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ABSTRACT
Introduction: The Hospital Anxiety and Depression Scale (HADS) is widely used to predict and diagnose hospital anxiety 
and depression. It has been translated and validated in many languages, but the existing Arabic version was not validated in 
hospitalized patients. The aim was to translate, culturally adapt, and validate the HADS Questionnaire into Arabic language 
for in‑patient use, especially for surgical wards.

Methods: A systematic translation process was used to translate the original English HADS into Arabic. After the pilot study, 
we validated our version in surgical patients at two tertiary care centers. We tested the reliability of our version using internal 
consistency. We examined the validity by assessing construct validity, concurrent validity (by testing the associations between 
HADS, Generalized Anxiety Disorder 7‑item scale [GAD‑7], and Major Depression Inventory [MDI]), and face validity. The 
questionnaire was administered before and after surgery to examine responsiveness.

Results: A total of 110 patients (22 men, 88 women) were included in the study. Cronbach’s αs for the HADS anxiety subscale 
were 0.83 (95% confidence interval: 0.79 – 0.88) and for the HADS depression subscale were 0.77 (0.7–0.83). Nearly 36% of 
the patients reported symptoms indicative of borderline or case anxiety before surgery, which decreased to 25% 1 week after 
surgery. HADS anxiety score was strongly correlated with GAD‑7, and HADS depression score was strongly associated with 
MDI. Patients with higher American Society of Anesthesiologists Physical Status and those who remained hospitalized for more 
than 5 days were more likely to report depression symptoms. Most patients found the HADS questions to be clear and easy to 
understand, and thought the questionnaire items covered all their problem areas regarding their hospital anxiety and depression.

Conclusions: Our Arabic version of HADS is a reliable and valid tool to assess the mood states in hospitalized patients.
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Introduction

The emotional aspects of patients’ illnesses are sometimes 
overlooked in daily medical practice. Although most 

physicians are aware of this reality, they usually have little 
time to effectively assess and address patients’ emotional 
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states. A reliable and brief mood assessment tool would 
help physicians evaluate and address the emotional aspect 
of their patients. Multiple screening tools were developed 
to assess anxiety (e.g., Generalized Anxiety Disorder 7‑item 
scale [GAD‑7])[1] and depression (e.g., Major Depression 
Inventory [MDI]).[2] However, they were not primarily 
designed for use among hospitalized patients.

Zigmond and Snaith[3] introduced the Hospital Anxiety and 
Depression Scale (HADS) in 1983 to assess the levels of 
anxiety and depression among patients in nonpsychiatric 
hospital clinics. The HADS was designed to measure 
anxiety and depression with two separate subscales. Items 
describing somatic symptoms of depression (e.g., dizziness 
and headaches) were eliminated from the scale to reduce 
the effect of physical illness on the depression scores. The 
remaining items of the depression subscale were largely 
based on anhedonic state and chosen carefully to reflect 
the cognitive and emotional aspects of anxiety. Subsequent 
systematic review of published HADS studies concluded that 
the questionnaire is a clinically meaningful psychological 
screening tool, which is sensitive to changes during the 
course of diseases, and in response to psychotherapeutic and 
psychopharmacological intervention. The HADS scores can 
also predict psychosocial and possibly physical outcome.[4]

An Arabic version of the HADS has been in use since 1987, 
and has been validated in Saudi Arabia,[5,6] Kuwait,[7] and 
the United Arab Emirates[8] in primary‑care settings. The 
instrument has also been validated for use in emergency care 
settings.[9] However, it remains unknown if the existing Arabic 
version of the HADS works well for hospitalized patients, 
especially among patients having surgery.

The goal was to translate, culturally adapt, and validate the 
HADS Questionnaire into Arabic language for in‑patient use, 
especially for surgical wards.

Methods

A repeated measures study was conducted between April 2015 
and December 2016 in two tertiary hospitals in Riyadh – Saudi 
Arabia: King Faisal Specialized Hospital (KFSH) (Institutional 
Review Board [IRB] approval No. 2141 101) and King Fahad 
Medical City (KFMC) (IRB approval No. 14‑107). Data were 
captured electronically to standardize the collection process 
and maintain quality.

Translation and cultural adaptation
Initial translation (forward translation)
Five bilingual translators, from five Arabic countries 
(Syria, Saudi Arabia, Yemen, Sudan, and Egypt) with different 

dialects, were assigned. All translators spoke Arabic as their 
mother language. Two of them were naive translators with no 
prior knowledge of the concepts being quantified, and they 
were not from the medical field. Each translator produced 
a written report of the translation that they completed, 
after which all the translators met to discuss the translation 
and came to a consensus of the translated version of the 
instrument.

Backward translation
Two translators who were totally blind to the original (English) 
questionnaires were assigned to translate the final Arabic 
version back into the English language. This is a process 
of validity check to make sure that the translated version 
reflects the same item content as the original version. English 
(the source language) was the mother tongue for these two 
translators, and they were not aware of the concepts being 
explored.

An expert committee
It was composed of a methodologist, health professionals, 
and language professionals. The expert committee’s role 
was to consolidate all the versions of the questionnaire 
and develop the prefinal version of the questionnaire for 
field‑testing. The committee eventually reviewed all the 
translations and reached consensus on any discrepancy.

Measures
Hospital Anxiety and Depression Scale
The HADS includes 14 items assessing anxiety (7‑item) 
and depression (7‑item), which are rated on a 4‑point 
Likert‑type (from 0 to 3). The scores in each subscale are 
computed by summing the corresponding items, with 
maximum scores of 21 for each subscale. A score of 0–7 is 
considered as normal, 8–10 as a borderline case, and 11–21 
as a case (anxiety or depression).[3]

Generalized Anxiety Disorder 7‑Item Scale
The GAD‑7 consists of 7‑item assessing GAD. Patients report 
how often they have been bothered by seven problems 
over the past 2 weeks (0 = not at all, 1 = several days, 
2 = more than half the days, 3 = nearly every day). The 
total GAD‑7 score is computed by summing the responses 
across the seven items.[1] We used an Arabic translated and 
validated version by Pfizer Inc.[10] Cronbach’s α was 0.91 in 
the current study.

Major Depression Inventory
The MDI consists of 10‑item assessing symptoms associated 
with major depression. Patients were asked how they have 
been feeling over the past 2 weeks (0 = at no time, 
1 = some of the time, 2 = slightly less than half the time, 
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3 = slightly more than half the time, 4 = most of the time, 
5 = all the time). The total MDI score ranges from 0 to 50, 
with higher scores reflecting more severe depression.[2] A total 
score of 20–24 is considered as mild depression, 25–29 as 
moderate depression, and 30 or more as severe depression. 
We used an Arabic translated and validated version by Fawzi 
et al.[11] Cronbach’s α was 0.88 in the current study.

Study protocol
An Arabic version of the HADS Questionnaire was 
administered twice among patients admitted for surgical 
procedures. This questionnaire was the part of a package 
that contained other questionnaires (GAD‑7 and MDI) as 
validating questionnaires (all in Arabic). Eligible patients 
were between 17 and 80‑year‑old who are admitted for 
surgical procedure (whether day‑care surgery or inpatient 
admission). Exclusion criteria included psychosis, significant 
visual impairment, physical disability, or patient’s refusal 
to participate in the study. The patients completed the 
questionnaire for the first time (Time 1) in the hospital, 
after the researcher explained the purpose of the study, 
obtained a verbal consent, and answered all queries. The 
questionnaire was completed the second time (Time 2) by 
telephone interview after an average of 7 days if the patient 
was released, or by face‑to‑face interview if the patient 
remained hospitalized.

Pilot study
The prefinal version was pilot tested on a group of 
35 patients (8 males, 27 females, data not shown). Both 
interviews (Time 1 and Time 2) were completed in person, 
after which the participants were asked about their 
experience and thoughts about the current version. No 
specific constructive feedback was received. The committee 
met at this point and approved the prefinal version as 
final [the final Arabic version is presented in the  Appendix 1]. 
A scaling mistake was discovered on the fifth question of the 
anxiety subscale and was fixed at this point.

Assessing face validity
After completing the HADS at Time 1, patients responded 
to five statements regarding the HADS items on a 5‑point 
Likert type scale: 1 = totally disagree, 2 = disagree, 
3 = undecided, 4 = agree, and 5 = strongly agree. 
The five statements were: (1) questions were clear and 
easy; (2) questions covered all your problem areas with 
your hospital anxiety and depression; (3) you would like 
the use of this questionnaire for future assessments; 
(4) the questionnaire lacks important questions regarding 
your hospital anxiety and depression; (5) some of the 
questions violate your privacy.

Statistical analysis
All data analyses were performed in  R version 3.3.2 
(2016‑10‑31). Descriptive statistics (mean, standard 
deviation [SD], range) for the HADS anxiety and depression 
scores, as well as the GAD‑7 and MDI total scores were 
presented.

Reliability
The internal consistency of the HADS was examined using 
Cronbach’s α. Cronbach’s α ranges from 0 (no internal 
consistency; none of the items are correlated with each other) 
to 1 (perfect internal consistency; all of the items are perfectly 
correlated with each other). αs were computed separately 
for the anxiety and depression subscales. An instrument 
with α≥70 is generally considered to have adequate internal 
consistency.[12]

Validity
Construct validity of the HADS was examined by investigating 
the associations between the HADS anxiety and depression 
subscales with other validated measures of anxiety (GAD‑7) 
and depression (MDI). Pearson’s correlation coefficient (r) 
was used to evaluate the strength of the associations; r <0.3 
was considered to be weak, moderate if 0.3≤r<0.5, and 
strong if r ≥0.5.

Responsiveness
Responsiveness was assessed by a second administration 
(Time 2) of the HADS, after at least 48 h of the first 
administration (Time 1). Considering the repeated 
nature of the multiple assessments, linear mixed effects 
models (LMMs) were used to take into account the 
correlated observations within patients. The changes of 
the individuals’ responses were estimated using LMMs, 
with time of administration (Time 1/Time 2) as fixed effects 
and patients as the random effect. The estimated fixed 
effects of time of administration provide information about 
whether the average HADS anxiety and depression scores 
increased (positive) or decreased (negative), after controlling 
for the within‑patient correlations.

To further examine the extent to which patients’ characteristics 
(e.g., sex, age, American Society of Anesthesiologists [ASA] 
Physical Status score) and surgical information (e.g., type of 
surgery, and length of hospital stay) were associated with 
HADS scores, these variables were included as fixed effects 
in the subsequent LMMs as well. Results from these LMMs 
provide information with respect to whether patients’ overall 
HADS anxiety and depression scores (averaged across time) 
were associated with patients’ characteristics and surgical 
information, after controlling for the within‑patient correlations.
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Results

A total of 110 patients (22 men, 88 women) participated in 
the validation study of the HADS Questionnaire. The average 
age was 48 years (SD = 14), with average body mass index 
of 31 kg/m2 (SD = 10). Most patients had university‑level 
education (47%), with fewer proportions having received 
some high school (23%), less than high school (10%), or 
no education (20%). The majority of these patients were 
married (72%), whereas 18% were single, 5% were divorced, 
and 5% were widowed. 30% were rated as ASA Physical 
Status 1, 45% scored 2, 19% scored 3, and <1% were rated 
4. Twenty (18%) patients were from KFSH, and 90 (82%) 
from KFMC.

Eighty‑eight (80%) patients had major surgery, and 22 (20%) 
had minor surgery [Table 1]. The average surgical time was 
171 min (SD = 84, range = 37–600). Five (5%) of the 
patients were transferred to Intensive Care Unit. For the 
remaining 103 (95%) patients, the average postanesthesia 
care unit stay was 18.5 min (SD = 9.6, range = 1–34). The 
average duration of hospital stay was 167.4 h (SD = 221, 
range = 27–1978). Fif ty‑five (50%) patients were 
hospitalized for at least 5 days. On average, the patients 
were contacted for the second interview 7 days after their 
initial participation. The majority of the patients (96%) 
completed the second interview within 10 days after the 
initial interview. Table 2 summarizes the incidences of 
anxiety and depression assessed with the HADS, as well as 
the scores in HADS, GAD‑7, and MDI.

Reliability
Cronbach’s αs for the HADS anxiety subscale were 
0.83 (95% confidence interval [CI]: 0.79–0.88) and 0.87 
(95% CI: 0.83–0.91) for Time 1 and Time 2, respectively. 
Cronbach’s αs for the HADS depression subscale were 
0.77 (95% CI: 0.7–0.83) and 0.8 (95% CI: 0.75–0.86) among 
patients for Time 1 and Time 2, respectively. Results showed 
adequate internal consistency for both HADS subscales for 
both time points among patients.

Validity
Construct validity
The construct validity of the HADS was assessed by 
examining the correlations between patients’ anxiety and 
depression scores on the GAD‑7 and MDI, respectively, at 
each assessment. In Table 3, results for Time 1 are presented 
in the lower diagonal, and results for Time 2 are presented 
in the upper diagonal. Consistent with expectations, HADS 
anxiety scores were strongly correlated with GAD‑7, and 
HADS depression scores were strongly associated with MDI.

Face validity
Patients’ responses to the five questions assessing the 
face validity of the HADS are presented in Table 4. The 
majority of the patients endorsed agree or strongly agree 
to the first three questions assessing face validity. Results 
showed that most patients found the HADS questions to 
be clear and easy to understand, the questionnaire items 
covered all their problem areas regarding their hospital 
anxiety and depression, and that most would like to 
use the HADS for their long‑term follow‑up assessment. 
Most patients disagreed that the HADS lacks important 
questions regarding their hospital anxiety and depression, 
suggesting that the HADS addressed most, if not all, of 
the important issues associated with their pain. Finally, 
most patients felt that the HADS questions did not violate 
their privacy.

Table 1: Frequencies of surgery types among patients in the 
current study

Surgery type n (%)
Major breast surgery 33 (30)
Major gynecological laparotomy (e.g., total hysterectomy) 25 (23)
Major laparotomy 17 (15)
Complex spine surgery 11 (10)
Total knee replacement 9 (8)
Herniotomy 6 (5)
Laparoscopic cholecystectomy 6 (5)
Knee arthroscopy 2 (2)
Micro‑discectomy 1 (0.9)

Table 2: Descriptive statistics of patients’ Hospital Anxiety and 
Depression Scale, Generalized Anxiety Disorder 7‑Item, and 
Major Depression Inventory scores at time 1 and time 2

Time 1, n (%) Time 2, n (%)
Anxiety subscale

Case (scored between 11 and 21) 19 (17) 14 (13)
Borderline (scored between 8 and 10) 20 (18) 14 (13)
Normal (scored between 0 and 7) 71 (65) 82 (75)
Mean (SD) 6.8 (4.8) 5.0 (5.0)
Range 0‑21 0‑21

Depression subscale
Case (scored between 11 and 21) 16 (14.6) 16 (14.6)
Borderline (scored between 8 and 10) 13 (11.8) 19 (17.3)
Normal (scored between 0 and 7) 81 (73.6) 75 (68.2)
Mean (SD) 5.6 (4.2) 5.7 (4.5)
Range 0‑18 0‑19

GAD‑7 scale
Mean (SD) 4.9 (5.1) 4.6 (4.9)
Range 0‑21 0‑21

MDI
Mean (SD) 11.9 (9.9) 12.2 (11.3)
Range 0‑50 0‑46

MDI: Major Depression Inventory; SD: Standard deviation; GAD‑7: Generalized Anxiety 
Disorder 7‑Item Scale
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Responsiveness
The extent to which the HADS anxiety and depression 
subscales are responsive to change across time was examined 
using LMMs. Time of assessment (Time 1/Time 2) was 
modeled as the fixed effect, with patients modeled as the 
random effect. Results are presented in Models 1 of Table 5. 
The HADS anxiety scores showed a statistically significant 
decrease from the first to the second assessment. There was 
no statistically significant difference in HADS depression 
scores between Time 1 and Time 2.

In Models 2, patients’ gender and age were included into the 
LMMs to investigate the extent to which the average HADS 
anxiety and depression subscales vary between different 
groups of patients. As shown in Models 2 of Table 5. Patients’ 
gender and age had no statistically significant effect on 
patients’ overall HADS anxiety and depression scores.

Models 3 further included patients’ ASA Physical Status, 
surgery type (major vs. minor), and whether they were 
hospitalized for more than 5 days. Results showed that 
patients’ ASA Physical Status, surgery type, and length of 
hospitalization did not have statistically significant effect on 
patients’ overall HADS anxiety scores [Models 3 in Table 5]. 
Patients’ ASA Physical Status was positively associated with 
patients’ overall HADS depression scores, suggesting that 
patients who had higher ASA Physical Status were more likely 
to report more depression symptoms. Patients who were 
hospitalized for more than 5 days were statistically more 
likely to have higher overall HADS depression than those 

who were hospitalized for 5 days or less, indicating that 
patients with more depressive symptoms were more likely 
to have longer stays in the hospital.

Discussion

Our results showed adequate internal consistency for both 
HADS subscales for both time points among patients. 
The subscales of HADS performed well in both interviews 
and were strongly correlated with the external validation 
questionnaires (i.e., GAD‑7 and MDI). Our translated version 
of HADS proved to be valid and reliable for use in hospitalized 
patients, thereby extending its application to a previously 
under‑investigated area.

The original research that validated the HADS was conducted 
in general medical outpatient clinics on 100 adults of both 
sexes who suffered from a wide variety of illnesses. Later 
studies that investigated the use of HADS to gauge the 
psychological state of cancer patients[13] found the measure 
to be of vital importance in psycho‑oncology. An Iranian 
version of the scale has been validated for such use,[14] and 
an Ethiopian version was found to be useful in assessing 
psychological distress among HIV infected patients.[15] A 
systematic review by Bjelland et al.[16] revealed that HADS 
performed well in assessing anxiety disorder and depression 
in somatic, psychiatric and primary care patients, as well as 
in the general population.

The reliability of the current Arabic HADS version is 
comparable to other existing Arabic HADS versions. For 
instance, our Cronbach’s α for the HADS anxiety subscale 
was 0.83 and for the HADS depression subscale was 0.77. 
In comparison to Al Aseri et al.[9] version, who reported 
Cronbach’s α of 0.73 for anxiety subscale and 0.77 for 
depression subscale, on patients who were admitted to 
emergency department for variable reasons.

Three important findings in the responsiveness analyses are 
worth mentioning. First, about one in five patients reported 
symptoms indicative of borderline anxiety, and a similar 

Table 3: Pearson correlation coefficients between the Hospital 
Anxiety and Depression Scale subscales, Generalized Anxiety 
Disorder 7‑Item and Major Depression Inventory among patients

HADS 
anxiety

HADS 
depression

GAD‑7 MDI

HADS anxiety ‑ 0.71*** 0.66*** 0.62***
HADS depression 0.67*** ‑ 0.52*** 0.64***
GAD‑7 0.67*** 0.52*** ‑ 0.65***
MDI 0.71*** 0.66*** 0.66*** ‑
***P<0.001. T1 results are presented in the lower diagonal, and T2 results are 
presented in the upper diagonal. HADS: Hospital Anxiety and Depression Scale; 
MDI: Major Depression Inventory; GAD‑7: Generalized Anxiety Disorder 7‑Item Scale

Table 4: Descriptive statistics for face validity

Mean SD Totally disagree (%) Disagree (%) Undecided (%) Agree (%) Strongly agree (%)
Questions were clear and easy 4.5 0.60 0.00 0.91 2.7 38.2 58.2
Questions covered all my problem areas 
with hospital anxiety and depression

4.3 0.78 0.00 1.82 13.6 34.5 50.0

I would like the use of this questionnaire for 
future assessments

4.3 0.83 0.91 0.91 15.4 31.8 50.9

The questionnaire lacks important questions 
regarding my anxiety and depression

2.4 1.10 29.09 17.27 43.6 5.5 4.5

Some of the questions violate my privacy 1.7 0.96 54.55 32.73 7.3 1.8 3.6
SD: Standard deviation
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proportion showed more definitive anxiety symptoms. 
Patients’ HADS anxiety scores decreased from the first to 
the second assessment, indicating that patients reported 
overall less anxiety the second time than the first time. It is 
possible that anxiety scores decreased presumably, anxiety 
decreased because most patients were discharged before 
the second assessment. Second, patients’ HADS depression 
scores were found to be positively correlated with ASA 
Physical Status; patients with higher depression scores were 
also rated higher on the ASA. As higher ratings on the ASA 
indicate worse physical health, this finding suggests that 
patients’ physical health is correlated with mental health. 
Compared to healthier patients, those who were less healthy 
were more likely report more depression symptoms. Third, 

HADS depression scores were positively associated with 
prolonged hospitalization. Compared to patients who were 
discharged within 5 days, patients hospitalized for more than 
5 days reported higher HADS depression scores for both time 
points. In contrast, and surprisingly, surgical severity was not 
associated with anxiety or depression.

Our patients were mostly female (80%), married (71.8%), 
and half were university educated. Results may differ in 
populations with other demographic characteristics. Future 
studies should examine whether the current Arabic HADS 
version achieve similar psychometric properties in other 
patients. The majority of patients found the HADS to 
impose no threats to their privacy, but a small proportion 
of the respondents felt otherwise. It is possible that some 
patients were uncomfortable with the HADS questions that 
asked about specific symptoms associated with anxiety and 
depression. Such findings highlight the need for clinicians 
and researchers to be more cognizant about patients’ feelings 
when administering questionnaires that may include sensitive 
questions, such as the ones in the HADS. We thus recommend 
that clinicians and researchers be vigilant about ensuring 
patients’ privacy when inquiring about symptoms that may 
make patient uncomfortable.

Conclusions

We developed a valid and reliable version of HADS in Arabic 
that can be used to assess mood states in hospitalized 
patients.

Acknowledgment
We are grateful to Dr. Daniel I. Sessler for his critical 
review and manuscript editing. We would like to thank 
Dr. Mazen Al Sohaibani from the Department of Anesthesiology, 
King Fahad Medical City, Riyadh, Saudi Arabia for his help in 
facilitating patients’ recruitments.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

References

1. Spitzer RL, Kroenke K, Williams JB, Löwe B. A brief measure for 
assessing generalized anxiety disorder: The GAD-7. Arch Intern Med 
2006;166:1092-7.

2. Bech P, Rasmussen NA, Olsen LR, Noerholm V, Abildgaard W. The 
sensitivity and specificity of the Major Depression Inventory, using the 
Present State Examination as the index of diagnostic validity. J Affect 
Disord 2001;66:159-64.

Table 5: Fixed effects from linear mixed effects models 
estimating the change in Hospital Anxiety and Depression 
Scale anxiety and depression

Estimate SE t P
Models 1

Anxiety
Intercept 8.54 0.78 10.90 <0.001
Time −1.75 0.44 −3.95 <0.001

Depression
Intercept 5.51 0.71 7.71 <0.001
Time 0.10 0.41 0.24 0.809

Models 2
Anxiety

Intercept 10.05 1.58 6.37 <0.001
Time −1.75 0.44 −3.95 <0.001
Gender (male) −1.22 1.03 −1.19 0.238
Age −0.03 0.03 −0.94 0.352

Depression
Intercept 5.19 1.40 3.70 <0.001
Time 0.10 0.41 0.24 0.809
Gender (male) −0.01 0.91 −0.01 0.995
Age 0.01 0.02 0.27 0.789

Models 3
Anxiety

Intercept 7.20 1.81 3.99 <0.001
Time −1.85 0.46 −3.99 <0.001
Gender (male) −1.85 1.06 −1.75 0.084
Age −0.02 0.03 −0.79 0.433
ASA Physical Status 0.90 0.57 1.57 0.12
Surgery (minor) 0.77 1.02 0.75 0.454
Hospitalized >5 days 1.52 0.83 1.84 0.069

Depression
Intercept 0.88 1.53 0.57 0.566
Time 0.11 0.43 0.25 0.802
Gender (male) −0.61 0.88 −0.69 0.492
Age 0.01 0.02 0.31 0.759
ASA Physical Status 1.32 0.48 2.78 0.007
Surgery (minor) 0.99 0.85 1.16 0.247
Hospitalized >5 days 2.88 0.69 4.18 <0.001

SE: Standard error; ASA: American Society of Anesthesiologists score



Terkawi, et al.: Arabic version of the Hospital Anxiety and Depression Scale

S17Saudi Journal of Anesthesia / Volume 11 (Supplement 1) / May 2017

3. Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta 
Psychiatr Scand 1983;67:361-70.

4. Herrmann C. International experiences with the Hospital Anxiety and 
Depression Scale – A review of validation data and clinical results. 
J Psychosom Res 1997;42:17-41.

5. El-Rufaie OE, Absood G. Validity study of the Hospital Anxiety and 
Depression Scale among a group of Saudi patients. Br J Psychiatry 
1987;151:687-8.

6. El-Rufaie OE, Albar AA, Al-Dabal BK. Identifying anxiety and 
depressive disorders among primary care patients: A pilot study. Acta 
Psychiatr Scand 1988;77:280-2.

7. Malasi TH, Mirza IA, el-Islam MF. Validation of the Hospital 
Anxiety and Depression Scale in Arab patients. Acta Psychiatr Scand 
1991;84:323-6.

8. El-Rufaie OE, Absood GH. Retesting the validity of the Arabic version 
of the Hospital Anxiety and Depression (HAD) scale in primary health 
care. Soc Psychiatry Psychiatr Epidemiol 1995;30:26-31.

9. Al Aseri ZA, Suriya MO, Hassan HA, Hasan M, Sheikh SA, 
Al Tamimi A, et al. Reliability and validity of the Hospital Anxiety 
and Depression Scale in an emergency department in Saudi Arabia: A 

cross-sectional observational study. BMC Emerg Med 2015;15:28.
10. Generalized Anxiety Disorder 7-Item Scale Arabic Version. Available 

from: http://www.phqscreeners.com/sites/g/files/g10016261/f/201412/
GAD7_ArabicforTunisia.pdf. [Last accessed on 2017 Jan 07].

11. Fawzi MH, Fawzi MM, Abu-Hindi W. Arabic version of the Major 
Depression Inventory as a diagnostic tool: Reliability and concurrent 
and discriminant validity. East Mediterr Health J 2012;18:304-10.

12. Nunnally J. Psychometric Theory. New York: McGraw-Hill; 1978.
13. Hotopf M, Chidgey J, Addington-Hall J, Ly KL. Depression in advanced 

disease: A systematic review Part 1. Prevalence and case finding. Palliat 
Med 2002;16:81-97.

14. Montazeri A, Vahdaninia M, Ebrahimi M, Jarvandi S. The Hospital 
Anxiety and Depression Scale (HADS): Translation and validation study 
of the Iranian version. Health Qual Life Outcomes 2003;1:14.

15. Reda AA. Reliability and validity of the Ethiopian version of the Hospital 
Anxiety and Depression Scale (HADS) in HIV infected patients. PLoS 
One 2011;6:e16049.

16. Bjelland I, Dahl AA, Haug TT, Neckelmann D. The validity of the Hospital 
Anxiety and Depression Scale. An updated literature review. J Psychosom 
Res 2002;52:69-77.

Author Help: Online submission of the manuscripts

Articles can be submitted online from http://www.journalonweb.com. For online submission, the articles should be prepared in two files (first 
page file and article file). Images should be submitted separately.

1)  First Page File: 
 Prepare the title page, covering letter, acknowledgement etc. using a word processor program. All information related to your identity should 

be included here. Use text/rtf/doc/pdf files. Do not zip the files.
2) Article File: 
 The main text of the article, beginning with the Abstract to References (including tables) should be in this file. Do not include any informa‑

tion (such as acknowledgement, your names in page headers etc.) in this file. Use text/rtf/doc/pdf files. Do not zip the files. Limit the file 
size to 1 MB. Do not incorporate images in the file. If file size is large, graphs can be submitted separately as images, without their being 
incorporated in the article file. This will reduce the size of the file.

3) Images: 
 Submit good quality color images. Each image should be less than 4096 kb (4 MB) in size. The size of the image can be reduced by decreas‑

ing the actual height and width of the images (keep up to about 6 inches and up to about 1800 x 1200 pixels). JPEG is the most suitable 
file format. The image quality should be good enough to judge the scientific value of the image. For the purpose of printing, always retain a 
good quality, high resolution image. This high resolution image should be sent to the editorial office at the time of sending a revised article.

4) Legends: 
 Legends for the figures/images should be included at the end of the article file.



Terkawi, et al.: Arabic version of the Hospital Anxiety and Depression Scale

S18 Saudi Journal of Anesthesia / Volume 11 (Supplement 1) / May 2017

Appendix 1: Arabic version of the Hospital Anxiety and Depression Scale. A: Anxiety question, and D: Depression question
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