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ABSTRACT

Introduction. Valid and feasible measures to properly assess the most impaired areas of functioning in var-
ious groups of patients with mental disorders would allow the development and evaluation of interventions 
designed to modify the specific environmental barriers that contribute to patients´ disability. Objective. This 
article seeks to evaluate the internal consistency and construct and convergent validity of the Spanish version 
of the World Health Organization’s Disability Assessment Schedule WHODAS 2.0, as well as its relationship 
with sociodemographic variables and symptomatic severity in Mexican patients with and without psychot-
ic symptoms. Method. The WHODAS 2.0 and the Social and Occupational Functioning Assessment Scale 
SOFAS were administered to 153 patients with any of the following diagnoses: affective disorders, anxiety 
disorders, stress-related disorders, and psychotic disorders. Results. The WHODAS 2.0 showed high internal 
consistency in patients with psychotic symptoms (Cronbach’s alpha = .92) and without psychotic symptoms 
(Cronbach’s alpha = .89). Nevertheless, only in patients without psychotic symptoms, was a significant nega-
tive correlation between WHODAS (disability) and SOFAS (functioning) total scores observed, together with 
significant differences in WHODAS scores between those with mild and severe symptomatology. Discussion 
and conclusion. The WHODAS 2.0 is an adequate measure of disability in patients without psychotic symp-
toms. It could be used as a complementary measure of disability in those with psychotic symptoms. Further 
studies are required to determine other psychometric properties of the WHODAS 2.0, particularly those relat-
ed to temporal stability and sensitivity to change.
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RESUMEN

Introducción. Disponer de medidas válidas y confiables para evaluar las áreas de funcionamiento más com-
prometidas en los diferentes grupos de pacientes con trastornos mentales permitiría el desarrollo y la evalua-
ción de intervenciones dirigidas a modificar barreras específicas del contexto que contribuyen a su deterioro 
funcional. Objetivo. Evaluar la consistencia interna y la validez de constructo y convergente de la versión en 
español del cuestionario para la evaluación de discapacidad de la Organización Mundial de la Salud WHO-
DAS 2.0, así como su relación con variables demográficas y la gravedad sintomática en pacientes mexicanos 
con y sin síntomas psicóticos. Método. El WHODAS y la escala de evaluación del funcionamiento social y 
ocupacional SOFAS se aplicaron a una muestra de 153 pacientes con algún diagnóstico de trastorno afectivo, 
de ansiedad, relacionado con el estrés o psicótico. Resultados. El WHODAS mostró alta consistencia interna 
en pacientes con síntomas psicóticos (alpha de Cronbach = .92) y en aquellos sin síntomas psicóticos (alpha 
de Cronbach = .89). Sin embargo, sólo en los pacientes sin síntomas psicóticos se observó una correlación 
negativa entre las puntuaciones del WHODAS 2.0 (discapacidad) y el SOFAS (funcionalidad) así como dife-
rencias significativas en las puntuaciones WHODAS de aquellos con sintomática leve y grave. Discusión y 
conclusión. La escala WHODAS 2.0 es adecuada para medir discapacidad en pacientes sin síntomas psi-
cóticos. En aquellos con síntomas psicóticos, podría servir más bien con fines complementarios. Se sugieren 
estudios para determinar otras propiedades psicométricas del WHODAS, especialmente las relacionadas con 
su estabilidad temporal y sensibilidad al cambio.

Palabras clave: Discapacidad, funcionalidad, trastornos mentales, evaluación, autorreporte, WHODAS.
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INTRODUCTION

According to the World Health Organization (WHO), the 
concept of disability refers to a degree of functional im-
pairment at the bodily and social and environmental levels 
(involving everyday activities and social participation) (Or-
ganización Mundial de la Salud & Organización Panameri-
cana de la Salud, 2001). Thus, disability is a key indicator of 
health status, since it not only combines the consequences 
of the physical deterioration caused by illness or injury, but 
also the impact of social and environmental barriers that can 
be modified through particular interventions. Hence the rel-
evance of their proper measurement to determine the most 
heavily compromised areas in specific patient populations.

Disability is on the rise. In 2010, more than one billion 
people had some form of disability, equivalent to 15% of the 
world’s population. This figure is 10% higher than expected 
for that year according to previous estimates (Organización 
Mundial de la Salud & Organización Panamericana de la 
Salud, 2001). This increase may be due to the attention giv-
en to assessing the loss of functionality, and even to gauging 
the world burden of disease. In fact, this was how mental 
disorders were shown to constitute significant public health 
problems worldwide (Murray et al., 2013).

Assessment of disability
in people with mental disorders

In the 1980s, the use of the Global Assessment of Func-
tioning (GAF) scale was proposed to evaluate treatment 
outcomes and the level of improvement or deterioration in 
the functioning of patients with mental disorders, one of its 
greatest advantages being sensitivity to changes over time. 
However, the scores assigned are often related more to the 
severity of symptoms than to levels of impairment or dis-
ability, with which they do not necessarily show congru-
ence (Goldman, Skodol, & Lave, 1992).

Conversely, the Social and Occupational Functioning 
Assessment Scale (SOFAS) ignores the influence of the se-
verity of symptoms (Morosini, Magliano, Brambilla, Ugo-
lini, & Pioli, 2000). However, since it is only a cross-sec-
tional evaluation, it does not take into account the time of 
evolution of the disorder –as, for example, the Personal and 
Social Performance (PSP) does (Apiquian et al., 2009).

Currently, one of the most commonly used instruments 
for assessing disability is the World Health Organization 
Disability Assessment Schedule (WHODAS) 2.0, since it 
is a general measure for comparing disability levels in var-
ious areas of functioning between different conditions and 
diseases (Gold, 2014). However, it is still necessary to com-
pare the adequacy of this measure to evaluate populations 
with different mental disorders.

Patients with psychotic spectrum disorders often ex-
perience a chronic course with severe episodes, leading to 

significant alterations in functioning in virtually all areas 
of life (Gómez, Ender, Alvarado, Commetto, & Fernández, 
2015); whereas those with affective disorders tend to show 
an acute course, so that the impact on functioning in daily 
life may be less–although very considerable in terms of per-
sonal, family and social suffering and costs (Guerra et al., 
2009).

In addition to variations in the severity of the disability 
depending on the mental disorder that is suffered, there may 
be differences in the areas of functioning affected. According 
to Lara, Medina-Mora, Borges, and Zambrano (2007), social 
relations is the area most severely compromised in patients 
with affective disorders, with depression causing the great-
est impact on the average number of days with disability. 
This has been shown to be associated with high levels of im-
pairment in the occupational area (including unemployment 
and decreased performance), comparable and even higher 
than those reported for other physical diseases (Benjet, Ca-
sanova, Borges, & Medina-Mora, 2013; Hays, Wells, Sher-
bourne, Rogers, & Spritzer, 1995; Romera, Perez, Menchón, 
Delgado-Cohen, Polavieja, & Gilaberte, 2010).

Anxiety disorders are also among the main causes of 
years lost through disability worldwide (Vos et al., 2013), 
and there are differences in the level of effects on the areas 
of functioning with other diagnostic groups as well as be-
tween the different anxiety disorders (Mendlowicz & Stein, 
2000). In the study by Olfson et al. (1997), although de-
pressive symptoms correlated with both social and family 
impairment and work disability, patients with panic symp-
toms showed significant functioning problems related to 
job loss and increased use of health services. Conversely, 
posttraumatic stress disorder has been associated more with 
functional impairment in the familial and social area, even 
in its partial or subclinical forms (Stein, Walker, Hazen, & 
Forde, 1997). 

People with psychotic disorders tend to have signifi-
cant impairment in cognitive functioning, commonly asso-
ciated not only with disability in social and occupational 
activities, but also those of a more basic order or involving 
survival (Velligan et al., 2008).

WHODAS is the instrument that allows the evaluation 
of the greatest number of operating dimensions in people 
with very diverse health problems. It has already been eval-
uated in different groups of mental disorders, showing ade-
quate indexes of validity and reliability (Garin et al., 2010). 
However, there are few studies on its differential function-
ing in Mexican patients with and without psychotic symp-
toms. This information is relevant for decision-making as to 
whether or not to use a self-report disability measure such 
as WHODAS in both general patient groups. It could be hy-
pothesized that individuals with psychotic symptoms would 
provide less reliable reports given the cognitive deficit they 
frequently present (Alptekin et al., 2005; McKibbin, Patter-
son, & Jeste, 2004).
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Accordingly, the main objective of this study was to 
determine and compare the convergent and construct va-
lidity as well as the internal consistency of the total and the 
dimensions of the second Spanish version of WHODAS 2.0 
in Mexican patients with and without psychotic symptoms. 
Additionally, the relationship between patients’ perception 
of disability and their demographic and characteristics and 
symptomatic severity was evaluated.

METHOD

Subjects

Patients at the Instituto Nacional de Psiquiatría Ramón de la 
Fuente Muñiz (National Institute of Psychiatry) in Mexico 
City, who were referred by the clinicians in the pre-con-
sultation area after their initial evaluation at the institution, 
with the presumptive diagnosis of certain affective or anx-
iety disorders, related to stress or psychosis, and whose di-
agnosis was corroborated by a psychiatrist after a clinical 
interview based on the guidelines proposed for ICD-11 (as 
part of the ICD-10 revision project) (World Health Organi-
zation, 1995).

In all cases, they were men or women of legal age who 
had agreed to participate in the study and signed the corre-
sponding informed consent form. Patients with physical or 
neurological problems that affected their ability to commu-
nicate, those with mental disorders following medical con-
ditions or trauma, and those who turned up for the evalua-
tion in a state of intoxication, agitation, or suicide ideation 
were excluded.

Since the main objective of the study was the psycho-
metric evaluation of WHODAS in patients with and without 
psychotic symptoms, the sample size of this study would 
be considered adequate if it satisfied a minimum of 50 sub-
jects per group (with/without psychotic symptoms), equiv-
alent to the number of items in the WHODAS dimension 
with the highest number of items (10, in the sub-scale of 
activities in everyday living) multiplied by a number of five 
respondents, according to the recommendation of Crocker 
and Algina (1986).

Instruments

The second version of WHODAS 2.0 in Spanish used in 
this study, developed by Vázquez-Barquero et al. (1999) 
and adapted to Latin American Spanish by Matías-Carre-
lo, Chavez, Negrón, Canino, Aguilar-Gaxiola, and Hoppe 
(2003), is a semi-structured interview to explore everyday 
functioning in six areas: understanding and communication, 
the ability to move around in one’s environment, personal 
care, the ability to relate to other people, everyday activities 
(at home, or at school/work), and participation in society. 

It provides an objective profile of functioning and the sub-
jective perception of the patient on the impact his or her 
illness produces in each one of the areas, with a higher score 
indicating greater disability. It consists of 38 items with 
5-point Likert responses, where 1 refers to no disability in 
performing the activity and 5 to a total inability to perform 
the activity.

Two types of scores were obtained, referring to each 
sub-scale and a global score. The subscales are composed 
of different numbers of items (see first column of Table 2); 
the subscale of activities in everyday life provides the option 
of using all the items in the subscale (10 in total) if the per-
son, in addition to his/her household activities, is studying 
or working, or of only using household-related activities (4 
in total) provided he/she does not go to school or work. For 
this reason, it is necessary to convert the initial scores by 
taking into account the importance of each item according to 
the score manual (Vázquez-Barquero, Herrera, Vázquez, & 
Gaite, 2006). To facilitate the interpretation of the subscale 
and total scores, these are converted into scores from 0 to 
100. Üstün et al. (2010) confirmed that WHODAS 2.0 has a 
Cronbach’s alpha global internal consistency of 0.86 (rang-
ing from 0.82 to 0.98 for its different subscales), one-week 
test-retest reliability of 0.98, and good concurrent validity 
with other instruments measuring a similar concept of dis-
ability (Sartorius & Üstün, 1995; Harwood, Rogers, Dickin-
son, & Ebrahim, 1994; Granger, Hamilton, Linacre, Heine-
mann, & Wright, 1993; Ware Jr, Kosinski, & Keller, 1996).

SOFAS is a modified version of GAF incorporated into 
the V Axis of the DSM-IV (American Psychiatric Associa-
tion, 2000). It is therefore a measure specifically designed to 
evaluate the functionality of people with mental disorders, 
where deterioration is evident in the loss of skills for proper 
performance in four areas: social role, self-care, autonomy, 
and coping (Goldman et al., 1992). SOFAS is scored on a 
100-point scale according to the individual’s level of social 
and occupational functioning on a continuum ranging from a 
state of significant functional impairment to an optimal func-
tioning level. Most outpatients are rated at between 31 and 
70, whereas a large proportion of hospitalized patients score 
between 1 and 40 (Gómez et al., 2015; Romera et al., 2010). 
The highest levels in the SOFAS assessment describe indi-
viduals who do not present significant psychopathology and 
exhibit many positive mental health traits or components 
(Romera et al., 2010; Spitzer, Gibbon, & Endicott, 2000). 
The scale should be applied by a clinician, using information 
from any source (such as medical history and interviews). 
Thus, SOFAS scores correspond to the clinician’s subjective 
impression in relation to the patient’s functioning.

Lastly, the evaluation of symptomatic severity was car-
ried out by two psychiatrists after a diagnostic interview with 
the patient (lasting approximately one hour). The total score 
was recorded on a five-point Likert scale where 1 = no symp-
toms, 2 = mild symptoms, 3 = moderate symptoms, 4 = severe 
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symptoms, and 5 = extremely severe symptoms. To confirm 
the usefulness of this evaluation in the present study, the cor-
relations between two raters and the SOFAS were calculated. 
The results are given in the corresponding section of this text. 
In general, it achieves adequate inter-rater reliability and con-
vergent validity, so it was decided to use it as a method of 
evaluation of this variable in the study.

Procedure

This study derives from a larger project, previously ap-
proved by the research ethics committees of the Instituto 
Nacional de Psiquiatría Ramón de la Fuente Muñiz (see 
data in funding section).

WHODAS 2.0 was applied by psychologists previously 
trained by a certified expert from the Universidad Autóno-
ma de Madrid, María Cabello (Autonomous University of 
Madrid), until they achieved an inter-rater reliability of over 
.85 (each assistant with the certified expert).

Patients were subsequently evaluated by two psychi-
atrists, one of whom acted as an interviewer and the oth-

er as an observer. At the end of the diagnostic interview, 
both clinicians independently completed the evaluation of 
the functionality of each patient based on SOFAS, and their 
symptomatic severity through the ad hoc Likert scale for 
the study.

Data analysis

Data were analyzed using the SPSS-X version 21 package, 
for Windows, PC The descriptive analyses were conducted 
on the basis of means, standard deviations and range for the 
continuous variables, and with frequencies and percentages 
for the categorical variables. Chi square or T-Student tests of 
independent samples were used to determine whether there 
were differences in sociodemographic variables, symptom 
severity, and WHODAS and SOFAS scores among groups 
of patients with and without psychotic symptoms. Pearson 
and Spearman correlations were used to evaluate the asso-
ciations between the different study variables (according to 
their measurement levels). Cronbach’s alpha coefficients 
were calculated to evaluate the internal consistency of the 

Table 1
Socio-demographic variables of the total sample and study groups

Variable
Total sample

n = 153

Patients with
psychotic symptoms

n = 53

Patients without
psychotic symptoms

n = 100
Measures of comparison 

between groups

Sex [n (%)]
   Male 	 44	 (28.8) 	 26	 (49.1) 	 18	 (18) χ2 = 16.30; df = 1 p ≤ .0001
   Female 	 109	 (71.2) 	 27	 (50.9) 	 82	 (82)
Age
   Mean + SD 37.76 ± 12.744 36.32 ± 11.70 38.53 ± 13.25 NS
   Range (18 - 74) (18 - 60) (18 - 74)
Marital status [n (%)]
   Partnered 	 44	 (28.8) 	 5	 (9.43) 	 39	 (39) χ2 = 14.68; df = 1 p ≤ .0001
   Unpartnered 	 109	 (71.2) 	 48	 (90.56) 	 61	 (61)
Educational attainment
   Mean + SD 12.50 ± 3.356 12.42 ± 3.284 12.55 ± 3.40 NS
   Range (0 - 18) (6 - 18) (0 - 18)
Employment status [n (%)]
   Work/school 	 81	 (52.9) 	 25	 (47.2) 	 56	 (56) NS
   No job/school 	 72	 (47.1) 	 28	 (52.8) 	 44	 (44)

Table 2
Internal consistency of WHODAS scores in total sample and study groups

Number of items
in scale and subscales

Patients with
psychotic symptoms

n = 53

Patients without
psychotic symptoms

n = 100
Total sample

n = 153

Total score 38 .92 .89 .91
Communication and understanding 6 .69 .67 .69
Moving around in one’s environment 5 .65 .75 .72
Personal care 4 .54 .55 .55
Interpersonal relations 5 .56 .63 .62
Household activities 4 .86 .78 .82
Work/school activities 6 .86 .90 .90
Participation in society 8 .71 .73 .73
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different dimensions and the total score of the WHODAS 
2.0. In all cases, predefined alpha levels were set at 95%. 
Lastly, in order to compare WHODAS scores between the 
different levels of symptomatic severity of the patients, they 
were divided into three groups according to the rating giv-
en by the evaluating clinician: 1. mild (scores of 1 and 2 
on the symptomatic severity scale), 2. moderate (score of 
3 in symptomatic severity), and 3. severe (scores of 4 and 
5 on the symptomatic severity scale), as did Garin et al. 
(2010). The comparison of total WHODAS scores between 
these three severity levels was performed using a Bonfer-
roni-corrected ANOVA for each of the patient groups (with 
and without psychotic symptoms).

RESULTS

Of the 232 patients referred, a total of 79 did not participate 
in the evaluation because they failed to attend the evalua-
tion appointment (n = 46), had at least one of the exclusion 
criteria (n = 1), or did not agree to sign the letter of informed 
consent (n = 32). Thus, the final sample consisted of a total 

of 153 patients: 65.3% (n = 100) had some affective, anxi-
ety, or stress-related disorder, and no psychotic symptoms, 
while the remaining 34.6% (n = 53) had some psychotic 
disorder or other affective, anxiety, or stress-related disor-
der with psychotic symptoms. Two study groups were then 
formed: 1. patients without psychotic symptoms (with af-
fective, anxiety, or stress-related disorders) and 2. patients 
with psychotic symptoms (with psychotic disorders).

The percentage of women was higher for the group of 
patients without psychotic symptoms, compared to patients 
with psychotic symptoms (χ2 = 16.30; df = 1; p ≤ .0001); 
while the group of patients without psychotic symptoms 
reported having a partner (whether they were married or 
living together) more frequently than those with psychotic 
symptoms (χ2 = 14.68; df = 1; p ≤ .0001). Table 1 shows the 
sociodemographic characteristics of the total sample and by 
diagnostic groups (with or without psychotic symptoms).

Internal consistency of WHODAS

In the internal consistency analysis of the WHODAS scales 
and subscales, high coefficients were recorded for the total 

Table 3
Disability, functionality and symptomatic severity: Description and comparison between groups of patients with and 
without psychotic symptoms

Variable
Total Sample

n = 153

Patients with
psychotic symptoms

n = 53

Patients without
psychotic symptoms

n = 100
Measures of comparison 

between groups

WHODAS [mean ± SD (range)]
	 Total score 44.70 ± 17.46 38.68 ± 16.36 47.89 ± 17.25 t = -3.252; df = 111.06

(5.21 - 95.65) (15.38 - 76.14) (5.21 + 95.65) p = .002
	 Communication and understanding 41.75 ± 19.25 37.57 ± 19.79 43.96 ± 18.67 t = -1.938; df = 100.87

(0 - 85) (0 - 81.25) (0 - 85) p = .055
	 Movement in the environment 34.59 ± 24.29 29.95 ± 21.52 37.06 + 25.39 NS

(0 - 100) (0 - 81.25) (0 - 100)
	 Personal care 30.78 ± 22.63 23.16 ± 19.22 34.82 ± 23.33 t = -3.310; df = 124.92

(0 - 100) (0 - 80) (0 - 100) p = .001
	 Interpersonal relations 47.51 ± 28.38 44.43 ± 29.13 34.82 ± 27.99 NS

(0 - 100) (0 - 100) (0 - 100)
	 Everyday activities at home 46.47 ± 31.61 37.35 ± 32.59 51.30 ± 32.62 t = -2.583; df = 99.12

(0 - 100) (0 - 100) (0 - 100) p = .011
	 Work/school 22.68 ± 30.05 14.55 ± 22.58 27.00 ± 30.13 t = -2.478; df = 151

(0 - 100) (0 - 85.71) (0 - 100) p = .014
	 Participation in society 57.64 ± 20.09 51.04 ± 19.88 61.14 ± 19.39 t = -3.013; df = 103.79

(8.33 - 100) (18.18 - 100) (8.33 - 100) p = .003
SOFAS [mean ± SD (range)]
	 Rater 53.57 ± 12.31 47.62 ± 11.46 56.72 ± 11.60 t = -4.650; df = 107.18

 (15 - 82) (15  - 65) (31 - 82) p ≤ .0001
	 Observer 55.58 ± 12.79 49.34 ± 13.95 58.88 ± 10.81 t = -4.683; df = 151

(25 - 90) (25 - 78) (30 - 90) p ≤ .0001
Symptomatic gravity [mean ± SD (range)]
	 Rater 3.18 ± .68 3.13 ± .81 3.21 ± .60 NS

(2 - 5) (2 - 5) (2 - 5)
	 Observer  3.12 ± .79 3.17 ± 1.03 3.10 ± .64 NS

(1 - 5) (1 - 5) (1 - 4)
Note: SD = Standard deviation; df = degrees of freedom; NS = Not significant.
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sample (.91) and the diagnostic group (.89 for the group 
without psychotic symptoms and .92 for the group with 
psychotic symptoms). Table 2 shows the Cronbach’s alpha 
coefficients of each of the WHODAS subscales.

Convergent validity of WHODAS with SOFAS

The disability scores reported by patients with psychotic 
symptoms in the WHODAS-based interview were lower 
than those recorded by patients without psychotic symp-
toms–except for the area of interpersonal relationships. 
Conversely, according to clinician-rated functionality (SO-
FAS), patients with psychotic symptoms showed greater 
impairment of functioning than those without psychotic 
symptoms (Table 3). Moreover, although the WHODAS to-
tal score was statistically significantly associated with that 
of the SOFAS in the group of patients without psychotic 
symptoms, this was not the case for patients with psychotic 
symptoms (Table 4).

WHODAS construct validity

Figure 1 shows the average total scores of WHODAS ac-
cording to the level of symptomatic severity (mild, mod-
erate, or severe) for the two groups of patients (with and 
without psychotic symptoms).

As one can see, only statistically significant differences 
were found in the disability scores of mild and severe pa-
tients with no psychotic symptoms.

Sociodemographic variables, symptomatic
severity, and perception of disability

In the total study sample, partnered patients (whether mar-
ried or living together) reported higher total disability scores 
than those without a partner (single, divorced, separated, and 
widowed) (WHODAS with partner: 49.76 + 18.24, WHO-
DAS without partner: 42.66 + 16.79; t = 2.231; df= 74.01; 
p = .029).

Being partnered or otherwise was significantly related 
to gender (86.4% of women had a partner, whereas in men 
this only occurred in 13.6%, χ2 = 6.89; df = 1; p = .009), 

whereas gender was associated with the total WHODAS 
score (Rho Spearman = -.212; p = .008). The remaining 
demographic variables were not significantly related to the 
perceived disability of the total sample, or to the group of 
patients without psychotic symptoms.

The analysis restricted to patients with psychotic symp-
toms showed that self perception of disability was greater in 
those who were not engaged in paid employment (WHO-
DAS without paid employment: 43.04 + 16.19, WHODAS 
with paid employment: 33.79 + 15.44, t = -2.12; df = 50 - 76; 
p = .038).

Lastly, in relation to the symptomatic severity of the 
patient (according to the evaluation of the two participating 
clinicians), for the total of the sample, a positive, statistically 
significant correlation was found with the degree of disabil-
ity perceived by patients (through WHODAS) (relationship 
between WHODAS and severity according to the evaluating 

Table 4
WHODAS-SOFAS Pearson Correlations in total sample and study groups

 Patients with
psychotic symptoms

n = 53

Patients without 
psychotic symptoms 

n = 100
Total sample

n = 153

Total WHODAS - SOFAS Rater r = -.008 r = -.245 r = -.062
NS p = .014 NS

Total WHODAS - SOFAS Observer r = -.108 r = -.327 r = -.126
NS p = .001 NS

SOFAS Rater - SOFAS Observer r = .326 r = .255 r = .371
p = .017 p = .011 p ≤ .0001

Symptomatic severity:	 Light	 Mild	 Severe

60

50

40

30

20

10

0

W
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O
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n

	 With psychotic symptoms	 Without psychotic symptoms
Groups of patients

6

*

Figure 1. Total scores for each level of symptomatic severity by pa-
tient group (with and without psychotic symptoms). 95% confidence 
intervals and intervals are presented; * p ≤ .05.
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clinician: r = .217; p = .007; relationship between WHO-
DAS and severity according to observing clinician: r = .280; 
p ≤ .0001). The same was true of the analysis by diagnostic 
groups (with or without psychotic symptoms).

It should be noted that the Likert scale scores for se-
verity of the total sample by both clinicians correlated pos-
itively (r = .28; p ≤ .01), proving their inter-rater reliability. 
Moreover, they were negatively associated with disability 
scores through SOFAS (r = -.54 for raters, and r = -.64 for 
observers, p ≤ .01 in both cases), suggesting divergent va-
lidity for this form of evaluation of patient symptoms.

DISCUSSION AND CONCLUSION

The results of this study suggest that WHODAS 2.0 func-
tions consistently in patients with mental disorders with or 
without psychotic symptoms. In general, according to Nun-
ally’s (1987) suggestion for the interpretation of Cronbach’s 
alpha coefficients (to consider them high as from .70), the 
internal consistency indexes of the total scale were adequate 
for patients with mental disorders with or without psychot-
ic symptoms who participated in this study. These findings 
are consistent with those obtained in other countries where 
very high rates of internal consistency of WHODAS have 
been obtained in patients with schizophrenia (Guilera et al., 
2012) and depression (Chwastiak & Von Korff, 2003).

In addition, coefficients hovered around .70 or great-
er for most subscales in both groups of patients, with the 
exception of the domains of “personal care” and “interper-
sonal relationships”, with moderate (rather than high) con-
sistencies of approximately .60. This may be because they 
are also among the scales with fewest items, which explains 
why the coefficients are similar in both groups of patients 
(Cervantes, 2005).

Moreover, for the group of patients without psychotic 
symptoms, a significant correlation was found between the 
evaluation using this tool and that performed by clinicians 
based on SOFAS. This association was, however, of a low 
magnitude (approximately .3), which implies a partial co-
incidence between the patient’s perception of his degree of 
disability and that of the psychiatrist regarding his level of 
functioning. These data coincide with those previously ob-
served in the Spanish population (Guilera et al., 2015).

As in the Spanish sample of patients with bipolar disor-
der, in the participants of our study with affective, anxiety, 
or stress-related disorders, the areas of greatest disability 
were the activities involving everyday living (basically 
at home) and social participation. As might be hypothe-
sized, given the nature of the symptomatology character-
istic of these conditions, patients with affective, anxiety, or 
stress-related disorders will find it more difficult to function 
socially because of the lack of desire to undertake activities 
involving interpersonal relationships.

Regarding the construct validity of WHODAS, it was 
observed that among patients with no psychotic symptoms, 
the total WHODAS score was higher for those with mild 
symptomatology compared to those with moderate and se-
vere symptomatology.

At the same time, it is striking that the patients with 
psychotic symptoms included in this study perceived them-
selves as having less disability in almost all areas of func-
tioning compared to patients without psychotic symptoms. 
In fact, in the group of patients with psychotic symptoms, 
there was no relationship between their assessment of dis-
ability with WHODAS 2.0 and that of functionality by the 
clinicians based on SOFAS.

These results are consistent with the study by Chopra, 
Couper, and Herrman (2004) which showed that patients 
with psychotic disorders minimized their problems in the 
areas of everyday living and self-care compared to clini-
cal evaluations. It is probable that these patients, given the 
cognitive impairment that their symptoms imply, lacked 
clarity regarding the impact of their disease on their every-
day functioning, as opposed to patients without psychotic 
symptoms (Guilera et al., 2015).

Furthermore, in this study, there were no significant 
differences in WHODAS scores among patients with mild, 
moderate, or severe symptoms. This data could be interpret-
ed in two ways: questioning the WHODAS construct validi-
ty for this particular psychiatric population, or as additional 
evidence regarding the partial independence of symptomat-
ic severity and levels of disability–the reason why the use 
of GAF for the assessment of functional impairment (Gold-
man et al., 1992) has been questioned.

As suggested in other studies, since WHODAS 2.0 is 
based on subjective patient perception, it may provide less 
reliable reports when used by individuals with cognitive 
deficits (McKibbin, Patterson, & Jeste, 2004; Alptekin et 
al., 2005). On the other hand, the presence of symptoms 
such as delusions, suspicion, grandeur, and low attunement 
have also been related to an over-estimation of the self-re-
ported performance level compared to evaluations by clini-
cians and third-party informants (Sabbag, Twamley, Vella, 
Heaton, Patterson, & Harvey, 2012).

Either way, the patient’s perception could be useful 
for building therapeutic alliances and commitment to treat-
ment by patients with psychotic symptoms. It could also 
be useful in the design and implementation of therapeutic 
programs that address patients’ needs. For example, since 
patients with psychotic symptoms perceived themselves to 
be more disabled if they did not have a paid job, function-
al rehabilitation programs targeting this population would 
have to devote special efforts to their job training.

In conclusion, the WHODAS 2.0 scale has proved to 
be an adequate measure of disability in terms of internal 
consistency and construct validity in patients with affec-
tive, anxiety, or stress-related disorders. In the case of 
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those with psychotic symptoms, it also functions consis-
tently and makes it possible to determine their subjective 
perception of disability, which, although it may not always 
coincide with that of a specialist clinician, may be useful 
for complementing the evaluation of this construct by tak-
ing into account both perspectives, that of the clinician and 
the patient.

Limitations and suggestions

In this study, a basic psychometric evaluation of WHODAS 
2.0 was carried out, suggesting that future studies should 
be conducted to determine other measurement properties of 
this instrument, especially those related to temporal stabili-
ty and sensitivity to change.

Although the sample size is adequate for the central 
objective of the study (in relation to the WHODAS psycho-
metric evaluation), the descriptions of the disability level 
by area or functioning domain presented for each group of 
patients constitutes additional information which should be 
generalized with caution, in view of the fact that it is drawn 
from a sample of people seeking specialized care services in 
an urban area, who have higher average educational attain-
ment than the general population.

At the very least, this is information which could have 
a certain heuristic value in promoting the implementation 
of complementary pharmacological treatments that would 
allow our patients to exercise their right to full, effective 
participation and inclusion in society and in community and 
civic life (Baumgartner & Susser, 2013).
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