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Validation of the PCL-5, PHQ-9, andGAD-7 in a Sample of Veterans
Aazi Ahmadi, MA, Warren N. Ponder, PhD, Jose Carbajal, PhD, Donna L. Schuman, PhD, James Whitworth, PhD,

R. Andrew Yockey, PhD, and Jeanine M. Galusha, PhD

Objective: Veterans can present at nongovernment (Department of Defense,
Department of Veterans Affairs) mental health agencies with complex symptom
constellations that frequently include posttraumatic stress disorder, depression,
and generalized anxiety. To date, no veteran study has validated these measures
on a treatment-seeking sample of veterans outside the DoD and VA.Methods:
We used a treatment-seeking sample of veterans (N = 493) to validate measures
that assess these constructs (PTSD Checklist 5, Patient Health Questionnaire-9,
and Generalized Anxiety Disorder-7). Results: The seven-factor posttraumatic
stress disorder hybrid configuration was the best fit. The best fitting model of
the depression measure was a two-factor structure, cognitive-affective, and so-
matic depression. The measure of generalized anxiety was a unidimensional
model. Limitations: Follow-up studies should validate these measures on
nontreatment-seeking discharged veterans.Conclusions:We interpret these find-
ingswithin the veteran scholarship and explore clinical implications for providers.

Keywords: veteran, PTSD, depression, generalized anxiety, assessment

Validation of the PCL-5, PHQ-9, and GAD-7 in a
Sample of Veterans

Posttraumatic stress disorder (PTSD) is a treatable mental
health condition that arises from directly or indirectly experiencing
traumatic events (eg, combat, car crash, rape), and exhibiting symp-
toms in the following four symptom clusters: intrusions, avoidance,
negative alterations in cognitions and mood, and alterations in arousal

and reactivity.1 Not all trauma-exposed service members develop
PTSD, and of those who do, most recover. According to the Na-
tional Center for PTSD,2 prevalence rates for PTSD in a given year
are 11% to 20% for veterans of Operations Iraqi Freedom and En-
during Freedom, 12% for Gulf War veterans, and 15% for Vietnam
veterans, with as many as 30% of veterans having a lifetime preva-
lence. Subthreshold PTSD is even more common than PTSD and
occurs when veterans do not meet full diagnostic criteria yet still
struggle with symptoms that may result in significant functional
and social impairment.3 In addition to combat, service members may
develop PTSD from training or military sexual trauma during service.4

In some cases, symptoms may not emerge for months or even years
after trauma.5

A meta-analysis of risk factors for combat-related PTSD6 iden-
tified pretrauma factors that predispose service members to the devel-
opment of PTSD as female gender, ethnic minority membership, low
education, enlisted ranks, Army service, combat occupational spe-
cialty, greater number of deployments, lengthier deployments, greater
number of adverse life events, history of trauma exposure, and history
of mental health problems. Peritrauma factors included combat expo-
sure, firing a weapon, witnessing injuries and deaths, experiencing se-
vere trauma, and dealing with deployment-related stressors. Lack of
postdeployment support was a significant posttrauma factor in the de-
velopment of PTSD.

Comorbidities
PTSD comorbidities increase risks for adverse health and men-

tal health outcomes.7,8 Of veterans with PTSD, approximately 30%
have it with no comorbidities; almost 37% have one concurrent psy-
chiatric diagnosis, just more than 21% have two, and a little more than
12% present with three or greater. Major depressive disorder (MDD) is
the most common concurrent diagnosis.9 PTSD and MDD are highly
comorbid at the item-level and latent factor level.10,11 Possible expla-
nations for the high comorbidity rates for these two disorders (see
the study byMoring et al9) include shared common risk factors, symp-
tom overlap, and each may be a preexisting risk factor for the develop-
ment of the other.

According to a nationally representative study by Nichter
and colleagues,7 using data from 2,732 veterans surveyed in the
National Health and Resilience in Veterans Study, veterans with
co-occurring MDD were more likely to report suicidal ideation,
anxiety disorders, mental health service utilization, reduced mental
health and cognitive functioning, and lower quality of life compared
with veterans with only depression or PTSD. In addition, surveyed
veterans had twice the likelihood of attempted suicide compared with
veterans that have PTSD without MDD. PTSD and comorbid anxiety
disorders are less examined than comorbid PTSD and depressive dis-
orders. In veterans, comorbid PTSD and anxiety are linked to greater
symptom severity than would be found in either diagnosis alone, as
well as the presence of other co-occurring conditions (eg, substance
misuse, depression12). For example, in a longitudinal study, almost
half of veteran participants acknowledged having had a lifetime occur-
rence of PTSD, depression, and anxiety.13

Research has shown comorbidities between these disorders are
negative attributions forming after trauma exposure.14 As with MDD,
PTSD and generalized anxiety disorder (GAD) share overlapping
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LEARNING OUTCOMES

• Incorporate the PTSD Checklist 5 (PCL-5), Patient Health
Questionnaire-9 (PHQ-9), and Generalized Anxiety Disorder-7
(GAD-7) with veteran clients.

• Conceptualize veteran interrelatedness of PTSD, general-
ized anxiety, and depression via the seven-factor hybrid con-
figuration of the PCL-5, two-factor structure of depression,
and generalized anxiety as a unidimensional construct.

• Identify clinical implications of the factor structure of the as-
sessments (PCL-5, PHQ-9, GAD-7) used in this study.
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symptoms, with concentration difficulties, sleep disturbances, and ir-
ritability common to both.15 Among veterans with PTSD, excessive
use of alcohol increases the likelihood of other comorbid mental
health disorders and adverse outcomes.8 In a study by Norman et al,8

veterans with alcohol use disorder (AUD) and PTSD were more likely
to experience major depression, anxiety, and suicidality with a
three-fold increase in suicide attempts than veterans with AUD only.

Assessment

Combat Exposure
The Combat Exposure Scale (CES) specifically assesses trau-

matic exposure experienced in combat.16 This seven-item CES seeks to
gauge a combat veteran’s subjective retrospective report of their wartime
stressors. Veterans who noted higher amounts of combat exposure using
the CES; those veterans consistently also have been diagnosed with
PTSD.16 More recently, Vogt et al17 developed and validated the combat
experiences assessment, which was specifically designed for post-9/11
veterans. The combat experience is a 17-question Likert scale 1 (never)
to 6 (daily or almost daily) instrument that measures combat exposure.
The 17 questions are summed to obtain an aggregated score ranging from
17 to 102, with higher scores representing greater combat exposure.

Posttraumatic Stress Disorder
Multiple reliable, valid, specific, and sensitive psychological tests

and structured diagnostic interviews are used to assess PTSD. The
Clinician-Administered PTSD Scale (CAPS-5) forDiagnostic and Statis-
tical Manual of Mental Disorders, Fifth Edition (DSM-5) is generally re-
ferred to as the criterion standard for identifying and measuring PTSD
symptoms. It is composed of a 30-item structured interview conducted
by a clinician to make a current (past month) diagnosis of PTSD, a life-
time diagnosis of PTSD, and to assess symptoms over the past week.18

The 30manualized questions in the CAPS-5 forDSM-5 are used to assess
the onset, severity, level of distress, and impact of PTSD symptoms during
an interview that regularly takes at least 40 minutes to conduct.19 It has
been used extensively with veterans and military members in the United
States.20,19 Cronbachα for this interview tool ranges from 0.82 to 0.88 in-
dicating high internal consistency.21,19 A recent study investigated the
concordance between the CAPS-5 and PTSD Checklist for DSM-5
(PCL-5) at the beginning of treatment, midpoint, and posttreatment.22

Their analyses suggest that although the scores between the two ap-
proaches are closely approximated, the PCL-5 scores were higher at
each longitudinal data point.22

The most broadly used tool for screening PTSD is the PCL-5,23

which aids in detecting provisional PTSD diagnostic status, measuring the
severity of symptoms, and assessing changes over time.24 The PCL-5 is rec-
ommended in the VA Department of Defense Clinical Practice Guideline
for Management of PTSD and Acute Stress Disorder for the assessment
and management of PTSD.24 It is a psychometrically sound self-report
measure of DSM-5 PTSD symptoms among military members and
veterans.23,11 This scale is composed of 20-Likert scale questions
from 0 (not at all) to 4 (extremely) that are totaled to obtain an aggre-
gated score ranging from 0 to 80. Higher scores signify greater levels
of PTSD severity and symptoms. Cronbach α for the PCL-5 spans
from 0.56 to 0.77, suggesting moderate to good internal consistency.24

Depression
TheBeckDepression Inventory II (BDI-II25) and the Patient Health

Questionnaire 9 (PHQ-926) are two of the most widely used tools for
assessing and monitoring depression in veterans. The PHQ-9 is a valid
and reliable instrument for detecting the presence, severity, and
changes in depression symptoms in the general US population27,28

and particularly with military-connected populations.29 Responses
for the PHQ-9 range from 0 (not at all) to 3 (nearly every day), with total
scores from 0 to 27 with higher summed scores indicating greater se-
verity of depression. The 21-item BDI-II is a commonly used screening

tool for assessing depressive symptoms in clinical settings that may be
especially helpful for detecting depression among veterans when other
military-related comorbid conditions are present such as mild traumatic
brain injury.30 Lower scores on the BDI-II reflect fewer depression
symptoms, whereas higher scores indicate more symptoms. Concur-
rent validity of the BDI-II to other depression scales is high, and the
Cronbach α ranges from 0.73 to 0.96 for internal reliability.31

Generalized Anxiety
The Beck Anxiety Inventory (BAI32) and the Generalized Anx-

iety Disorder-7 (GAD-733) are two frequently used reliable and valid
instruments for assessing the presence and severity of anxiety in vet-
erans. Scores for the 21-item BAI range from 0 to 63: minimal anxiety
levels (0–7), mild anxiety,8–15 moderate anxiety,16–25 and severe
anxiety.26–63 This assessment tool is used extensively within the Vet-
erans Health Administration and is a psychometrically sound tool to
measure anxiety in veterans.34,35 The BAI has excellent overall inter-
nal consistency. A meta-analysis of 192 studies using the BAI found
an aggregated internal consistency (coefficient α) of 0.91.36 The
GAD-7 is a seven-item scale that performs well as a screening tool
for the most common anxiety disorders in primary care.37 It is used
with a wide variety of populations including military members and
veterans.38 Responses on the GAD-7 range from 0 (not at all) to 3

TABLE 1. Demographics of Sample

Characteristic Sample (N = 493)

Age, yr
Mean 38.93
Median 36.00
SD 10.60
Range 45

Time as veteran, yr
Mean 7.65
Median 6.00
SD 5.71
Range 29.42

Branch of service, n (%)
Air force 65 (13.2%)
Army 220 (44.6%)
Navy 81 (16.4%)
Marine corps 127 (25.8)

Sex, n (%)
Women 99 (20.1%)
Men 394 (79.9%)

Ethnicity, n (%)
African American/Black 86 (17.4%)
Latino(a)/Hispanic 76 (15.4%)
Multiple ethnicities 17 (3.5%)
White 314 (63.7%)

Service status
Active 17 (3.4%)
Discharged 370 (75.1%)
Reserve 22 (4.5%)
Retired 84 (17.0%)

Relationship status
Single 82 (16.6%)
Committed relationship 86 (17.4%)
Married 222 (45.0%)
Separated 33 (6.7%)
Divorced 65 (13.3%)
Remarried 1 (0.2%)
Widowed 4 (0.8%)

Rank
e1–e4 278 (56.4%)
e5–e6 172 (34.9%)
e7–e9 28 (5.7%)

Officer/warrant officer 15 (3.0%)
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(nearly every day), with summed scores ranging from 0 to 21.
Higher scores on the tool indicate greater severity of anxiety. The
reliability of the GAD-7 has been reported with a Cronbach α of
0.89 and higher.39

Confirmatory Factor Analytic Studies
Previous confirmatory factor analytic (CFA) studies of the

psychometric properties of the PCL-5 for the DSM-520 have dem-
onstrated its reliability and validity with military samples.40,41,11

The factor structure of the PCL-5 is highly relevant given that the
relationship between PTSD and MDD depends on the factor struc-
ture of the data analyzed.9 More recent CFA studies based on
DSM-5 diagnostic criteria support six- and seven-factor hybrid fac-
tor structures.40,41,42

Recent CFA studies based on DSM-5 criteria for PTSD have in-
vestigated relationships between PTSD and comorbid depression using
bifactor modeling.10,9 In bifactor models, items load onto specific sub-
scale factors as well as the general bifactor, termed the “general dis-
tress,” or “transdiagnostic” factor. The general distress factor encom-
passes dysphoric elements present in mood and anxiety disorders that
are also present in PTSD.9 In a study that replicated and extended a pre-
vious CFA study by Byllesby and colleagues,10 other scholars9 found
support for the bifactor model (ie, model including a general factor that
all items load onto) using data from 268 treatment-seeking active-duty
service members to investigate the relationship between the PCL-5
and BDI-II. After accounting for general distress, negative alterations
in cognitions andmood, alterations in arousal and reactivity, and the bifactor
were significantly correlated with MDD in their treatment-seeking sample.
Findings supported the notion that general distress is a common factor to
PTSD andMDD, underscoring the hypothesis that the high rates of comor-
bidity between these two disordersmay be explained by transdiagnostic fac-
tors and disorder-specific symptoms.9

There is scant CFA research on underlying relationships be-
tween PTSD and anxiety disorders. In one longitudinal study using
data based on DSM-IV criteria, Durham et al43 investigated relation-
ships between PTSD and GAD using PCL-5 and GAD-7 data from
1266 National Guard Soldiers to conduct CFAs using two four-factor

models of PTSD: the dysphoria44 and the numbing configurations.45

They found significantly higher correlations between the GAD factor
and PTSD dysphoria factor than among PTSD re-experiencing, avoid-
ance, and hyperarousal factors. Compared with distress, dysphoria in-
volves more depression-related symptoms. The researchers noted that
GAD was not more highly correlated with emotional numbing than
other PTSD factors.

It is important to note that findings from CFA studies on PTSD;
comorbid depression and anxiety disorders in active-duty and veteran
samples differ somewhat because clinical epidemiological samples have
higher levels severity on baseline PTSDmeasures.10,9,11 For example, in
a treatment-seeking active-duty military sample (N = 142), Wortmann
et al11 found that participants had a PCL-5 mean of 42.41 (SD = 15.06),
whereas Byllesby et al,10 analyzing data from a trauma-exposed non-
clinical sample of National Guard members (N = 972), found a mean
PCL-5 score of 28.60 (SD = 14.19).

This study aims to extend the current literature by replicating
previous CFA findings of commonly used mental health measures
for screening and assessing PTSD, depression, and generalized anxi-
ety in treatment-seeking veterans. This study uses a moderate to a
large sample size (N = 493) to investigate the following research ques-
tion: What is the best fitting CFA of the PCL-5, PHQ-9, and GAD-7
assessments? The following hypotheses were formulated based on
prior research into the use of these instruments:

H1) Hybrid configuration of the PCL-5 (seven-factor) provides the
best fitting model.
H2) Two-factor PHQ-9 provides the best fitting model.
H3) GAD-7 will be unidimensional.

METHOD

Participants
Veterans’ mean age was 38.93 years (SD = 10.60). The partic-

ipants identified as male (79.9%, n = 394) and 20.1% (n = 99) as

TABLE 2. Item mapping for all seven CFA models

DSM-5 Dysphoria Dysphoric Arousal Externalizing Behaviors Anhedonia Hybrid DSM-4 (3 factor)

1. Intrusive thoughts R R R R R R R
2. Nightmares R R R R R R R
3. Flashbacks R R R R R R R
4. Emotional cue reactivity R R R R R R R
5. Physiological cue reactivity R R R R R R R
6. Avoidance of thoughts A A A A A A AEN
7. Avoidance of reminders A A A A A A AEN
8. Trauma-related amnesia NACM D NACM NACM NACM NA AEN
9. Negative beliefs NACM D NACM NACM NACM NA ——
10. Blame of self or others NACM D NACM NACM NACM NA ——
11. Negative trauma-related emotions NACM D NACM NACM NACM NA ——
12. Loss of interest NACM D NACM NACM An An AEN
13. Detachment NACM D NACM NACM An An AEN
14. Restricted affect NACM D NACM NACM An An AEN
15. Irritability/anger AR D DA EB DA EB A
16. Self-destructive/reckless behavior AR AR DA EB DA EB AEN
17. Hypervigilance AR AR AA AA AA AA A
18. Exaggerated startle response AR AR AA AA AA AA A
19. Difficulty concentrating AR D DA DA DA DA A
20. Sleep disturbance AR D DA DA DA DA A

Adopted with permission from Armour et al.40

A, arousal (DSM-IV-TR cluster D); A, avoidance; AA, anxious arousal; AEN, avoidance and emotional numbing (DSM-IV-TR cluster C); An, anhedonia; AR, alterations in arousal and
reactivity; DA, dysphoric arousal; EB, externalizing behaviors; AR = alterations in arousal and reactivity; D = dysphoria; NA, negative affect; NACM, negative alterations in cognitions and
mood; R, re-experiencing.
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female. Most of the participants identified as White (63.7%, n = 314),
followed by African American or Black (17.4%, n = 86), Latino/a
(15.4%, n = 76), and multiple ethnicities (3.5%, n = 17).
Two-hundred twenty participants (44.6%) served in the army, 25.8%
(n = 127) marine corps, 16.4% (n = 81) navy, and 13.2% (n = 65) in
the air force. The average length of servicewas 7.65 years (SD = 5.71).
The majority of the sample was married 45.0% (n = 222), deployed at
least once 59.4% (n = 293), and were lower enlisted 56.4% (n = 278).
See Table 1.

Procedure
Data for the current study were collected from 2015 to the last

quarter of 2021 at a nonprofit mental health agency that provides ser-
vices, to veterans, first responders, frontline healthcare workers, and
their families. Data from the present study were collected at the vet-
eran’s intake appointment before they were assigned a mental health
professional. For inclusion in this study, participants identified as vet-
erans, were 18 years or older, and completed the clinical assessments
with no missing data. The second author confirmed that there were

TABLE 4. Confirmatory Factor Analysis Fit Indices for the PCL-5

PCL-5 model χ2 df P CFI TLI RMSEA SRMR BIC CMIN/DF

Three-factor (DSM-4) 644.186 116 <0.001 0.902 0.885 0.096 0.0522 873.605 5.553
DSM-5 713.437 164 <0.001 0.920 0.907 0.083 0.0441 998.661 4.350
Dysphoria 708.386 164 <0.001 0.921 0.908 0.082 0.0479 993.610 4.319
Dysphoric arousal 596.577 160 <0.001 0.936 0.925 0.074 0.0391 906.603 3.729
Externalizing behavior 579.285 155 <0.001 0.938 0.924 0.075 0.0387 920.313 3.737
Anhedonia 387.679 155 <0.001 0.966 0.958 0.055 0.0326 728.707 2.501
Hybrid 370.145 149 <0.001 0.968 0.959 0.055 0.0321 748.376 2.484

BIC, Bayesian information criterion; CFI, comparative fit index; CMIN/DF, minimum discrepancy per degree of freedom; df, degrees of freedom; DSM-4, Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition; DSM-5, Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition; PCL-5, PTSD Checklist 5; RMSEA, root mean squared error
of approximation; TLI, Tucker Lewis Index; SRMR, standardized root mean square residual.

TABLE 3. Descriptive Statistics

Mean SD Variance Skew Kurtosis Range

PCL-5 Q1 Intrusive thoughts 2.30 1.29 1.68 −0.30 −1.01 0–4
PCL-5 Q2 Nightmares 1.73 1.39 1.93 0.20 −1.25 0–4
PCL-5 Q3 Flashbacks 1.53 1.39 1.94 0.40 −1.18 0–4
PCL-5 Q4 Emotional cue reactivity 2.16 1.32 1.74 −0.15 −1.14 0–4
PCL-5 Q5 Physiological cue reactivity 2.00 1.42 2.03 −0.01 −1.34 0–4
PCL-5 Q6 Avoidance of thoughts 2.20 1.33 1.78 −0.20 −1.16 0–4
PCL-5 Q7 Avoidance of reminders 2.11 1.39 1.93 −0.13 −1.24 0–4
PCL-5 Q8 Trauma-related amnesia 1.40 1.39 1.93 0.51 −1.09 0–4
PCL-5 Q9 Negative beliefs 2.15 1.48 2.20 −0.15 −1.39 0–4
PCL-5 Q10 Blame of self or others 2.00 1.50 2.26 −0.02 −1.44 0–4
PCL-5 Q11 Negative trauma-related emotions 2.39 1.38 1.90 −0.39 −1.10 0–4
PCL-5 Q12 Loss of interest 2.14 1.42 2.04 −0.13 −1.33 0–4
PCL-5 Q13 Detachment 2.32 1.39 1.95 −0.36 −1.17 0–4
PCL-5 Q14 Restricted affect 1.98 1.37 1.89 −0.04 −1.23 0–4
PCL-5 Q15 Irritability/anger 2.03 1.37 1.88 −0.01 −1.25 0–4
PCL-5 Q16 Self-destructive/reckless behavior 1.01 1.20 1.43 0.98 −0.06 0–4
PCL-5 Q17 Hypervigilance 2.27 1.47 2.16 −0.29 −1.33 0–4
PCL-5 Q18 Exaggerated startle response 1.86 1.44 2.07 0.07 −1.38 0–4
PCL-5 Q19 Difficulty concentrating 2.29 1.35 1.82 −0.27 −1.15 0–4
PCL-5 Q20 Sleep disturbance 2.59 1.39 1.95 −0.59 −1.01 0–4
PHQ-9 Q1 Loss of interest 1.49 1.04 1.08 0.03 −1.17 0–3
PHQ-9 Q2 Down, depressed, hopeless 1.62 1.02 1.05 −0.05 −1.16 0–3
PHQ-9 Q3 Sleep disturbance 2.06 1.05 1.12 −0.73 −0.78 0–3
PHQ-9 Q4 Energy disturbance 1.90 1.04 1.09 −0.43 −1.08 0–3
PHQ-9 Q5 Poor appetite/overeating 1.62 1.16 1.34 −0.17 −1.42 0–3
PHQ-9 Q6 Thought avoidance 1.70 1.12 1.27 −0.22 −1.34 0–3
PHQ-9 Q7 Difficulty concentrating 1.51 1.14 1.30 0.01 −1.41 0–3
PHQ-9 Q8 Altered speech/movement 1.01 1.10 1.21 0.63 −1.01 0–3
PHQ-9 Q9 Self-harm/ideation 0.49 0.85 0.73 1.74 2.08 0–3
GAD-7 Q1 Feeling nervous 1.94 1.01 1.01 −0.41 −1.05 0–3
GAD-7 Q2 Can’t stop or control worrying 1.76 1.06 1.12 −0.23 −1.22 0–3
GAD-7 Q3 Worry too much 1.93 1.01 1.01 −0.41 −1.05 0–3
GAD-7 Q4 Trouble relaxing 1.94 1.02 1.04 −0.49 −0.97 0–3
GAD-7 Q5 Restless 1.48 1.13 1.27 0.06 −1.38 0–3
GAD-7 Q6 Annoyed/irritable 1.90 1.05 1.10 −0.42 −1.11 0–3
GAD-7 Q7 Feeling afraid 1.45 1.16 1.34 0.05 −1.45 0–3

GAD-7, Generalized Anxiety Disorder-7; PCL-5, PTSD Checklist 5; PHQ-9, Patient Health Questionnaire-9.
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no duplicate cases in this study that were used in a different validation
manuscript of these same measures on a treatment-seeking sample of
first responders.46 This study was approved by an Institutional Review
Board.

Measures

PTSD Checklist-5
The PCL-5 measures PTSD symptoms that correspond to the

DSM-5.23 Participants answer the 20-item self-report on a Likert scale
with individual responses from 0 (not at all) to 4 (extremely). The
range of summed scores is 0 to 80 and the higher the score indicates
more severe symptoms. Bovin et al41 recommend a cutoff score of
33 for probable PTSD. In this sample, Cronbach α of the total score
was α = 0.954.

Patient Health Questionnaire-9
The PHQ-9 assesses depression.26 Participants answer the

nine-item self-report on a Likert scale with individual responses from
0 (not at all) to 3 (nearly every day). The range of summed scores is 0
to 27 and the higher the score indicates more severe symptoms. In this
sample, Cronbach α of the total score was α = 0.905.

Generalized Anxiety Disorder-7
The GAD-7 to assess generalized anxiety.33 Participants an-

swer the seven-item self-report instrument on a Likert scale with indi-
vidual responses from 0 (not at all) to 3 (nearly every day). The range
of summed scores is 0 to 21, and the higher scores indicate more se-
vere symptoms. In this sample, Cronbach’s α of the total score was
α = 0.923.

Data Analysis
Statistical analyses were conducted using SPSS version 27.0

(IBM Corp., Armonk, NY) and SPSS Analysis of Moment Structures
(AMOS) version 27.0 (IBM SPSS, Chicago). There were no missing
values on all three measures. First, we assessed and confirmed that
the data was normally distributed.47 Next, we evaluated the reliability
of the three standardized assessments of the PCL-5, PHQ-9, and

GAD-7. We conducted seven CFAs for the PCL-5. The different
models were hybrid, anhedonia, externalizing behavior, dysphoric
arousal, dysphoria, DSM-5, and the three-factor DSM-IV-TR (Table
2). Next, we conducted five CFAs on the PHQ-9 and two on the
GAD-7. We used several indices to conclude model fit; comparative
fit index (CFI), Tucker-Lewis index (TLI), root mean square error of
approximation (RMSEA), standardized root mean residual (SRMR),
Bayesian information criterion (BIC), and the change to minimum dis-
crepancy per degree of freedom (CMIN/DF) andP values. CFI and TLI
of 0.90 or greater and an RMSEA less than 0.10 are indicative of strong
model fit.48 SRMR of 0.09 or lower demonstrates adequate model fit.49

When evaluating models, if the difference in BIC values is between 6
and 9, this constitutes strong support in favor of the model with smaller
BIC, and a 10-point difference or greater indicates very strong support
for the model with the lowest BIC.50 A value of 0.03 or lower for
CMIN/DF is indicative of adequate fit.51 Lastly, we established crite-
rion and convergent validity between the PCL-5, PHQ-9, and the
GAD-7 via correlation analyses.

RESULTS

Descriptive Analyses
The average PCL-5 score was 40.46 (SD = 20.33), PHQ-9

13.39 (SD = 7.24), and the average GAD-7 score was 12.40
(SD = 6.17). According to the recommended cutoff score by Bovin
et al,41 64.3% (n = 317) have probable PTSD. Of the veterans in this
sample, 14.6% (n = 72) have minimal, 18.7% (n = 92) have mild,
19.3% (n = 95) have moderate, 22.9% (n = 113) have moderately se-
vere, and 24.5% (n = 121) have severe depression. In addition,
12.2% (n = 60) have minimal, 22.5% (n = 111) have mild, 22.3% (n
= 110) have moderate, and 43.0% (n = 212) have severe generalized
anxiety. To check the normality, we applied statistical methods of
skewness and kurtosis.47,51,52 The absolute value of skewness greater
than 3 and kurtosis value greater than 10 indicate a problem and values
greater than 20 indicate a more serious problem.51 Others argued that
data are normal if skewness is between −2 and +2 and kurtosis is be-
tween −7 and +7.52,47 Based on this recommendation, the absolute
values of the skewness and kurtosis of all the items in this study are

TABLE 6. Confirmatory Factor Analysis Fit Indices for the GAD-7

GAD-7 χ2 df P CFI TLI RMSEA SRMR BIC CMIN/DF

One factora 147.939 14 <0.001 0.947 0.920 0.139 0.0362 234.746 10.567
One factorb 27.404 12 <0.01 0.994 0.989 0.051 0.0192 126.612 2.284

aNo correlated residuals.
bCorrelated residuals items 2 and 3; items 4 and 5.
BIC, Bayesian information criterion; CFI, comparative fit index; CMIN/DF, minimum discrepancy per degree of freedom; df, degrees of freedom; GAD-7, Generalized Anxiety Disorder 7;

RMSEA, root mean squared error of approximation; TLI, Tucker Lewis Index; SRMR, standardized root mean square residual.

TABLE 5. Confirmatory Factor Analysis Fit Indices for the PHQ-9

PHQ-9 χ2 df P CFI TLI RMSEA SRMR BIC CMIN/DF

One factora 151.321 27 <0.001 0.945 0.927 0.097 0.0402 262.930 5.604
One factorc 83.673 24 <0.001 0.974 0.960 0.071 0.0301 213.884 3.486
Two factora 105.619 26 <0.001 0.965 0.951 0.079 0.0349 223.429 4.062
Two factorb 61.151 24 <0.001 0.984 0.975 0.056 0.0278 191.362 2.548
Two factorc 60.307 23 <0.001 0.984 0.974 0.057 0.0274 196.718 2.622

aNo correlated residuals.
bCorrelated residuals items 3 and 4; items 7 and 8.
cCorrelated residuals items 2 and 9; items 3 and 4; items 7 and 8.
BIC, Bayesian information criterion; CFI, comparative fit index; CMIN/DF, minimum discrepancy per degree of freedom; df, degrees of freedom; PHQ-9, Patient Health Questionnaire-9;

RMSEA, root mean squared error of approximation; TLI, Tucker Lewis Index; SRMR, standardized root mean square residual.
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within the acceptable range of less than 3 and less than 7, respectively.
See Table 3 for item level descriptive statistics for the PCL-5, PHQ-9,
and GAD-7.

Reliability Analyses
To assess the reliability of the PCL-5, PHQ-9, GAD-7 factor

structure, we used Cronbach α. The internal consistency for hybrid
configuration re-experiencing factor was (α = 0.900), avoidance
(α = 0.826), negative affect (α = 0.846), anhedonia (α = 0.881), exter-
nalizing behaviors (α = 0.615), anxious arousal (α = 0.849), and dys-
phoric arousal (α = 0.747). The internal consistency for the anhedonia
CFA model re-experiencing factor was (α = 0.900), avoidance
(α = 0.826), negative alterations in cognitions and mood (α = 0.846),
anhedonia (α = 0.881), anxious arousal (α = 0.849), and dysphoric
arousal (α = 0.781). Cronbach α values greater than 0.6 are considered
high reliability and acceptable index.53,54 The overall Cronbach α for
the PCL-5 was 0.954. No item indicated an increase in overall reliabil-
ity if being deleted. Next, we assessed the corrected item-total correla-
tion values, and allwere greater than 0.3. Lastly, we calculated themean
inter-item correlation for the PCL-5, which was 0.421. The value falls
between the acceptable range of 0.14 and 0.50.

The PHQ-9 cognitive affective factor was α = 0.825 and the so-
matic factor was α = 0.853, which are indicative of acceptable fit.53,54

The overall Cronbach α for the PHQ-9 was α = 0.905, and the corrected
item-total correlation values were greater than 0.3. We calculated the

mean inter-item correlation for the PHQ-9, which was 0.638. The
GAD-7 unidimensional factor structure was α = 0.923.

Factorial Validity Analyses

Confirmatory Factor Analysis of PCL-5
First, we compared the different PTSD factor models:

three-factor DSM-4 configuration, DSM-5, dysphoria, dysphoric
arousal, externalizing behavior, anhedonia, and seven-factor hybrid
model. The hybrid χ2 (149) = 370.145, P < 0.001, CFI = 0.968,
TLI = 0.959, RMSEA = 0.055, SRMR = 0.0321, BIC = 748.376,
CMIN/DF = 2.484 and anhedonia χ2 (155) = 387.679, P < 0.001,
CFI = 0.966, TLI = 0.958, RMSEA = 0.055, SRMR = 0.0326,
BIC = 728.707, CMIN/DF = 2.501 were the best fitting models. Using
the χ2 difference test, we compared the anhedonia (nested) model with
the hybrid (parent) model. Results showed that the hybrid had a better fit
than the anhedonia model (Δχ2 (6) = 17.534, P < 0.01). In the hybrid
configuration, item loadings ranged from 0.519 to 0.910 on each re-
spective latent variable. In the anhedonia model, item loadings ranged
from 0.519 to 0.910 on each respective latent variable. See Figure 1
for a visualization of the PCL-5 hybrid configuration and Figure 2 for
the anhedonia model factor structure. See Table 4 for the PCL-5 CFA
fit indices and Table 7 for item-level factor loadings.

Confirmatory Factor Analysis of PHQ-9
We conducted five CFA on the PHQ-9, two one-factor and

three two-factor CFAs. The first one-factor CFA model fit was poor,

FIGURE 1. Confirmatory factor analysis model of the PCL-5 (hybrid). R, reexperiencing; A, avoidance; NA = negative affect; An, an-
hedonia; EB, externalizing behaviors; AA, anxious arousal; DA, dysphoric arousal.
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χ2 (27) = 151.321, P < 0.001, CFI = 0.945, TLI = 0.927,
RMSEA = 0.097, SRMR = 0.0402, BIC = 262.930, CMIN/
DF = 5.604. Modification indices results suggested that correlating
the residuals for items 3 to 4 and 7 to 8 improves the model as their
values extremely exceeded the specified threshold. Moreover, the re-
sults for items 2 to 9 showed an above threshold value, which is ex-
pected as the items measure depression and suicidal ideation that are
theoretically related. Hence, residuals for items 2 to 9 were also corre-
lated. The CFAwas specified again by freely estimating the error co-
variances of these items, which improved the model, χ2

(24) = 83.673, P < 0.001, CFI = 0.974, TLI = 0.960, RMSEA = 0.071,
SRMR = 0.0301, BIC = 213.884, CMIN/DF = 3.486.

Given that Beard et al55 found a two-factor model to be a supe-
rior fit, we conducted three separate CFAs on the PHQ-9. The first
two-factor indiceswere poor,χ2 (26) = 105.619,P<0.001,CFI = 0.965,
TLI = 0.951, RMSEA = 0.079, SRMR = 0.0349, BIC = 223.429,
CMIN/DF = 4.062. Next, using the modification indices results for
the two-factor PHQ-9, we correlated the residuals to only items 3 to 4
and 7 to 8 as their values extremely exceeded the specified threshold.
This resulted in model improvement, χ2 (24) = 61.151, P < 0.001,
CFI = 0.984, TLI = 0.975, RMSEA = 0.056, SRMR = 0.0278,
BIC = 191.362, CMIN/DF = 2.548. Lastly, parallel to the one-factor
PHQ-9 model, we correlated the residuals for items 2 to 9, 3 to 4, and
7 to 8, which also improved the model, χ2 (23) = 60.307, P < 0.001,
CFI = 0.984, TLI = 0.974, RMSEA = 0.057, SRMR = 0.0274,
BIC = 196.718, CMIN/DF = 2.622. In a comparison of the nested,
two-factor PHQ-9 CFA model without correlated residuals with the
two parent, two-factor PHQ-9 CFA models with correlated residuals,

the χ2 difference test indicated they significantly differed, Δχ2

(3) = 45.312, P < 0.001; Δχ2 (2) = 44.468, P < 0.001, suggesting that
the parent models with correlated residuals have superior fit. Next, in a
comparison of the two-factor PHQ-9 CFA models with correlated re-
siduals, the χ2 difference test indicated that they are not significantly
different, Δχ2 (1) = 0.844, P = 0.36, suggesting the model with fewer
parameters and more degrees of freedom has superior fit (two-factor
PHQ-9 model with correlated residuals for items 3 to 4 and 7 to 8).
Item loadings ranged from 0.528 to 0.860 on the cognitive affective fac-
tor of the PHQ-9 and ranged from 0.658 to 0.776 on the somatic factor
of the PHQ-9. See Figure 3 for a visualization of the two-factor PHQ-9
structure, Table 5 for PHQ-9 CFA fit indices, and Table 7 for item-level
factor loadings.

Confirmatory Factor Analysis of GAD-7
We conducted two CFAs on the GAD-7 assessment. The first

CFA model with no correlated residuals yielded a poor model fit χ2

(14) = 147.939,P<0.001, CFI = 0.947, TLI = 0.920,RMSEA=0.139,
SRMR = 0.0362, BIC = 234.746, CMIN/DF = 10.567. Modification
indices results suggested that correlating the residuals for items 2 to
3 and 4 to 5 improves the model as their values extremely exceeded
the specified threshold. The correlated residuals between items 2 and
3 are expected because both measure excessive worrying. The corre-
lated residuals between items 4 and 5 are also expected because the
items measure bodily symptoms, similar to other studies.56,57 Hence,
the CFAwas specified again by freely estimating the error covariances
of these items, which improved the model fit, χ2 (12) = 27.404,

FIGURE 2. Confirmatory factor analysis model of the PCL-5 (anhedonia). R, reexperiencing; A, avoidance; NACM = negative alter-
ations in cognitions and mood; An, anhedonia; AA, anxious arousal; DA, dysphoric arousal.
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P = 0.007, CFI = 0.994, TLI = 0.989, RMSEA = 0.051,
SRMR = 0.0192, BIC = 126.612, CMIN/DF = 2.284. Comparing
the two models, the χ2 difference test indicated they significantly dif-
fered, Δχ2 (2) = 120.535, P < 0.001, suggesting the model with corre-
lated residuals has superior fit. All of the seven-item level questions
loaded significantly on the latent variable ranging from 0.710 to
0.862. See Figure 4 for a visualization of the GAD-7 factor structure,
Table 6 for GAD-7 CFA fit indices, and Table 7 for item-level factor
loadings.

Discriminant Validity Analyses
Because this study is the first to validate the PCL-5, PHQ-9,

and GAD-7 in a sample of treatment-seeking veterans at a civilian out-
patient mental health agency, we assessed the discriminant validity
among factors on each measure. Re-experiencing symptoms were
most highly correlated with avoidance r(493) = 0.72, P < 0.01 and
negative affect r(493) = 0.67, P < 0.01. Avoidance was significantly
correlated with negative affect r(493) = 0.67, P < 0.01. Negative affect
was strongly correlated with anhedonia r(493) = 0.71, P < 0.01.
Anhedonia was positively correlated with affective depression r
(493) = 0.70, P < 0.01. Externalizing behaviors were moderately cor-
related with anxious arousal r(493) = 0.61, P < 0.01, affective depres-
sion r(493) = 0.54, P < 0.001, and somatic depression r(493) = 0.55,
P < 0.01. Anxious arousal was positively correlated with dysphoric

arousal r(493) = 0.58, P < 0.01. Dysphoric arousal was significantly
correlated with affective depression r(493) = 0.57, P < 0.01. The
GAD-7 was significantly correlated with affective depression r
(493) = 0.73, P < 0.01, and somatic depression r(493) = 0.80,
P < 0.01. A factor correlation that equals or exceeds 0.85 is often used
as the cutoff criterion for multicollinearity and problematic discrimi-
nant validity.58,59,52 There is no factor correlation greater than 0.85
and therefore discriminant validity was achieved. In addition, we ex-
amined convergent validity by correlating total scores on the three
measures. Although no criterion exists to quantify the strength of this
validity measure, the significant positive correlations indicated that
they are interrelated as expected because of being overlapping con-
structs. See Table 8.

DISCUSSION
We sought to validate measures of PTSD, depression, and gen-

eralized anxiety in a sample of treatment-seeking veterans at a com-
munity nonprofit agency. We hypothesized the best fitting model for
the PCL-5 would be the hybrid seven-factor configuration, a
two-factor structure for the PHQ-9, and the GAD-7 would be unidi-
mensional. Each of these hypotheses were confirmed. The hybrid
model was a better fit compared with the anhedonia indices. The best
fitting PHQ-9 model had a two-factor structure, with the residuals cor-
related on questions 3 to 4 and 7 to 8. The GAD-7 was found to be a

TABLE 7. Factor Loadings for the PCL-5, PHQ-9, and GAD-7

PCL-5a, b PHQ-9 (2-Factor)b, c GAD-7 (1-Factor)a, b

PCL-5 Q1 Intrusive thoughts 0.804; 0.804
PCL-5 Q2 Nightmares 0.735; 0.735
PCL-5 Q3 Flashbacks 0.758; 0.758
PCL-5 Q4 Emotional cue reactivity 0.858; 0.858
PCL-5 Q5 Physiological cue reactivity 0.850; 0.850
PCL-5 Q6 Avoidance of thoughts 0.866; 0.866
PCL-5 Q7 Avoidance of reminders 0.814; 0.814
PCL-5 Q8 Trauma-related amnesia 0.519; 0.519
PCL-5 Q9 Negative beliefs 0.858; 0.857
PCL-5 Q10 Blame of self or others 0.796; 0.796
PCL-5 Q11 Negative trauma-related emotions 0.897; 0.897
PCL-5 Q12 Loss of interest 0.855; 0.854
PCL-5 Q13 Detachment 0.851; 0.851
PCL-5 Q14 Restricted affect 0.825; 0.825
PCL-5 Q15 Irritability/anger 0.735; 0.705
PCL-5 Q16 Self-destructive/reckless behavior 0.610; 0.576
PCL-5 Q17 Hypervigilance 0.811; 0.811
PCL-5 Q18 Exaggerated startle response 0.910; 0.910
PCL-5 Q19 Difficulty concentrating 0.863; 0.815
PCL-5 Q20 Sleep disturbance 0.691; 0.662
PHQ-9 Q1 Loss of interest 0.774; 0.775
PHQ-9 Q2 Down, depressed, hopeless 0.860; 0.857
PHQ-9 Q3 Sleep disturbance 0.709; 0.710
PHQ-9 Q4 Energy disturbance 0.776; 0.777
PHQ-9 Q5 Poor appetite/overeating 0.764; 0.764
PHQ-9 Q6 Thought avoidance 0.783; 0.783
PHQ-9 Q7 Difficulty concentrating 0.701; 0.701
PHQ-9 Q8 Altered speech/movement 0.658; 0.658
PHQ-9 Q9 Self-harm/ideation 0.528; 0.518
GAD-7 Q1 Feeling nervous 0.809; 0.831
GAD-7 Q2 Can’t stop or control worrying 0.891; 0.846
GAD-7 Q3 Worry too much 0.905; 0.862
GAD-7 Q4 Trouble relaxing 0.834; 0.843
GAD-7 Q5 Restless 0.736; 0.730
GAD-7 Q6 Annoyed/irritable 0.689; 0.710
GAD-7 Q7 Feeling afraid 0.713; 0.720

GAD-7, Generalized Anxiety Disorder 7 (aNo correlated residuals. bCorrelated residuals items 2 and 3; items 4 and 5); PCL-5, PTSDChecklist 5 (aHybrid. bAnhedonia); PHQ-9, Patient
Health Questionnaire 9 (bCorrelated residuals items 3 and 4; items 7 and 8. cCorrelated residuals items 2 and 9; items 3 and 4; items 7 and 8).
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unidimensional construct that had the residuals correlated on ques-
tions 2 to 3 and 4 to 5. In the discussion, we will present the findings
within the veteran scholarship, explore implications for clinical prac-
tice, describe limitations, and make recommendations for future
research.

Posttraumatic Stress Disorder
We found that the seven-factor hybrid configuration of the

PCL-5 to be consistent with a nationally representative sample of US
veterans,40,60 and a sample of treatment-seeking veterans and first re-
sponders.46,41,11 Using different factor structure of the PCL-5 can in-
form clinicians of each PTSD cluster in relation to suicide risk, which
is a growing concern among veterans. In a large sample of
treatment-seeking veterans (N = 2570) at the VA, Watkins et al,61 com-
pared the DSM-5 and hybrid configuration and its relationship to sui-
cide risk. They found that the five-factor model62 had the best fit of
the PCL-5. In multinomial logistical regression, the re-experiencing
cluster had the highest odds ratios predicting suicide attempts whereas
dysphoric arousal had the lowest odds ratios.61 As a result, the differing
number of factors on the PCL-5 to conceptualize PTSD can guide a col-
laborative treatment plan, and we recommend the hybrid configuration.

Depression
The PHQ-9 was initially developed and validated as a brief

scale to measure depression severity,26 yet the researchers only deter-
mined its reliability and not the factor structure of the scale. Since then,
many researchers invarious settings have sought tovalidate and determine

the structure of the scale for specific populations. Researchers63,64,65 spec-
ified the factor structure to be unidimensional in general population stud-
ies, whereas our CFA analyses found the two-factor structure for veterans.
This suggests that affective and somatic symptoms might need to be
treated separately because affective depression mediates PTSD to suicide,
whereas somatic depression does not.66 Comparably, Beard et al55 found
a two-factor model in a psychiatric sample and asserted that two factors
can help determine which symptoms to address first.

Generalized Anxiety
The GAD-7 factor structure findings of our study indicated the

scale is unidimensional, which is similar to Ahmadi et al46 and other
researchers.67,68,33 However, the GAD-7 was highly correlated with
affective and somatic depressive symptoms, which should be included
in case conceptualization. In a study on first responders, Ponder et al69

found that generalized anxiety could be conceptualized as a general
nervousness about seeking mental health treatment. However, general-
ized anxiety could bemore pathological than interpreted as normal an-
ticipatory anxiety because the correlations with affective and somatic
depression symptoms are high. Therefore, a clinician needs to differ-
entiate between generalized anxiety and pathological anxiety that con-
tributes to the symptom constellation.

Clinical Implications
Researchers found that the common occurrence of generalized

anxiety, depression, and PTSD is best conceptualized as the quadripar-
tite model.46,70,71,72Watson74 used a dimensional approach rather than

FIGURE 3. Confirmatory factor analysis model of the PHQ-9 (models B and C).
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a diagnostic classification to conceptualize the overlap between symp-
tom presentation and the quadripartite model that is best characterized
as combinations of distress and specificity. Other scholars have found
that hyperarousal is consistent with high specificity and modest dis-
tress,75 which is concerning because alternations in arousal and reac-
tivity predicts temporal ordering of the symptoms.76 Based on prior re-
search, to prevent suicide, it is recommended clinicians target affective
depression and not somatic depression rather than PTSD.66

Clinical researchers propounded that depression, PTSD, and gen-
eralized anxiety might be propelled by negative affect,15,77,78,79,80,81,82

which indicates a transdiagnostic approach to address the interrelatedness

of these constructs would be appropriate. In a trauma exposed first re-
sponder network analysis, using the seven-factor hybrid configura-
tion, the intrusions node had the highest predictability. Furthermore,
the intrusions PTSD cluster started the cascade and anxious arousal
was the endogenous endpoint in the DAG.83

There are efficacious modalities that can treat the interrelated-
ness of PTSD, depression, and generalized anxiety. The Unified Proto-
col is efficacious for transdiagnostic treatment for emotional disorders84

and has recommendations for use during the COVID-19 pandemic.85 In
a veteran pilot randomized controlled trial on transcendental meditation
and PTSD, Bellehsen et al86 found that 50% of the treatment group did

TABLE 8. Criterion and Convergent Validity of the PCL-5, PHQ-9, and GAD-7

R A NA An EB AA DA PCL-5 GAD-7 Affective Somatic PHQ-9

R 1 0.72** 0.72** 0.63** 0.59** 0.66** 0.66** 0.89** 0.59** 0.55** 0.61** 0.63**
A 1 0.67** 0.58** 0.53** 0.55** 0.58** 0.80** 0.47** 0.47** 0.49** 0.41**
NA 1 0.71** 0.61** 0.58** 0.65** 0.89** 0.58** 0.61** 0.59** 0.64**
An 1 0.64** 0.57** 0.69** 0.84** 0.62** 0.70** 0.66** 0.72**
EB 1 0.61** 0.58** 0.76** 0.54** 0.54** 0.55** 0.58**
AA 1 0.65** 0.78** 0.56** 0.46** 0.54** 0.54**
DA 1 0.81** 0.65** 0.57** 0.72** 0.70**
PCL-5 1 0.69** 0.68** 0.72** 0.75**
GAD-7 1 0.73** 0.80** 0.82**
Affective 1 0.72** 0.92**
Somatic 1 0.95**
PHQ-9 1

*P < 0.05 (two tailed); **P < 0.01; ***P < 0.001.
A, avoidance; Affective, Patient Health Questionnaire 9 questions (1 [anhedonia], 2 [depressedmood], 6 [feelings of worthlessness], 9 [self-harm/ideation]); An, anhedonia; AA, anxious

arousal; DA, dysphoric arousal; EB, externalizing behaviors; GAD-7, Generalized Anxiety Disorder-7; NA, negative affect; R, re-experiencing; PCL-5, PTSD Checklist 5; PHQ-9, Patient
Health Questionnaire-9; Somatic, Patient Health Questionnaire-9 questions (3[sleep difficulties], 4 [fatigue], 5 [appetite changes], 7 [concentration difficulties], 8 [psychomotor agitation]).

FIGURE 4. Confirmatory factor analysis model of the GAD-7 (models A and B).
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not meet PTSD diagnostic criteria posttreatment. In addition, scholar-
ship has shown that mindfulness has maintained its efficacy during
the COVID-19 pandemic.87,88

Limitations and Future Research
This study does have limitations. First, this sample was treat-

ment seeking, and it is unknown what the best fitting CFA models
would be with nontreatment-seeking veterans. In addition, we did
not include assessments that probe suicidality, resilience, or substance
use to help establish criterion validity. We did not administer a trauma
exposure measure, which may differentiate between frequency and in-
tensity because 59% of this sample had been deployed at least once.
The sample was also primarily White, male, served in the Army,
discharged from the military, married, and enlisted. Lack of diversity
among participants limited the generalizability of findings. We recom-
mend that future studies examine the validity of these measurements
across populations. In addition, regarding discriminant and convergent
validity, though, we do not have multicollinearity (0.85 or greater fac-
tor correlations), we did not have clear criterion groups (eg, PTSD pos-
itive based on actual diagnosis, not symptom severity); thus, we
should be cautious interpreting the discrimant and convergent validity.
Given that negative affect is the connector of different syndromes,72 it
is recommended interventions directly and intentionally target nega-
tive affect when providing clinical services to this population.

Conclusions
We established that the PCL-5, PHQ-9, and GAD-7 are valid

and reliable assessments to use with treatment-seeking veterans. By
conceptualizing treatment using the PCL-5 hybrid configuration and
two-factor PHQ-9, practitioners can laser in on problematic areas of
concern that are predictors of suicide. The literature suggests that af-
fective depression should be targeted when providing clinical ser-
vices.66 When treating veterans, it is recommended that providers be
mindful of the intrusions PTSD cluster. Based on a network analysis
study using theDSM-5 four-factor model, it is recommended that pro-
viders also focus on negative alternations in cognitions and mood and
affective depression because they were highest in predictability, al-
though the nodes did not significantly differ.80
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