Spanish Adaptation of the Inventory of Depression and Anxiety Symptoms (IDAS-I1)

and a study of its psychometric properties

Emotional disorders such as depression and anxiety constitute a worldwide problem
of social, clinical and healthcare relevance, particularly among women (APA, 2013; Kessler
et al., 2003; Marcus et al., 2012; Van de Velde et al., 2010). The World Health Organization
has indicated an increase in the prevalence of these disorders in recent years, affecting
(respectively) 4.4% and 3.6% of the world’s population (WHO, 2017). Furthermore,
emotional disorders are a determining factor in disability and loss of health. The influence of
these disorders on the decrease in quality of life has been estimated to be higher than other
diseases (e.g. diabetes, arthritis, or asthma) (Alonso et al., 2004; Grandes et al., 2011).

The last decade has seen the emergence of dimensional diagnostic systems for
mental disorders, which have aimed to overcome some of the limitations of categorical
systems used by most nosological systems (Dell'Osso and Pini, 2012; Dornbach-Bender et al.,
2017; Forbes et al., 2016; Kotov et al., 2017; Kraemer et al., 2004; Krueger and Markon,
2011). Categorical systems base diagnoses on the observation of a set of symptoms in terms
of their presence/absence, whilst dimensional systems define the symptoms that make up the
disorders as a continuous going from normality to pathology (Barlow et al., 2017; Kotov et
al., 2017; Skodol, 2012; Widiger and Samuel, 2005). This allows for distinguishing between
different levels of severity on symptoms and thus severity of the disorder (Kraemer et al.,
2004; Sanz et al., 2003). Although several authors have pointed out the difficulty of applying
dimensional systems in the clinical setting (Kraemer et al., 2004), others have emphasized
their advantages (Brown and Barlow, 2009; First, 2005; Kotov et al., 2017; Kotov et al.,

2018; Kraemer et al., 2004; Krueger and Markon, 2011). The Diagnostic and Statistical



Manual of Mental Disorders (DSM-5) (APA, 2013) itself has pointed out the need for an
increase in empirical studies concerning the dimensional systems.

From a metric perspective, there are several depression and anxiety instruments that
provide a dimensional score, such as the Beck Depression Inventory (BDI-11) (Beck et al.,
1996), the Beck Anxiety Inventory (BAI) (Beck et al., 1988), and the State-Trait Anxiety
Questionnaire (STAI) (Spielberger et al., 1983). Although the usefulness of these tools is
unquestionable, some authors have made critical observations regarding these instruments
(Joiner et al., 2005). First, the high correlations found between measures of depression and
anxiety could bring into question the validity of these instruments for discriminating between
the two disorders (Steer et al., 1995; Watson et al., 1995). Further, a lack of correspondence
between the content specification of these instruments and the diagnostic criteria included in
the diagnostic classifications makes it difficult to fully integrate the diagnosis, intervention,
and evaluation of outcomes within the diagnostic classification systems DSM and ICD
(Osman et al., 2004; Penley et al., 2003). For this reason, some authors have pointed out the
need to develop instruments that allow for better application of dimensional systems in both
the scientific and clinical field (Bullis et al., 2019).

The Inventory of Depression and Anxiety Symptoms (IDAS) (Watson et al., 2007)
is an instrument composed of 11 scales, developed to evaluate specific symptoms of
depression and anxiety. Subsequently, the Expanded Version of the IDAS (IDAS-II) (Watson
et al., 2012) was developed with 18 specific symptom scales as well as a General Depression
scale (containing items from other IDAS-I1 scales that gives an overall depression symptom
score). The IDAS-I1I adds the assessment of symptoms of bipolar disorder and other anxiety-
based disorders: obsessive-compulsive disorder (OCD), post-traumatic stress disorder
(PTSD), social anxiety disorder (SAD) and claustrophobia. The items in both versions assess

the symptom dimensions that underlie the DSM diagnoses; as such, they provide dimensional



assessment of each of specific symptoms of depression and anxiety dimensionally. This
information is relevant at a clinical and research level, since it allows for identifying the
differential impact of each symptom on the patient (Fried and Nesse, 2014, 2015).

In the operational definition of both instruments, the authors developed the scales
aiming to assess the specific symptoms that make up the mood and anxiety disorders. This
approach is consistent with the Hierarchical Taxonomy of Psychopathology (HITOP) (Kotov
et al., 2017), a model that groups symptoms into categories, that are organized hierarchically,
groping specific symptoms into disorders, spectra and ultimately into higher order factors. In
the case of the IDAS-II, its subscales are theoretically framed within the Internalizing
spectrum, which includes the sub-factors of Fear, Distress, and Mania.

The psychometric studies conducted with the IDAS-II have shown adequate internal
consistency and test-retest correlations (Watson and O'Hara, 2017). Based on discriminant
validity evidence, the comparison of normative population scores with those of the clinical
population has shown large effect sizes between d = 0.83 and d = 0.93 for the General
Depression and Dysphoria scales. Further, Stasik-O'Brien et al. (2019) examined the clinical
utility of the IDAS scales and found sensitivity, specificity, and AUC values to be moderate
to adequate for identifying DSM-IV clinical diagnoses. Regarding the internal structure of the
IDAS-11, exploratory and confirmatory factor analisys carried out on the 18 IDAS-I1 scales
revealed the presence of three factors (Irak and Albayrak, 2018; Watson et al., 2012): a) The
Distress factor of the IDAS-II is made up of scales that evaluate symptoms of major
depressive disorder, generalized anxiety disorder, and PTSD, which correspond to the
Distress factor of HITOP; b) The Obsessions/Fear factor of the IDAS-I1 is made up of scales
that evaluate symptoms of SAD, specific phobia, and OCD, which correspond to the Fear
factor of HITOP; and c) the Positive Mood factor of the IDAS-II is made up of scales that

assess symptoms of bipolar disorder, which correspond to the Mania factor of HITOP. This



body of psychometric evidence indicates that the IDAS-11 represents one of the instruments
for measuring the Internalizing spectrum symptoms that are best framed within the HITOP
model (Kotov et al., 2017). Currently, the IDAS-II is available in its original English version
(Watson et al., 2012) and has recently been adapted to Turkish (Irak and Albayrak, 2018).
However, a Spanish version is not currently available.

Thus, the objective of the present study is to adapt the IDAS-II to the Spanish
context in a student and a community sample. For this, the original instrument will be adapted
to the Spanish context following the guidelines of the International Test Commission (ITC,
2017). Results of psychometric properties of the Spanish version of the IDAS-I1 will be
presented. Specifically, estimations of the reliability of the instrument (internal consistency
and temporal stability) and a study validity evidence (based on the relationship with other
variables and based on the internal structure) will be provided. In terms of reliability, we
expect to find both high internal consistency and stability between test-retest scores, in line
with previous studies (Irak and Albayrak, 2018; Watson and O'Hara, 2017, Watson et al. al.,
2012). In terms of validity, we expect to find strong and positive correlations between the
IDAS-II scales and other measures of depression, anxiety, bipolarity, PTSD and OCD (Irak
and Albayrak, 2018; Watson and O'Hara, 2017; Watson et al., 2007, 2008, 2012). Finally, it is
expected that the internal structure of the Spanish version of the IDAS-11 will be composed of
three factors similar to the English and Turkish versions of the IDAS-11 (Irak and Albayrak,
2018; Watson et al., 2012).

Methods
Participants

The present study used a sample of university students and a community sample.

The first sample was composed of 378 undergraduate students from the University of Huelva

selected by convenience sampling. Of the student sample, 57.9% were female (n = 219), and



the age of the sample ranged between 17 and 49 years (M = 20.94, SD = 3.06). A subgroup of
100 students from the total sample selected by convenience sampling re-completed the IDAS-
Il seven days after the first administration of the test, forming the sample for the test-retest
reliability analysis.

The community sample consisted of 620 adults, also selected through non-
probabilistic procedures; 50.16% were selected by convenience sampling from a group of
attendees at adult training workshops in the province of Huelva. The rest of the community
sample was selected by snowball sampling, recruited from relatives and acquaintances of
university students of the Degree in Psychology at the University of Huelva. In this sample,
51.9% of the participants were male (n = 322), and the age of the sample ranged between 18
and 70 years (M = 42.52, SD = 14.32).

Instruments

The Spanish translation of the IDAS-11 was administered; each of its 99 items is
answered using a 5-point Likert scale ranging from 1 (“not at all") to 5 ("extremely™).
Participants rate the severity of their symptoms during the last two weeks. The IDAS-II is
comprised of two broad scales (Dysphoria and General Depression) and 18 specific scales:
Lassitude, Insomnia, Suicidality, Appetite Loss, Appetite Gain, Well-Being, Ill Temper,
Mania, Euphoria, Panic, Social Anxiety, Claustrophobia, Traumatic Intrusions, Traumatic
Avoidance, Checking, Ordering and Cleaning. The Dysphoria scale is non-specific in nature,
assessing the shared cognitive and affective symptoms of depression and anxiety disorders.
The General Depression scale includes items from the IDAS-I11 specific scales and gives an
overall depression symptom score, thus resembling other traditional measures of depression
such as the BDI-II. The 18 specific scales reflect three underlying factors: Distress,

Obsessions/Fear, and Positive Mood (Watson et al., 2012).



In order to examine the convergent and discriminant validity of the IDAS-I11 scales,
several additional instruments were administered. Depression symptoms were measured using
the Spanish translation of the Beck Depression Inventory-11 (BDI-II) (Beck et al., 1996; Sanz
et al., 2003). This instrument evaluates the presence and severity of depressive
symptomatology during the past two weeks. In the present study, this instrument was found to
be internally consistent (Cronbach’s alpha = .89 in the student sample and .90 in the
community sample).

Anxiety symptoms were assessed via the Spanish translation of the Beck Anxiety
Inventory (BAI) (Beck and Steer, 1990; Sanz and Navarro, 2003). This instrument evaluates
the severity of anxiety symptoms during the past seven days. The BAI demonstrated strong
internal consistency in the present study, with a Cronbach's alpha value of .91 in the student
sample and .93 in the community sample.

The Spanish adaptation of the Hypomania Check List-32 (HCL-32) (Angst et al.,
2005; Vieta et al., 2007) was used to measure hypomania symptoms. Reliability analyses
revealed that Cronbach’s alpha coefficients ranged from .77 in the student sample to .83 in the
community sample.

The Spanish version of the Post-traumatic Stress Disorder Checklist-Civilian
Version (PCL-C) (Orlando and Marshall, 2002; Weathers et al., 1993) was used to measure
PTSD symptoms corresponding to criteria B (re-experiencing), C (avoidance), and D
(arousal) of the diagnostic criteria for DSM-IV PTSD. In the current study, the instrument had
strong internal consistency (Cronbach’s alpha = .94 in the student sample and .93 in the
community sample).

Finally, OCD symptoms were assessed using the Spanish translation of the Obsessive-

Compulsive Inventory-Revised (OCI-R) (Foa et al., 2002; Fullana et al., 2005). Its 18 items



measures the severity of OCD symptoms. Evidence of internal consistency was shown by a
Cronbach's alpha value of .90 for the community sample and .89 for the student sample.
In addition, a set of questions were included to gather data on socio-demographic

variables related to sex, age, educational level, employment and marital status.
Procedure

Before beginning the process of adapting the IDAS-II, the research team requested
authorization from the authors of the original IDAS-II and made an assessment on the
preconditions established by the International Test Commission (ITC, 2017). This assessment
was made by members of the research team and a psychiatrist with experience in patient
evaluation and intervention. The adaptation process was carried out considering the linguistic,
psychological, and cultural aspects of both the culture of origin and the Spanish culture.
Initially, three members of the research team independently translated the IDAS-II items.
Agreement rates were then calculated for the resulting translations; 100% agreement was
reached for 73 of the 99 items and 66% for the remaining 26 items. The items that showed
discrepancies were discussed in order to reach an agreement on wording. Next, the original
items in English were presented —along with the proposed translations for all 99 items— to a
fluent English-speaking psychiatrist with residence and a professional career path in the
United States. This psychiatrist had to select those translation proposals that they considered
to be the most conceptually appropriate in terms of their meaning in English. Moreover, an
alternative wording could be proposed. The 99 items proposed by the research team were
considered appropriate by the psychiatrist. Additionally, minor modifications made by
research team were made for certain items (mainly verb forms), which were incorporated into
the final 99 items administered.

A psychologist administered the Spanish version of the IDAS-II to the student and

community samples and informed the participants about the anonymous and voluntary nature



of their participation in the study. The tests were administered in small groups and lasted
between 25 and 40 minutes. The students completed the tests in a classroom at the University
of Huelva whereas participants in the community sample completed the tests in rooms set up
in the various social service and training centers where they were recruited. This study was
approved by the Bioethics Committee of the University of Huelva.

Data Analysis

Descriptive statistics were used to characterize both samples. Item discrimination
was conducted by calculating the corrected item-total correlation between each item and its
subscale. Internal consistency was measured using Cronbach’s alpha coefficient and split-half
reliability was measured using the Spearman-Brown coefficient. To estimate the short-term
test-retest reliability of the scales, correlations were calculated between participants’ scores on
the IDAS-I1I across a one-week interval.

Validity evidence based on the internal structure of the IDAS-11 scales was
determined through a CFA in both samples. We modeled our analyses on those used in the
original development of the IDAS-I1 (Watson et al., 2012). Preliminary analysis of the data
revealed the absence of multivariate normality in both the student sample (Mardia coefficient
= 36.34) and the community sample (Mardia coefficient = 63.42). Accordingly, the least
squares method with robust estimators was used for CFA. The factorial structure of the IDAS-
Il was tested, composed of three factors (Distress, Obsessions/Fear, and Positive Mood)
encompassed in a second order factor equivalent to the "Internalizing™ spectrum of the HITOP
model. The following statistics were used to evaluate the fit of the model: the Satorra-Bentler
goodness-of-fit statistic %2, the root mean square error of approximation (RMSEA), the
comparative fit index (CFI) (Bentler, 1990), the non-normalized fit index (NNFI) and the
Akaike Information Criterion (AIC). According to Hu and Bentler (1999), values of CFI and

NNFI >.95 and RMSEA lower than .06 were regarded as indicators of a good fit. The study of



validity evidence based on the relationship with other variables was conducted by calculating
the Pearson correlation coefficient between the scores of the IDAS-I1 scales and the scores of
the other instruments (BDI-II, BAIl, HCL-32, PCL-C, and OCI-R).
The analyses were carried out using SPSS (Version 25) and EQS (Version 6.2).
Results

Descriptive analyses of the measurements of the scales and estimation of reliability

Table 1 shows the means and standard deviations of the scores of the scales of the
IDAS-II, the mean discrimination index of the items of each scale, the reliability estimated by
different procedures, and the test-retest correlations, for both the student and community
samples. Discrimination indexes ranged .45 (Lassitude) - .77 (Appetite Loss) for the student
sample and .46 (Lassitude) - .71 (Appetite Loss) for the community sample. The values of the
alpha coefficients were greater than .70 for all scales, being above .80 for most of the IDAS-II
scales in both samples. Spearman-Brown coefficient yielded values higher than .70 for all the
scales in both samples. Test-retest correlations ranged between .61 (Traumatic Avoidance)

and .89 (Suicidality) for all scales except for Appetite Loss, which showed a value .49.

INSERT TABLE 1

Validity Evidence based on internal structure

Table 2 shows the Pearson correlation coefficients between the subscales of the
IDAS-I1 in both samples. The correlation coefficients in the community sample ranged
between -.33 (Well-Being/Dysphoria) and .74 (Panic/Dysphoria). For the student sample,
these values ranged from -.48 (Well-Being/Dysphoria) and .69 (Panic/Dysphoria). Higher
correlations are observed between the scales of the same factor (e.g., Dysphoria/Suicidality)

and lower correlations between the scales of different factors (e.g., Dysphoria/Euphoria).



INSERT TABLE 2

Through CFA, we tested the three factors proposed by the authors: Distress,
Obsessions/Fear, and Positive Mood (Watson et al., 2012). According to the HITOP model
(Kotov et al., 2017), a hierarchical structure was hypothesized where these three factors were
subsumed under a second order factor (Internalizing spectrum). This structure was evaluated

in both the student and community samples [See Fig. 1 and Fig. 2].

INSERT FIGURES 1 AND 2

The results obtained for the model in the student sample were S-By2 (153) = 4799.38;
CFI1 =.997; NNFI =0.997; AIC =-205.10; RMSEA = .016 (90% confidence interval [CI: .00,
.03]). Fig. 1 shows the values of the standardized loads of the model obtained in the sample of
students, which ranged between .28 (Distress/Well-Being) and .85 (Distress/Dysphoria). The
values of the loads of the second order factor on the factors of Distress, Obsessions/Fear and
Positive Mood were .72, .97, and .78 respectively.

In addition, the results obtained for the model in the community sample were S-By2
(53 = 11145.50; CF1 = .971; NNFI = 0.967; AIC = -156.54; and RMSEA = .062 (90%
confidence interval [CI: .06, .07]). Fig. 2 shows the values of the standardized loads obtained
in the community sample, which ranged from .14 (Distress/Well-Being) and .91 (Positive
Mood/Mania). The values of the loads of the second order factor on the factors of Distress,

Obsessions/Fear, and Positive Mood were .86, .92, and .90 respectively.
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Validity evidence based on the relationship with other variables

Validity evidence based on the relationship with other variables is shown in Table 3.
Convergent and discriminant validity coefficients show favorable evidence of validity in most
scales, so that higher correlations are found with the instruments that measure the same
constructs. On the other hand, correlations with scales that measure different constructs are
lower. For example, the highest correlation found in the community sample (r =.79) was
observed between the IDAS-11 General Depression scale and the total BDI-I11 score. This trend
is similar for the rest of the scales characteristic of depressive symptoms. Among the scales
framed within anxiety disorders (Panic, Social Anxiety, Claustrophobia, etc.), the highest
correlations are observed with BAI, particularly the Panic Scale (r =.79). The scales related
to bipolar disorder obtain the lowest correlations, the highest being those obtained with the
HCL-32 (r =.19/.26). In the Traumatic Intrusions scale, the highest correlations can be
observed with the PCL-C (r = .42/ .57). In the case of the Checking, Ordering, and Cleaning
scales, the highest correlations are found with the OCI-R. However, there are also some high
correlations that were not expected from a theoretical perspective. Thus, for example, the
Mania scale shows higher correlations with the BDI-11 and with the BAI, compared with the
HCL, the latter being the one that, theoretically, would be expected to have the strongest
correlations with the Mania scale. The Social Anxiety scale shows high correlations with both
the BDI-11 and the BAL, although it was expected that the correlation with the first instrument
would be lower. The Traumatic Intrusions scale also shows higher correlations with the BDI-

Il and BAI than with the PCL-C.

INSERT TABLE 3
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Discussion

The objective of this study was to adapt the IDAS-I11 to the Spanish context and to
report its psychometric properties in terms of reliability and evidence for validity. The results
obtained are equivalent to those reported in previous studies using the English and Turkish
versions (Irak and Albayrak, 2018; Watson et al., 2012). We obtained values of internal
consistency and temporal stability across a one-week interval higher than those recommended
in most scales. The results are congruent with the hypothesized internal structure of the
instrument, as well as with the HITOP model (Kotov et al., 2017). However, evidence of
validity based on the relationship with other variables has yielded both favorable and
unexpected correlations. In general terms, the Spanish version of the IDAS-11 appears to be an
adequate instrument for use in the research context, although if it is to be employed in a
clinical context it will be necessary to carry out studies that complement these results.

In terms of reliability, the present study suggests an adequate internal consistency of
the Spanish adaptation of the IDAS-II. Similar to previous IDAS-II studies (Irak and
Albayrak, 2018; Watson et al., 2012), the Cronbach alpha values obtained in both samples
exceed .80 for most scales. Moreover, with a greater number of items than the other scales,
the General Depression scale demonstrates the highest alpha value. On the other hand, the
lowest internal consistency values correspond to the Mania, Checking, and Suicidality scales
in the community sample, and the Lassitude, Mania and Appetite Gain scales in the student
sample. Irak and Albayrak (2018) found similar results, although unlike their study, none of
the alpha coefficients obtained in the present study were lower than .70. With respect to
temporal stability, the obtained results appear to confirm that the Spanish adaptation of the
IDAS-I1 presents a level of stability that is comparable to the original version (Watson et al.,
2012). The test-retest correlations in the one-week interval were greater than .70 for most of

the scales in the sub-sample of 100 students. However, five scales (Lassitude, Insomnia,
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Appetite Loss, Il Temper and Traumatic Avoidance) had test-retest correlations lower than
the recommended minimum of .70 (Joiner et al., 2005). The results obtained are consistent
with those found in the development of the instrument (Watson and O'Hara, 2017), where
again, Dysphoria and Social Anxiety are among the scales that have the highest test-retest
correlation coefficients, with Appetite Loss being the one that shows the lowest correlation
coefficient. The results provided by these authors also indicate a decrease in the stability
values as the time interval between the measurements increases. This decrease may reflect the
fact that the IDAS-I1 is sensitive to change, since it is an instrument for evaluating symptoms
rather than stable traits (Nezu et al., 2000; Watson and O'Hara, 2017).

Regarding the internal structure, the results provide empirical evidence consistent
with the operational definition of the instrument and the theoretical HITOP model (Kotov et
al., 2017). The correlations between the specific scales of the IDAS-1I show congruence with
the structure of the instrument, observing higher correlations between scales belonging to the
same factor, suggesting that the scales measure related but different constructs. In turn, lower
correlations are observed between scales belonging to different disorders, suggesting the
capacity of the instrument to evaluate specific symptoms of each disorder. The results of the
present study are consistent with those of two previous studies conducted to validate the
IDAS and the IDAS-II (Irak and Albayrak, 2018; Watson et al., 2012, 2007). The CFA
suggests that the IDAS-I1 is organized into three factors in both the sample of students and the
community sample. In the study of the original instrument (Watson et al., 2012), the results of
exploratory factor analysis revealed that the scales of Mania and Social Anxiety showed
cross-factorial loads. The present study frames this instrument within the HITOP model
(Watson, 2012; Kotov et al., 2017). Thus, according to the theoretical organization of the
model, and considering the content of the scales, the Social Anxiety scale loaded on the

Obsessions/Fear factor, and the Mania scale on the Positive Mood factor (Kotov et al., 2017,
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Watson et al., 2012). Likewise, the confirmation of the membership of the Well-Being scale
in the Distress factor is further evidence of the strong association between low Well-Being
and depression (Kotov et al., 2017; Mineka et al., 2002; Watson et al., 2007). Finally, it is
worth mentioning that this study shows, for the first time, that the three factors of the IDAS-II
are subsumed under a second-order factor, which under the conceptualization of HITOP
reflects the Internalizing spectrum (Kotov et al., 2017).

In terms of evidence based on the relationship with other variables, the results are
similar to those found in the studies of the original and Turkish versions of the instrument
(Irak and Albayrak, 2018; Watson et al., 2007, 2012). Certain scales show favorable and
congruent evidence with the established hypotheses. This is the case for the General
Depression, Dysphoria and Well-Being scales, which show higher correlations with BDI-II
scores, whilst the Panic scale is correlated with BAI scores and the scales that assess OCD
symptoms (Checking, Ordering, and Cleaning) are correlated with the total score of the OCI-
R (OCD). Also, in accord with the hypotheses, Euphoria showed the highest correlations with
the HCL-32 scores (mania) than with the rest of the instruments, albeit low. This result, also
observed in the study by Watson et al. (2012), could be explained in part by the differences
between the IDAS-II and the HCL-32 in terms of the time frames used for the evaluation of
symptoms. In particular, while the IDAS-I11 evaluates the symptomatology present during the
last two weeks, the HCL-32 evaluates the symptomatology that the person presents during a
period of elevated mood, which may have occurred prior to the last two weeks.

Despite this set of favorable evidence, it is worth mentioning that some non-
hypothesized results were found in the present study. For instance, the Appetite Loss scale, in
line with the study by Watson et al. (2007), shows slightly lower correlations with the BDI-11
with respect to the BAI. Further, and in accord with previous studies (Irak and Albayrak,

2018; Watson et al., 2007), the Social Anxiety scale is equally related to the BDI-II and the
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BAI. Contrary to our expectations, we found that Mania presented higher correlations with
the BDI-11, the BAI, the PCL-C and the OCI-R than with the HCL-32 in both samples, and
the PTSD scales showed correlations with the BDI-1I and the BAI. These results could be
explained in part by the high co-occurrence observed among disorders such as SAD and
depression (Brown et al., 2001, Cohen et al., 2017; De Jong et al., 2012) or the comorbidity
between the symptoms of PTSD and depression and anxiety (Geng et al., 2019; Price et al.,
2019). Another alternative explanation to these results could be linked to the limited
discriminative capacity (indicated in the literature) of some of the instruments used as “gold

standard” (e.g., Steer et al., 1995; Watson et al., 1995).

From a clinical standpoint, the high comorbidity observed on affective and anxiety
disorders, has led some authors focus on the common underlying mechanisms of emotional
disorders, rather than on the differences (Barlow, Allen & Choate, 2016). International
organizations such as the National Institute of Mental Health (NIMH) have made a call for the
development of transdiagnostic diagnostic and intervention systems (Insel et al., 2010;
Krueger & Eaton, 2015), which exceed the traditional diagnostic categories and center
attention on the dimensions that are common to the disorders. The literature suggests that
interventions designed to treat a specific disorder have shown poorer results when addressing
comorbid patients (Weisz et al., 2017). In this sense, transdiagnostic therapeutic proposals
concentrate, not so much on the specific diagnostic category of a patient, but on the
evaluation and intervention of the underlying symptomatic dimensions, common to each of
the psychological disorders (Barlow et al, 2017). An example of this type of interventions is
the Unified Protocol, which is showing improvements in a high variety of patients with a
lower cost (Bullis et al., 2015; Garcia-Escalera et al., 2017; Norton and Paulus, 2016).

Transdiagnostic approaches has also shown favorable results on the prevention of anxiety and
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depression symptoms in children (Ferndndez-Martinez, Orgilés, Morales, Espada & Essau,
2020). In this framework, the IDAS-I11 represents a promising diagnostic tool that can be
useful according to these transdiagnostic orientations. On the one hand, the IDAS-II specific
scales consider the dimensional evaluation of the symptomatology of multiple symptoms of
different disorders simultaneously. On the other hand, the two broad scales, Dysphoria and
General Depression, assess the core of the depressive and anxiety disorders and can serve as
very efficient standalone measures of general internalizing pathology (Stasik-O’Brien et al.,

2018).

Limitations

Although the present study provides evidence of both the reliability and validity of
the IDAS-I11, some limitations are worth noting. Firstly, the selection of the participants was
carried out through accessibility sampling, a fact that limits the generalizability of the results.
Secondly, this study was conducted exclusively on student and community samples, and the
sample used for the study of temporal stability was limited to 100 university students.
Therefore, it is necessary to replicate this study on patient samples in order to obtain evidence
of reliability and validity of the IDAS-II on this population. For example, Watson and O'Hara
(2017) reported test-retest correlations in the one-week interval above .70 for all scales of the
first version of the IDAS in a sample of 250 patients. In this sense, the more stable scores
obtained for patient samples compared to community samples could reflect the rigidity or
emotional inflexibility observed in patients with depression (Gilbert et al., 2019; Schwartz et
al., 2019). It could, therefore, in future studies be desirable to examine the internal
consistency using larger and more heterogeneous samples. Thirdly, some of the measures
used as gold-standard have presented limitations. For example, the HCL-32 was the gold-

standard measure for bipolarity scales but showed weaker relationships with the Mania and
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Euphoria scales in the work of Watson et al. (2012). In this regard, it would be worth raising
the possibility of using another gold-standard measure to validate these scales. However, at
the time of the present work, HCL-32 was the only gold-standard for bipolarity scales
available in Spanish among those already used by Watson et al. (2012) for the development of
IDAS-I1I. Further, some authors have pointed out the limitations of the discriminative capacity
of BDI-Il and BAI (Steer et al., 1995; Watson et al., 2012). However, the BDI-1I and the BAI,
besides being among the most widely used instruments in the Spanish context (Mufiiz and
Fernandez-Hermidia, 2010; Sanz, 2014), were also used as gold-standard measures in the
previous studies conducted to validate the IDAS and IDAS-I1 (Irak and Albayrak, 2018;
Watson et al., 2007). Thus, in spite of its limitations, the use of the BDI-II and BAI allows for
the comparability of the results obtained in the present study. Finally, the present study was
unable to employ gold-standard measures that specifically evaluate Well-Being, Social
Anxiety, and Claustrophobia. Future studies should include instruments that evaluate these
symptoms in order to test the convergent and discriminant validity of such scales.
Conclusions

This work is the first to adapt the IDAS-II to the Spanish context and examine its
psychometric properties, thus providing new researchers and clinical professionals with a
version of this instrument that can be used in future studies. In addition, this study is also the
first to provide evidence on the correspondence between the internal structure of the IDAS-11
and the hierarchical taxonomy of the HITOP model. This allows for continuity of the research
on the symptoms that make up the Internalizing spectrum of the HITOP model in the Spanish
context. In light of the results obtained —and bearing in mind the advantages that this
instrument provides compared with those already available in Spanish— the IDAS-I1 could be
a useful tool for the evaluation of the severity of depression, anxiety, and bipolarity symptoms

in the Spanish population in transdiagnostic clinical approaches and in a research context.
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However, future studies are still required to confirm the psychometric properties of this
instrument in other subpopulations such as adolescents and patients, and to show evidence of
its usefulness in clinical contexts.

Authors contributions

CDB, OML and ADC has contributed on the conception and design of study. ADC, OML and
MSG has contributed on the acquisition of data. ADC, MSG and AJR had participated on the
analysis of data. ADC, SSO, CDB had participated on the interpretation of data. ADC, CDB,
SSO had drafted the manuscript. All authors have revised the manuscript critically for
intellectual content and approved the final version of the manuscript submitted.

Declaration of Competing Interest

The authors declare that there are no conflicts of interest to report.

Funding

This research did not receive any specific grant from funding agencies in the public,
commercial, or not-for-profit sectors.

Supplementary materials

Supplementary material associated with this article can be found, in

the online version, at doi:10.1016/j.jad.2020.03.187.

References

Alonso, J., Angermeyer, M.C., Bernert, S., Bruffaerts, R., Brugha, T.S., Bryson, H., , de
Girolamo, G., Graaf, R., Demyttenaere, K., Gasquet, I., Haro, J.M., Katz, S.J.,
Kessler, R.C., Kovess, V., Lépine, J.P., Ormel, J., Polidori, G., Russo, L.J., Vilagut,
G., Almansa, J., Arbabzadeh-Bouchez, S., Autonell, J., Bernal, M., Buist-Bouwman,
M.A., Codony, M., Domingo-Salvany, A., Ferrer, M., Joo, S.S., Martinez-Alonso, M.,

Matschinger, H., Mazzi, F., Morgan, Z., Morosini, P., Palacin, C., Romera, B., Taub,

18



N., Vollebergh, W.A., 2004. Disability and quality of life impact of mental disorders
in Europe: results from the European Study of the Epidemiology of Mental Disorders
(ESEMeD) project. Acta Psychiatr. Scand. 109(420), 38-46.
https://doi.org/10.1111/j.1600-0047.2004.00329.x

American Psychiatric Association, 2013. Diagnostic and Statistical Manual of Mental
Disorders, Fifth. A. P. Association, Arlington, VA.

Angst, J., Adolfsson, R., Benazzi, F., Gamma, A., Hantouche, E., Meyer, T.D., Skeppar, P.,
Vieta, E., Scott, J., 2005. The HCL-32: Towards a self-assessment tool for hypomanic
symptoms in outpatients. J. Affect. Disord. 88(2), 217-233.
https://doi.org/10.1016/j.jad.2005.05.011

Barlow, D. H., Allen, L. B., & Choate, M. L. (2016). Toward a unified treatment for
emotional disorders—republished article. Behavior therapy, 47(6), 838-853. doi:
10.1016/j.beth.2016.11.005

Barlow, D.H., Farchione, T.J., Bullis, J.R., Gallagher, M.W., Murray-Latin, H., Sauer-Zavala,
S., Bentley, K.H., Thompson-Hollands, J., Conklin, L.R., Boswell, J.F., Ametaj, A.,
Carl, J.R., Boettcher, H.T., Cassiello-Robbins, C., 2017. The unified protocol for
transdiagnostic treatment of Emotional Disorders compared with diagnosis-specific
protocols for anxiety disorders: A randomized clinical trial. JAMA Psychiatry 74(9),
875-884. https://doi.org/10.1001/jamapsychiatry.2017.2164

Beck, A.T., Brown, G., Epstein, N., Steer, R.A., 1988. An inventory for measuring clinical
anxiety: Psychometric properties. J. Consult. Clin. Psychol. 56(6), 893-897.

Beck, A.T., Steer, R.A., Brown, G., 1996. Beck Depression Inventory manual (2nd ed.).
Psychological Corporation, San Antonio.

Bentler, P.M., 1990. Comparative fit indexes in structural models. Psychol. Bull. 107, 238-

246. https://doi.org/10.1037/0033-2909.107.2.238

19


https://doi.org/10.1016/j.beth.2016.11.005

Brown, T.A., Barlow, D.H., 2009. A Proposal for a Dimensional Classification System Based
on the Shared Features of the DSM-IV Anxiety and Mood Disorders: Implications for
Assessment and Treatment. Psychol. Assess. 21(3), 256-271.
https://doi.org/10.1037/a0016608

Brown, T.A., Campbell, L.A., Lehman, C.L., Grisham, J.R., Mancill, R.B., 2001. Current and
lifetime comorbidity of the DSM-1V anxiety and mood disorders in a large clinical
sample. J. Abnorm. Psychol. 110(4), 585-599. https://doi.org/10.1037/0021-
843X.110.4.585

Bullis, J.R., Boettcher, H., Sauer-Zavala, S., Barlow, D.H., 2019. What is an emotional
disorder? A transdiagnostic mechanistic definition with implications for assessment,
treatment, and prevention. Clin. Psychol.-Sci. Pr. e12278.
https://doi.org/10.1111/cpsp.12278

Bullis, J. R., Sauer-Zavala, S., Bentley, K. H., Thompson-Hollands, J., Carl, J. R., & Barlow,
D. H. (2015). The unified protocol for transdiagnostic treatment of emotional disorders:
preliminary exploration of effectiveness for group delivery. Behavior
Modification, 39(2), 295-321. https://doi.org/10.1177/0145445514553094

Cohen, J.N., Taylor Dryman, M., Morrison, A.S., Gilbert, K.E., Heimberg, R.G., Gruber, J.,
2017. Positive and Negative Affect as Links Between Social Anxiety and Depression:
Predicting Concurrent and Prospective Mood Symptoms in Unipolar and Bipolar Mood
Disorders. Behav. Ther. 48(6), 820-833. https://doi.org/10.1016/j.beth.2017.07.003

De Jong, P.J., Sportel, B.E., De Hullu, E., Nauta, M.H., 2012. Co-occurrence of social anxiety
and depression symptoms in adolescence: Differential links with implicit and explicit
self-esteem? Psychol. Med. 42(3), 475-484. https://doi.org/10.1017/S0033291711001358

Dell’Osso, L. y Pini, S. (2012). What Did We Learn from Research on Comorbidity In

Psychiatry? Advantages and Limitations in the Forthcoming DSM-V Era. Clin. Pract.

20



Epidemiol. Ment. Health 8(1), 180-184. https://doi.org/10.2174/1745017901208010180

Dornbach-Bender, A., Ruggero, C.J., Waszczuk, M.A., Gamez, W., Watson, D., Kotov, R.,
2017. Mapping emotional disorders at the finest level: Convergent validity and joint
structure based on alternative measures. Compr. Psychiatry 79, 31-309.
https://doi.org/10.1016/j.comppsych.2017.06.011

Ferndndez-Martinez, 1., Orgilés, M., Morales, A., Espada, J. P., & Essau, C. A. (2020). One-
Year follow-up effects of a cognitive behavior therapy-based transdiagnostic program for
emotional problems in young children: A school-based cluster-randomized controlled
trial. Journal of affective disorders, 262, 258-266.
https://doi.org/10.1016/j.jad.2019.11.002

First, M.B., 2005. Clinical utility: a prerequisite for the adoption of a dimensional approach in
DSM. J. Abnor. Psychol. 114(4), 560-564. https://doi.org/10.1037/0021-843X.114.4.560

Foa, E.B., Huppert, D., Leiberg, S., Langner, R., Kichic, R., Hajcak, G., Salkovskis, P.M.,
2002. The Obsessive-Compulsive Inventory: development and validation of a short
version. Psychol. Assess. 14(4), 485-496. https://doi.org/10.1037/1040-3590.14.4.485

Forbes, M.K., Tackett, J.L., Markon, K.E., Krueger, R.F., 2016. Beyond comorbidity: Toward
a dimensional and hierarchal approach to understanding psychopathology across the
lifespan. Dev. Psychopathol. 28, 971-986. https://doi.org/10.1017/S0954579416000651

Fried, E.I., Nesse, R.M., 2014. The impact of individual depressive symptoms on impairment
of psychosocial functioning. PLoS ONE, 9(2), e90311.
https://doi.org/10.1371/journal.pone.0090311

Fried, E.l., Nesse, R.M., 2015. Depression sum-scores don’t add up: Why analyzing specific
depression symptoms is essential. BMC Med. 13(1), 1-11.
https://doi.org/10.1186/s12916-015-0325-4

Fullana, M.A., Tortella-Feliu, M., Caseras, X., Andién, O., Torrubia, R., Mataix-Cols, D.,

21



2005. Psychometric properties of the Spanish version of the Obsessive-Compulsive
Inventory-Revised in a non-clinical sample. J. Anxiety Disord. 19(8), 893-903.
https://doi.org/10.1016/j.janxdis.2004.10.004

Garcia-Escalera, J., Valiente, R. M., Chorot, P., Ehrenreich-May, J., Kennedy, S. M., &
Sandin, B. (2017). The Spanish version of the unified protocol for transdiagnostic
treatment of emotional disorders in adolescents (UP-A) adapted as a school-based
anxiety and depression prevention program: Study protocol for a cluster randomized
controlled trial. JIMIR research protocols, 6(8), e149. doi: 10.2196/resprot.7934

Geng, F., Zhou, Y., Liang, Y., Zheng, X., Li, Y., Chen, X., Fan, F., 2019. Posttraumatic Stress
Disorder and Psychiatric Comorbidity among Adolescent Earthquake Survivors: a
Longitudinal Cohort Study. J. Abnorm. Child Psychol. 47, 671-681.
https://doi.org/10.1007/s10802-018-0462-2

Gilbert, K.E., Tonge, N.A., Thompson, R.J., 2019. Associations between depression, anxious
arousal and manifestations of psychological inflexibility. J. Behav. Ther. Exp. Psychiatry
62, 88-96. https://doi.org/10.1016/j.jbtep.2018.09.006

Grandes, G., Montoya, I., Arietaleanizbeaskoa, M.S., Arce, V., Sanchez, A., 2011. The
burden of mental disorders in primary care. Eur. Psychiatry 26(7), 428-435.
https://doi.org/10.1016/j.eurpsy.2010.11.002

Hu, L.T., Bentler, P.M., 1999. Cutoff criteria for fit indexes in covariance structure analysis:
Conventional criteria versus new alternatives. Struct. Equ. Modeling 6(1), 1-55.
https://doi.org/10.1080/10705519909540118

Insel. T., Cuthbert, B., Garvey, M., Heinssen, R., Kozak, M., Pine, D.S., Wang, P. (2010).
Research Domain Criteria (RDoC): Toward a new classification framework for research
on mental disorders. American Journal of Psychiatry, 167, 748-751. doi:

10.1176/appi.ajp.2010.09091379.

22



International Test Commission, 2017. The ITC Guidelines for Translating and Adapting Tests
(Second edition). [www.InTestCom.org].

Irak, M., Albayrak, E.O., 2018. Psychometric Properties of the Expanded Version of the
Inventory of Depression and Anxiety Symptoms in a Turkish Population. Psychol. Rep.
003329411881384. https://doi.org/10.1177/0033294118813844

Joiner, T.E., Walker, R.L., Pettit, J.JW., Perez, M., Cukrowicz, K.C., 2005. Evidence-based
assessment of depression in adults. Psychol. Assess. 17(3), 267-277.
https://doi.org/10.1037/1040-3590.17.3.267

Kessler, R.C., Berglund, P., Demler, O., Jin, R., Koretz, D., Merikangas, K.R., Rush, A.J.,
Walters, E.E., Wang, P.S., 2003. The epidemiology of major depressive disorder: results
from the National Comorbidity Survey Replication (NCS-R). JAMA 289(23), 3095-
3105. https://doi.org/10.1097/00132578-200310000-00002

Kotov, R., Krueger, R.F., Watson, D., 2018. A paradigm shift in psychiatric classification: the
Hierarchical Taxonomy Of Psychopathology (HiTOP). World Psychiatry 17(1), 24-25.
https://doi.org/10.1002/wps.20478

Kotov, R., Krueger, R.F., Watson, D., Achenbach, T.M., Althoff, R.R., Bagby, R.M., Brown,
T.A., Carpenter, W.T., Caspi, A., Clark, L.A., Eaton, N.R., Forbes, M.K., Forbush, K.T.,
Goldberg, D., Hasin, D., Hyman, S.E., lvanova, M.Y ., Lynam, D.R., Markon, K., Miller,
J.D., Moffitt, T.E., Morey, L.C., Mullins-Sweatt, S.N., Ormel, J.1., Patrick, C.J., Regier,
D.A., Rescorla, L., Ruggero, C., Samuel, D.B., Sellbom, M., Simms, L.J., Skodol, A.E.,
Slade, T., South, S.C., Tackett, J.L., Waldman, I.D., Waszczuk, M.A., Widiger, T.A.,
Wright, A.G.C., Zimmerman, M., 2017. The hierarchical taxonomy of psychopathology
(HiTOP): A dimensional alternative to traditional nosologies. J. Abnorm. Psychol.
126(4), 454-477. https://doi.org/10.1037/abn0000258

Kraemer, H.C., Noda, A., O’Hara, R., 2004. Categorical versus dimensional approaches to

23



diagnosis: Methodological challenges. J. Psychiatr. Res. 38(1), 17-25.
https://doi.org/10.1016/S0022-3956(03)00097-9

Krueger, R. F., & Eaton, N. R. (2015). Transdiagnostic factors of mental disorders. World
Psychiatry, 14(1), 27-29. doi: 10.1002/wps.20175

Krueger, R.F., Markon, K.E., 2011. A dimensional-spectrum model of psychopathology:
progress and opportunities. Arch. Gen. Psychiatry 68(1), 10-11.
https://doi.org/10.1017/S0033291710001662.5.

Marcus, M., Yasamy, M.T., van Ommerman, M., Chisholm, D., Saxena, S., 2012.
Depression: A global publc heath concern. WHO Department of Mental Health and
Substance Use, 1, 6-8.

Mineka, S., Watson, D., Clark, L.A., 2002. Comorbidity of Anxiety and Unipolar Mood
Disorders. Ann. Rev. Psychol. 49(1), 377-412.
https://doi.org/10.1146/annurev.psych.49.1.377

Mufiz, J., Fernandez-Hermidia, R., 2010. The opinion of Spanish psychologists on the use of
tests. Papeles del Psicologo 31(1), 108-121.

Nezu, A.M., Ronan, G.F., Meadows, E.A., McClure, K.S., 2000. Practitioner’s guide to
empirically based measures of depression. Kluwer Academic/Plenum Publishers, New
York.

Norton, P. J., & Paulus, D. J. (2016). Toward a unified treatment for emotional disorders:
update on the science and practice. Behavior Therapy, 47(6), 854-868.
https://doi.org/10.1016/j.beth.2015.07.002

Orlando, M., Marshall, G.N., 2002. Differential item functioning in a Spanish translation of
the PTSD checklist: Detection and evaluation of impact. Psychol. Assess. 14(1), 50-59.
https://doi.org/10.1037/1040-3590.14.1.50

Osman, A., Kopper, B.A., Barrios, F., Gutierrez, P.M., Bagge, C.L., 2004. Reliability and

24



validity of the Beck Depression Inventory-I1 with adolescent psychiatric inpatients.
Psychol. Assess. 16(2), 120-132. https://doi.org/10.1037/1040-3590.16.2.120

Penley, J.A., Wiebe, J.S., Nwosu, A., 2003. Psychometric Properties of the Spanish Beck
Depression Inventory-I1 in a Medical Sample. Psychol. Assess. 15(4), 569-577.
https://doi.org/10.1037/1040-3590.15.4.569

Price, M., Legrand, A.C., Brier, Z.M.F., Hébert-Dufresne, L., 2019. The symptoms at the
center: Examining the comorbidity of posttraumatic stress disorder, generalized anxiety
disorder, and depression with network analysis. J. Psychiatr. Res. 109, 52-58.
https://doi.org/10.1016/j.jpsychires.2018.11.016

Sanz, J., 2014. Recommendations for the use of the Spanish adaptation of the Beck Anxiety
Inventory (BAI) in clinical practice. Clin. Salud 25(1), 39-48.
https://doi.org/10.5093/cl2014a3

Sanz, J., Navarro, M.E., 2003. Propiedades psicométricas de una version espafiola del
Inventario de Ansiedad de Beck (BAI) en estudiantes universitarios. Ansiedad y Estrés
9(1), 59-84.

Sanz, J., Navarro, M.E., Vazquez, C., 2003. Adaptacion espafiola del Inventario para la
Depresion de Beck—I1 (BDI-11): 1. Propiedades psicométricas en estudiantes
universitarios. Anal. motif. conducta 29, 239-288.

Schwartz, J., Ordaz, S.J., Kircanski, K., Ho, T.C., Davis, E.G., Camacho, M.C., Gotlib, I.H.,
2019. Resting-state functional connectivity and inflexibility of daily emotions in major
depression. J. Affect. Disord. 249(August 2018), 26-34.
https://doi.org/10.1016/j.jad.2019.01.040

Skodol, A.E., 2012. Personality Disorders in DSM-5. Ann. Rev. Clin. Psychol. 8(1), 317-344.
https://doi.org/10.1146/annurev-clinpsy-032511-143131

Spielberger, C.D., Gorsuch, R.L., Lushene, R.E., Vagg, P.R., Jacobs, G.A., 1983. Manual for

25



the State-Trait Anxiety Inventory STAI (Form Y). Consulting Psychologists Press, Palo
Alto.

Stasik-O'Brien, S.M., Brock, R.L., Chmielewski, M., Naragon-Gainey, K., Koffel, E.,
McDade-Montez, E., O'Hara, M.W., Watson, D., 2019. Clinical Utility of the Inventory
of Depression and Anxiety Symptoms (IDAS). Assessment 1-17.
https://doi.org/10.1177/1073191118790036

Steer, R.A., Clark, D.A., Beck, A.T., Ranieri, W.F., 1995. Common and Specific Dimensions
of Self-Reported Anxiety and Depression: A Replication. J. Abnorm. Psychol. 104(3),
542-545. https://doi.org/10.1037/0021-843X.104.3.542

Van de Velde, S., Bracke, P., Levecque, K., 2010. Gender differences in depression in 23
European countries. Cross-national variation in the gender gap in depression. Soc. Sci.
Med. 71(2), 305-313. https://doi.org/10.1016/j.socscimed.2010.03.035

Vieta, E., Sanchez-Moreno, J., Balbuena, A., Chamorro, L., Ramos, J. L., Artal, J., Pérez, F.,
Oliveras, M.A., Valle, J., Lahuerta, J., Angst, J., 2007. Cross validation with the mood
disorder questionnaire (MDQ) of an instrument for the detection of hypomania in
Spanish: The 32 item hypomania symptom check list (HCL-32). J. Affect. Disord.
101(1-3), 43-45. https://doi.org/10.1016/j.jad.2011.12.033

Watson, D., O’Hara, M.W., 2017. Understanding the emotional disorders: A symptom level
approach based on the IDAS-I1. Oxford University Press: Oxford.

Watson, D., O’Hara, M.W., Chmielewski, M., McDade-Montez, E.A., Koffel, E., Naragon,
K., Stuart, S., 2008. Further Validation of the IDAS: Evidence of Convergent,
Discriminant, Criterion, and Incremental Validity. Psychol. Assess. 20(3), 248-259.
https://doi.org/10.1037/a0012570

Watson, D., O’Hara, M.W., Naragon-Gainey, K., Koffel, E., Chmielewski, M., Kotov, R.,

Stasik, S.M., Ruggero, C.J., 2012. Development and Validation of New Anxiety and

26



Bipolar Symptom Scales for an Expanded Version of the IDAS (the IDAS-I1).
Assessment 19(4), 399-420. https://doi.org/10.1177/1073191112449857

Watson, D., O’Hara, M.W., Simms, L.J., Kotov, R., Chmielewski, M., McDade-Montez, E.
A., Gamez, W., Stuart, S., 2007. Development and Validation of the Inventory of
Depression and Anxiety Symptoms (IDAS). Psychol. Assess. 19(3), 253-268.
https://doi.org/10.1037/1040-3590.19.3.253

Watson, D., Weber, K., Assenheimer, J.S., Clark, L.A., Strauss, M.E., McCormick, R.A.,
1995. Testing a Tripartite Model: I. Evaluating the Convergent and Discriminant
Validity of Anxiety and Depression Symptom Scales. J. Abnorm. Psychol. 104(1), 3-14.
https://doi.org/10.1037/0021-843X.104.1.3

Weathers, F.W., Litz, B.T., Herman, D.S., Huska, J.A., Keane, T.M., 1993. The PTSD
Checklist (PCL): Reliability, validity, and diagnostic utility. Paper presented at the
annual meeting of the International Society for Traumatic Stress Studies, San Antonio,
TX.

Weisz, J., Bearman, S. K., Santucci, L. C., & Jensen-Doss, A. (2017). Initial test of a
principle-guided approach to transdiagnostic psychotherapy with children and
adolescents. Journal of Clinical Child & Adolescent Psychology, 46(1), 44-58. doi:
10.1080/15374416.2016.1163708

Widiger, T.A. Samuel, D.B., 2005. Diagnostic categories or dimensions? A question for the
Diagnostic and Statistical Manual of Mental Disorders-Fifth Edition. J. Abnorm.
Psychol. 114(4), 494-504. https://doi.org/10.1037/0021-843X.114.4.494

World Health Organization, 2017. Depression and other common mental disorders. Global

Health estimates. WHO: Geneve.

27


https://doi.org/10.1080/15374416.2016.1163708

Table 1. Analysis of the scales and reliability of the IDAS-1I for the student (n = 378) and for the community sample (n = 620)

M (SD) Mean item-total corrected r Cronbach a Split-halves reliabililty  Test — retest r (n=100)
S C S C S C S c S
General depression 43.96 (21.56) 42.09 (21.05) 51 .55 .89 91 .92 .94 J6**
Dysphoria 21.98 (11.55) 20.82 (11.03) 57 63 86 .89 .88 .90 78%*
Lassitude 14.36 (6.93) 12.66 (6.80) 45 46 12 75 74 e .66**
Insomnia 13.41 (7.32) 13.31 (7.46) .63 .70 .85 .89 .90 .90 62**
Suicidality 7.31(3.88) 7.27 (3.66) .64 50 .82 72 .88 77 .89**
Appetite loss 5.06 (2.85) 4.63 (2.64) 77 71 .88 .85 91 .84 A9**
Appetite gain 6.93 (3.72) 6.01 (3.49) 53 .56 71 74 .80 .78 JTr*
Well-Being 24.61 (8.66) 23.56 (8.97) .64 53 .88 .82 .90 .86 81**
11l Temper 9.94 (5.66) 9.90 (5.63) 63 64 83 84 82 84 68%*
Mania 10.34 (6.07) 10.26 (5.79) A7 .50 71 71 74 .79 JA2%*
Euphoria 9.60 (5.42) 9.08 (5.11) 58 52 .80 75 .80 75 80**
Panic 12.99 (7.35) 13.23 (7.91) .60 .66 .85 .89 .85 .88 84**
Social anxiety 11.53 (6.89) 10.53 (6.36) .58 .56 .82 .80 .84 .82 84**
Claustrophobia 7.01 (4.39) 7.84 (5.00) .70 .70 87 87 .89 .87 T4**
Traumatic intrusions 6.91 (4.36) 6.71 (4.18) .70 .70 .86 .86 .88 .87 76**
Traumatic avoidance 9.38 (5.05) 8.54 (4.73) .70 .70 .86 .85 .86 .87 B1**
Checking 6.63 (3.55) 6.02 (3.18) 64 53 79 71 86 75 76%*
Ordering 10.25 (5.49) 10.15 (5.47) 50 54 74 77 82 85 81**
Cleaning 11.71 (7.45) 11.59 (7.31) 60 61 84 85 .89 87 83%*

Note: S: Students; C: Community; IDAS = IDAS-I1I: Inventory of Depression and Anxiety Symptoms-11
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Table 2. Pearson's correlations between the IDAS-I1 scales for the community (n = 620) and for the student sample (n = 378)

Escalas IDAS-11 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
1 General depression 1 10** .65** S1** 52** 34%* -.33** .68** .58** 21%* 14%* .66** A45%* .66** A6** A4** 29%* .30%*
2 Dysphoria B52** 1 A8** 32%* AL** A0**  -16*%*  B5** 49%* 22%*  BO** B2**  38** A9%*  35** 39%*  25** 26%*
3 Lassitude A9** AL** 1 .38** 45%* 26%*  -23%F 48** 45%* A7 62%* AB** 37 BO**  .30** 36%* 24** 29%*
4 Insomnia 53** 31** 29%* 1 27%* .26%* -.19** A1%* .35%* 24%* 52** 4TF* .35%* ATF* 32%* 33%* .18** 28%*
5 Suicidality A4** 32** .35%* 22%* 1 .03 -13%* .36** .33%* 18** A49%* 31** .35%* 34%* 34%* 31** .18** 24%*
6 Appetite loss 29%* .36** 23%* 22%* -.05 1 .01 A2%* .35%* 25%*  27** Blx* 19** 32%*  23%* 30** 17 22%*
7 Appetite gain S48 -22%% 18 -33** - 17** .02 1 -.15** -.02 39%* - 22%% L ppwx L 10% -11%* .03 .03 7% .02
8 Well-Being 63** AT** A48%* AT** .33%* .30%*  -30** 1 55%* 32%* .62** A49** .39** B53**  36** A4x* 2g** 29%*
9 Il Temper A45** 37** 37** 26** 23%* 34%* -.02 A1%* 1 AT** 59** 43** A45%* ATF* A3** 55%* AT** A46**
10 Mania .05 16** 19** .07 .00 .38** AB** 13%* AT 1 .32%* 23%*  20** 26%*  42%* A3%* 46** .39**
11 Euphoria .69** 45%* 52%* 54** A45%* 25%* =27 59** 445> 18** 1 55%* S57** .62** A2** ATF* 29%* .35%*
12 Panic .68** 37** .36** ATF* .30** 2T** -.33** A46** .33** .03 54** 1 4TF* .50** .39%* A43** .30** 34**
13 Social anxiety A40** 26** 31** 31x* .30** .20%* - 16** 32%* .35%* A7 A9%* A45** 1 .38** A2%* A6** .35%* S1**
14 Claustrophobia 62** 35%* 46%* 58** .30%* 16%* -31%* 53** .33%* .06 .58** 4TF* .36** 1 S1** 43%* .28** 28%*
15 Traumatic .35%* 24%* .26%* .09 24%* 14%* -.05 31** 29%* 23%* 31** 32%* .28%* .38** 1 42%* .38** 40%*
intrusions
16 Traumatic 32** 18** 23%* A1* A2* 27%* .05 26%* 53** 39%* 27** 34** .35%* 19** 23%* 1 .62** 54**
avoidance
17 Checking 21%* 22%* 14%* 10 .06 .26%* .10* 21%* 445> .35%* 15%* 21%* .35%* A12* .20%* .62** 1 52**
18 Ordering 20** 16** 15%* .07 .08 29%* .02 15%* 32%* 23** 14** 24%* .33** 14> 26%* A5 AT7F* 1

Note: The correlations of the community sample are presented in the upper diagonal; the correlations of the sample of students are presented in the lower diagonal; IDAS-II: Inventory of

Depression and Anxiety Symptoms-I1 *p<.05; **p<.001.
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Table 3. Pearson's correlations between the IDAS-I1 scale scores and the total BDI-II, BAI, HCL-32, PCL-C and

OCI-R scores for the student (n = 378) and community sample (n = 620)

BDI-II BAI HCL-32 PCL-C OCI-R
S C S C S C S C S C
General depression 1Sl £ LY & Sl Y 4kl .06 A3%* 4Q¥F Bgxk 3ExK ATHx
Dysphoria 82** 78** 70** 70** .07 A3** ATH* S57** 38** 47+
Lassitude 56%* .58%* A3F* 55** A7** .25%* .30** 52** 32%* 4T
Insomnia 53** .61** AB** .58** A1** .08 A2 ATH* 28** 40
Suicidality .60** 52** S1** 42%* -.01 .02 2T** 34** 22%* 32%*
Appetite loss A1x* A4** 42%* 45%* .01 .10* .28%* 34** 5% 29%*
Appetite gain 20%%  36** 5%k 3% Q%% Q¥x  1@%*  3gkx  30%*  3g*
Well-Being -63*%*  -42%*  -35**  25%% 1% .10* -28%*  -19**  -10* -.06*
Il Temper S55** 59** .50** S7T** .05 A5** 33** A46** 32%*  49*F*
Mania A4 .50** AT** .58** 22%* 19** .35%* 45%* A4 .50**
Euphoria -.04 A3** .04 .25%* .26%* 26** .05 16** 18** 33**
Panic .64** .66** 8% 9% .03 A3 .38** 51 36**  45%*
Social anxiety S58** S7T** 55%* 55%* .01 .08 35%* ATH* 35%*  49%*
Claustrophobia 34%* ATH* 50** .60** .05 .06 .28%* .36** A40*%* A48**
Traumatic intrusions S7F% BOFE A49F* G0** .00 .09* A2%* B7R* 20%* 43
Traumatic avoidance 30** A43** 31** 42%* A2%* 16** 41%* A48** 23%* A43%*
Checking 29%* 39** 33** A8** .07 .07 .26%* 33** 58**  59**
Ordering 25** .25%* .30** .30** 14%* A3** 23%* 21%* S7** S1**
Cleaning 25%* .30** 24%* A2%* .09* .08* 2T** .28%* ST7F62**

Note: S: Students; C: Community; IDAS-II: Inventory of Depression and Anxiety Symptoms-I1; BDI-11: Beck

Depression Inventory-Il; BAI: Beck Anxiety Inventory; HCL-32: The Hypomania Checklist-32; PCL-C: Post-

traumatic Stress Disorder Checklist-Civilian Version; OCI-R: The Obsessive—Compulsive Inventory-Revised.

*p<.05; **p<.001.
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Figure 1. Factorial loading of the model obtained for the student sample (n = 378).
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Figure 2. Factorial loading of the model obtained for the community sample (n = 620).
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