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Abstract
Background Emotional problems can be evaluated using categorical approaches to guide treatment choices 
focused on targeting specific disorders, or dimensional approaches to reduce symptom severity. Moreover, recent 
evidence points out the need to intervene in patients’ quality of life (QoL), which often remains low even after the 
remission of emotional problems. Thus, assessment instruments are needed to provide information on diagnosis, 
symptom severity, and QoL. The present study aimed to provide diagnostic and QoL cutoffs for the Inventory of 
Depression and Anxiety Symptoms-II (IDAS-II).

Methods 273 patients recruited from mental health services in Huelva (Spain) completed the IDAS-II, Mini 
International Neuropsychiatric Interview, and Short Form-36 Health Survey. Receiver operating characteristic curve 
analyses were used to establish cutoff values. Diagnostic, balanced, and screening cutoffs were provided for each 
IDAS-II scale to detect corresponding diagnoses and poor QoL.

Results The specific IDAS-II scales Suicidality, Panic, Social Anxiety, Claustrophobia, and Traumatic Intrusions showed 
adequate discrimination values for their corresponding diagnoses (suicidal behavior disorder, panic disorder, social 
anxiety disorder, agoraphobia, and post-traumatic stress disorder, respectively). Both the General Depression and 
Dysphoria scales showed adequate ability to detect major depressive disorder. The IDAS-II scales showed a higher 
discrimination ability for Mental Health-related QoL, than for General Health-related QoL.

Conclusions The diagnostic and QoL cutoffs expand the clinical utility of the IDAS-II in clinical practice and research, 
making it a comprehensive, detailed, and versatile self-report tool. The IDAS-II allows for the assessment of emotional 
problems consistent with the dimensional, categorical, transdiagnostic, and QoL approaches.

Keywords Inventory of Depression and Anxiety Symptoms II, Cutoffs, Quality of life, Diagnoses, Emotional disorders, 
Internalizing.
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Depression and anxiety are the most prevalent mental 
disorders worldwide [1], with prevalences of 33.7% and 
31.9%, respectively, during the COVID-19 pandemic [2]. 
These disorders are associated with more years lived with 
disability [1, 3], poor quality of life (QoL) [4, 5], and high 
rates of comorbidity with other internalizing disorders [6, 
7] (e.g., obsessive-compulsive disorder [OCD], post-trau-
matic stress disorder [PTSD], and social anxiety disorder 
[SAD]).

Mood and anxiety disorders are commonly diag-
nosed using the categorical systems of the DSM [8] and 
ICD [9], which rely on the presence (versus absence) of 
certain symptoms. These systems unify diagnostic lan-
guage, monitor prevalence statistics, and guide treat-
ment choices, where each diagnosis has traditionally 
been treated with syndrome-specific treatments [10]. For 
example, Division 12 of the APA [11] provides a list of 
psychological treatments recommended for specific dis-
orders, such as Behavioral Activation for depression. The 
DSM and ICD remain the most widely used diagnostic 
systems worldwide [12, 13].

Complementary dimensional approaches have 
emerged in recent decades, including Research Domain 
Criteria [14], Hierarchical Taxonomy of Psychopathology 
(HiTOP) [15], network theory [16], and Process-Based 
Therapy [17, 18]. Dimensional approaches conceptualize 
psychopathological constructs as a continuum of severity, 
especially focusing on symptoms, and guide treatment 
planning [10]. For instance, HiTOP describes symptom 
severity to aid in treatment selection [19, 20]. Addition-
ally, clinicians can intervene in broader (spectra) or nar-
rower (symptoms) levels of HiTOP depending on the 
patient’s needs. Interventions on spectra allow the treat-
ment of comorbidities by focusing on common aspects of 
different disorders through transdiagnostic interventions 
[21]. Alternatively, clinicians can treat specific, clinically 
relevant symptoms [19]. In parallel, Process-Based Ther-
apy tracks symptom changes [22] and network theory 
helps visualize the relationship between symptoms [16], 
guiding the development of personalized interventions 
[10, 23, 24].

Although dimensional approaches mainly focus on 
reducing symptom severity, recent evidence highlights 
the importance of improving patient QoL for several 
reasons [25–27]. First, depression and anxiety affect 
QoL [4, 25] more than do other chronic diseases [28]. 
Certain symptoms such as sad mood and lack of con-
centration are especially disabling, indicating the rel-
evance of assessing the specific symptomatology of 
each patient [29, 30]. Second, QoL plays a crucial role 
in establishing a diagnosis, as a person must experi-
ence clinically significant distress or functional impair-
ment due to their symptoms [8]. Finally, QoL predicts 
prolonged remission of depression more effectively 

than decreases in symptomatology [26, 27], suggest-
ing that good QoL may serve as a protective factor 
against depressive episodes. Consequently, QoL has 
been incorporated as an outcome measure [31, 32], and 
some authors advocate integrating QoL measures into 
instruments assessing depression.

Given the importance of both categorical, and 
dimensional models and the growing concern about 
QoL, measurement instruments should be able to dis-
criminate between disorders, assess symptom severity, 
and provide information about QoL. Furthermore, in 
transdiagnostic interventions, the symptoms of dif-
ferent disorders should be evaluated using the same 
timeframe and response format to avoid variance bias 
related to the method [33, 34]. One of the instruments 
that best addresses these requirements is the Inven-
tory of Depression and Anxiety Symptoms-II (IDAS-II) 
[35]. The IDAS-II is widely used to assess depression 
[36], and has been recommended as an efficient trans-
diagnostic measure to assess internalizing symptoms 
[37]. This instrument has shown adequate psychomet-
ric properties in English, Turkish, Spanish, German, 
Romanian, and Swedish [35, 38–42]. Additionally, the 
IDAS-II has norms to interpret symptom severity [43, 
44] and clinical cutoffs to differentiate between func-
tional and dysfunctional samples, and between moder-
ate and severe impairment [45]. However, diagnostic 
cutoffs to differentiate among clinical diagnoses are 
only available for the first version of the instrument 
(IDAS) [46], and cutoffs to discriminate poor QoL have 
not yet been provided.

The present study aims to expand the clinical utility 
of the IDAS-II by examining the accuracy of its scales 
in discriminating between the presence and absence of 
internalizing disorders such as major depressive disor-
der (MDD), generalized anxiety disorder (GAD), suicidal 
behavior disorder (SBD), panic disorder (PD), SAD, ago-
raphobia, and PTSD. Further, the explanatory capacity 
of the IDAS-II to determine poor QoL will be analyzed. 
Screening, diagnostic, and balance cutoffs to discrimi-
nate between the presence and absence of their corre-
sponding mental disorders (e.g., the cutoff of the Panic 
IDAS-II scale to discriminate the presence of PD and 
between poor and average/good QoL will be determined. 
According to previous research, we expect to find: i) ade-
quate values of discrimination (AUC ≥ .70 [47]) for the 
specific IDAS-II scales and their corresponding diagno-
sis; ii) broader IDAS-II scales of Dysphoria and General 
Depression will show greater AUC for MDD and GAD; 
and iii) General Depression and Dysphoria scores will 
show better explanatory ability to determine poor QoL 
[29, 30].
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Methods
Participants and procedure
A total of 273 patients were selected from public and pri-
vate mental health services in Huelva (Spain), between 
June 2020 and September 2023. Owing to the lack of a 
recent census of people undergoing treatment at mental 
healthcare centers, a non-probability systematic sam-
pling procedure was applied. Patients consecutively cited 
for treatment during the study period were invited to 
participate, as long as they met the inclusion and exclu-
sion criteria. Inclusion criteria were age 18–80 years and 
being under treatment at a mental health service during 
data collection. Exclusion criteria included having a med-
ical or psychological disorder that disqualified them from 
taking the tests, such as acute psychotic disorders and 
severe or profound intellectual disabilities, or not signing 
the informed consent form.

The mean age was 39.96 years (SD = 15.43), and 74% 
were women. Of the participants, 2.6% had not com-
pleted primary education, 9.2% had completed primary 
education, 21.6% had completed secondary education, 
45.5% had completed post-compulsory education, and 
21.3% had completed university education. Regard-
ing employment status, 45.5% of the respondents were 
employed. According to the DSM-5, 78.8% of the partici-
pants met the diagnostic criteria for at least one mental 
disorder, and 59.3% had diagnostic comorbidity. Table 1 
shows the prevalence of diagnoses in the sample (Bipo-
lar I Disorder [BID] and Bipolar II Disorder [BIID] were 
excluded because of their low prevalence rates [0.70% 
and 0.40%, respectively]). The most frequent diagnoses 
were GAD (50.18%) and MDD (46.52%). The highest 
comorbidity rates were found between GAD and MDD 
(29.67%), and between GAD and OCD (21.98%).

A trained psychologist individually administered the 
instruments in the centers where the participants were 

recruited using paper-based methods. All participants 
were informed of their anonymous and voluntary par-
ticipation in the study and provided written informed 
consent. An anonymized code was established for each 
patient to ensure that no identifying information was 
recorded anywhere. The custody of the interviews and 
the anonymized database complied with applicable data 
protection regulations. Participants received a voucher 
redeemable for gifts. This study and data management 
process was approved by the Bioethics Committee of 
the Province of Huelva (Junta de Andalucía, Spain) (No. 
0275-N-21).

Measures
Inventory of Depression and Anxiety Symptoms-II
(IDAS-II; Spanish version; [39]) was used to assess inter-
nalizing symptoms. The IDAS-II is composed of 99 
items rated on a 5-point scale (from 1 “not at all” to 5 
“extremely”). Higher scores indicate higher symptom 
severity. The items are organized into 18 scales, in addi-
tion to General Depression (a scale composed of items 
from other scales). All scales assess specific symptoms of 
internalizing disorders except for Dysphoria and General 
Depression, which have a broad scope. General Depres-
sion provides an overall score for depression, whereas 
Dysphoria assesses the core symptoms of depression and 
anxiety disorders. The reliability values for the sample 
used in this study are listed in Table 2. Cronbach’s alpha 
coefficient ranged between .71 and .92, except for Las-
situde scale (α = .69). Reliability values estimated using 
McDonald’s omega coefficient ranged between .70 and 
.92, except for Lassitude scale (ω = .68).

Mini-International Neuropsychiatric Interview
(MINI; Spanish version for DSM-5; [48–50]) was used to 
assess the diagnosis of mental disorders according to the 

Table 1 Prevalence and comorbidities of the sample (N = 273)
MDD GAD SBD PD SAD Agoraphobia PTSD OCD
n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%)

Total prevalence 127 (46.52) 137 (50.18) 11 (4.06) 53 (19.41) 40 (14.71) 48 (17.58) 57 (20.88) 87 (31.87)
Women 100 (79.4) 110 (80.3) 8 (72.7) 44 (83.0) 28 (70.0) 40 (83.3) 47 (82.5) 62 (71.3)
Men 27 (21.3) 27 (19.7) 3 (27.3) 9 (17.0) 12 (30.0) 6 (12.5) 10 (17.5) 25 (28.7)
Mean Age (SD) 44.02 (14.76) 41.54 (14.66) 44.64 (11.42) 39.87 (14.43) 37.88 (12.35) 43.88 (13.60) 40.11 (13.77) 39.35 (13.47)
Comorbidities
MDD - 81 (59.12) 5 (45.45) 26 (49.05) 22 (55.00) 26 (54.16) 32 (56.14) 45 (51.72)
GAD 81 (63.77) - 6 (54.54) 38 (71.69) 27 (67.50) 35 (72.91) 42 (73.18) 60 (68.96)
SBD 5 (3.93) 6 (4.37) - 4 (7.54) 3 (8.5) 6 (12.50) 5 (8.77) 8 (9.19)
PD 26 (20.47) 38 (27.73) 4 (36.36) - 14 (35.00) 23 (47.91) 17 (29.82) 27 (31.03)
SAD 22 (17.32) 27 (19.70) 3 (27.27) 14 (26.41) - 26 (54.16) 19 (33.33) 21 (24.13)
Agoraphobia 26 (20.47) 35 (25.54) 6 (54.54) 23 (43.39) 26 (65.00) - 22 (38.59) 24 (27.58)
PTSD 32 (25.19) 42 (30.65) 5 (45.45) 17 (32.07) 19 (47.50) 22 (45.83) - 29 (33.33)
OCD 45 (35.43) 60 (43.79) 8 (72.72) 27 (50.94) 21 (52.50) 24 (50.00) 29 (50.87) -
Note MDD = Major Depressive Disorder; GAD = Generalized Anxiety Disorder; SBD = Suicidal Behavior Disorder; PD = Panic Disorder; SAD = Social Anxiety Disorder; 
PTSD = Post-Traumatic Stress Disorder; OCD = Obsessive-Compulsive Disorder
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DSM-5 criteria. Interviewer asks about a set of presence 
of symptoms using yes/no questions. According to the 
number of symptoms detected in each disorder, the scor-
ing rules of the instrument specify which diagnoses are 
assigned to each patient. In the present study, the mod-
ules for MDD, SBD, BID, BIID, PD, agoraphobia, SAD, 
OCD, PTSD, and GAD were administered.

Short Form-36 Health Survey
(SF-36; Spanish version; [51]) was used to assess QoL. 
The SF-36 consists of 36 items with multi-item scales 
that measure health status domains (Physical Function-
ing, Role-Physical, Bodily Pain, General Health, Vitality, 
Social Functioning, Role-Emotional, and Mental Health). 
Higher scores indicate a better health status. The pres-
ent study used scores from mental and general health 
domains. The General Health score was calculated by 
summing recoded items 1, 11a, 11b, 11c, and 11d, and the 
Mental Health score was computed by summing recoded 
items 9b, 9c, 9d, 9f, and 9 h [52]. Mental Health assesses 
general mental health, including depression, anxiety, 
behavioral and emotional control, and overall positive 
affect. General Health assesses current health, future 
health prospects, and resistance to illness. In the pres-
ent study, Cronbach’s alpha coefficient were .83 (Mental 
Health) and .70 (General Health), and McDonald’s omega 

coefficient were .85 (Mental Health) and .77 (General 
Health) (see Table 2).

Data analysis
Missing values were found in 1.1% of respondents in the 
MINI and 0.37% of respondents in the SF-36. Cases with 
missing values were excluded from analyses using the 
pairwise procedure.

First, we provided descriptive statistics for the IDAS-
II scales and the Mental Health and General Health 
domains of the SF-36. Internal consistency was assessed 
by estimating Cronbach’s alpha (α) and McDonald’s 
omega (ω).

Second, we applied receiver operating characteristic 
(ROC) curve analysis to examine the discrimination of 
the IDAS-II scales between the presence and absence of 
each internalizing DSM-5 diagnosis showing a preva-
lence higher than 4% in the sample, ensuring a minimum 
sample size of 10 patients for each category. ROC analy-
sis evaluates the performance of the diagnostic classifica-
tion (presence vs. absence of a disorder) by determining 
the sensitivity and specificity associated with each pos-
sible cutoff point [53]. Sensitivity corresponds to the pro-
portion of people with the disorder correctly classified as 
having it and specificity corresponds to the proportion 
of people without the disorder correctly classified as not 
having it. Next, ROC analysis was applied to examine 

Table 2 Descriptive statistics and reliability of the measured scales (n = 273)
Descriptive statistics Reliability

Scale Minimum Maximum Mean (SD) Cronbach’s
alpha (α)

McDonald’s omega (ω)

IDAS-II
General Depression 20 100 61.49 (15.19) .87 .91
Dysphoria 10 50 32.56 (8.42) .88 .88
Lassitude 6 30 15.89 (4.78) .69 .68
Insomnia 6 30 18.15 (7.10) .91 .91
Suicidality 6 30 9.86 (4.83) .83 .86
Appetite Loss 3 15 6.71 (3.52) .92 .92
Appetite Gain 3 15 6.49 (3.23) .73 .76
Well Being (recode) 8 40 28.64 (7.06) .89 .89
Ill Temper 5 25 13.09 (5.29) .85 .85
Mania 5 25 14.06 (4.58) .73 .74
Euphoria 5 25 8.63 (3.66) .71 .70
Panic 8 40 20.79 (7.96) .90 .90
Social Anxiety 6 30 15.18 (6.42) .84 .85
Claustrophobia 5 25 10.57 (5.79) .89 .89
Trauamtic Intrusions 4 20 11.04 (4.68) .83 .83
Traumatic Avoidance 4 20 10.84 (3.88) .73 .74
Checking 3 15 7.78 (3.26) .78 .79
Ordering 5 25 11.46 (4.46) .75 .73
Cleaning 7 35 12.67 (6.11) .85 .85
SF-36
Mental Health 0 100 32.33 (13.10) .83 .85
General Health 0 100 37.23 (16.78) .70 .77
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the discrimination of the IDAS-II scales between poor 
and average/good QoL. We applied a cutoff point of 
T-score ≤ 35 to the Mental Health and General Health 
QoL domain scores to differentiate between poor and 
average/good QoL. This criterion, indicating levels of the 
measure in the lower 7% of the population, is widely con-
sidered an indicator of clinical significance across com-
monly used measures [54, 55] in clinical practice and 
within research contexts to identify clinically significant 
impairments [56, 57]. To analyze the accuracy of the 
measure for classifying subjects according to reference 
standards (DSM-5 diagnosis and QoL level), we esti-
mated the AUC [58], which reflects the ability of the test 
to discriminate between individuals with and without the 
diagnosis [59]. AUC values > .70 indicate poor discrimi-
nation, .70–.80 acceptable discrimination, .80–.90 excel-
lent discrimination, and > .90 outstanding discrimination 
[47].

Finally, we estimated the cutoffs for the IDAS-II scales 
to discriminate their corresponding diagnoses (e.g., cut-
off for the Panic scale in detecting PD). Considering the 
broad scope of the General Depression and Dysphoria, 
we developed cutoffs for these scales to predict both 
GAD and MDD. Cutoffs for the IDAS-II to discriminate 
between poor or average/good Mental Health and Gen-
eral Health-related QoL were also estimated. The cutoff 
values were estimated only when the AUC values were 
≥ .70. Based on a previous study developed for the IDAS 
[46], we determined three cutoffs for each scale: diag-
nostic cutoff (more conservative) corresponding to the 
lowest score with a minimum specificity of .90; screening 
cutoff (more liberal) corresponding to the highest score 
with a minimum sensitivity of .90; and balanced cutoff 
(most useful in research contexts) optimal for discrimi-
nating between those who met the diagnostic criteria 
for a disorder and those who did not, corresponding to 
the score with the lowest difference between sensitiv-
ity and specificity. For each cutoff score, we computed 
sensitivity, specificity, and Youden’s index [60] (ranging 
between 0 and 1), with higher values indicating better 
discriminative capacity of the cutoffs. Finally, for cutoffs 
to discriminate diagnoses, we estimated the positive pre-
dictive value (PPV) (the probability of actually having a 
diagnosis when the test result is positive), negative pre-
dictive value (NPV) (the probability of not actually hav-
ing the diagnosis when the test result is negative), LR+ 
(the ratio between the probability of a sick person test-
ing positive and the probability of a healthy person test-
ing positive, indicating how many times a sick person is 
more likely to test positive than a healthy person to test 
positive), and LR- (the ratio between the probability of 
an individual with a disease having a negative test and 
the probability of an individual without a disease having 
a negative test). That is, LR- indicates the proportion of 

healthy subjects who obtained a negative result) [61]. A 
95% confidence interval was calculated for each value 
[62]. The confidence intervals of the likelihood ratios 
(LR) were calculated using the ‘Log method’ as described 
on page 109 of the text of Altman et al. [63]. The values 
for sensitivity, specificity, Youden’s index, PPV, NPV, LR+, 
and LR- of the MINI diagnoses to predict quality of life 
were obtained to compare them with the values obtained 
for the IDAS-II scales. The results of this analysis are pre-
sented as supplementary material. Analyses were con-
ducted using SPSS 29.

Results
The AUC values for each IDAS-II scale for predicting 
the DSM-5 diagnoses are shown in Table  3. Regard-
ing the general IDAS-II scales, both General Depres-
sion and Dysphoria showed adequate discrimination for 
MDD (AUC = .78 and .76, respectively), whereas only 
General Depression showed adequate discrimination 
for GAD (AUC = .70). Adequate values of discrimination 
were also found for General Depression and Dysphoria 
in explaining SBD (AUC = .77 and.74, respectively) and 
SAD (AUC = .72 and .73), for Dysphoria in explaining 
PD (AUC = .70), and for General Depression in explain-
ing PTSD (AUC = .70) and OCD (AUC = .70). Concern-
ing the specific IDAS-II scales, we found adequate AUC 
values for Suicidality in predicting SBD (AUC = .84), 
Panic in predicting PD (AUC = .71), Social Anxiety in 
predicting SAD (AUC = .83), Claustrophobia in predict-
ing Agoraphobia (AUC = .77), and Traumatic Intrusions 
in predicting PTSD (AUC = .76). In contrast, AUC val-
ues < .70 were found for Traumatic Avoidance in pre-
dicting PTSD (AUC = .63), and Checking (AUC = .64), 
Ordering (AUC = .62), and Cleaning (AUC = .56) in pre-
dicting OCD.

The AUC values for each IDAS-II scale in predict-
ing Mental Health and General Health are shown in 
Table  3. Six IDAS-II scales showed adequate discrimi-
nation for both Mental Health and General Health 
(with higher AUC values for Mental Health): General 
Depression (AUC = .74 and .90, respectively), Dysphoria 
(AUC = .71 and .87), Lassitude (AUC = .72 and .75), Sui-
cidality (AUC = .71 and .76), Panic (AUC = .72 and .81), 
and Traumatic Intrusions (AUC = .72 and .74). Other six 
IDAS-II scales showed adequate AUC values only for 
predicting Mental Health: Insomnia (AUC = .76), Appe-
tite Loss (AUC = .72), Well-Being (recoded) (AUC = .80), 
Ill Temper (AUC = .75), Social Anxiety (AUC = .71) and 
Claustrophobia (AUC = .70).

Table  4 shows the cutoff scores for the IDAS-II scales 
for predicting their corresponding diagnoses. For instance, 
the most adequate cutoff for the General Depression scale 
was for predicting MDD (AUC = .78). The balanced cutoff 
(≥ 66; percentile 58) showed adequate values of sensitivity 
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(.693 [.61/.77]) and specificity (.767 [.70/.84]), and a high 
prediction of true diagnosis when the result was positive 
(PPV = .721; LR + = 2.97) and negative (NPV = .742; LR- = 
0.40). The screening cutoff (≥ 53; percentile 34) showed 
high sensitivity (.913 [.86/.96]) and remarkable values of 
LR- (0.17) or NPV (only 13% of people with a score below 
the cutoff could be diagnosed with MDD), and an accept-
able PPV (up to 61% of people diagnosed with MDD could 
truly have the disorder) and small LR+ (1.83). Regarding 
the diagnostic cutoff (≥ 77; percentile 85), 74% of peo-
ple with a score equal to or greater than the cutoff will 

probably meet the criteria for MDD diagnosis. This diag-
nostic cutoff had a very high specificity (.911 [.87/.96]) and 
an acceptable NPV (.594). Concerning the specific scales, 
the higher AUC values corresponded to Suicidality for pre-
dicting SBD (AUC = .84) and Social Anxiety for predicting 
SAD (AUC = .83).

The cutoff scores for the IDAS-II scales for predicting 
poor Mental Health and General Health-related QoL are 
presented in Table 5. General Depression had the high-
est discrimination value for Mental Health (AUC = .90). 
The balanced cutoff (≥ 54; percentile 35) showed high 

Table 3 AUC values [lower/upper 95% CI] for DSM-5 MINI diagnoses and SF-36 domains
DSM-5 MINI Diagnoses SF-36

Scales MDD GAD SBD PD SAD Agoraphobia PTSD OCD Mental H. General H.
IDAS-II
General D. .78 [.73/.84] .70 [.64/.76] .77 [.63/.91] .69 

[.61/.77]
.72 
[.63/.81]

.66 [.57/.75] .70 
[.62/.77]

.70 
[.63/.76]

.90 [.86/.94] .74 
[.68/.80]

Dysphoria .76 [.70/.82] .69 [.63/.75] .74 [.60/.87] .70 
[.55/.71]

.73 
[.64/.82]

.66 [.57/.75] .68 
[.60/.75]

.69 
[.63/.76]

.87 [.83/.91] .71 
[.65/.78]

Lassitude .64 [.57/.70] .65 [.58/.71] .57 [.41/.72] .63 
[.54/.71]

.62 
[0.58/.72]

.61 [.53/.69] .62 
[.55/.70]

.63 
[.57/.70]

.75 [.68/.82] .72 
[.66/.78]

Insomnia .74 [.68/.80] .60 [.54/.67] .62 [.44/.80] .63 
[.54/.71]

.63 
[.54/.72]

.60 [.50/.69] .64 
[.55/.73]

.61 
[.54/.69]

.76 [.69/.82] .65 [.58/.71]

Suicidality .68 [.62/.74] .65 [.58/.71] .84 [.75/.93] .61 
[.53/.70]

.69 
[.59/.78]

.67 [.58/.75] .68 
[.60/.76]

.69 
[.62/.76]

.76 [.70/.82] .71 
[.64/.77]

Ap. Loss .66 [.59/.72] .58 [.51/.65] .81 [.72/.91] .59 
[.51/.68]

.57 
[.47/.66]

.56 [.47/.65] .65 
[.57/.74]

.59 
[.52/.67]

.72 [.66/.79] .63 [.56/.70]

Ap. Gain .51 [.44/.58] .49 [.43/.56] .36 [.24/.48] .52 
[.44/.61]

.60 
[.51/.70]

.53 [.43/.63] .56 
[.47/.64]

.58 
[.51/.66]

.59 [.52/.67] .53 [.46/.60]

Well-B. (r.) .67 [.60/.73] .70 [.64/.76] .67 [.47/.86] .69 
[.61/.77]

.72 
[.63/.81]

.64 [.55/.73] .62 
[.55/.70]

.61 
[.54/.68]

.80 [.74/.85] .68 [.62/.74]

Ill Temper .63 [.56/.69] .63 [.56/.69] .55 [.37/.72] .62 
[.54/.70]

.57 
[.48/.66]

.60 [.52/.69] .61 
[.52/.69]

.67 
[.60/.74]

.75 [.68/.81] .61 [.54/.68]

Mania .57 [.51/.64] .60 [.54/.67] .52 [.33/.71] .65 
[.57/.73]

.61 
[.52/.71]

.58 [.49/.66] .59 
[.51/.67]

.67 
[.60/.74]

.63 [.55/.71] .61 [.54/.68]

Euphoria .43 [.36/.50] .45 [.38/.52] .40 [.26/.55] .49 
[.41/.58]

.35 
[.25/.44]

.44 [.36/.52] .52 
[.43/.60]

.55 
[.48/.62]

.37 [.30/.45] .44 [.37/.51]

Panic .73 [.67/.79] .69 [.63/.76] .60 [.43/.77] .71 
[.63/.78]

.64 
[.54/.73]

.67 [.58/.75] .68 
[.62/.75]

.71 
[.65/.78]

.81 [.75/.87] .72 
[.66/.78]

Social Anx. .61 [.54/.68] .64 [.57/.71] .76 [.62/.89] .69 
[.61/.76]

.83 
[.77/.89]

.72 [.64/.80] .76 
[.70/.82]

.69 
[.63/.76]

.71 [.64/.77] .67 [.61/.73]

Claustroph. .62 [.55/.69] .57 [.51/.64] .66 [.49/.84] .62 
[.54/.71]

.65 
[.56/.74]

.77 [.70/.85] .69 
[.61/.77]

.58 
[.51/.66]

.70 [.63/.77] .67 [.61/.74]

Trauma. Int. .65 [.59/.71] .63 [.56/.69] .80 [.66/.93] .63 
[.55/.71]

.71 
[.62/.80]

.68 [.60/.76] .76 
[.69/.83]

.72 
[.65/.78]

.74 [.68/.81] .72 
[.66/.79]

Trauma. Av. .48 [.41/.55] .47 [.41/.54] .74 [.61/.87] .54 
[.46/.62]

.58 
[.49/.68]

.60 [.51/.69] .63 
[.55/.72]

.56 
[.49/.63]

.53 [.45/.60] .48 [.40/.55]

Checking .55 [.48/.62] .61 [.54/.68] .64 [.48/.79] .61 
[.53/.70]

.59 
[.50/.68]

.60 [.51/.69] .59 
[.52/.67]

.64 
[.57/.71]

.57 [.50/.65] .59 [.52/.66]

Ordering .52 [.45/.59] .54 [.47/.61] .43 [.27/.58] .56 
[.48/.65]

.55 
[.46/.64]

.57 [.49/.66] .60 
[.52/.68]

.62 
[.55/.69]

.50 [.42/.57] .53 [.46/.60]

Cleaning .57 [.51/.64] .48 [.41/.55] .61 [.41/.82] .57 
[.49/.66]

.55 
[.45/.66]

.60 [.51/.69] .59 
[.50/.68]

.56 
[.49/.68]

.55 [.48/.62] .62 [.55/.68]

Note  MDD = Major Depressive Disorder; GAD = Generalized Anxiety Disorder; SBD = Suicidal Behavior Disorder; PD = Panic Disorder; SAD = Social Anxiety Disorder; 
PTSD = Post-Traumatic Stress Disorder; OCD = Obsessive-Compulsive Disorder; General H. = General Health; Mental H. = Mental Health; General D. = General 
Depression; Ap. Loss = Appetite Loss; Ap. Gain = Appetite Gain; Well-B. (r.) = Well-Being (recode); Social Anx. = Social Anxiety; Claustroph. = Claustrophobia; Trauma. 
Int. = Traumatic Intrusions; Trauma. Av. = Traumatic Avoidance; AUC values ≥ 0.70 are shown in bold. Cells for convergent associations between IDAS-II scales and 
MINI DSM-5 diagnoses are shaded
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al. [64] found that individuals who greatly used avoidant 
coping strategies were more reactive to trauma reminders 
and, thus, may be at greater risk of increasing their PTSD 
symptoms. Serrano-Ibáñez [65] suggest a moderated 
mediation influence of other additional variables such as 
guilt and dissociation on the relationship between avoid-
ance and PTSD symptoms. These evidences may sug-
gest an indirect relation of traumatic avoidance of PTSD 
diagnosis, partially explaining the present results. Inter-
estingly, Traumatic Avoidance and Traumatic Intrusions 
adequately predicted SBD. This is consistent with previ-
ous research showing that the suicide rate is 5.36 times 
higher in individuals diagnosed with PTSD [66], where 
intrusion and avoidance symptoms are significantly asso-
ciated with suicide attempts [67]. This suggests the need 
to explore SBD symptoms when PTSD is diagnosed, and 
to treat suicidality when necessary. The poor discrimi-
nation found for the Checking, Ordering, and Cleaning 
scales can be partially explained by the measures used, as 
the MINI assesses global OCD [48], whereas the IDAS-II 
assesses specific types of OCD (checking, ordering, and 
cleaning) [35]. Consequently, MINI diagnoses of OCD 
do not necessarily involve checking, ordering, or clean-
ing, implying that some positive OCD cases are false 
positives for OCD subtype checking, ordering, or clean-
ing. This could have contributed to the poor discrimina-
tion observed for the Checking, Ordering, and Cleaning 
scales in predicting OCD.

Regarding the broad IDAS-II scales, General Depres-
sion showed adequate discrimination for predicting 
MDD and GAD, and Dysphoria for predicting MDD but 
not GAD. However, Dysphoria showed adequate ability 
to predict GAD, as assessed by the MINI in a previous 
study [46]. The mixed results found for Dysphoria could 
be partially explained by the use of different samples. 
While Stasik-O’Brien et al. [46] used a mixed sample 
(community adults and patients), our sample was exclu-
sively composed of patients. The use of control samples 
(i.e., community) in clinical studies increases the rate 
of well-predicted non-diseased individuals and, conse-
quently, the AUC scores [68]. This is consistent with the 
higher AUC values observed for the IDAS and IDAS-II 
broad scales in previous studies using mixed samples [45, 
46]. Concerning the second hypothesis, General Depres-
sion and Dysphoria showed greater AUC values for MDD 
but not for GAD, as the second-highest AUC values for 
these scales were found for SBD. This is probably because 
the Dysphoria scale assesses more depressive symptoms 
commonly associated with SBD than anxiety symptoms 
of GAD.

Regarding the accuracy of the IDAS-II in discriminat-
ing poor QoL, IDAS-II scores showed a greater ability to 
explain Mental Health than General Health-related QoL, 
in line with previous studies [69–71]. Consistent with 

values of sensitivity (.833 [.78/.88]) and specificity (.855 
[.77/.94]). The diagnostic cutoff (≥ 61; percentile 48) cor-
responded to a very high specificity (.942 [.89/1]) and 
adequate sensitivity (.695 [.63/.76]). In turn, the screen-
ing cutoff (≥ 50; percentile 23) showed a higher sensi-
tivity (.916 [.88/.95]). Sensitivity and specificity values 
computed for each of the IDAS-II scores predicting poor 
Mental Health (T-score ≤ 35) are higher than the same 
values computed for equivalent MINI diagnosis (see sup-
plementary Table S1).

Regarding the prediction of SF-36 General Health, the 
highest discrimination value was found for the IDAS-II 
General Depression (AUC = .74). The balanced cutoff 
(≥ 64; percentile 53) had comparable specificity (.669 
[.59/.75]) and specificity (.678 [.60/.75]). The diagnostic 
cutoff (≥ 75; percentile 77) corresponded to high speci-
ficity (.901 [.85/.95]). The screening cutoff of General 
Depression for discriminating poor General Health was 
the same as for discriminating poor Mental Health (≥ 50; 
percentile 23). While general IDAS-II scales (General 
Depression and Dysphoria scales) show higher specific-
ity and J index than those computed for MINI diagnoses, 
all sensitivity values for predicting General Health are 
higher for MINI diagnoses (see supplementary Table S1).

Discussion
The present study expands the clinical utility of the Span-
ish version of the IDAS-II [39] by providing cutoffs to 
discriminate the diagnoses of the main emotional disor-
ders and to identify poor QoL of those symptoms most 
associated. Consistent with our hypotheses, the spe-
cific IDAS-II scales of Suicidality, Panic, Social Anxiety, 
Claustrophobia, and Traumatic Intrusions adequately 
discriminated their corresponding diagnoses (SBD, PD, 
SAD, Agoraphobia, and PTSD), yet Checking, Order-
ing, and Cleaning showed poor discriminating values for 
OCD. Regarding the broad IDAS-II scales, both General 
Depression and Dysphoria showed adequate discrimina-
tion values for MDD. However, in contrast to our second 
hypothesis, only General Depression scores were ade-
quate to explain GAD. The IDAS-II scales showed higher 
discrimination for Mental Health-related QoL, than for 
General Health-related QoL, with General Depression 
and Dysphoria showing best explanatory ability to deter-
mine poor QoL. The results of this study and their appli-
cation in clinical practice are discussed below.

Regarding the accuracy of the specific IDAS-II scales 
in discriminating the presence of internalizing disor-
ders, the results were partially consistent with our first 
hypothesis, as the Trauma Avoidance scale did not show 
adequate discrimination for predicting PTSD, and nei-
ther did Checking, Ordering, and Cleaning for predicting 
OCD. Several studies suggest additional variables mediat-
ing avoidant behaviors and PTSD. For instance, Pineles et 
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the third hypothesis, Dysphoria and General Depres-
sion showed a better explanatory ability to determine 
poor Mental Health and General Health-related QoL. 
The Panic scale showed a particularly high discrimina-
tive ability to predict Mental Health-related QoL, with 
PD being one of the disorders more associated with poor 
QoL [72–74]. In contrast, other scales (e.g., Euphoria, 
Mania, Ordering), did not show discriminative ability in 
predicting QoL. These results are consistent with previ-
ous studies that highlighted the importance of evaluating 
the impact of each symptom separately, as each symptom 
has a distinct impact on impairment [29, 30].

Concerning clinical utility, the cutoffs provided respond 
to the demands in clinical practice, allowing adequate 
discrimination of seven of the eight disorders assessed 
by IDAS-II scales (MDD, GAD, SBD, PD, SAD, Agora-
phobia, and PTSD). Moreover, we provided three cutoffs 
for screening, research, and diagnostic purposes [46]. 
Specifically, diagnostic cutoffs can guide the selection 
of syndrome-specific treatments by accurately identify-
ing internalizing disorders. Unlike traditional diagnostic 
interviews (e.g., Structured Clinical Interview for DSM 
[75] and MINI [48]), the IDAS-II evaluates symptom 
severity in agreement with dimensional approaches. Sim-
ilarly, QoL cutoffs evaluate QoL as a treatment outcome, 
in line with recent demands [25, 73]. Assessment of QoL 
is particularly relevant for internalizing disorders, such 
as PD, which are significantly associated with poor QoL 
even after symptom remission [73]. Therefore, treatment 
should focus on improving the QoL until normal levels 
are achieved. The IDAS-II may be used to track changes 
in QoL during treatment, and thus guide evidence-based 
treatment decisions.

Despite the novel contributions of this study, it has 
several limitations. First, the use of a non-probability 
sampling procedure may limit the generalizability of 
the results, as the cutoffs may not be equally accurate in 
classifying individuals from other samples with differ-
ent idiosyncratic characteristics [76]. However, assuming 
slight differences, we believe that our sample can be rep-
resentative of those patients targeted by the use of these 
cutoffs, as it includes patients from public and private 
centers at different stages of treatment and with different 
levels of symptom severity. Second, the larger propor-
tion of women in our sample limits the generalizability 
of our findings to a broader population. Nevertheless, the 
proportion of women in our sample was similar to that 
reported in a previous study that developed diagnos-
tic cutoffs for the first version of IDAS [46]. The higher 
proportion of women is also consistent with the higher 
prevalence of depression, anxiety, and bipolar disorder in 
women [1]. Nevertheless, future studies should replicate 
analyses of samples with similar proportions of men and 
women. Third, the instrument used to evaluate clinical 

diagnoses does not assess specific types of OCD cov-
ered by the IDAS-II (checking, ordering, and cleaning), 
which probably interferes with the discrimination values 
found for the OCD scales of the IDAS-II. Future studies 
should incorporate measures to specifically assess check-
ing, ordering, and cleaning OCD. Fourth, as our sample 
included very few individuals diagnosed with BID and 
BIID, it would be convenient to increase the number 
of participants with these disorders in future studies to 
develop diagnostic and QoL cutoffs for bipolar disorders. 
Similarly, future studies with broader samples, including 
participants with and without comorbidity, would allow 
for the analysis of whether the presence of comorbidity 
influences the discriminative ability of the instrument to 
detect specific disorders. This approach would provide a 
deeper understanding of the potential impact of comor-
bid conditions on the diagnostic accuracy and utility of 
the instrument.

Conclusions
The present study provides diagnostic and QoL cutoffs 
for the IDAS-II, thereby expanding the clinical utility of 
this measure in clinical practice and research. By pro-
viding diagnostic cutoffs, the instrument gathers both 
novel dimensional approaches and traditional categorical 
approaches that rely on patients’ diagnoses to determine 
the choice of treatment. Similarly, the IDAS-II can also 
be employed to meet more recent clinical practices advo-
cating QoL assessment and intervention in the treatment 
of mental health problems owing to QoL cutoffs. In sum-
mary, the present study increased the applicability of the 
IDAS-II, making it a comprehensive, detailed, and versa-
tile self-report to assess internalizing symptoms.
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