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Objective. Anxiety and depression have a negative influence in the quality of life. The aim of the study was to determinate the
levels of sensitivity and specificity of the Anxiety and Hospital Depression Scale (HADS) and compare the quality of life in
patients with inflammatory bowel disease (IBD) and depression or anxiety. Methods. This study included 104 patients with
diagnosis of IBD. Each patient received psychiatric intervention with SCID-I (Structured Clinical Interview for DSMIV Axis I
Disorders) instrument as a gold standard to stablish the cut-off points of HADS. Quality of life was also evaluated with IBDQ-
32. Demographic and clinical variables were collected. Results. Most of the patients reported a high quality of life (73.1%,
n = 76), while 25.0% (n = 26) express a moderate quality of life. The ROC curves for both psychiatric entities showed an
adequate discriminative capacity of the HADS-anxiety dimension (AUC = 0:84, 95%CI = 0:76-0.92) with a limited
discriminability of the HADS-depression dimension (AUC = 0:58, 95%CI = 0:46-0.70) using the proposed scoring of 8 as a cut-
off point. Conclusions. Anxiety and depression impact negatively in the quality of life in Mexican patients with IBD. The
Mexican version of HADS had acceptable internal consistency and external validity, with moderate sensitivity and specificity
for clearly identifying clinical cases of anxiety and depression in patients with IBD.

1. Introduction

Inflammatory bowel disease (IBD), including Crohn’s disease
(CD) and ulcerative colitis (UC), is a chronic inflammatory
condition that produces damage in the gastrointestinal tract
[1] characterized by a relapsing and remitting clinical course
where abdominal pain, bloody stools, diarrhea, fever, and
weight loss [2] can appear in their mildest form or worsen
until the point of compromising life [3]. Epidemiology of
IBD varies around the world, but it is clear that it has become
an expanding global health problem of industrial-urbanized
societies, with a steadily rising incidence and prevalence in
developing countries [4]. Recently, the difference between
the patients perception of the psychological aspects of IBD
and the way physicians identify them and treat them has

been recognized [5], and important recommendations have
been established emphasizing the importance of identifying
psychological problems at routine IBD appointments with
the Hospital Anxiety and Depression Scale (HADS), which
is considered the most appropriate instrument for this pur-
pose [6]. Together, these actions allow the physician to refer
IBD patients when it is appropriate to a mental health spe-
cialist [7], considering that ultimately, the final goal of health
providers dedicated to the treatment of IBD is to offer a mul-
tidisciplinary treatment that achieves clinical, endoscopic,
biochemical, and histological remission with a better quality
of life (QoL) and avoidance of disability [8].

The relationship among anxiety, depression, and QoL in
IBD patients can be influenced by multiple factors; for
instance, social isolation, difficult economic state, and
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maladaptive coping strategies [9], which as has been pro-
posed by Cho et al., can be associated with IBD relapses
and the need of surgical treatment [10]. When anxiety and
depression are not detected and treated timely, they can
become severe, to the point in which generalized anxiety dis-
order can be considered equivalent to depression in disease
burden and reduced psychosocial functioning [11]. Never-
theless, it has yet to be proven what kind of cause-and-
effect relationship exists between IBD and anxiety and
depression [12], if we consider that these emotional states
can aggravate pain and gastrointestinal symptoms by
increasing inflammatory activity and finally affecting the
QoL [9]. In this same vein, Inflammatory Bowel Disease
Questionnaire (IBD-Q32) is a validated and reliable instru-
ment that measures the different emotional, systemic, diges-
tive, and social aspects of IBD that allows us to determine
the impact of IBD in the QoL [13]. The IBDQ32 has been
already validated in the Mexican IBD population [14],
although HADS has already been proven to be a valid instru-
ment in this population [15].

Therefore, the aim of this study was to determine the
levels of sensitivity and specificity of the Anxiety and Hospi-
tal Depression Scale (HADS) as well as to explore the quality
of life in Mexican patients with IBD with psychiatric
comorbidity.

2. Methods

This is a case control study of IBD patients who attended to
their routine follow-up in the IBD clinic at the National
Institute of Medical Sciences and Nutrition between the
period of August 2017 to February 2018. All the subjects
were invited to participate in the study, and a signed
informed consent document was provided by all subjects.
This study was approved by the local Ethics Committee of
our Institution.

3. Instruments

3.1. Hospital Anxiety and Depression Scale (HADS). HADS is
a self-administered questionnaire that includes 14 inter-
leaved items, 7 of which assess for anxiety symptoms and
the other 7 depression symptoms [16]. Anhedonia is the
central symptom around which the items of the depression
subscale, because it is one of the primary symptoms from
which we can distinguish between anxiety and depression
[17]. The items are classified in a Likert scale of 4 points
(0–3) with a total score that can go from 0 to 21 points in
each subscale, where a higher score indicates severity of anx-
iety or depression symptoms. The questionnaire HADS was
given to the patients asking them to answer each question
according to the way they have felt during the last 7 days
including the day the instrument was applied. The original
English version from Zigmond and Snaith in 1983 [18] pro-
posed the following results classification for HADS: 0-7
points absence of anxiety or depression, 8-10 points proba-
ble diagnosis, and 11 or more points, suggestive of a clinical
problem of anxiety or depression.

3.2. Structured Clinical Interview for DSM (SCID-I). For the
external validation of HADS, the Structured Clinical Inter-
view for DSM (SCID-I) was used as the gold standard, which
is an interview based on the fourth version of Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV). SCID-I is
considered an appropriate tool for researchers with a partic-
ular interest; it was originally created based on the third ver-
sion of DSM and posteriorly adapted to the fourth version
[19]. To evaluate affective, psychotic, state of mind, sub-
stance use, anxiety, somatoform, eating, and adaptive disor-
ders and others, it needs to be done by a trained specialized
mental health provider.

3.3. Inflammatory Bowel Disease Questionnaire (IBDQ-32).
In order to measure the QoL, an instrument named Inflam-
matory Bowel Disease Questionnaire (IBDQ-32) was used. It
was first developed by Guyatt et al. [20] in 1989 and has
been widely used in IBD patients, demonstrating to be valid
and reliable even in different languages, cultures, and life-
styles including our population [20]. Each item of this ques-
tionnaire used a Likert scale of 7 points that provides a total
of 32-224 points for the whole questionnaire, classifying in
low QoL (32 and 95 points), moderate QoL (96 and 159
points), and high QoL (160 to 224 points). This scale mea-
sures 4 dimensions: digestive, systemic, emotional, and
social aspects [21]. The affectation is high if the result of
points of each question is between the ranges of 10 and 29,
average 30 and 49, and low 50 and 70; the systemic symp-
toms include 5 questions: the affectation is high if the results
are between 5 and 14, average of 15 and 24, and low of 25
and 35 points; the emotional symptoms consist of 12 ques-
tions in which the affectation is high from 12 to 35, average
36 to 59, and low 60 to 84 points; and in the social with 5
questions, high affectation from 5 to 14, average 25 to 24,
and low 25 to 35 points [20].

4. Procedure

The total sample of subjects was obtained during the follow-
up of the IBD clinic from August 2017 to March 2018.
Recruitment was nonprobabilistic using a convenience sam-
pling approach. However, considering an a priori power
analysis, assuming equal variances with two-sided research
hypotheses, with statistical power of 0.80, alpha value of
0.05 and moderate size effect (0.60) using the G∗Power
3.1.9.4 program, a minimal of 90 subjects were required for
the present study.

All information was obtained through personal inter-
view and clinical records from all individuals. The inclusion
criteria were between age 18 and 60 years old, any gender,
and willingness to participate with a previous signed
informed consent. All IBD patients with a previous psychiat-
ric disease were excluded of the present study. The demo-
graphic and clinical variables analyzed were sex, current
age, occupation, patient diagnosis of either CD or UC, age
at IBD diagnosis, years of evolution, clinical course, extent
or location of disease, extraintestinal manifestations (EIM),
and medical treatment.
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A specialized psychiatrist applied the SCID-I. The dura-
tion of the interview was 1 hour. The data were grouped
according to the psychiatric disorder categorized into two
main groups: (1) depression disorders (TDM, dysthymic dis-
order, and substance affect disorder) and (2) anxiety disor-
ders (panic disorder, agoraphobia without panic, social
phobia, specific phobia, obsessive-compulsive disorder, post-
traumatic stress disorder, generalized anxiety disorder, and
substance anxiety disorder).

In order to determine the psychometric properties of
HADS, all patients were invited to answer a self-applicable
instrument with a total of 14 items which analyzes 2 dimen-
sions (7 items for anxiety and 7 for depression). All points
for each dimension were made and established based on
the SCID-I interview as the gold standard. The duration to
answer the instrument was between 10 and 15 minutes.

For the measurement of the quality of life, the self-
applicable specific questionnaire Inflammatory Bowel Dis-
ease Questionnaire of 32 items (IBDQ-32) was used, where
the information is grouped in 4 dimensions (digestive and
systemic, emotional, and social symptoms), having 32 ques-
tions that have to answer, selected the option that best suits
the way they have felt in the last 2 weeks including the day of
the instrument application.

5. Statistical Analysis

All demographic and clinical characteristics were evaluated
as frequencies and percentages with mean and standard
deviations (S.D.). For categorical variables, chi-square tests
(χ2) were used, and for continuous variables, Student’s t
-tests were used. To determine the discriminatory capacity
of the HADS scale, a ROC curve (receiver operating charac-
teristic) was plotted and the levels of sensitivity, specificity,
false rates, and predictive values were determined for the
most used cut-off point of the HADS dimension (8 score).
Psychiatric diagnoses obtained through the Structured Clin-
ical Interview for Axis I Disorders of the DSM-IV (SCID-I)
was used as the gold standard. In addition, the area under
the curve (AUC) was obtained, where values below 0.50
mean a low capacity of the instrument to make an adequate
discrimination, while values equal to or greater than 0.80
indicate adequate discrimination. A p value < 0.05 was con-
sidered significant.

6. Results

6.1. Demographic and Clinical Characteristics. The sample
comprised 104 patients with IBD. A total of 51.9% (n = 54)
were men and 48.1% (n = 50) were women. Their mean
age was 41.8 years (S:D: = 11:7, 20-65) with a mean educa-
tional level of 12.9 years (S:D: = 4:0, 0-22). At the time of
the study, 55.8% (n = 58) had a remunerated activity while
the remaining 44.2% (n = 46) were unemployed.

The majority of the patients had diagnosis of UC
(88.5%) and 11.5% with CD. The mean age at diagnosis
was 31:2 ± 12:2, and the disease duration was 10:5 ± 7:2
years. Twenty-one percent had at least one extraintestinal
manifestation; the presence of arthralgias was the most fre-

quent (50%). All patients were treated with aminosalicylates
in 83.7%, steroids 27.9%, thiopurines 29.8% (n = 31) and
biological treatment such as adalimumab or infliximab
2.9% (n = 3) or received surgical treatment (9.6%, n = 10)
at the time of the study.

Most of the patients reported a high quality of life
(73.1%), and 25% had moderate quality of life and only
1.9% showed low quality of life. From the four dimensions
assessed in the IBDQ, the dimension of systemic symptoms
had a high percentage of moderate and high affectation
(34.6%) while less than 30% reported these levels of affecta-
tion in the dimensions of bowel symptoms (25.0%), emo-
tional (29.8%), and social functioning (18.3%).

Demographic and clinical features between IBD patients
with and without psychiatric comorbidity are shown in
Table 1. The significant differences found between both
groups were in current age, where patients with depression
were older than those without depression and in the IBDQ
Emotional Symptoms dimension, where patients with
depression exhibited more affection.

6.2. Depression and Anxiety in IBD Patients. According to
the SCID-I, 24.0% of the patients had a depressive disorder
characterized by major depressive disorder (84.0%) and dys-
thymia (16%). A similar proportion of patients (20.2%) were
diagnosed from an anxiety disorder such as generalized anx-
iety disorder in 76.2% and panic disorder in 38.1%.

Using the already validated HADS Mexican version for
patients with IBD, the total score for the depression dimen-
sion was of 4:1 ± 3:6 while for the anxiety dimension the
total scoring was of 5:4 ± 3:8.

With these scores and the SCID-I, the ROC curves for
both psychiatric entities showed an adequate discriminative
capacity of the HADS-anxiety dimension (AUC = 0:84,
95% CI: 0.76-.92) with a limited discriminability of the
HADS-depression dimension (AUC = 0:58, 95%CI = 0:46
-0.70). Nevertheless, adequate sensitivity values were
observed in both dimensions using the proposed scoring of
8 as a cut-off point, even though sensibility was low, partic-
ularly for the depression dimension.

The ROC curves, sensibility, specificity, predictive
values, and false rates of both dimensions are shown in
Figure 1.

In accordance to this, no differences were found between
SCID-I and the presence of depressive disorder in the
HADS-depression dimension (4:4 ± 3:8 vs. 3:4 ± 3:1,
p = 0:20). Statistical significant differences were found in
the HADS-anxiety dimension between patients with and
without SCID-I anxiety disorder (17:1 ± 6:0 vs. 8:4 ± 6:7,
p < 0:001).

7. Discussion

In the present study, we confirmed that the Mexican version
of HADS is a reliable and valid tool for screening IBD
patients with psychiatric disorders. The questionnaire had
good internal consistency and external validity, with favor-
able sensitivity and specificity similar to previous studies
using the original English version of the HADS [22]. It is
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well known that psychiatric disorders are more prevalent in
patients with IBD, and these impact considerably on the
quality of life. Previous studies have shown that anxiety
and depression are present between 21% and 35%, respec-
tively [23].

We establish the most common cut-off of the HADS
dimensions to discriminate patients with anxiety and
depression in comparison with the SCID as a gold standard;
the scale showed moderate performance for the screening of
patients with disorders of anxiety (a cut-off point of 8,
AUC for anxiety = 0:84, Sens = 68%, Spec = 83%); however,
it was not good for depression disorders (AUC = 0:58, Sens
= 20%, Spec = 78%).Although, these results may limit the
applicability of the HADS, we should not discard its use as
a screening tool for mental disorders such as anxiety disor-
ders or major depression, as it may be a useful clinical tool
for daily clinical practice to promote mental health care
attention in medically ill patients.

Our results are compared with those obtained in a pro-
cess of validation and translation into Portuguese, which
performed the validation on severe medical pathology
(Neurosurgery, Pulmonary, Cardiology, Neurology, and
Infectious Illness), in which the best cut-off point to main-
tain good sensitivity and specificity of the scale was found
to be between 4 and 7 points con AUC 0.877 (95% CI:
0.84 to 0.91) similar to our results (cut-off point of 8) [24].

These psychiatric conditions in IBD patients can exacer-
bate pain and gastrointestinal symptoms by increasing

inflammatory activity and impacting in the QoL of the
patients by affecting feelings of fatigue and decreasing the
motivation needed to overcome the disease [12]. In the pres-
ent study, we found that 20.2% had anxiety disorder which is
lower to that observed in a representative national survey in
the French adult population which was estimated to be
around 21.6% [25]. It is important to note that significant
differences were found in IBD patients with depression older
than 60 years versus younger patients 40.7 years (p = 0:04).
This can be explained because the elderly patients have an
increased risk of use of medical care and are often associated
with the exposure to multiple drugs, limited mobility, falls,
and the cognitive deterioration [26]. Some studies have
reported higher rates of psychiatric disorders in IBD com-
pared with other chronic illnesses or healthy controls. Bern-
stein et al. [27] compared a population-based cohort of IBD
cases with community controls from a population-based
national health survey; they found a higher prevalence of
major depression in IBD cases compared to the community
cases (27% vs. 12%).

On the other hand, we found that most of the patients
had a high QoL (73.1%) according IBDQ-32, the dimen-
sion of systemic symptoms which includes fatigue (34.6%)
and emotional symptoms (29.8%) were the most frequent
that had moderate to high affection. Our findings are con-
sistent with other studies which have shown that fatigue
and emotional symptoms are prevalent in patients with
IBD [12, 28, 29].

Table 1: Demographic and clinical features between IBD patients with and without depression or anxiety disorder.

(a)

Depression present (n = 25) Anxiety present (n = 21)
n (%) 95% C.I. p value n (%) 95% C.I. p value

Gender-female 10 (40.0) 0.6-3.8 0.35 15 (71.4) 0.1-0.8 0.01

Occupation-employed 17 (68.0) 0.1-1.3 0.15 9 (42.9) 0.7-5.0 0.18

Ulcerative colitis 23 (92.0) 0.1-2.9 0.52 19 (90.5) 0.1-3.8 0.74

EIMs- present 3 (12.0) 0.1-1.5 0.19 5 (23.8) 0.3-3.7 0.73

Quality of life+

Digestive symptoms 9 (36.0) 0.7-5.4 0.14 12 (57.1) 2.3-18-5 <0.001
Systemic symptoms 10 (40.0) 0.5-3.4 0.51 15 (71.4) 2.5-21.4 <0.001
Emotional symptoms 10 (40.0) 0.7-4.7 0.20 13 (61.9) 2.1-16.3 <0.001

Social 6 (24.0) 0.5-4.7 0.39 9 (42.9) 1.8-16.2 <0.001
Total 9 (36.0) 0.6-4.6 0.24 13 (61.9) 2.5-20.9 <0.001

(b)

Depression
p value

Anxiety
p valuePresent Absent Present Absent

Mean (S.D) Mean (S.D)

Age (years) 45.2 (8.2) 40.7 (12.5) 0.04 43.2 (12.2) 41.4 (11.6) 0.52

Level of education (years) 12.9 (3.1) 12.9 (4.2) 0.99 12.4 (3.9) 13.0 (4.0) 0.57

Age of diagnosis (years) 31.7 (10.5) 31.0 (12.7) 0.81 33.6 14.3 30.6 (11.6) 0.31

Illness evolution (years) 13.5 (9.2) 9.6 (6.3) 0.06 9.6 9.3 10.8 (6.6) 0.51

IBD: inflammatory bowel disease; EIMs: extraintestinal manifestations. +The percentages reported are for patients with moderate to severe affections in
IBDDQ-32 dimensions. The percentages reported are for patients with moderate to severe affections in IBDQ-32 dimensions.

4 Psychiatry Journal



Czuber-Dochan et al. [30] identified that fatigue preva-
lence ranges from 22% to 41% when the disease is in remis-
sion and around 86% when IBD is active. Fatigue may lead
to considerable impairment in the patient’s daily life, and
three studies have demonstrated that it is associated with
reduced quality of life evaluated by IBD-Q32 [31].

The subgroup analysis showed that anxiety disorders
had severity in all dimensions of the IBD-Q32 instrument
(digestive symptoms, systemic symptoms, emotional symp-
toms, and social) associated with a low QoL. Therefore, it
is clear that anxiety has a negative impact on the life of
patients with IBD. A Dutch study of 231 IBD patients
reported that up to 43% had high levels of anxiety suggesting
that psychiatric complaints in IBD patients are undertreated
[32]. The anxiety rate is between 29% and 35% during

periods of remission and increases as high as 80% during a
relapse of IBD where the correlation between IBD and anx-
iety levels is strong [11, 33, 34].

In summary, HADS has moderate performance to dis-
criminate anxiety disorders in Mexican IBD patients and
the presence of an anxiety disorder is associated with a low
QoL. Accurate identification of anxiety and depression, in
an early stage in order to provide a specialized treatment
for improving the quality of life of IBD patients, is needed.
In conclusion, the Mexican version of the HADS had good
internal consistency and external validity with favorable sen-
sitivity and specificity for screening of psychiatric disorders
in patients with IBD. The patients who had comorbidity
and anxiety disorder had lower QoL.

Data Availability

Data availability will be released upon request.

Ethical Approval

This study was approved by the local Ethics Committee of
National Institute of Medical Science and Nutrition Salvador
Zubirán and complied with the Helsinki Declaration (refer-
ence number 2485).

Consent

Informed consent was obtained from all individual partici-
pants included in the study.

Conflicts of Interest

The authors declare that they have no competing interests.

Authors’ Contributions

Jesus K. Yamamoto-Furusho contributed to the study concep-
tion and design. Material preparation and data collection and
analysis were performed by Jesús K. Yamamoto-Furusho,
Andrea Sarmiento-Aguilar, Ana Fresán-Orellana, and Mario
García-Alanis. The first draft of manuscript was written by
Jesús K. Yamamoto-Furusho, Andrea Sarmiento-Aguilar,
and Ana Fresán-Orellana, and all authors commented on the
previous versions of the manuscript. All authors read and
approved the final manuscript.

References

[1] D. K. Podolsky, “Inflammatory bowel disease,” The New
England Journal of Medicine, vol. 347, no. 6, pp. 417–429,
2002.

[2] N. Janmohamed and A. H. Steinhart, “Measuring severity of
anxiety and depression in patients with inflammatory bowel
disease: low concordance between patients and male gastroen-
terologists,” Inflammatory Bowel Diseases, vol. 23, no. 7,
pp. 1168–1173, 2017.

[3] J. L. Cohen, S. A. Strong, N. H. Hyman et al., “Practice param-
eters for the surgical treatment of ulcerative colitis,”Diseases of
the Colon & Rectum, vol. 48, no. 11, pp. 1997–2009, 2005.

0.0 0.2 0.4 0.60.8 1.0

0.0 0.2 0.4 0.60.8 1.0

1.0

0.8

0.6

0.4

0.2

0.0

Depression (cutoff point 8)

Specificity (0.78)

Se
ns
iti
vi
ty

(0
.2
0)

1.0

0.8

0.6

0.4

0.2

0.0

Specificity (0.74)

Se
ns
iti
vi
ty

(0
.8
1)

Anxiety (cutoff point 8)

Figure 1: For the depression ROC curve, the following values were
determined with the 8 cut-off point: false positive rate (0.22), false
negative rate (0.80), positive predictive value (0.23), and negative
predictive value (0.76). For the anxiety ROC curve, the following
values were determined with the 8 cut-off point: false positive rate
(0.17), false negative rate (0.38), positive predictive value (0.48),
and negative predictive value (0.90).

5Psychiatry Journal



[4] A. E. M’Koma, “Inflammatory bowel disease: an expanding
global health problem,” Clinical Medicine Insights: Gastroen-
terology, vol. 6, pp. 33–47, 2013.

[5] I. Marín-Jiménez, M. Gobbo Montoya, A. Panadero et al.,
“Management of the psychological impact of inflammatory
bowel disease: perspective of doctors and patients—the
ENMENTE project,” Inflammatory Bowel Diseases, vol. 23,
no. 9, pp. 1492–1498, 2017.

[6] J. E. Jutte, D. M. Needham, E. R. Pfoh, and O. J. Bienvenu,
“Psychometric evaluation of the hospital anxiety and depres-
sion scale 3 months after acute lung injury,” Journal of Critical
Care, vol. 30, no. 4, pp. 793–798, 2015.

[7] M. Barreiro-de Acosta, I. Marín-Jiménez, A. Panadero et al.,
“Recommendations of the Spanish Working Group on
Crohn's Disease and Ulcerative Colitis (GETECCU) and the
Association of Crohn's Disease and Ulcerative Colitis Patients
(ACCU) in the management of psychological problems in
inflammatory bowel disease patients,” Gastroenterologia y
hepatologia, vol. 41, no. 2, pp. 118–127, 2018.

[8] D. Simian and R. Quera, “Manejo integral de la enfermedad
inflamatoria intestinal: más allá de una terapia farmacológica
adecuada,” Revista Médica de Chile, vol. 144, no. 4, pp. 488–
495, 2016.

[9] S. C. Park and Y. T. Jeen, “The mental health state of quiescent
inflammatory bowel disease patients,” Gut and Liver, vol. 10,
no. 3, pp. 330-331, 2016.

[10] M. C. Kim, Y. S. Jung, Y. S. Song et al., “Factors associated with
anxiety and depression in Korean patients with inactive
inflammatory bowel disease,” Gut and liver, vol. 10, p. 399,
2016.

[11] C. Allgulander, “Generalized anxiety disorder: what are we
missing?,” European Neuropsychopharmacology, vol. 16,
pp. S101–S108, 2006.

[12] L. Jelsness-Jørgensen, T. Bernklev, M. Henriksen, R. Torp, and
B. A. Moum, “Chronic fatigue is more prevalent in patients
with inflammatory bowel disease than in healthy controls,”
Inflammatory Bowel Diseases, vol. 17, no. 7, pp. 1564–1572,
2011.

[13] R. Lopez Cortes, B. Marin Fernandez, C. Hueso Montoro,
P. Escalada Hernandez, and A. Sanz Aznarez, “Quality of life
in patients with inflammatory bowel diseases,” Anales del
Sistema Sanitario de Navarra, vol. 39, no. 1, pp. 123–131,
2016.

[14] M. R. Zavala-Solares, L. Salazar-SalasL, and J. K. Yamamoto-
Furusho, “Validity and reliability of the health-related ques-
tionnaire IBDQ-32 in Mexican patients with inflammatory
bowel disease,” Gastroenterology and Hepatology, 2021.

[15] J. K. Yamamoto-Furusho, A. Sarmiento-Aguilar, M. García-
Alanis et al., “Hospital Anxiety and Depression Scale (HADS):
validation in Mexican patients with inflammatory bowel dis-
ease,” Gastroenterology and Hepatology, vol. 41, no. 8,
pp. 477–482, 2018.

[16] M. J. N. Orozco, B. P. Terán, V. B. Casarrubias, R. R. García,
and J. G. S. Madero, “Escala de Ansiedad y Depresión Hospi-
talaria (HADS): validación en pacientes mexicanos con infec-
ción por VIH,” Psicología Iberoamericana, vol. 21, no. 2,
pp. 29–37, 2013.

[17] O. Galindo, C. Benjet, F. Juárez García et al., “Propiedades psi-
cométricas de la Escala Hospitalaria de Ansiedad y Depresión
(HADS) en una población de pacientes oncológicos mexica-
nos,” Salud mental, vol. 38, no. 4, pp. 253–258, 2015.

[18] A. S. Zigmond and R. P. Snaith, “The hospital anxiety and
depression scale,” Acta Psychiatrica Scandinavica, vol. 67,
no. 6, pp. 361–370, 1983.

[19] R. L. Spitzer, J. B. Williams, M. Gibbon, and M. B. First, “The
structured clinical interview for DSM-III-R (SCID),” Archives
of General Psychiatry, vol. 49, no. 8, pp. 624–629, 1992.

[20] G. Guyatt, A. Mitchell, E. J. Irvine et al., “A new measure of
health status for clinical trials in inflammatory bowel disease,”
Gastroenterology, vol. 96, no. 2, pp. 804–810, 1989.

[21] M. Masachs, F. Casellas, and J. R. Malagelada, “Traducción,
adaptación y validación al español del cuestionario de calidad
de vida de 32 ítems (IBDQ-32) de la enfermedad inflamatoria
intestinal,” Revista española de Enfermedades digestivas,
vol. 99, pp. 511–519, 2007.

[22] I. Bjelland, A. A. Dahl, T. T. Haug, and D. Neckelmann, “The
validity of the hospital anxiety and depression scale: an
updated literature review,” Journal of Psychosomatic Research,
vol. 52, no. 2, pp. 69–77, 2002.

[23] A. M. McCombie, R. T. Mulder, and R. B. Gearry, “Psycho-
therapy for inflammatory bowel disease: a review and update,”
Journal of Crohn’s and Colitis, vol. 7, no. 12, pp. 935–949,
2013.

[24] J. Pais-Ribeiro, I. Silva, T. Ferreira, A. Martins, R. Meneses, and
M. Baltar, “Validation study of a Portuguese version of the
hospital anxiety and depression scale,” Psychology, health &
medicine, vol. 2, pp. 225–237, 2007.

[25] E. Leray, A. Camara, D. Drapier et al., “Prevalence, character-
istics and comorbidities of anxiety disorders in France: results
from the “mental health in general population” survey
(MHGP),” European Psychiatry, vol. 26, no. 6, pp. 339–345,
2011.

[26] E. P. Peron, S. L. Gray, and J. T. Hanlon, “Medication use and
functional status decline in older adults: a narrative review,”
The American journal of geriatric pharmacotherapy, vol. 9,
pp. 378–391, 2011.

[27] C. N. Bernstein, S. Singh, L. A. Graff, J. R. Walker, N. Miller,
and M. Cheang, “A prospective population-based study of
triggers of symptomatic flares in IBD,” The American Journal
of Gastroenterology, vol. 105, no. 9, pp. 1994–2002, 2010.

[28] M. L. Høivik, B. Moum, I. C. Solberg et al., “Work disability in
inflammatory bowel disease patients 10 years after disease
onset: results from the IBSEN study,” Gut, vol. 62, no. 3,
pp. 368–375, 2013.

[29] J. R. Walker, J. P. Ediger, L. A. Graff et al., “The Manitoba IBD
cohort study: a population-based study of the prevalence of
lifetime and 12-month anxiety and mood disorders,” The
American Journal of Gastroenterology, vol. 103, no. 8,
pp. 1989–1997, 2008.

[30] W. Czuber-Dochan, E. Ream, and C. Norton, “Description
and management of fatigue in inflammatory bowel disease,”
Alimentary pharmacology & therapeutics, vol. 37, pp. 505–
516, 2013.

[31] M. J. L. Romberg-Camps, Y. Bol, P. C. Dagnelie et al., “Fatigue
and health-related quality of life in inflammatory bowel dis-
ease: results from a population-based study in the Netherlands:
the IBD-South Limburg cohort,” Inflammatory Bowel Dis-
eases, vol. 16, no. 12, pp. 2137–2147, 2010.

[32] F. B. Evertsz, N. A. M. Thijssens, P. C. F. Stokkers et al., “Do
inflammatory bowel disease patients with anxiety and depres-
sive symptoms receive the care they need?,” Journal of Crohn’s
and Colitis, vol. 6, no. 1, pp. 68–76, 2012.

6 Psychiatry Journal



[33] S. Nahon, P. Lahmek, C. Durance et al., “Risk factors of anxiety
and depression in inflammatory bowel disease,” Inflammatory
Bowel Diseases, vol. 18, no. 11, pp. 2086–2091, 2012.

[34] W. Häuser, K. Janke, B. Klump, and A. Hinz, “Anxiety and
depression in patients with inflammatory bowel disease: com-
parisons with chronic liver disease patients and the general
population,” Inflammatory bowel diseases, vol. 17, pp. 621–
632, 2011.

7Psychiatry Journal


	Depression and Anxiety Disorders Impact in the Quality of Life of Patients with Inflammatory Bowel Disease
	1. Introduction
	2. Methods
	3. Instruments
	3.1. Hospital Anxiety and Depression Scale (HADS)
	3.2. Structured Clinical Interview for DSM (SCID-I)
	3.3. Inflammatory Bowel Disease Questionnaire (IBDQ-32)

	4. Procedure
	5. Statistical Analysis
	6. Results
	6.1. Demographic and Clinical Characteristics
	6.2. Depression and Anxiety in IBD Patients

	7. Discussion
	Data Availability
	Ethical Approval
	Consent
	Conflicts of Interest
	Authors’ Contributions

