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Abstract

Background: The populations of middle- and low-income countries are exposed to many stressors, and these are associated
with worse mental health. The ICD-I 1 includes a section “Disorders specifically associated with stress” and there are many
validated measures for the assessment of stress-related disorders. However, there is no self-reported measure of ICD-1 |
adjustment disorder available for use in Arabic-speaking populations. This study aimed to translate and validate the Arabic
version of the self-reported International Adjustment Disorder Questionnaire.

Methods: Data was collected from Iraqi patients with physical iliness and their families from October 6 to October 14, 2024,
through a cross-sectional study conducted at Baghdad’s Teaching Hospital and the Oncology Teaching Hospital. The R
Environment for Statistical Programming was utilized for analysis.

Results: Findings from confirmatory factor analysis were consistent with previous studies by identifying two strongly corre-
lated factors (r =0.72), representing the ‘preoccupation’ and ‘failure to adapt’ symptom clusters. These factors showed re-
liable scores (0.=0.695 and 0.814) and significant relations to depression and anxiety. To avoid multicollinearity, a total
symptom scale can be used, based on similarly positive relations to psychological states and high reliability (o.=0.798).
Conclusion: The Arabic translation demonstrates good psychometric properties and can be utilized in clinical and research
settings.
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and demographic heterogeneity of the samples.> A nationwide
German survey, utilizing the ICD-10, found a prevalence of
1.4%, dropping to 0.9% after including the impairment criter-
ion.®> The difference between the estimates reported by two
Israeli studies, one using the Adjustment Disorder-New
Module 20 scale (ADNM-20) (17.5%) and the other using
the International Adjustment Disorder Questionnaire
(IADQ) (10.2%), shows that differences occur even within
the same population, despite both not excluding alternative

Introduction

According to the latest International Statistical Classification
of Diseases and Related Health Problems (ICD-11), adjust-
ment disorder (AjD) constitutes a maladaptive response to a
stressor(s), including illness, disability, family conflict, socio-
economic problems, and educational difficulties occurring in
the last month." This reaction is characterized by preoccupa-
tion with the stressor or its consequences and failure to adapt,
significantly impairing different facets of life. AjD is not a dis-
crete mental disorder, but rather it represents the upper end of
a maladaptive response continuum that is associated with dis-
tress and functional impairment.

The prevalence of AjD is unknown globally and highly
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variable across national studies due to differences in the
symptoms used for classification, whether daily life impair-
ment is considered, alternative diagnoses, such as depression
or anxiety, are excluded per the ICD-11 recommendations,
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diagnoses.*> Physical conditions, especially if chronic or in-
curable, can also increase maladaptive adjustment in patients
and their families. In a study from 2022, AjD affected 13% to
15% of cancer patients, with higher rates among those with
recent diagnoses.® In 2023, another study from Saudi
Arabia noted that 43.9% of adult cancer patients had AjD,
without excluding alternative diagnoses.’

Yet, despite the importance of assessing AjD among pa-
tients with physical conditions, diagnosis might not be
straightforward. First, choosing a diagnostic criterion can be
complicated. Second, the presence of alternative diagnoses,
including major depression, PTSD, and generalized anxiety
disorder, can further blur the clinical picture. Hence, if the
stressor disappears, symptoms should be resolved within 6
months. Otherwise, an alternative diagnosis should be consid-
ered. Thirdly, different screening questionnaires might cover
different clinical issues or are administered differently.
These include ICD-based screeners (IADQ, ADNM-20, and
ADNM-8) and the DMS-5-based SCID-5.%%'° SCID-5, for
example, involves a semi-structured interview with pre-
specified questions, where psychiatrists are also allowed to
explore symptoms in greater detail.'® Meanwhile, the
ADMN-20 assesses avoidance behaviors and emotional dis-
turbance frequencies in the last week and for how long they
have been present.”

In recent years, the use of self-reported scales to assess
psychiatric conditions has increased, guided by the need to
screen larger populations, acquire more homogenous samples
for research, and address low mental health coverage in
middle- and low-income countries.!' For AjD, the IADQ in-
strument was developed and validated for this purpose.” Its
self-reported approach and fewer items make it more appro-
priate for research and primary healthcare, where access to
psychiatric expertise is uncertain. Furthermore, the closer ad-
herence to the ICD-11 improves clinical utility due to a focus
on daily impairment and solves a shortcoming in the
ADMN-20, where both failures to adapt and impairment are
assessed using a single item.”

In Iraq, using a structured interview based on the Diagnostic
and Statistical Manual for Mental Disorders, fourth Edition
(DSM-IV) criteria, AjD was found in 11.5% of those attending
an outpatient psychiatric clinic in Duhok, a northern prov-
ince.'” However, no study has investigated the prevalence
among patients with physical conditions. Iraq has only 2 mental
health workers per 100 000 individuals, a third of whom are
non-professionals who might not be qualified to diagnose
AjD."® This coverage, which is below the global average of
9 mental health workers per 100 000 individuals, increases
the demand for validated self-reported screening tools, as
most care centers might not have sufficient capacity to assess
AjD and other psychological issues, especially among indivi-
duals with physical conditions.

The IADQ has been translated from English to German,
Hebrew, Danish, and Italian,>'*'> showing a stable 2-factor
structure corresponding to the ICD-11 criteria. During the

conceptualization of this study, no Arabic version was listed
on the International Trauma Consortium website.'® As of
February 2025, an Arabic version is listed. However, no val-
idation has been reported for this translation or any other
Arabic version. Furthermore, no study has tested IADQ’s val-
idity in a clinical sample of patients with physical conditions.

This study aimed to translate the IADQ into Arabic and
validate it among Iraqi patients with physical conditions and
their families. We hypothesized that the Arabic IADQ would
demonstrate a 2-factor solution, with two strongly correlated
factors that show a positive relation to depression and anxiety
scales. These factors represent the continuous underlying di-
mensions of preoccupation and failure to adapt symptom clus-
ters. As a secondary aim, the prevalence of AjD was also
calculated.

Patients and Methods

Study Design and Setting

A cross-sectional study was conducted from September 1 to
December 25, 2024, at Baghdad Teaching Hospital and
Oncology Teaching Hospital in Baghdad, the capital city of
Iraq. The data collection part of the study was conducted be-
tween October 6 and October 14, 2024. These tertiary health-
care centers were selected as they tend to receive patients from
different provinces and, therefore, provide the potential to test
the validity of the IADQ on a more diverse sample. Moreover,
patients presenting to tertiary centers typically exhibit more
complex conditions. Consequently, it is imperative to evalu-
ate AjD in these patients and their families. Equator
Network’s COSMIN guidelines for studies on the measure-
ment properties of patient-reported outcomes were followed
to reduce reporting bias.'” No exclusion criteria were used
to obtain a sample that closely resembles the target popula-
tion. The only inclusion criteria were that participants should
be over the age of 18 years and be able to read and complete
the survey questions.

Minimum Sample Size Requirements

The number of participants required for each type of analysis
was calculated. As six symptoms are included in the IADQ, a
minimum of 120 participants was deemed sufficient for con-
firmatory factor analysis, based on the recommended min-
imum participants-to-items ratio between 10:1 and 20:1
(Kline;'® Tanaka'?). For the multiple linear regression,
G*Power version 3.1.9.7 indicated a minimum of 107 partici-
pants based on 2 predictor variables, a medium effect size (f*
of 0.15), statistical power of 95%, and an alpha error of 5%.%°

Measurement Tools

Data was collected using a structured self-reported question-
naire consisting of four sections (see Supplemental
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Materials). The first section included participants’ demo-
graphics, including age, gender, ethnicity, province, marital
status, educational level, residence, home ownership, and
smoking status. The second section included the TADQ starting
with a 9-item stressor events scale, where each item can be an-
swered with either “Yes” (1) or “No” (0). The next six items
assess preoccupation and failure to adapt severity on a S-point
Likert scale from 0 (not at all) to 4 (extremely). An additional
question inquires whether symptoms have begun within one
month of the stressor, and three final items assess functional im-
pairment on a similar 5-point Likert scale. Total scale scores
can be computed to represent symptom severity, and a probable
diagnosis is made if the participant meets all the following:

1. The presence of at least one stressor (items 1-9).

2. At least one preoccupation symptom rated >2 (items
10-12).

3. At least one failure to adapt symptom rated >2 (items
13-15).

4. Symptoms began within 1 month of the stressor (item
16).

5. At least one functional impairment rated >2 (items
17-19).

The TADQ was initially translated into Arabic by the
authors (MA-G, MAW, and GA-G) through two cycles,
each with a translation phase and a review phase where the
standing Arabic version was compared to the English. An in-
dependent English-to-Arabic translation bureau approved the
pre-final version on October 5, 2024, after verifying its accur-
acy (see Supplemental Materials).

Mental health measures were included in the third section.
The Arabic version of the Generalized Anxiety Disorder
7-item Scale (GAD-7) was used due to its reliability (o=
.763), validity, and high accuracy against the DSM-5 criteria
for generalized anxiety disorder.”'~** Participants are asked
about how bothered they are from each symptom in the last
two weeks, on a 4-point Likert scale from 0 (not at all) to 3
(nearly every day). Items’ scores are added to provide a total
score, with 0-4 indicating no or minimal anxiety, 5-9 for mild,
10-14 for moderate, and 15-21 for severe.

The Arabic Patient Health Questionnaire-9 (PHQ-9) was used
due to its reliability (o =.857) and validity in assessing the pres-
ence and severity of depression and more optimal performance in
case identification compared to other measures.>'** A four-point
Likert scale, similar to the GAD-7, is used for each symptom. A
total score would be calculated from item scores, where 0-4 indi-
cates no or minimal depression, 5-9 for mild, 10-14 for moderate,
15-19 for moderately severe, and >20 for severe.

Ethical Considerations

Informed consent was required for participation. Individuals
were informed of the study’s purposes, assured of data priv-
acy, and given the option to refuse or participate.

Individuals who agreed were given a paper copy of the ques-
tionnaire. To avoid applying pressure, data was collected by
individuals not involved in providing healthcare, and partici-
pants were reassured that their or their relatives’ healthcare
would not be affected by participation or withdrawal. The eth-
ical committee of the Iraqi Ministry of Health reviewed the
study protocol, and approval was obtained on the 16th of
September 2024 in decision no. 39.

Statistical Analysis

Descriptive statistics were performed with SPSS version 27,
while the R Environment for Statistical Programming ver.
4.4.2 and its associated packages were utilized for psychomet-
ric analyses.”>*° Both the Shapiro-Wilk test and the less
sample-size-sensitive D’Agostino-Pearson K* test showed
non-normal  distributions  (Supplemental =~ Materials:
Table S1).%° Therefore, nonparametric methods were used.
The TADQ conceptual framework has already been studied
across different cultures.>>'*!> Therefore, hypothesis-driven
confirmatory factor analysis, with a robust maximum likelihood
(MLR) estimator, was used to test the structural validity of the
AjD symptoms (items 10-15). Item endorsement rates were cal-
culated, similar to the original validation, by classifying items
with a moderate score of >2 as “present” and the robust diag-
onally weighted least squares (WLSMV) estimator was used
to analyze these rates.” Four models were tested (Figure 1),
the 1-factor and 2-factor solutions from the initial validation®
and two models from the Danish validation, one with two items
for preoccupation and four for failure to adapt,'* and the other
where item 12, “fear of the future”, had a cross-factor loading.
Absolute goodness-of-fit indices included the comparative
fit index (CFI) and the Tucker-Lewis Index (TLI) at >0.90 and
>(0.95 for acceptable and excellent fit, respectively. The Root
Mean Square Error of Approximation (RMSEA) and the
Standardized Root Mean Square Residual (SRMR) with va-
lues <0.08 and <0.05 indicated an acceptable and excellent
fit. A chi-square divided by degree of freedom (x*/df) <3
and <2 indicating acceptable and excellent fit.*'* A non-
significant y* test also indicates fitness, especially with the
WLSMV estimator. However, due to sensitivity to sample
size, it should be interpreted only alongside other indices."’
To compare models, reductions in the Bayesian
Information Criterion (BIC) between 2-6 points, 6-10 points,
and >10 points have indicated some, strong, and very strong
evidence of model superiority, respectively.®> Better fitness
was also indicated by a>0.015 difference in RMSEA and a
lower Akaike Information Criterion (AIC), with no threshold
described for the latter.>**” As BIC cannot be calculated for
the WLSMV models, RMSEA was supplemented with the
scaled Ay test.>® Model 2 was selected for further testing
based on parsimony, as it showed acceptable and excellent ab-
solute fitness and non-inferior relative fitness.
The internal concurrent validity was assessed by investi-
gating the relationship between the stressor events and the
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Model 1: one-factor solution

Model 3: modified two-factor solution

Adjustment
disorder

Preoccupation )

Failure to adapt

Model 2: two-factor solution

Model 4: overlapped two-factor solution

Preoccupation

Failure to adapt

Preoccupation

Failure to adapt

Figure |I. Competing Structural Models for the IADQ.

symptoms subscales, while the external was assessed by
examining the relations between the symptom subscales (indi-
vidually and in combination) and the mental health scales
(PHQ-9 and GAD-7). Robust multiple linear regression was
used for univariate and a robust MANOVA with a Pillai
Trace estimator for multivariate analyses at a cut-off of 0.05
for statistical significance.®”

Composite reliability was measured for each subscale
and the total symptoms scale, with >0.7 indicating good
reliability. Composite reliability was selected instead of
Cronbach’s alpha, as it does not assume similar items’ load-
ing.*® The relation between items and each of the factors
was also explored by calculating the corrected item-total
Spearman’s rank correlation and the correlation between
each item and the other scale.

AjD prevalence was first calculated without the exclusion of
alternative diagnoses (depression and anxiety), based on the
IADQ guidelines.” Then a second time with the exclusion of
individuals with PHQ-9 and GAD-7 scores of >15 and >10,
similar to prior validations, based on meta-analyses reporting
high specificities of 0.96 and 0.82 for depression and anxiety
at these cut-off points.*'** To acquire three additional esti-
mates, depression and anxiety were excluded at different sever-
ities: > 15 (severe), > 10 (moderate), and >5 (mild).

Results

Inclusion and Exclusion

196 participants were recruited, but 13 did not endorse any of
the IADQ stressors and, as a result, did not complete the rest
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Table I. Demographic Characteristics (N = 183).

Table 2. Items and Subscales’ Score and Endorsement (N = 183).

Characteristic Distribution
Age (years) (median, IQR) 37 (27-47.5)
Type of participant (N, %)

Patient 38 (20.8)

Family member 145 (79.2)
Gender (N, %)

Male 111 (60.7)

Female 72 (39.3)
Ethnicity (N, %)

Arab 176 (96.2)

Kurd 6 (3.3)

Turkmen 1 (0.5)
Marital status (N, %)*

Single 53 (29)

Married 116 (63.4)

Divorced 6 (3.3)

Widowed 4(22)
Educational level (N, %)

Primary school 16 (8.7)

Intermediate school 36 (19.7)

High school 37 (20.2)

Diploma 19 (10.4)

Bachelor 65 (35.5)

Masters’ degree 5(2.7)

PhD 5(2.7)
Residence (N, %)

Urban 167 (91.3)

Rural 16 (8.7)
Housing situation (N, %)

Rental 40 (21.9)

Family/ self-owned 143 (78.1)
Smoking (N, %)

Smoker 52 (28.4)

Non-smoker 123 (67.2)

Ex-smoker 8 (4.4)
Province (N, %)*

From within the province 156 (85.2)

From outside the province 26 (14.21)

Missing value: marital status (4 responses), province (| response).

of the questionnaire. Hence, 183 participants are included in
the analysis: 116 (63.4%) from the oncology teaching hos-
pital, 45 (24.6%) from the surgical wards of Baghdad’s teach-
ing hospital, and 22 (12%) from the medical.

Sample Characteristics

There were fewer patients (n =38; 20.8%) than family mem-
bers (n=145; 79.2%). The median age was 37 years [IQR:
27-38], and 111 (60.7%) of the participants were male.
Other demographic characteristics are summarized in
Table 1. As anticipated, personal and a loved one’s health
were the most common stressors, with endorsement of
45.9% and 77.0%, respectively (Table 2), followed by finan-
cial and caregiving issues at 37.2% and 36.1%.

In terms of symptoms, being unable to stop thinking about
stressful events was the most endorsed symptom of

Median  Endorsement
(IQR) N (%)
Stressor events
Financial problems 68 (37.2)
Work problems 60 (32.8)
Educational problems 27 (14.8)
Housing problems 53 (29.0)
Relationship problems 33 (18.0)
My own health problems 84 (45.9)
A loved one’s health problems 141 (77.0)
Caregiving problems 66 (36.1)
Other problems not mentioned 61 (33.3)
Subscale (Total) 3 (2-4) 183 (100.0)
Preoccupation
| worry a lot more since the stressful 2 (1-3) 74 (40.4)
event(s)
| cannot stop thinking about the 2 (1-3) 90 (49.2)
stressful event(s)
| often feel afraid about what might 3 (1-3) 71 (38.8)
happen in the future since the
stressful event(s)
Subscale (Total) 6 (4-8) 159 (86.9)
Failure to adapt °
| find it difficult to adapt to life since | (0-2) 48 (26.2)
the stressful event(s)
| find it difficult to relax and feel calm | (1-3) 59 (32.2)
since the stressful event(s)
| find it difficult to achieve a state of | (0-3) 83 (45.4)
inner peace since the stressful
event(s)
Subscale (Total) 4(2-7) 116 (63.49)
Functional impairment ¢
Affected your relationships or social | (0-2) 103 (56.3)
life?
Affected your ability to work or your 1 (0-3) 117 (63.9)
educational life?
Affected any other important part of | (0-3) 107 (58.5)
your life?
Subscale (Total) 3 (1-6) 103 (56.3)
Did these problems start within one 98 (53.6)

month of the stressful event(s)?

Note: subscale-level endorsement and median scores are highlighted in
bold. a As per the IADQ scoring manual recommendations, item
endorsement was calculate as the number and proportion of participants
with an items score >2 (moderate). While subscale endorsement was
calculated as the number and proportion of participants who have endorsed
at least one item from the subscale.

preoccupation (90, 49.2%), and being unable to establish in-
ner peace was the most endorsed symptom of failure to adapt
(83, 45.4%) (Table 2). Overall, preoccupation had higher en-
dorsement and median scores.

Structural Validity of the Arabic IADQ

Table 3 displays the goodness-of-fit indices for the tested
models. The 1-factor solution had poor fit in both the item
scores and endorsement models, while all the 2-factor solu-
tions (models 2 to 4) showed acceptable model fit. The
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Table 3. Goodness-of-fit Indices for the Hypothetical Models of the IADQ, Tested with Confirmatory Factor Analysis (N = 183).

Structural Models (Scores) *

Goodness-of-fit Indices | 3 4 Indices cut-off
Standardized factors N/A 0.72 0.67 0.64
correlation

CFI 0.904 0.972 0.974 0.990 >0.90 Acceptable
TLI 0.839 0.948 0.951 0.978 >0.95 Excellent
RMSEA (90% ClI) 0.141 (0.098-0.187) 0.080 (0.025-0.133) 0.078 (0.019-0.131) 0.053 (0.000-0.111) <0.08 Acceptable
SRMR 0.067 0.047 0.044 0.031 <0.05 Excellent
X2 42.26 17.57 17.25 10.89 N/A
Degree of freedom 9 8 8 7 N/A
leDegree of freedom 4.70 2.20 2.16 1.56 <2 Good

<3 Acceptable
P-value <.001 .025 .028 .144 >.05 Good
AIC 3410.87 3388.19 3387.87 3383.50 N/A
BIC 3449.39 342991 3429.60 3428.44 >10 Significant

Structural models (endorsement) ®
Goodness-of-fit
Indices | 2 3 4 Indices cut-off
Standardized factors N/A 0.76 0.67 0.63
correlation

CFI 0917 0.957 0.961 0.995 >0.90 Acceptable
TLI 0.862 0.920 0.926 0.990 >0.95 Excellent
RMSEA (90% ClI) 0.144 (0.000-0.249)  0.110 (0.000-0.233)  0.105 (0.000-0.229)  0.099 (0.000-0.237)  <0.08 Acceptable
SRMR 0.074 0.057 0.056 0.048 <0.05 Excellent
xz I1.19 6.79 6.24 4.74 N/A
Degree of freedom 9 8 8 7 N/A
XZ/Degree of freedom 1.24 0.85 0.78 0.68 <2 Good

<3 Acceptable
P-value <.001 .559 621 691 >.05 Good
Ay? N/A 4423 4.980 6.858 N/A
Degree of freedom N/A | I 2 N/A
P-value N/A .035 .026 032 <.05 Significant

Note: CFl = Comparative Fit Index, TLI=Tucker-Lewis Index, RMSEA = Root Mean Square Error of Approximation, SRMR = Standardized Root Mean
Square Residual, 2 Chi-square test, AIC = Akaike Information Criterion, BIC = Bayesian Information Criterion, Ax?= Chi-square Difference Test.
?For scoring data, confirmatory factor analysis was conducted based on correlated factors, uncorrelated residuals, and a robust maximum likelihood

(ML) estimator.

®For endorsement data, confirmatory factor analysis was conducted based on correlated factors, uncorrelated residuals, and a robust diagonally

weighted least squares (DWLS) estimator.

modified 2-factor solutions of models 3 and 4 showed excel-
lent fitness. However, there was a<2 BIC difference from
model 2 and a non-significant scaled Ay? test between models
4 and 2 (Ay*=2.174, Adf=1, p=.140). Model 2 consisted
of two correlating factors (r =.72) and was selected for further
analysis based on parsimony.

Concurrent Validity of the Arabic IADQ

Internally, the stressor events scale showed significant posi-
tive relations with the preoccupation and failure to adapt sub-
scales in both univariate (P<.01) and multivariate analyses
(P<.001) (Table 4). Externally, preoccupation was only sig-
nificantly related to PH-9 and GAD-7 when included alone
during regression (P<.001). Meanwhile, failure to adapt had
statistically significant relations (P<.001) both alone and in
combination with preoccupation.

Reliability of the Arabic IADQ

A good composite reliability of .814 was demonstrated for the
failure to adapt and the total symptoms scale (.798). While
preoccupation showed a borderline value (.695)
(Supplemental Materials: Table S2). All the items loaded
positively and had a higher correlation with their hypothe-
sized factors, except for item 12, which correlated less to pre-
occupation (0.417 vs 0.474) (Supplemental Materials:
Table S3).

Prevalence of Adjustment Disorder

When the diagnostic IADQ rules were applied, 48 participants
(24.5%) met the criteria for AjD. After excluding severe
depression and anxiety (scores >15) and moderate levels
(scores >10), the rates dropped to 26 (13.3%) and 8 (4.1%),
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Table 4. Internal and External Concurrent Validity of the IADQ Subscales (N = 183).
Internal concurrent validity
Preoccupation * Failure to adapt * Multivariate ®
Predictors B t P-value B t P-value statistic F P-value
Stressor events 0.442 3.074 .002 0.533 3.75 .0003 0.078 7416 .0008
External concurrent validity
PHQ-9? GAD-7? Multivariate °
Predictors B t P-value B t P-value statistic F P-value
Individually
Preoccupation 0.500 3.664 3*107* 0.712 5.753 3.7%10°8 0.158 16.860 1.9%1077
Failure to adapt 0.970 8294  2.4%107" 1039 9213  2¢107'¢ 0.369 52542 2.2%107'¢
Combination
Preoccupation —0.105 —0.820 0414 0.141 1.012 0.313 0.028 2.539 0.082
Failure to adapt 1.026 7527  2.4¢107'7 0960 6606  4.3%107'°  027I 33271 5.2%10~'3
Total symptoms 0.480 7.038  3.9*10°"! 0556 8990  3.3*107'¢ 0318 41.986 1.1%107'5

Note: statistically significant associations are highlighted in Bold.

?Robust multiple linear regression analysis was used with 0.05 as a cut-off point for statistical significance.
®Robust MANOVA was used with Pillai’s Trace estimator and 0.05 as a cut-off point for statistical significance.

respectively. No participant had AjD after excluding those
with mild depression and anxiety (score >5). Similar to ex-
cluding moderate depression and anxiety, AjD was found in
8 (4.1%) when using the cut-off points from previous studies
(PHQ-9 > 15, GAD-7 > 10).>"°

Discussion

This study aimed to assess the validity and reliability of an
Arabic translation of the IADQ in a sample of Iraqi hospital
patients and their families. Confirmatory factor analysis re-
vealed poor fitness of the 1-factor solution and superiority
of the 2-factor solutions, thereby arguing against the unidi-
mensionality of AjD symptoms. This dimensionality has
been previously investigated with both the ADNM-20 and
the IADQ. Notably, following the original proposal of a 2-fac-
tor structure for the ICD-11 diagnostic narrative of AjD,*
four studies, using the ADNM-20, argued instead for unidi-
mensionality.®**~*° In addition, although previous IADQ va-
lidations reported a bi-dimensional model as a better fit,
results from the original validation indicate that a 1-factor
model also shows an excellent fit.> In subsequent validations
from Switzerland, Israel, and Italy, this unidimensional model
had borderline fitness, and in the Danish validation, it had
poor fitness in all the reported indices.>'*'> Considering all
of this, the IADQ’s closer adherence to the ICD-11 might
lead to its higher tendency to report bi-dimensionality.'
Using the ADNM-8, a study showed that preoccupations
and failure to adapt were distinct but highly related.*® As
ADNM-8 adheres more than ADNM-20 to the ICD-11, these
results suggest that assessment tools affect the perceived
dimensionality.

Our results support a 2-factor solution for Arabic IADQ.
The non-significant BIC difference and Ay’ test between
models 2 and 4 indicate that allowing item 12 (fear of the fu-
ture) to have a cross-factor loading leads to a marginal in-
crease in fitness that cannot be justified. The superior fitness
for this model during the Danish validation was attributed
to differences in the Danish social security systems and ambi-
guity between preoccupation and failure to adapt in the
healthy working population.'* Therefore, the higher distinc-
tion between the two constructs in our study might be due
to validating the IADQ among a clinical sample. However,
the lower loading of this item to the preoccupation factor
and its higher correlation to the failure to adapt subscale sug-
gest that some evidence for this overlap is still apparent.
Future studies should further investigate the relation between
this symptom and the two AjD constructs, both within and
outside the IADQ and in other populations.

Similar to previous IADQ validations, symptoms could be
arranged into 2 factors with a strong positive correlation (r=
.72), although to a lower magnitude than previously reported
(>.80).%>!*%15 The 2-factor structure of the ICD-11 provides a
convenient system for diagnosing AjD in clinical settings.'
The significant positive relation between the two symptom
subscales and the mental health scales gives evidence that
the Arabic adaptation of the IADQ has good concurrent val-
idity and can be utilized in clinical settings, consistent with
previous validations.>>'*!'> However, multicollinearity be-
tween the two subscales may indicate that a unidimensional
structure is better for research.? The fact that the positive relation
between preoccupation and mental health scales was no longer
significant when adding failure to adapt to the models provides
evidence for multicollinearity and supports the previously
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hypothesized premise that AjD is primarily a failure to adapt to
stressors.'* The significant relations of the unidimensional total
symptoms scale support its utilization in research.

Before excluding depression and anxiety, 24.5% of partici-
pants had AjD. This estimate would drop to 13.3%, 4.1%, and
0.0%, based on whether a score of 15, 10, or 5 indicated posi-
tivity on the PHQ-9 and GAD-7. Previous meta-analyses have
reported that a cut-off around 10 points provides an optimal
trade-off between sensitivity and specificity for these
scales.***” Additionally, the ICD-11 lists symptoms of anx-
iety and depression as “additional clinical features” of AjD,'
which can be present if they do not constitute the majority
of psychopathology. Hence, an AjD prevalence of 4.1% is
the most reliable in our sample. This estimate was also ob-
tained when exclusion was performed using the cutoff de-
scribed in the original and Italian validations, indicating
that all individuals with moderate depression (scores:
10-14) had moderate anxiety. Hence, increasing the
PHQ-9 cutoff from 10 (moderate) to 15 (severe) maximizes
specificity without increasing individuals classified with
AjD.215

As previously mentioned, AjD prevalence is difficult to
compare because studies use different assessment methods
and are not consistent in excluding alternative diagnoses or
applying daily impairment criteria.’ Even studies using
IADQ show methodological differences. The Italian and
Swiss validations focused on COVID-19 and found a preva-
lence of 18.8% and 8.2%™'°; the original and Israeli valida-
tions reported estimates of 7.0% and 10.2% in the general
public>*; and a prevalence of 16.7% was reported among
Danish social educators.'* Of these validations, only the ori-
ginal and the Italian excluded alternative diagnoses. Despite
our focus on patients, the lower prevalence of 4.1% might
suggest that burdens of serious physical conditions may
lead to more severe mental disorders like depression and anx-
iety rather than AjD, which is often considered to be milder
despite its high rate of transition to more severe mental condi-
tions and its association with physical comorbidities.***’ The
six-fold decrease in prevalence after excluding depression and
anxiety provides evidence for this. However, future studies
should include a more thorough psychiatric evaluation of
Iraqi patients with serious physical illness and their families
to calculate the relative prevalence of different mental
conditions.

Strengths, Limitations, and Recommendations

Our study represents the first Arabic validation of the IADQ
and the first validation among a clinical sample. Robust stat-
istical methods were utilized to address data normality during
structural validity, and regression instead of correlation was
used for concurrent validity to address multicollinearity.
However, certain limitations exist and should be addressed
in future studies. Firstly, similar to previous validations, the
diagnostic accuracy of the IADQ was not assessed.

Reporting sensitivities and specificities might be misleading
without prior validation. However, with those metrics estab-
lished for the Arabic IADQ, future studies should focus on
comparing with standardized clinical interviews to provide
more information on clinical utility. Conducting future stud-
ies structured around testing against clinical interviews
would also allow the exclusion of other disorders, including
prolonged grief, uncomplicated bereavement, burnout, etc,
as recommended by the ICD-11, without inappropriately
prolonging the assessment tool and impact response authen-
ticity. Secondly, test-retest reliability could not be assessed
due to cross-sectional design. Finally, convenient sampling
was utilized, and as such, our prevalence estimates are to
be considered preliminary, and their generalizability cannot
be established with absolute certainty.

Conclusion

The Arabic IADQ shows a valid structure with two strongly
correlated factors corresponding to the preoccupation
and failure to adapt latent constructs of the ICD-11.
Individually, both subscales show good concurrent validity
and a positive relation to depression and anxiety, which sup-
ports their use for AjD diagnosis in patients with physical
conditions and their family members. Nevertheless, the total
symptoms scale, which demonstrated comparable concur-
rent validity, may be more appropriate for research due to
multicollinearity.
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