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ABSTRACT
Background: To further understand the relationship between anxiety and depression, this 
study examined the factor structure of the combined items from two validated measures for 
anxiety and depression.
Methods: The participants were 406 patients with mixed psychiatric diagnoses including 
anxiety and depressive disorders from a psychiatric outpatient unit at a university-affiliated 
medical center. Responses of the Beck Anxiety Inventory (BAI), Beck Depression Inventory 
(BDI)-II, and Symptom Checklist-90-Revised (SCL-90-R) were analyzed. We conducted an 
exploratory factor analysis of 42 items from the BAI and BDI-II. Correlational analyses were 
performed between subscale scores of the SCL-90-R and factors derived from the factor 
analysis. Scores of individual items of the BAI and BDI-II were also compared between groups 
of anxiety disorder (n = 185) and depressive disorder (n = 123).
Results: Exploratory factor analysis revealed the following five factors explaining 56.2% 
of the total variance: somatic anxiety (factor 1), cognitive depression (factor 2), somatic 
depression (factor 3), subjective anxiety (factor 4), and autonomic anxiety (factor 5). The 
depression group had significantly higher scores for 12 items on the BDI while the anxiety 
group demonstrated higher scores for six items on the BAI.
Conclusion: Our results suggest that anxiety and depressive symptoms as measured by the 
BAI and BDI-II can be empirically differentiated and that particularly items of the cognitive 
domain in depression and those of physical domain in anxiety are noteworthy.

Keywords: Anxiety; Depression; Exploratory Factor Analysis; Beck Anxiety Inventory;  
Beck Depression Inventory-II

INTRODUCTION

Depression and anxiety are perhaps the two most common psychological symptoms 
and they often coexist.1 In fact, depressive and anxiety disorders are the most common 
comorbid psychiatric illnesses in both general and clinical populations.2,3 The US National 
Comorbidity Survey reported 51% of patients with major depression also suffered from 
any anxiety disorders in the past 12 months and the lifetime prevalence was similar (58%), 
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indicating chronicity of the comorbid anxiety condition.4 In a Dutch report, prevalence of 
anxiety disorder in depressed patients was 67% in the past year and 75% in their lifetime; 
vice versa, rates of depressive disorder in patients with anxiety disorder was 63% and 81%, 
respectively.3 Clinical data also replicated these results: in a large clinical cohort of anxiety 
disorders, 64% had current diagnosis of major depressive disorder.5 It was also found that 
comorbid prevalence rate of a mood disorder varies across individual anxiety disorders 
ranging from 15% in simple phobia to 66% in obsessive compulsive disorder.6 The negative 
impact of anxiety-depression comorbidity is also noteworthy: patients with these conditions 
have a more severe clinical condition and increased suicidal attempts and risk, implying a 
more negative course and more negative outcomes.1

Despite this high coexistence of anxiety and depressive disorders, there is controversy as to 
whether these two constructs have a single basic underlying dimension or if they are two 
distinct entities. Nosologically speaking, Diagnostic and Statistical Manual of Mental Disorders, 
5th edition (DSM-5) considers depressive disorder and anxiety disorder different entities,7 
although International Classification of Diseases, 10th revision has left one exceptional 
integrated zone, ‘mixed anxiety and depressive disorder,’ when anxiety or depression are 
concurrent but neither of them are dominant and fall short of independent diagnoses.8 Another 
area that needs to be understood is the co-occurrence of anxiety and depressive symptoms. 
For example, difficulty concentrating, insomnia, and fatigue are common symptoms both 
generalized anxiety disorder and major depressive disorder.7 Self-rating instruments of anxiety 
and depression in adults have been known to have poor discriminant validity although clinical 
ratings tend to better distinguish between anxiety and depression.9

One approach to determine the nature of constructs of anxiety and depression is to combine 
items from validated measures for anxiety and depression and to explore pertinent factor 
solutions. In this context, several studies have been conducted for both clinical and general 
population without convincing evidence as to whether anxiety and depressive symptoms are 
of two separate constructs or if general distress (negative affectivity) is simply a common 
dimension of the two ailments.

Feldman re-examined four published data sets (three undergraduate populations and 
one psychiatric population) that included self-reported anxiety and depressive scales and 
ran confirmatory factor analysis (CFA) for one- and two-factor models.10 Consequently, 
no differences in goodness-of-fit indices were found between the two models indicating 
that these anxiety and depression scales measure general negative mood rather than each 
symptom per se. However, Hewitt and Norton conducted an exploratory factor analysis (EFA) 
for 42 items from the Beck Anxiety Inventory (BAI) and the Beck Depression Inventory (BDI) 
in a diverse sample of 291 psychiatric patients.11 In contrast to the previous study, a two-
factor solution surfaced in which anxiety and depression were separate.

Following studies with larger sample size have demonstrated both common and specific 
dimensions of anxiety and depression that is in line with the tripartite model12: common 
negative affectivity (NA), anxiety (physiological hyper-arousal), and depression (low positive 
affectivity). A major common factor and separate anxiety and depression has been derived 
from a study after analyzing 844 psychiatric outpatients and 420 college students using the 
BAI and BDI items.13 The two studies that follow have also reported a major common factor 
as well as separate anxiety and depression factors from large psychiatric populations by 
combining the BAI and BDI-II items.14,15 Finally, results from a CFA with 137 outpatients with 
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major depressive disorder were analyzed; a unidimensional one-factor model had a good fit, 
but a multidimensional two-factor model had a better fit.16

Results from the literature are inconclusive and their limitations include heterogeneous 
clinical diagnoses rather than a focus on anxiety and depressive disorders as well as lack 
of cross-cultural replication. Our previous study using EFA of Zung's self-rating anxiety 
and depression scales extracted seven factors explaining 56% of the variance — mainly 
depression, mainly anxiety, common somatic symptoms, and others — providing support 
for the tripartite model.17 The objective of this study was to determine whether anxiety 
symptoms can be empirically differentiated from depressive symptoms by conducting a 
single EFA of the pooled items from the BAI and BDI-II.

METHODS

Study participants
The present study used data from a questionnaire survey at a psychiatric outpatient unit 
of Hanyang University Guri Hospital. During a two-year period, data were consecutively 
(first come, first served) collected from new treatment-seeking patients who had DSM-IV 
diagnoses and agreed to participate in the research. Inclusion criteria were 1) a current 
index DSM-IV diagnosis according to the Structured Clinical Interview for DSM-IV Axis I 
Disorders-Clinician Version,18 2) ability to read and write, and 3) age between 18 and 65; 
exclusion criteria were 1) acute psychotic or substance intoxicated states, 2) neurological or 
cognitive disorders, and 3) a severe medical condition. A psychiatric nurse or a psychiatrist 
explained the purpose of the study and obtained written consents from each participant. As a 
result, responses from 406 patients were gathered and analyzed for this study.

Measurements
BAI
The BAI is a 21-item instrument to measure the severity of anxiety symptoms.19 It asks individuals 
to rate symptoms of anxiety on a four-point scale (e.g., ‘heart pounding or racing’ and ‘fear 
of losing control’). The total score ranges from 0 to 63, with higher scores indicating more 
severe anxiety symptoms. We used a Korean version of the BAI20 that proved excellent internal 
consistency (Cronbach's alpha = 0.91) and good discriminant validity for anxiety disorders.

BDI-II
The BDI is a 21-item questionnaire designed to assess the degree of depressive symptoms 
present over the two weeks' period. Each item is rated on a four-point Likert-type scale 
ranging from 0 to 3; its total score ranges from 0 to 63, with higher scores indicating more 
severe depressive symptoms. The BDI was originally developed by Beck in 196121 and 
revised to BDI-II in 1996 in response to changes in the DSM-IV criteria for the diagnosis of 
depressive symptoms.22 The psychometric properties of the BDI-II among the Korean clinical 
population diagnosed as DSM-IV depressive disorders showed good internal consistency 
(Cronbach's alpha = 0.83), excellent criterion validity with other depression measures, and a 
good sensitivity (0.94) and specificity (0.98) profile.

SCL-90-R
The SCL-90-R is a self-administered 90-item questionnaire with a five-point Likert Scale (1, not 
at all; 5, extremely often) that evaluates a broad range of psychological problems and symptoms 

3/11https://jkms.org https://doi.org/10.3346/jkms.2018.33.e128

Combined Factor Structure of the BAI and BDI-II

https://jkms.org


of psychopathology in both psychiatric and medical settings. The test facilitates assessment 
of nine primary symptom dimensions comprising somatization, obsessive-compulsive, 
interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, 
and psychoticism. The SCL-90-R has been formally standardized from general and clinical 
population in Korean.23

Statistical analysis
To assess the factorial validity, an exploratory common factor analysis (principal axis 
factoring) with Promax rotation was conducted. The number of factors was determined 
by the size of eigenvalues (> 1) and the variance explained by each factor, as well as the 
coherence and interpretability of the factors. Items allocated to a specific factor were based 
on a loading of more than 0.30 on the corresponding factor, and items were excluded when 
the difference of factor loadings was less than 0.10.

The level of significance was set at < 0.05. All of the analyses were performed with SPSS 
version 21.0 for Windows (IBM Inc., Armonk, NY, USA) and R 3.4.1 (R Development Core 
Team, Vienna, Austria, http://www.R-project.org/) with q value packages.24 A bidirectional 
P value < 0.05 was considered statistically significant. Analysis of false discovery rate 
(FDR)25 was applied to control for experiment-wise type I errors resulting from multiple 
comparisons by providing an adjusted overall q-value, with adjusted P values. The FDR 
threshold was set to 0.05.

Ethics Statement
The Institutional Research Ethics Committee of the Hanyang University Guri Hospital 
approved the study process and protocol including the informed consent (2017-10-004). All of 
the participants provided written informed consent.

RESULTS

General characteristics
The demographic data of 406 participants are summarized in Table 1. Their mean age was 
40.7 years (standard deviation [SD] = 15.0); over half were women (n = 232, 57.1%) and 
religious (n = 229, 56,4%); half were married (n = 203, 50.0%) and high school graduates  
(n = 206, 50.7%). Anxiety disorder (n = 185, 45.6%) and depressive disorder (n = 123, 30.3%) 
comprised more than three-fourths of the sample. The mean scores of the BAI and BDI-II 
were 23.7 (SD = 14.7) and 26.2 (SD = 12.9), respectively.

Exploratory factory analysis
Six factors with eigen values greater than one were extracted from the combined BDI-II 
and BAI scales, however the last factor was ignored because it had only two items with one 
cross-loaded.26 The final five factors accounted for 56.2% of the total variance (Table 2). The 
Kaiser-Meyer-Olkin measure (0.95) and Barrett's test of sphericity (P < 0.001) have indicated 
that the factor structure was appropriate.

Factor 1 (F1, somatic anxiety) consisted of nine items of the BAI associated with 
neurophysiological and panic-like symptoms explaining 38.1% of the total variance. It 
contained respiratory, skeletal, circulatory, and neurological symptoms of anxiety. Factor 2 
(F2, cognitive depression) consisted of 10 items on the BDI and accounted for 8.5% of the 
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total variance. This factor was comprised of the BDI items worthlessness, negative attitude 
toward self, self-criticalness, pessimism, guilt, suicidal thoughts, and indecisiveness. Factor 
3 (F3, somatic depression) consisted of 11 items (nine items from the BDI and two items from 
the BAI) accounting for 3.9% of the total variance. Items from the BAI included were ‘unable 
to relax’ and ‘being nervous’; the latter cross-loaded on the following fourth factor. Factor 4 
(F4, subjective anxiety) consisted of six items and explained 3.1% of the total variance. This 
factor was comprised of five items from the BAI and ‘agitation’ from the BDI and was also 
loaded on somatic depression. Factor 5 (F5, autonomic anxiety) consisted of four items: 
facial flush, hot/cold sweats, hot sensation, and indigestion on the BAI and accounted for 
2.6% of the total variance.

Correlation analysis
Pearson's correlation analyses showed that there were significant positive correlations 
among these five factors (Table 3). In particular, F4 (subjective anxiety) was composed of 
all the BAI items except one and had the strongest positive correlation with F1 (somatic 
anxiety), which was composed of only BAI items (r = 0.721, P < 0.010). F5 (autonomic 
anxiety) was composed of only the BAI items and showed the second highest positive 
correlation with F1 (r = 0.698, P < 0.010). There was a significant correlation between the 
BAI and BDI-II (r = 0.677, P < 0.010).

There were significant correlations among all factors and nine subscales of the SCL-90-R  
(P < 0.010) (Table 4). Particularly, the somatization subscale of the SCL-90-R had the 
highest correlation with somatic anxiety (r = 0.800, P < 0.001). Cognitive depression was 
positively correlated with the depression subscale of the SCL-90-R (r = 0.734, P < 0.010) 
while F4 (subjective anxiety) was positively correlated with the anxiety subscale of SCL-90-R 
(r = 0.438, P < 0.010).
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Table 1. General descriptions of participating psychiatric outpatients (n = 406)
Variables Valuesa

Sex
Male 174 (42.9)
Female 232 (57.1)

Diagnoses
Anxiety disorder 185 (45.6)
Depressive disorder 123 (30.3)
Adjustment disorder 29 (7.1)
Others 69 (17.0)

Marital Status
Married 203 (50.0)
Separation or divorced 31 (7.6)
Widowed 13 (3.2)
Never married 144 (35.5)

Religion
Christianity 132 (32.5)
Buddhism 56 (13.8)
Catholicism 31 (7.6)
Others 10 (2.5)
None 147 (36.2)

Education
Less than high school 78 (19.2)
High school graduate 206 (50.7)
More than college graduate 96 (23.7)

Data shown are number (%).
aTotal sum of cases may not be 406 due to missing data.
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Table 2. Factor structure and loadings of 42 items from BAI & BDI-II in psychiatric outpatients (n = 406)
No. Items Communalities F1 F2 F3 F4 F5 F6
A11 Feeling of choking 0.604 0.833 0.481 0.538 0.460 0.317
A15 Difficulty in breathing 0.517 0.817 0.382 0.474 0.394
A19 Faint / lightheaded 0.533 0.814 0.455 0.614 0.422
A13 Shaky / unsteady 0.508 0.788 0.335 0.433 0.534 0.548 0.329
A3 Wobbliness in legs 0.477 0.774 0.374 0.589 0.498 0.573
A12 Hands trembling 0.573 0.738 0.375 0.412 0.483 0.472 0.375
A7 Heart pounding/racing 0.559 0.734 0.484 0.599 0.607
A6 Dizzy or lightheaded 0.556 0.715 0.520 0.432 0.482
A1 Numbness or tingling 0.499 0.620 0.566 0.492 0.493
D14 Worthlessness 0.451 0.773 0.477 0.385 0.305
D8 Self-criticalness 0.465 0.737 0.429 0.342
D6 Punishment feelings 0.578 0.732 0.392 0.325
D7 Self-dislike 0.475 0.729 0.532 0.369 0.394
D3 Past failure 0.599 0.728 0.436 0.365 0.313
D2 Pessimism 0.594 0.321 0.666 0.502 0.396 0.346
D5 Guilty feelings 0.474 0.650 0.365
D9 Suicidal thoughts 0.624 0.630 0.474 0.364 0.546
D13 Indecisiveness 0.532 0.597 0.566 0.534 0.353 0.359
D10 Crying 0.498 0.388 0.580 0.540 0.318 0.404
D20 Tiredness of fatigue 0.617 0.412 0.378 0.765 0.379 0.415 0.312
D15 Loss of energy 0.495 0.394 0.446 0.756 0.490 0.308 0.419
D12 Loss of interest 0.496 0.356 0.589 0.732 0.488 0.398
A4 Unable to relax 0.640 0.560 0.473 0.721 0.586 0.440 0.306
A10 Nervous 0.672 0.497 0.423 0.708 0.658 0.493 0.582
D18 Changes in appetite 0.574 0.370 0.470 0.694 0.392 0.478
D1 Sadness 0.705 0.420 0.685 0.686 0.541 0.354 0.494
D19 Concentration difficulty 0.546 0.302 0.397 0.681 0.472 0.339 0.411
D4 Loss of pleasure 0.621 0.574 0.676 0.421
D16 Changes in sleeping patterns 0.579 0.420 0.346 0.655 0.344
D21 Loss of interest in sex 0.737 0.324 0.508 0.316 0.357
A17 Scared 0.652 0.614 0.384 0.472 0.851 0.432 0.325
A9 Terrified or afraid 0.700 0.541 0.365 0.476 0.849 0.443
A5 Fear of worst happening 0.592 0.492 0.494 0.575 0.828 0.434 0.323
A8 Unsteady 0.653 0.474 0.444 0.583 0.722 0.478 0.492
A16 Fear of dying 0.632 0.602 0.351 0.424 0.708 0.362 0.430
D11 Agitation 0.683 0.455 0.493 0.573 0.627 0.373 0.300
A20 Face flushed 0.577 0.487 0.312 0.402 0.804
A21 Hot/cold sweats 0.757 0.581 0.473 0.509 0.780
A2 Feeling hot 0.533 0.519 0.519 0.410 0.779
A18 Indigestion 0.702 0.431 0.403 0.543 0.505 0.658 0.422
D17 Irritability 0.681 0.414 0.452 0.548 0.465 0.428 0.728
A14 Fear of losing control 0.645 0.528 0.503 0.578 0.659 0.406 0.664
Eigen value 16.000 3.555 1.638 1.299 1.111 1.002
% of variance 38.095 8.465 3.901 3.093 2.645 2.386
Cumulative % of variance 38.095 46.560 50.461 53.554 56.199 58.585
Salient loading values are printed in bold. Rotation method: Promax with Kaiser-Meyer-Olkin normalization. Loadings greater than 0.30 are shown. KMO = 0.950, 
Bartlett's χ2 = 8604.204 (P < 0.001). Factor 6 with D17 and A14 was discarded.
BAI = Beck Anxiety Inventory, BDI = Beck Depression Inventory, A = BAI item, D = BDI item, F1 = somatic anxiety, F2 = cognitive depression, F3 = somatic 
depression, F4 = subjective anxiety, F5 = autonomic anxiety.

Table 3. Correlation among extracted factors of BAI and BDI-II in psychiatric outpatients (n = 406)
Factors F1 F2 F3 F4 F5
F1 1 - - - -
F2 0.422a 1 - - -
F3 0.624a 0.701a 1 - -
F4 0.721a 0.571a 0.671a 1 -
F5 0.698a 0.428a 0.595a 0.612a 1
BAI = Beck Anxiety Inventory, BDI = Beck Depression Inventory, F1 = somatic anxiety, F2 = cognitive depression, F3 = somatic depression, F4 = subjective anxiety, 
F5 = autonomic anxiety.
aCorrelation is significant at the 0.01 level (2-tailed).
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Differences according to disease group
The depressive disorder group showed significant higher scores for all BDI items 
(Supplementary Table 1 and Fig. 1). When adjusted for multivariate analysis, 12 of 21 items 
on the questionnaires had significance (items 1, 2, 3, 5, 7, 8, 9, 10, 12, 13, 18, and 21). Some 
BAI items (items 4, 8, 10, 14, 18, and 20) showed higher mean scores in the depressive 
disorder group than those in the anxiety disorder group. When adjusting for multivariate 
analysis, six BAI items (items 6, 7, 11, 15, 16, 19) showed significantly higher scores in the 
anxiety group than those in the depressive disorder group.
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Table 4. Correlation among extracted factors of BAI and BDI-II and subscales of SCL-90-R
Symptoms F1 F2 F3 F4 F5
Somatization 0.800a 0.493a 0.694a 0.645a 0.683a

Obsessive-compulsivity 0.519a 0.679a 0.724a 0.649a 0.522a

Interpersonal sensitivity 0.429a 0.654a 0.602a 0.565a 0.443a

Depression 0.522a 0.734a 0.773a 0.678a 0.490a

Anxiety 0.403a 0.301a 0.411a 0.438a 0.316a

Hostility 0.483a 0.622a 0.587a 0.518a 0.475a

Phobia 0.551a 0.460a 0.518a 0.621a 0.395a

Paranoia 0.422a 0.605a 0.554a 0.546a 0.411a

Psychoticism 0.521a 0.697a 0.665a 0.667a 0.502a

BAI = Beck Anxiety Inventory, BDI = Beck Depression Inventory, SCL-90-R = Symptom Checklist-90-Revised, F1 = somatic anxiety, F2 = cognitive depression, F3 = 
somatic depression, F4 = subjective anxiety, F5 = autonomic anxiety.
aCorrelation is significant at the 0.01 level (2-tailed).

Sadness

BDI1 BDI2 BDI3 BDI5 BDI7 BDI8 BDI9 BDI10 BDI12 BDI13 BDI18 BDI21 BAI7BAI6 BAI11 BAI15 BAI19BAI16

Pessimism Past 
failure

Guilty 
feelings

Self-
dislike

Self-
critical-

ness

Suicidal 
thoughts 
or wishs

Crying Loss of 
interest

Indeci-
siveness

Changes 
in 

appetite

Loss of 
interest 
in sex

Dizzy or 
light-

headed

Heart 
pounding

/racing

Feeling 
of 

choking

Difficulty 
in 

breathing

Fear 
of 

dying

Faint/
light-

headed

0.4

2.0

0.6

0.8

1.0

1.4

1.2

1.6

1.8

Anxiety disorder (n = 185)
Dpressive disorder (n = 123)

Fig. 1. Items from the BDI-II and BAI significantly different between anxiety disorder and depressive disorder. Mean values are shown by bar graphs. 
BDI = Beck Depression Inventory, BAI = Beck Anxiety Inventory.
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In comparison of factor score, factor 1 score was significantly higher in anxiety disorder 
group than depressive disorder group. Whereas, factors 2 and 3 were higher in depressive 
disorder group (Supplementary Table 2).

DISCUSSION

The EFA of the pooled items from the BAI and BDI, the most widely used self-report 
assessment tools of anxiety and depression, respectively was performed to identify the 
relationship between anxiety and depression. As a result, five factors were obtained: three 
related to anxiety (somatic, subjective, and autonomic) and two related to depression 
(cognitive and somatic). Two BAI items (unable to relax and being nervous) belonged to 
somatic depression and one BDI item (agitation) was loaded in subjective anxiety. However, 
being nervous and agitation had cross-loadings whose differences were smaller than 0.1. 
Moreover, correlations between the factors showed stronger association among factors of 
anxiety and among those of depression. Overall, a model of separate anxiety and depression 
was supported by our results.

Hewitt and Norton's EFA on psychiatric patients with mixed diagnoses11 and Enns et 
al.'s CFA on patients with depressive disorder16 had similar findings as ours. In contrast, 
Feldman's CFA on four published datasets supported one common factor of anxiety and 
depression.10 This discrepancy may in part be explained by exclusion of BAI among various 
anxiety and depression measures in the four sets of data; in fact, the data was accumulated 
before introduction of the scale. As such, our previous study using EFA on psychiatric 
patients using Zung's Self-rating Anxiety and Depression Scales yielded one common factor 
and others representing anxiety and depressive symptoms, respectively.17 An initial goal of 
developing the BAI was to establish a self-questionnaire that accurately differentiates anxiety 
symptoms (emotional, cognitive, and physical) from depression and the BAI displayed better 
discriminant validity than the other anxiety measures.19

The findings may indicate that the tripartite model should be tested in the future by 
comparing the goodness-of-fit in each model of the Korean clinical population. First, there 
exist significant correlations between factors of anxiety and depression (r = 0.4–0.7) and 
between the total scores of the BDI-II and BAI (r = 0.677). Second, several items cross-loaded 
on anxiety and depression factors and some items in BDI-II had higher scores for those with 
anxiety disorder. However, F1 and F5 consisted of physiological hyperarousal items, F2 was 
low positive affect items, and F3 and F4 were negative affect items, respectively. This study 
was exploratory (i.e., common factor analysis) because this is the first attempt to examine 
combined factor structure of the BAI and BDI measures in a sample of Korean clinical 
participants.

In this study, cognitive aspects of anxiety and depression emerged as separate factors, which 
is in line with the cognitive specificity theory of anxiety and depression by Beck.27 The theory 
emphasizes that cognition in depression focuses on past failure and loss while cognition 
tends to overestimate harm and danger in anxiety.

It is noteworthy that most items on the BDI-II that were significantly higher in depressive 
disorder compared to anxiety disorder were included in F2 (cognitive depression), consistent 
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with one study on cognitive affective domains to distinguish depressive symptoms of 
depressive disorders from those of anxiety disorder.28 On the other hand, statistically 
significant BAI items die anxiety disorder all belonged to F1 (somatic anxiety).

The cognitive domain in depressive disorders and the physical domain of anxiety disorders 
can be key points to distinguish depression and anxiety.

Although depression and anxiety have distinct elements, they also have some common 
causes. Indeed, discrimination of anxiety and depression using the corresponding self-report 
questionnaire has limitations because the scales are highly correlated with each other.29 
This study also found that two BAI items — unable to relax and nervous — loaded on F3 
(somatic depression). The presence of non-discriminatory items not being characteristics 
of the disease suggests that a spectral approach is needed to understand commonalities in 
depressive and anxiety symptoms.30

Some limitations of this study are as follows. First, our sample was diagnostically mixed 
although 75% had either depressive or anxiety disorder and all were recruited from an 
outpatient unit of a single center of university-affiliated training hospital. Thus, our 
participants did not represent diverse groups of patients with anxiety and depression and, 
particularly, more severe and less economically disadvantaged patients may be under-
represented. Second, only index diagnosis was considered in this study and comorbid 
conditions were not accounted for; our participants' disease diagnosis was based on clinical 
diagnosis rather than structured interviews. In addition, coexisting diseases were not 
considered. Third, the severity of the disease was not reflected. In the case of BDI, it is known 
that discrimination between anxiety disorder and depressive disorder is effective when the 
severity of the disorder is mild.31

Nevertheless, a strength of this study was that it integrated the evaluation of anxiety and 
depression from a relatively large number of clinical subjects using the widely used BDI-II 
and BAI questionnaires. This study supported cross-equivalence of BDI-II and BAI in that 
different language versions measure two separate constructs of anxiety and depression. 
Compared to our previous study using other tools,17 in these results also confirmed that 
the cognitive domain in depression and the physical domain in anxiety disorder could 
contribute to the differentiation of depression and anxiety characteristics. Korean psychiatric 
patients tend to appeal to the conflict of mind as somatic symptoms. In Korean depression 
patients, there were many physical symptoms and hypochondriasis such as digestive and 
cardiovascular symptoms.32 In our study, the inclusion of physical symptoms as major factors 
(F1, F3) may reflect these cultural characteristics.

To reaffirm the results of this study, CFA will be needed to use for individuals with anxiety 
disorder, depressive disorder, and comorbid anxiety and depressive disorders.

In conclusion, this study reported a meaningful factor solution using EFA of the Korean 
versions of the BAI and BDI-II among psychiatric outpatients, providing additional evidence 
for the differentiation of anxiety and depressive symptoms. Among them, F1 (somatic 
anxiety) was expressed well in anxiety disorder, F2 (cognitive depression) and F3 (somatic 
depression) were expressed in depressive disorder. In the future, specialized pharmacological 
or psychological treatments should be tailored for each symptom.
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