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[bookmark: _Toc227648433]Introduction
As the World Health Organization (2018) does with other mental health, behavioural and neurodevelopmental conditions, mental health disorders are grouped and categorized in the International Classification of Diseases (ICD-11) system. Shevlin et al. (2022) discuss an example of the system, mixed depressive and anxiety disorder (6A73) indicating a clinically significant condition where there is a dual presentation of anxiety and depression where neither condition alone meets the threshold for a complete diagnosis, yet there is a significant degree of functional impairment. The purpose of the present report is to analyse the classification, diagnosis and treatment of the disorder as well as the current beliefs and practices about the disorder and its relevance to clinical practice and mental health policy and practice.
[bookmark: _Toc227648434]Classification
Mixed depressive and anxiety disorder (ICD-11 code 6A73), classified in Chapter 6 of ICD under grouping depressive disorders (Block L2-6A7), suggests primary association with mood pathologies as opposed to anxiety disorders (World Health Organization, 2019; Reed et al., 2019). This classification exemplifies the ICD-11 initiative to incorporate symptom overlap while preserving a dominant hierarchical structure that emphasizes depressive affect as a primary organizing feature of classification (First et al., 2021).
The ICD-11 characterizes the condition as having depressive and anxiety symptoms more days than not for two weeks, where neither symptom group meets the full criteria for other depressive or anxiety and fear-related disorders (World Health Organization, 2019; Tyrer et al., 2022). This reflects a dimensional model of mental disorders that focuses on the sub-threshold symptom presentation that causes clinically significant distress or impairment addressing the critique on purely categorical models of diagnosis (Maj et al., 2020).
Disorder as opposed to condition or illness is a term that has implications concerning the clinical legitimacy, the right to obtain treatment, the concerns of the potential over medicalisation of mild psychological distress, and so on (Stein et al., 2020; Wakefield, 2016). While ICD-11 officially acknowledges mixed depressive and anxiety disorder, the DSM-5 does not grant a similar standalone diagnosis, treating such cases as part of wider categorizations or using broader specifiers, showing that the nomological debate is far from resolved (American Psychiatric Association, 2013; First et al., 2021). This difference reveals a continued debate on the mixed cases of how anxiety and depressive disorders should be classified, whether as a new diagnosis or as a diagnosis that lacks a proper name within the mood and anxiety disorder spectrum (Maj et al., 2020; Stein et al., 2020).
[bookmark: _Toc227648435]Diagnosis
Individual Mixed Depression and Anxiety disorder ICD 11: 6A73 is diagnosed when symptoms of depression and anxiety have been present for 2 weeks or more, on most days and neither condition meets criteria for depression, or an anxiety or fear-related disorder (World Health Organization, 2019; Tyrer et al., 2022). While core features of depression include the presence of low mood and loss of interest or pleasure, anxiety includes excessive worry, tension, and uncontrolled board, along with autonomic arousal, which must have an impact on the individual's functioning or cause distress (World Health Organization, 2019; Reed et al., 2019).
In clinical practice, the main diagnostic approach involves structured or semi-structured interviews, and the use of screening tools such as the Patient Health Questionnaire (PHQ-9) and Generalized Anxiety Disorder scale (GAD-7). However, these additional assessment instruments have been shown to impact the analysis of symptoms that are present on an overlapping or subthreshold level (Kroenke et al., 2016; Plummer et al., 2016). Additionally, Clinicians are required to apply exclusion criteria and particularly the absence of a past history of manic, hypomanic, or mixed episodes, which would suggest a diagnosis of bipolar disorder, not depression (World Health Organization, 2019; First et al., 2021).
Challenges with diagnosis are considerable and stem predominantly from considerable symptom overlap with anxiety and depressive disorders and possible misclassification or failure to recognize mixed presentations as relevant (Maj et al., 2020; Tyrer et al., 2022). Additionally, the influence of diverse cultures and their unique ways of demonstrating symptoms and requesting assistance can affect the precision of the diagnoses and demonstrate the importance of assessment methods that are more flexible than strict categorical cuts to consider different contexts (Stein et al., 2020; Maj et al., 2020).
[bookmark: _Toc227648436]Treatment
The combination of pharmacological and psychological treatment is common in managing mixed depressive and anxiety disorder (ICD-11: 6A73) because of the dual nature of symptoms. It also demonstrates the flexible and transdiagnostic approaches in treatment (National Institute for Health and Care Excellence, 2022; Cuijpers et al., 2020). Among the pharmacological treatment, most practitioners administer SSRIs in primary care because of their effectiveness in treating depressive and anxiety symptoms (Bandelow et al., 2017; Baldwin et al., 2016). However, mixed and subthreshold conditions may show the benefits of these medications to be significantly lesser. In addition, in the clinical field, side effects and treatment adherence pose significant concerns (Cuijpers et al., 2020; NICE, 2022).
Psychological treatment, mainly the use of CBT, is the most predominant form of treatment. It employs various skills that address symptomatology in either of the domains of anxiety and depressive symptoms. The effectiveness of CBT for the co-morbid conditions is well documented (Hofmann et al., 2017; Cuijpers et al., 2016). Because of its focus on emotional dysregulation and cognitive bias as a mechanism in various disorder as opposed to targeting symptoms that are specific to the disorders, transdiagnostic therapy such as the Unified Protocol (Barlow et al., 2017; Newby et al., 2018). Mindfulness-based therapy is also effective in prevention of relapse as well as in emotional regulation and awareness (Goldberg et al., 2018; Hofmann and Gomez, 2017).
Guided self-help and digital therapies, for example, low-intensity interventions, can be provided initially, with the option to escalate to more intensive treatments as required (NICE, 2022; Richards et al., 2020), which is the great advantage of integrated and stepped-care models and is particularly applicable to this condition. Mixed presentations are often of moderate severity and to prevent the worsening of depressive or anxiety disorders, early interventions are important (Cuijpers et al., 2020; Richards et al., 2020).
[bookmark: _Toc227648437]Rehabilitation
The goal of rehabilitation for the Mixed Depressive and Anxiety Disorder (ICD 11 6A73) is to restore patient functional capacity, improve their quality of life, and for the most part, to prevent deterioration of the mental health condition that is present, through psychosocial support that is sustained over time (World Health Organization 2019, Firth et al 2019). For the subthreshold and impeding condition of concern, the focus of rehabilitation is on the holistic, person-centred nature of psychosocial, occupational, and functional level domains in addition to symptom control (Firth et al., 2019, NICE 2022).
A major component of psychosocial support includes low mood and anxiety that is persistent, and therefore psychosocial support includes the interpersonal, occupational, and daily life, all of which may be affected by the support, structure, and functional deficits (Druss et al., 2018, NICE 2022). Supported employment and rehabilitation in the workplace have a positive impact on mental disorders and have a positive impact on productivity and confidence and reduce the disorder’s impact on productivity (Druss et al., 2018, Modini et al., 2016)  Mood and anxiety have shown positive improvement through lifestyle changes that include regular exercise, better sleep patterns, and improved stress and anxiety management strategies (Firth et al., 2019, Stubbs et al., 2017)
In therapeutic management it is important that there is provision for monitoring and self-management where the person can manage their mental health and emotional well-being, which is contained in self-management strategies. The major difficulty throughout rehabilitation is in access to services and equitable distribution of health and social services, which is something that most rehabilitation services are less developed in the community (Druss et al., 2018, Modini et al., 2016)
[bookmark: _Toc227648438]Effectiveness
Evidence shows that both pharmacological and psychological treatments have been shown to decrease severity and improve functionality to some degree, though there is variability in response on a case-by-case basis, for treating mixed depressive and anxiety disorder (ICD-11: 6A73) (Cuijpers et al., 2020; Hofmann et al., 2017). Of the psychological treatments, Cognitive Behavioural Therapy (CBT) and similar transdiagnostic treatments, that is, treatments developed to be indeterminate as to which psychological disorder, have been shown to improve both depressive and anxiety symptoms (Newby et al., 2018; Barlow et al., 2017). Of the pharmacological treatments, antidepressant medications, primarily SSRIs, have been shown to improve both the anxiety and depression symptoms, although the degree of benefit is less for the depressive symptoms for low-level anxiety (Bandelow et al., 2017; Cuijpers et al., 2020).
Despite the, there are significant limitations in treating individual patients. The aforementioned factors demonstrate the scattershot, disorder-specific approach that is lacking in neither adequate documentation concerning disorder-specific research, nor concerning the overmedicalization of psychological distress. (Maj et al., 2020; Stein et al., 2020). Due to these factors, there is a need for adapted evidence-based treatments that target mixed presentations specifically (Cuijpers et al., 2020; Maj et al., 2020).
[bookmark: _Toc227648439]Debates
Debate regarding the mixed depressive and anxiety disorder (ICD-11: 6A73) continues to evolve, focusing on the disorder's diagnostic and clinical aspects. While some investigators contend that the disorder should be considered on its own, others maintain that it is merely some sort of residual or transitional formulation along the mood and anxiety disorder spectrum (Maj et al., 2020; Tyrer et al., 2022). Non-ICD-11 Mixed anxiety and depression diagnostic categories may lead to overdiagnosis or the medicalization of simple emotional responses to distress, especially considering the subthreshold nature of it (Wakefield, 2016; Stein et al., 2020). Furthermore, the divergence in classification between ICD-11 and DSM-5 continues to demonstrate some of the existing classification system uncertainty, which raises further questions regarding diagnostic consistency and its impact on research, treatment, mental health, and public policy (First et al., 2021; Maj et al., 2020).
[bookmark: _Toc227648440]Recommendations
Enhancing the understandings and the management of Mixed Anxiety and Depressive Disorders (ICD-11: 6A73) hinges on refinements to the accuracy of the diagnoses made, the extent of the evidence, and the availability of relevant treatments (Maj et al., 2020; Tyrer et al., 2022). Diagnoses made should not be based on categorical thresholds but should be on an emphasis of the severity of overlapping symptoms to align more closely to the clinical reality (Stein et al., 2020; First et al., 2021). Research focused on assessing the transdiagnostic approaches and the long-term impact of disorder-specific treatments on various populations is still needed (Cuijpers et al., 2020; Newby et al., 2018).
From the point of view of service delivery, mental health integration in primary health, coupled with the availability of self-help, guided digital therapy, and other low-intensity early interventions will reduce the strain on the health service and improve the mental health of the population (NICE, 2022; Richards et al., 2020). Improving mental health literacy and reducing stigma around mental health will increase the likelihood of treatment engagement (Firth et al., 2019; Stein et al., 2020).
[bookmark: _Toc227648441]Conclusion
Mixed depressive and anxiety disorder (ICD-11: 6A73) is clinically significant and shows the intricacies and overlaps with major types of mental disorders (World Health Organization, 2019; Maj et al., 2020). The diagnosis is an example of the recognition for subthreshold and definable impairment symptom presentations, despite definitional concerns, lack of treatment solutions, overmedicalization, and the issues that diagnosis presents (Tyrer et al., 2022; Stein et al., 2020). It is vital that new models of collaborative and inter-transdiagnostic early access innovations are developed to address the disorder. In addition, further research and development of diagnostic systems is crucial to provide understanding and appropriate care and to direct mental health policy and practice (First et al., 2021; Maj et al., 2020).
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