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95 Abstract

96 Background: The Posttraumatic Stress Disorder Checklist (PCL-5) is one of the most widely

97 used instruments for assessing posttraumatic stress disorder (PTSD), adapted to meet DSM-5

98 criteria. Establishing a validated online version for Spanish-speaking populations, particularly

99 among healthcare professionals, is essential to ensure accurate assessment aligned with these
100  updated criteria.

101  Aim: The purpose is to evaluate the psychometric properties of the online Spanish version of
102  the PCL-5 for healthcare professionals exposed to the COVID-19 health emergency.

103 Methods: The study involved 1543 Peruvian healthcare professionals aged 20 to 70 recruited
104  through a virtual platform. In addition to the PCL-5, instruments were administered to assess
105  depressive symptoms (assessed by PHQ-9) and anxious symptoms (assessed by GAD-7).

106  Results: The results showed that the 7-factor model presented the best fit among all models
107 (CFI=0.967; TLI=0.958; SRMR=0.030; RMSEA[CI90%]=0.062 [0.057-0.067]) and met the

108 measurement invariance across sexes, age groups, and educational levels, with adequate

109  values of internal consistency (ACFI<0.01; ARMSEA<0.01). Moreover, a high latent correlation
110  was observed with depressive and anxious symptoms (>0.60).

111 Conclusion: The online Spanish version of the PCL-5 scale is a valid and reliable tool for assessing
112 PTSD among Spanish-speaking healthcare professionals, representing the only instrument
113  adapted to DSM-5 criteria for this population.

114 Keywords: trauma, healthcare worker, anxiety, depression, factor analysis, Peru
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115 Background

116 PTSD diagnosis traditionally follows the criteria outlined in the Diagnostic and Statistical Manual
117  of Mental Disorders (DSM). However, these criteria have been modified in the last decade,
118  reflected in the changes observed between DSM-IV and DSM-5. In the updated version,
119 individual response to the event (intense fear, helplessness, or horror) was removed, and special
120  emphasis was placed on the behavioral symptoms that accompany PTSD. The current model
121 proposes four diagnostic criteria defined as re-experiencing (recurrent and distressing thoughts
122 about the traumatic event), avoidance (avoidance of situations or thoughts related to the
123  trauma), negative cognitions (negative thoughts, guilt, fear, and difficulty experiencing positive
124  emotions) and mood, and arousal (irritability, difficulty concentrating, and exaggerated
125 responses to stimuli), as well as emphasizing the "fight" and "flight" aspects associated with
126  PTSD. Finally, the distress of the disorder must be experienced continuously for more than one
127 month (American Psychiatric Association, 2014).

128  Various diagnostic tools, such as the Posttraumatic Diagnostic Scale for DSM-5 (PDS-5) (Foa et
129 al., 2016), and the Dissociative Subtype of PTSD Scale (DSPS) (Wolf et al., 2017), aid in PTSD
130  diagnosis. In this study, we focus on the PTSD Checklist for DSM-5 (PCL-5), an updated DSM-5
131 instrument widely used for the assessment of adults at risk for PTSD; the choice of the PCL-5 is
132  justified by its ease of use, its adaptability to different contexts of and its ability to provide a
133 rapid and reliable assessment of PTSD symptoms (Armour et al., 2016). Assessing the degree to
134  which the presence and severity of symptoms bother you (Brewin, 2005). The latest version
135  adapts from a three-factor model with 17 symptoms to a four-factor model with 20 symptoms.

136  There are several heterogeneous models of the PCL-5; the original model based on the DSM-5
137  (four dimensions/ re-experiencing, avoidance, negative cognitions and mood, and arousal ) gives
138 rise to the Externalizing Behavior Model (six dimensions/avoidance behavior, irritability,
139  impulsivity, substance use, sensation seeking behavior and aggression) (Tsai et al., 2015), the
140 Anhedonia Model (six dimensions/ intrusion, avoidance, negative affect, anhedonia, dysphoric
141  arousal, and anxious arousal) (Liu et al., 2014), and the Seven Factor Model (seven dimensions/
142 re-experiencing, avoidance, negative affect, anhedonia, externalizing behaviors, and anxious
143  and dysphoric arousal) (Armour et al.,, 2015). From DSM-IV, the DSM-IV Model (three
144  dimensions/intrusion, avoidance, and hyperarousal) (Bliese et al., 2008), the DSM-IV Dysphoria
145 Model (four dimensions/intrusion, avoidance, dysphoria and hyperarousal) (Simms et al., 2002),
146  and the DSM-IV Dysphoria Arousal Model (five dimensions/ intrusion, avoidance, hyperarousal,
147  dysphoria and Dysphoric Arousal) (Elhai et al., 2011). These various models reflect the complex
148  and multifaceted factorial structure of PTSD, which has required diverse modeling approaches
149 depending on sample characteristics, cultural context, and methodology used (Armour et al.,
150 2016; Ashbaugh et al., 2016; Caldas et al., 2020; Schmitt et al., 2018).

151  The PCL-5 has been extensively studied in clinical populations; however, research among
152 healthcare workers remains limited (Cheng et al., 2020; Morrison et al., 2021). Healthcare
153 workers are frequently exposed to high levels of stress and traumatic events in the workplace,
154  as exemplified by the COVID-19 pandemic. The emergence of SARS-CoV-2 and the subsequent
155  COVID-19 pandemic significantly affected health, well-being, and quality of life (Ruiz et al.,
156 2020). Frontline healthcare workers were among the most impacted occupational groups,
157  facing heightened infection risk and subsequent mental distress, leading to mood disorders and
158 posttraumatic stress disorder (PTSD) (Krishnamoorthy et al., 2020; Lai et al., 2020; Luo et al.,
159  2020; Xiong et al., 2020). During this health crisis, one in four healthcare professionals worldwide
160  suffered from depression and/or anxiety problems (Sahebi et al.,, 2021) due to increased
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161 workload, shortage of personal protective equipment, physical isolation, stigma, personal
162 losses, limited resources, stress, and concern about being infected (Dosil Santamaria et al., 2021;
163 Mokhtari et al., 2020; Pfefferbaum & North, 2020; Rabow et al., 2021; Shaukat et al., 2020; Singh
164 & Subedi, 2020; Zhou et al., 2020), among other causes. Therefore, the pandemic exacerbated
165  the risk of developing PTSD among healthcare workers (Carmassi et al., 2020).

166  Although the online version of the PCL-5 has been validated for multiple populations, including
167 undergraduate students and frontline healthcare workers (Ashbaugh et al., 2016; Cheng et al.,
168 2020), a validated online Spanish version of the PCL-5 specifically tailored to healthcare workers
169 s still lacking. With the changes in the DSM-5 and the critical need to assess PTSD in healthcare
170  workers exposed to the COVID-19 pandemic, a reliable and valid assessment instrument is
171 essential. This study, therefore, seeks to evaluate the psychometric properties of the PCL-5
172 among Spanish speaker’s healthcare professionals who were on the front lines during the
173 COVID-19 health crisis.

174  Methods

175  Desing

176 Our study was cross-sectional, and we used the STROBE Checklist (see supplementary material
177 1). This study is part of a primary study “FRONTLINE Study”, led by Centro Nacional de Salud
178 Ocupacional y Proteccién del Ambiente para la Salud of Instituto Nacional de Salud (INS) and
179 Instituto de Evaluacidn de Tecnologias de la Salud e Investigacion (IETSI) at EsSalud.

180  Participants and Setting

181  The study focused on healthcare professionals who worked in health facilities in Peru during the
182  COVID-19 pandemic. We included the five most common occupational groups in the Peruvian
183 healthcare system: physicians, nurses, midwives, medical technicians, and health technicians.
184  The evaluation encompassed workers in facilities affiliated with the Ministry of Health, regional
185 governments, or social health insurance (EsSalud). We excluded participants with missing data
186  on the PCL-5 and psychometric scales used.

187 During the pandemic, Peru was one of the countries with the highest number of COVID-19
188 deaths worldwide (Johns Hopkins University, 2022). In addition, the Peruvian health system is
189  fragmented, both in terms of coverage and service delivery. The Peruvian healthcare workers
190 are spread across four health providers: the Ministry of Health, EsSalud, the Armed Forces and
191 Police, and the private health system. As a result, working conditions and workloads vary
192  (Carrillo-Larco et al., 2022).

193  The sampling was non-probabilistic. Recruitment was conducted through direct invitations sent
194  to healthcare professionals listed with EsSalud and INS via email, WhatsApp, and institutions
195 related to healthcare work. Additionally, dissemination was carried out through social networks,
196 including Twitter and Facebook, between December 21,2021, and August 31, 2022. The REDCap
197 program was used to design and collect data from the participants who responded to the
198  anonymous, online, voluntary survey. Participants had to validate a captcha code to give
199 informed consent. The data were stored on IETSI-EsSalud's local servers, which have the
200  institutional license for REDCap.

201  The minimum number of participants was determined to be 463, based on a Comparative Fit
202 Index (CFI) of 0.95, seven dimensions (with 5, 2, 4, 3, 2, 2, and 2 items, respectively), an average
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factor loading of 0.5, a latent correlation between dimensions of 0.7, a two-tailed alpha level of
0.05, a power of 80%, and assuming 149 degrees of freedom.

Instruments

The online version of PTSD Checklist for DSM-5 (PCL-5)

The PCL-5 is a self-report instrument that assesses 20 symptoms of posttraumatic stress
disorder (PTSD) according to DSM-5 criteria (Blevins et al., 2015). Respondents rate the degree
to which each symptom affects them on a five-point Likert scale (0 = not at all; 4 = extremely).
The PCL-5 assesses the four indicators of PTSD proposed in the DSM-5 through the following
items: Intrusion (questions 1-5), Avoidance (questions 6-7), Negative Disturbances in Cognition
and Mood (questions 8-14), and Disturbances in Symptomatic Arousal and Reactivity
(questions 15-20).

One of the ways to meet the DSM-5 criteria for PTSD, respondents' PCL-5 scores must follow
the following rules (Blevins et al., 2015): (a) A total score at or above the cut-off (>33 points);
(b) Each item rated as 2 = "Moderately" or higher as an endorsed symptom, then meet the
minimum number of symptomatic items required by the DSM-5 diagnostic rule in the different
dimensions (i.e., at least one item from the Intrusion dimension, one item from Avoidance,
two items from Negative Disturbances in Cognition and Mood, and two items from
Disturbances in Symptomatic Arousal and Reactivity).

The internal consistency of the PCL-5 total score has been reported to be 0.90-0.96 (for the
four subscales: intrusions: o = 0.77 - 0.92; avoidance: a = 0.74 - 0.92; negative cognitive and
mood disturbances: a = 0.78 - 0.89; hyperarousal: a = 0.75 - 0.84), also, test-retest reliability
reported values between 0.66 and 0.91 (Blevins et al., 2015).

Patient Health Questionnaire (PHQ-9)

The PHQ-9 is a nine-item self-report Likert-type questionnaire(Spitzer et al., 1999). These items
were developed based on the nine criteria used in the DSM-IV to assess major depressive
disorder (MDD), criteria that are retained in the DSM-5. The PHQ-9 has four response options:
0 'never,' 1 'several days,' 2 'more than half the days', and 3 'almost every day,’ resulting in
scores ranging from 0 to 27. It aims to measure indicators of depressive symptoms
experienced in the past two weeks.

The PHQ-9 shows adequate evidence of one-dimension validity in the Peruvian context (CFl =
0.94; TLI = 0.91; RMSEA = 0.09; SRMR = 0.04) (Villarreal-Zegarra et al., 2019). In addition,
optimal reliability values were found through internal consistency coefficients (a = 0.87; w =
0.87) (Villarreal-Zegarra et al., 2019). The PHQ-9 has a specificity of 54.2 (48.7 - 59.6) and a
specificity of 87.4 (85.2 - 89.3) in the Peruvian population for a cut-off of 10 points or more
being as the gold standard a diagnosis of major depression based on a psychiatric interview
(Villarreal-Zegarra et al., 2023).

Generalized Anxiety Disorder (GAD-7)

The GAD-7 is a measure of anxiety that consists of seven questions using a four-point Likert
scale ranging from O (not at all) to 3 (almost every day) (Spitzer et al., 2006). The total score
ranges from 0 to 21, with higher scores indicating higher anxiety symptoms. This instrument
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assesses seven anxiety symptoms based on the DSM-1V, related to the frequency and severity
of distress experienced in the past two weeks (Franco-limenez & Nufiez-Magallanes, 2022).

The one-dimensional model of the instrument shows adequate psychometric properties in
Peru (GFl = 0.96; AGFI = 0.91; CFl = 0.99; NFl = 0.98; RMSEA = 0.08) (Garcia-Campayo et al.,
2010). The GAD-7 has a specificity of 39.3 (21.5 - 59.4) and a specificity of 88.4 (86.5 - 90.1) in
the Peruvian population for a cut-off of 10 points or more being as the gold standard a
diagnosis of generalized anxiety based on a psychiatric interview (Villarreal-Zegarra et al.,
2023).

Covariates

Our covariates were sex (male, female), age groups (young adults [20 to 29 years], middle
adulthood [30 to 45 years], and established adults [46 to 70 years]), education levels (technical
professional, university undergraduate, and university postgraduate), profession (physician,
nurse, obstetrician, medical technologist, and assistance technician), work modality (face-to-
face, remote, mixed, don’t know), and marital status (single, married, divorced, cohabited,
other).

Analysis plan

First, we conducted a descriptive analysis based on the socio-characteristics of the
participants. Second, we performed a confirmatory factor analysis using the Maximum
Likelihood Robust estimator (Suh, 2015) and Pearson’s matrices. The model was evaluated
around four goodness-of-fit indices: Comparative Fit Index (CFl) and Tucker-Lewis Index (TLI),
which should have values greater than 0.95, and Root Mean Square Error of Approximation
(RMSEA) and Standardized Root Mean Square Residual (SRMR), which should have values less
than 0.08 (Sun, 2005). Also, we use the Akaike information criterion (AIC) and Bayes
information criterion (BIC), selecting the model with the lowest value. We selected the best-
fitting model by identifying which had adequate CFl, TLI, RMSEA, and SRMR values, and then
saw which had the lowest AIC and BIC. Third, a multigroup factor analysis (invariance) was
performed based on sex, age group, and education level. We use Wu and Estabrook correction
(Wu & Estabrook, 2016) and theta parameterization. We considered that there was invariance
when the comparison between the different models showed ACFI values of less than 0.01
(Putnick & Bornstein, 2016). Fourth, we evaluated the internal consistency based on the alpha
and omega coefficients, considered optimal values when they are greater than 0.80, and
adequate when they are greater than 0.70 (Kalkbrenner, 2023). Fifth, convergent validity was
evaluated using latent correlation coefficients derived from a structural equation modeling
analysis, assessing the relationships between the PCL-5 and the PHQ-9 (measuring depressive
symptoms) as well as the GAD-7 (measuring anxious symptoms). For the interpretation of
these coefficients, we used the following categories: weak (r > 0.10), moderate (r > 0.30) or
strong (r > 0.50) according to the size of the correlation (Akoglu, 2018).

Ethics topics

Our research was based on the analysis of secondary data from the study titled "Peruvian
Frontline HealthcaRe wOrkers meNTal health Issues during paNdEmics: The Peruvian
FRONTLINE Study". This study was reviewed and approved by the Institutional Ethics and
Research Committee of the Peruvian National Institute of Health (Review code: 0C-029-2021).
The Peruvian FRONTLINE study aims to perform a nationwide assessment of the mental health
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286  of Peruvian healthcare workers during the pandemic. Participation in the study was voluntary,
287  and written informed consent was obtained through an online questionnaire.

283 Results
289  Participant’s characteristics

290 A total of 1543 people aged 18 years and older, working in public or private health facilities in
291 Peru between December 2021 and August 2022, participated. Of the total, 71.9% were women
292  (n =1110) and 28.1% men (n = 433). The average age was 46.5 years, ranging from 20 to 70
293  years. Most had postgraduate studies (54.5%; n=841) and single marital status (42.6%; n=657).
294 Some 31.3% were nurses, 29.9% were physicians, 18.8% technical assistants, 13.3%
295 obstetricians and 6.8% medical technologists. In addition, 6.4% self-reported a previous
296  diagnosis of depression and 5.8% of anxiety. Table 1 includes complete socio-demographic
297 characteristics. The total sample consisted of 1999 records; however, 456 were excluded
298 because of missing data on the variables of interest.

299 Internal structure

300 The one-dimensional model was excluded due to goodness-of-fit indices falling significantly
301 below recommended thresholds. Additionally, the bifactor models failed to converge and were
302 thus not considered further. The remaining multidimensional and second-order models of the
303 PCL-5 demonstrated acceptable goodness-of-fit indices. Consequently, AIC and BIC criteria were
304  applied, with the seven-factor multidimensional model showing the optimal fit (CFl = 0.967; TLI
305 =0.958; SRMR = 0.030; RMSEA [Cl 90%] = 0.062 [0.057-0.067]). Table 2 presents the goodness-
306  of-fit indices for each evaluated model.

307 Measurement invariance

308 We analyzed measurement invariance using the seven-factor multidimensional model (see
309 Table 3). We found that measurement invariance was met between gender, age group, and
310  educational level (ACFI<0.01). Therefore, comparisons can be made between these groups.

311 Internal consistency

312 Five of the PCL-5 showed optimal values for their internal consistency coefficients: Re-
313 experiencing (a=0.92; w=0.92), Avoidance (a=0.90; w=0.90), Negative affect (a=0.87; w=0.88),
314 Anhedonia (a=0.87; w=0.88), and Anxious arousal (a=0.82; w=0.82). In addition, the dimensions
315  of Externalising Behaviour (a=0.77; w=0.78) and Dysphoric Arousal (a=0.76; w=0.76) showed
316  adequate internal consistency values (see Table 4).

317  Relationship with other variables

318 Our study found a high correlation (>0.60) between the seven dimensions of the PCL-5 and
319 depressive and anxious symptoms. This suggests that the dimensions are closely related (see
320 Table 4).

321 Discussion
322 Main findings and interpretations
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Our study successfully provided evidence of validity and reliability for the online version of the
Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5) among Spanish-speaking healthcare
workers, supporting its application in this context. The findings identified that the Hybrid
Model of seven factors best fits all models despite the four-factor model being based on the
DSM-5. The adaptations made in various populations, including university students (Durén-
Figueroa et al., 2019), military personnel (Bovin et al., 2016), healthcare workers (Cheng et al.,
2020), traumatized populations (Ito et al., 2019), and community samples (Seligowski & Orcutt,
2016), support that the Hybrid Model has a superior fit (Armour et al., 2015). Thus, this study
expanded the evidence of the seven-factor model to a sample of healthcare workers.

In addition, the instrument demonstrated the presence of configurational, metric, and scalar
measurement invariance between sexes, age groups, and educational levels. This means that
this instrument can be used as a screening tool for healthcare personnel, allowing for an
equivalent evaluation of a heterogeneous group of health professionals between the different
sexes, as indicated by a study in the Italian population (Di Tella et al., 2022). Regarding internal
consistency, the instrument showed an optimal value for all subscales of the PCL-5. In contrast,
the subscales "externalizing behavior" and "arousal dysphoria" reported an adequate internal
consistency value for the Peruvian population.

Our study found a high correlation between the seven dimensions of PCL-5 and depressive
symptoms (PHQ-9) and anxious symptoms (GAD-7). This suggests that the dimensions are
closely related. Several studies have documented the high comorbidity between PTSD, anxiety,
and depression, showing that patients with PTSD have a higher chance of developing
depressive and anxious symptoms and that these symptoms may be a risk factor for the
persistence of PTSD (Grisanzio et al., 2018; Marshall, 2020; Wu et al., 2022). Therefore, the
findings of our study support the importance of addressing these disorders holistically and
considering the presence of PTSD symptoms in patients with depression and anxiety.

This research shows that the model with the best fit is the 7-factor hybrid model, which
combines characteristics of the Externalizing behavior model (Tsai et al., 2015) and Anhedonia
model (Liu et al., 2014), both of the six factors. The hybrid model includes the following
dimensions: re-experience, avoidance, negative affect, anhedonia, externalized behavior,
anxious arousal, and dysphoric activation, which is based on theoretical evidence proposing
that hyperarousal should consist of anxious and dysphoric arousal, that negative and positive
affect are two distinct constructs; and that externalizing behaviors characterized by difficulties
with emotion regulation and impulse control would be distinct from other PTSD symptoms
representing passive experiences, thoughts, and feelings (Armour et al., 2015; Friedman,
2013).

An inherent limitation of the 7-factor model is that four factors have only two indicators,
leading to estimation instability and other statistical problems (Armour et al., 2016). However,
it is essential to note that several of the other suggested models of PTSD, including the original
four-factor DSM-5 model, are composed of two items (for example, the avoidance factor). To
overcome these possible limitations, a sample of at least 400 participants should be
considered, which may allow for a completely valid and replicable solution (Armour et al.,
2015). This research fulfills this suggestion since it works with a sample of 1543 people.

Public health implications
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366  Researchers and mental health professionals worldwide use the PCL-5 to assess PTSD symptoms
367  according to DSM-5 criteria (Armour et al., 2016). Therefore, this study offers the possibility of
368 having a valid and reliable tool to diagnose PTSD in the Peruvian population, which is of utmost
369 importance for the public health of the country, as it would enable early identification and timely
370 treatment.

371 It is essential for Peru, given its history of political and social violence, where many individuals
372 may have experienced significant trauma. The validation of the PCL-5 for the Peruvian context
373 would allow for a better understanding of the prevalence of PTSD and its impact on the mental
374  health of the population, information that could be used for the development of more effective
375 programs and public policies for the treatment and prevention of the disorder.

376  Strengths and Limitations

377 The primary strength of this study lies in being the first to evaluate the online version of the PCL-
378 5, specifically among Spanish-speaking healthcare workers. However, the lack of other DSM-5-
379 adapted scales limited the ability to establish the questionnaire's concurrent validity. Also, the
380 absence of a gold standard precluded the assessment of the questionnaire's sensitivity and
381  specificity and the determination of an appropriate cut-off score. Additionally, the use of non-
382 probabilistic sampling restricts the generalizability of the findings to the broader population of
383  Spanish-speaking healthcare workers. Future research should focus on establishing
384 measurement invariance across professional groups and evaluating the instrument's sensitivity
385 and specificity. Complementing these efforts with clinical interviews to confirm diagnoses based
386  on DSM-5 criteria would further enhance the validity of the findings.

387 Conclusions

388  This study demonstrates that the seven-factor model exhibited the best fit among all tested
389 models and achieved measurement invariance across gender, age groups, and educational
390 levels while displaying adequate internal consistency. Furthermore, the scale showed a strong
391  correlation with depressive symptoms (PHQ-9) and anxiety symptoms (GAD-7). In conclusion,
392  the findings confirm that the online version of the PCL-5 is a valid and reliable instrument for
393  assessing PTSD in Spanish-speaking healthcare workers, establishing it as the only DSM-5-
394  adapted tool available for this population.
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581  Table 1. Sociodemographic characteristics (n = 1543)

n %
Sex
Female 1110 71.9%
Male 433 28.1%
Age
Young adults (20 - 29) 245 15.9%
Middle adulthood (30 - 45) 468 30.3%
Established adults (46 - 70) 830 53.8%
Education level
Technical professional 270 17.5%
University undergraduate 432 28.0%
University postgraduate 841 54.5%
Profession
Physician 461 29.9%
Nurse 483 31.3%
Obstetrician 204 13.2%
Medical Technologist 105 6.8%
Assistance Technician 290 18.8%
Depression diagnosis based on PHQ-9
Yes 99 6.4%
No 1444 93.6%
Diagnostic anxiety based on GAD-7
Yes 90 5.8%
No 1453 94.2%
Work modality
Face-to-face modality 1264 81.9%
Remote modality 48 3.1%
Mixed modality 30 1.9%
Don't know 201 13.0%
Live alone
Yes 240 15.6%
No 1139 73.8%
Don't know 164 10.6%
Marital status
Single 657 42.6%
Married 534 34.6%
Divorced 57 3.7%
Cohabited 248 16.1%
Other 47 3.0%
Zone
No Lima 940 60.9%
Lima 603 39.1%

582 Note: PHQ-9 = depressive symptoms. GAD-7 = depressive symptoms.
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Table 2. Andlisis factorial confirmatorio de los modelos del PCL-5 (n = 1556).

Models X2 gl CFI TLI SRMR RMSEA[CI90%] AIC BIC
Correlated model

One-dimension model 1373.2 90  0.870 0.848 0.052 0.137[0.131-0.143] 43449.4 43609.6
Original model bases on DSM-5 (4 dimensions) 859.4 164 0.949 0.941 0.034 0.073[0.068-0.078] 56165.7 56411.4
Externalizing behavior model (6 dimensions) 765.7 155 0.955 0.945 0.032 0.070[0.065-0.075] 55994.2 56288.0
Anhedonia model (6 dimensions) 654.5 155 0.964 0.955 0.032 0.063 [0.058-0.068] 55770.2 56063.9
Sevenfactor model (7 dimensions)* 605.3 149 0.967 0.958 0.030 0.062 [0.057-0.067] 55681.7 56007.5
DSM-IV model (3 dimensions) 1338.2 167 0.913 0.901 0.041 0.094 [0.090-0.099] 57114.6 57344.2
DSM-IV dysphoria model (4 dimensions) 901.8 164 0.946 0.937 0.035 0.075[0.071-0.080] 56250.1 56495.9
DSM-IV dysphoricarousal (5 dimensions) 809.4 160 0.952 0.943 0.033 0.071[0.067-0.076] 56074.1 56341.2

Second Order Model

Sevenfactor model with high-order (7 dimensions) 767.4 163 0.956 0.948 0.038 0.068 [0.063-0.073] 55984.5 56235.5

Bifactor

Original model bases on DSM-5 with global dimension not converge

Sevenfactor model with global dimension not converge

Note: CFl and TLI = comparative adjustment index considers optimal values 20.95; SRMR = Mean root of standardized error considers adequate values
<0.08; RMSEA = Mean root of the approximation error considers appropriate values <0.08. AIC and BIC are chosen with the model with the lowest value. *
The best fitting model.
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Table 3. Measurement invariance in the PCL-5 for the different groups.

Group Invariance X? df  CFI TLI SRMR RMSEA [CI90%] ACFI ARMSEA
Sex Configural 802.418 298 0.965 0.955 0.032 0.064 [0.059-0.069] - -
Metric 816.858 311 0.965 0.957 0.036 0.063 [0.057-0.068] 0.000 0.001
Strong 847.436 324 0.964 0.958 0.036 0.062 [0.057-0.067] 0.001 0.001
Age group Configural 1001.942 447 0.964 0.954 0.034 0.064 [0.059-0.070] - -
Metric 1038.313 473 0.963 0.955 0.041 0.063 [0.058-0.068] 0.001 0.001
Strong 1082.107 499 0.963 0.957 0.042 0.062 [0.057-0.067] 0.002 0.001
Education level Configural 1066.905 447 0.960 0.949 0.034 0.068 [0.063-0.073] - -
Metric 1095.748 473 0.960 0.951 0.041 0.067 [0.061-0.072] 0.000 0.001
Strong 1154.265 499 0.958 0.952 0.042 0.066 [0.061-0.071] 0.002 0.001

Note: CFl and TLI = comparative adjustment index considers optimal values 20.95; SRMR = Mean root of standardized error considers adequate values
<0.08; RMSEA = Mean root of the approximation error considers appropriate values <0.08.
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Table 4. Latent correlation of PCL-5 with PHQ-9, GAD-7, and internal consistency analysis

1) 2) () 4 (5 (6) (7) PHQ9 GAD-7 M SD a w  AVE

1. Reexperiencing 1 0.820 0.869 0.816 0.802 0.839 0.827 0.736 0.794 0.85 0.06 0.92 0.92 0.72
2. Avoidance -1 0.771 0.715 0.671 0.719 0.709 0.630 0.668 0.76 0.11 0.90 0.90 0.83
3. Negative affect - - 1 0.892 0.863 0.842 0.836 0.753 0.772 0.88 0.06 0.87 0.88 0.66
4. Anhedonia - - - 1 0.879 0.830 0.909 0.829 0.801 0.90 0.07 0.87 0.88 0.71
5. Externalizing behavior - - - - 1 0.8990.861 0.750 0.791 0.92 0.07 0.77 0.78 0.65
6. Anxious arousal - - - - - 1 0.882 0.716 0.827 0.94 0.08 0.82 0.82 0.70
7. Dysphoric arousal - - - - - - 1 0.915 0.882 1.00 - 0.76 0.76 0.61

Note: PHQ-9 = depressive symptoms. GAD-7 = depressive symptoms. The latent correlation coefficients were obtained from a structural equation modeling
analysis.
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Figure 1. Factor structure of the PCL-5.
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