figure 2. ROC for detection of depression SRQ-5, SRQ-10, SRQ-20 and GHQ-12. 

 
screening characteristics than the SRQ-20 and the GHQ- 
12 [13]. A number of other studies have been conducted 
world-over which have argued for the use of shorter 
screening tools for mental distress. Although we could 
not find directly comparable studies that have used the 
SRQ-5, we feel that the results are comparable to other 
studies since the content base of these other tools are 
similar. In their study aiming at validating the abbrevi- 

ated MHI-5 version, Rumpf et al. [18] demonstrated ac- 
ceptable AUC for the MHI-5 using DSM-IV as the gold 
standard. They concluded by recommending the MHI-5 
as a screening tool for mood disorders. Similarly, Jacob- 
sen et al. [19] reported a strong association between the 
abbreviated GHQ-4 version and the full GHQ-20 and 
that this was similar by all examined subgroups of the 
study population. They thu  concluded that very short  s  
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Figure 3. ROC for detection of anxiety SRQ-5, SRQ-10, SRQ-20 and GHQ-12. 
 

Table 5. Performance of the single SRQ-5 Items: Areas under the ROC curve. 

Criterion diagnosis SRQ-10 full scale SRQ-5 Individual items 

 AUC (SE) Sleep AUC (SE) Enjoy AUC (SE) Suffer AUC (SE) Useful AUC (SE) 
Headache 
AUC (SE) 

Overall Mental Distress 0.959 (0.015) 0.815 (0.037)c 0.826 (0.035)c 0.779 (0.041)c 0.709 (0.045)c 0.623 (0.040)a

Depression 0.951 (0.018) 0.836 (0.037) c 0.813 (0.039) c 0.790 (0.044)c 0.726 (0.049) c 0.606 (0.045)a

Anxiety 0.879 (0.030) 0.693 (0.080) 0.757 (0.100) 0.637 (0.118) 0.589 (0.120) 0.689 (0.086) 

aSRQ-10 vs SRQ-5 item p < 0.05; bSRQ-10 vs SRQ-5 item p < 0.01; cSRQ-10 vs SRQ-5 item p < 0.001. 
 
Table 6. Sensitivity and specificity of SRQ-5 for overall Mental Distress. 

Screening  
Instrument 

Cut-off Sensitivity Specificity PPV NPV 
% of cases 

screened correctly 
k % cases 

         

SRQ-5 4 0.87 0.85 0.48 0.98 85.4 0.54 24.3 

 5 0.72 0.94 0.64 0.96 90.8 0.63 15.0 

 6 0.64 0.96 0.70 0.97 91.6 0.63 12.0 

 7 0.64 0.97 0.77 0.95 92.6 0.65 11.0 

 8 0.49 0.98 0.81 0.92 91.6 0.54 8.0 

 
versions of the GHQ questionnaires could be used effec-
tively in population surveys on mental distress [19]. 
Friedman et al. [20] examined the criterion and con- 
struct validity of the five-item (MHI-5) of the SF-36. 
Using AUC they demonstrated that the MHI-5 had ade- 
quate criterion validity and satisfactory sensitivity and 
specificity. They concluded that MHI-5 exhibited ade- 

quate properties for measuring presence of depression 
[20].  

Though the cited studies were not particularly validat- 
ing the SRQ, the item bases are very similar and focus 
more on neurotic disorders. It would suffice to say from 
the reviewed literature that even a shorter, and only 
slightly less powerful screening tool, maybe used in  
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place of a longer more comprehensive questionnaire to 
achieve acceptable results [21].  

The authors selected SRQ over the other “competing 
tools” (GHQ, CIS-R, PHQ-9, CHAT) because it was de- 
rived from a wide variety of cultural backgrounds and 
was endorsed in 1994 by WHO for use in primary health 
care in developing countries. The instrument also as- 
sumes that the population of interest may have poor in- 
frastructure, have low literacy levels which make phone 
interviews and self completion infeasible, as is often the 
case in developing countries. The use of an abbreviated 
version of the SRQ therefore adds dimension and depth 
to other studies which have used the SRQ in broader 
social science research.  

The selection criteria of the 5 items of the SRQ-5 took 
on a two fold approach. The first being based on the 
validation study of the SRQ conducted in Zambia [13], 
which rendered half of the questions in the SRQ-20 inva- 
lid based on misconceptualisation of questions on the 
part of the participants. The other questions, though 
found to capture the psychopathology sort by the medical 
practitioner, were also found to be invalid in the face of 
intercurrent illness or co-morbidity. We therefore did not 
include these questions in the SRQ-5 [13]. The second 
strategy involved eliciting expert advice from 3 experi- 
enced psychiatrists and 3 general medical practitioners. 
The items selected by the medical practitioners were 
similar in at least 4 of the 5 questions. They additionally 
unanimously agreed that suicidal ideation of at least 1 
month constituted severe depression and so even when 
found as alone symptoms would be enough to make a 
diagnosis of mental distress. The fact that these two se- 
lection criteria yielded somewhat similar results, further 
added impetus to the robustness of this selection strategy. 
Similar selection strategy was used by Jacobsen et al. 
and yielded comparable results [19]. 

Scale developers have traditionally evaluated per- 
formance of screening tools by comparing the sensitivity 
and specificity by gender and age. In our study the valid- 
ity coefficients did not seem to differ in these sub-groups. 
This would suggest that it is unnecessary to use different 
cut-off points in these groups. These results are some- 
what similar to other studies investigating abbreviated 
screening tools. Cleary et al. [22], in their study to eval- 
uate the use of mental health screening scales in primary 
care also found no statistical difference by gender or sex. 
They however cautioned that the interpretation of these 
results is not clear cut as literature on this subject is not 
in agreement. They advised that the presence of these 
gender and sex differences [23] should be born in mind 
as test results could differ substantially by patient group, 
even when the overall validation is similar [23]. 

In conclusion, this validation showed that in moving 
from SRQ with 10 - 20 items to one with merely 5 items, 

we do not seem to lose the screening prowess of the in- 
strument. The SRQ-5 represents a simplification of the 
mental health screening process while exhibiting strong 
performance characteristics. This has implications in the 
clinical settings as well as in the policy formulation sec- 
tor. It is of importance in the clinical setting in that such 
an abbreviated scale allows for its administration without 
being overly time consuming. In as much as the SRQ-5 
is unable to provide an exact diagnostic classification, it 
has been shown to be a reliable flag for detecting the 
common symptom pathways (mental distress) that then 
manifest as specific psychiatric diagnosis, especially in 
primary health care. This provides an entry point to spe- 
cialized psychiatric treatment for those who are diag- 
nosed with mental illness, or indeed an entry point to 
counseling services for those with milder forms of men- 
tal distress. It is as such a step forward in ensuring that as 
many people get the mental health care they need. Addi- 
tional impetus for such an instrument is added by the 
growing body of evidence for the consistent linkage be- 
tween mental distress and other chronic and acute illness 
and the recognition that feasible actions within a primary 
health setting which identifies and treats mental distress 
have a long-run better outcome for other intercurrent 
illness. It is important from a policy perspective because, 
when used in population surveys, it allows for access to 
prevalence data that is critical to formulation of cogent 
national mental health policies as well as to the success 
of such policies. Further the need for a cost-effective in- 
strument to measure mental health, especially in devel- 
oping countries, has increased over the last decade. The 
paper provides a method of measuring mental distress 
that is cost-effective (in-terms of time and level of hu-
man resource) and provides a window which allows for 
access to assurance of specific annual budget al location 
to mental health. 
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LIST OF ABBREVIATIONS 

SRQ-20 = Self-Reporting Questionnaire 20; 
SRQ-10 = Self-Reporting Questionnaire-10; 
SRQ-5 = Self-Reporting Questionnaire-5; 
SRQ’s = Self-Reporting Questionnires; 
GHQ-12 = General Health Questionnaire; 
MHI = Mental Health Interview; 
SF-36 = Short Form-36; 

DSM-1V = Diagnostic and Statistical Manual of 
Mental Disorder 4th Edition; 
ROC = Receiver Operating Characteristics; 
AUC = Area under the Curve; 
SE = Standard Error; 
NPV = Negative Predictive Value; 
PPV = Positive Predictive Value. 
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