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Screening Depressive Symptoms in Jordanian Women:
Evaluation of the Center for Epidemiologic
Studies-Depression Scale (CES-D)
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Hashemite University, Zarqa, Jordan

This study examined the psychometric qualities of the Center
for Epidemiologic Studies-Depression scale (CES-D) in Jordanian
women. Cronbach’s alpha for the 20-item CES-D was .90. Factor
analysis yielded three components. Four of the items had poor fac-
tor loadings and, therefore, were dropped. Cronbach’s alpha for
the remaining 16 items was .85. Validity testing using independent
samples t-test provided evidence of discriminant validity for the
20-item and the 16-item CES-D. Attributes of the CES-D items in-
dicated that depression status can be easily identified by clinicians.
Co morbidity of depressive symptoms with physical and mental
problems necessitates routine screening for depressed mood.

Depressive symptoms are identified as a mental health
problem affecting different population subgroups worldwide.
Depressive symptoms have been reported in men (Coker et al.,
2002), women (Csoboth, Birkas, & Purebl, 2005; McGuigan
& Middlemiss, 2005), elderly people (Walters et al., 2004),
college students (Peden, Hall, Rayens, & Beebe, 2000), and
adolescents and young adults (Lehrer, Buka, Gortmaker, &
Shrier, 2006). This indicates that, with varying degrees, almost
no subgroup is immune to these complaints. For instance,
in one investigation targeting 208 participants, 15% reported
depressive symptoms (Hurwitz, Gupta, Liu, Silverman, &
Raj, 2006), while the prevalence reached 49.2% in another
investigation (Moussas et al., 2008).

Due to the high prevalence of depressive symptoms in the
general public, more accurate population-based studies identi-
fying those who complain of depressive symptoms are needed.
Proper identification of depressive symptoms in individuals
mainly relies on the accuracy of the available assessment tools
designed for capturing such complaints. Based on this knowl-
edge, this study was designed to test the psychometric qualities
of the Center for Epidemiologic Studies-Depression (CES-D;
Radloff, 1977) scale; an assessment tool developed to identify
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depressive symptoms in the general population. It should be
noted that the CES-D was not developed to diagnose clinical
depression.

BACKGROUND AND SIGNIFICANCE
A variety of behaviors (or symptoms) representative to the

status of non-clinical depression have been identified in the lit-
erature. Examples of these behaviors include dissatisfaction,
withdrawal, feeling guilty (Beck, Steer, & Garbin, 1988), de-
valuation of life (Lovibond & Lovibond, 1995), feeling sad or
blue (Hurwitz, Gupta, Liu, Silverman, & Raj, 2006), and having
sleeping and eating problems (Radloff, 1977). This wide array of
behaviors indicates that the depressive symptomatology status is
a psychological problem manifested with a number of different
symptoms. Each group of these symptoms is used to identify
non-clinically depressed individuals. If the status of depressive
symptomatology is exhibited by a variety of symptoms, the ac-
curacy of capturing non-clinically depressed individuals would
then depend on the accuracy of the assessment tool designed to
identify those individuals.

A variety of assessment tools measuring depressive symp-
toms are available in the literature. Some of these tools include
the Beck Depression Inventory (BDI; Beck et al., 1988), the
Zung Depression Rating Scale (ZDRS; Zung, 1965), and the de-
pression subscale of the Hospital Anxiety and Depression Scale
(HADS-D; Zigmond & Snaith, 1983). Consequently, symptoms
representing non-clinical depressive status varied between the
different assessment tools. For example, pessimism and suicidal
thoughts are some behaviors exhibited by depressed individuals,
as indicated by the Beck Depression Inventory (BDI; Beck et
al., 1988). On the other hand, these symptoms were not defined
as symptoms representing the depressed mood, as indicated in
the CES-D.

Some assessment tools used to assess depressive symptoms
have acceptable psychometric qualities. For example, a rela-
tively recent study was conducted to compare the psychometric
qualities of four different tools that measure depressive
symptoms. These tools were the Center for Epidemiologic
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538 H. AL-MODALLAL

Studies-Depression scale (CES-D), Zung Depression Rating
Scale (ZDRS), Beck Depression Inventory (BDI-I), and the
Kellner Symptom Questionnaire (KSQ). The investigators
suggested that, among the four investigated tools, no tool
showed better psychometric qualities compared to others. This
finding can’t be generalized to all available assessment tools
used with different samples.

The Center for Epidemiologic Studies-Depression scale
(CES-D; Radloff, 1977) is an example of the common assess-
ment tools for depressive symptoms. The CES-D was used
to measure depressive symptoms in the general population
(Lutenbacher, 2002; McGuigan & Middlemiss, 2005). “Com-
ponents of the CES-D” are depressed effect, positive effect, so-
matic and retarded activity, and interpersonal symptom (Radloff,
1977, p. 397). Each of these components was presented by a
number of items; the CES-D is comprised of 20 items.

The CES-D has sound psychometric characteristics in the
general population. Cronbach’s alpha is .84, or higher, in
English-speaking individuals (Zauszniewski & Bekhet, 2009;
Zauszniewski & Graham, 2009), which is considered an indi-
cator of a very good internal consistency. Short forms of the
CES-D are available. The 20-item CES-D highly correlated
with the short forms; correlations ranged between .82 and .98
(Zauszniewski & Graham, 2009). Concurrent validity of the
CES-D was supported by moderate to high correlation coeffi-
cient with the BDI-S; a Spanish language BDI (r = .69, p ≤ .001)
(Bonilla, Bernal, Santos, & Santos, 2004). Generally speaking,
the more studies that are implemented to examine adequacy of
a certain measure in capturing a specific quality in a certain
population, the more evidence is provided to the psychometric
qualities of that measure.

The psychometric qualities of the CES-D, including reli-
ability and validity, are supported in studies targeting North
American and Spanish populations as well as refugees in
Western Europe (Bonilla et al., 2004; Contrada, Boulifard,
Idler, Krause, & Labouvie, 2006; Spijker, Wurff, Poort, Smits,
Verhoeff, & Beekman, 2004; Zauszniewski & Graham, 2009).
However, to our knowledge, no studies focusing on the psy-
chometric qualities of the CES-D among Middle Eastern pop-
ulations were found. Generally, sound psychometric qualities
of assessment tools are maintained by the number and quality
of studies conducted targeting varieties of populations. By per-
forming a study that focuses on Middle Eastern women, I hope
to provide further proof to the quality of the CES-D.

Among various population subgroups, women were found
to be prone to experiencing depressive symptoms (Clements,
Ogle, & Sabourin, 2005; Moussas et al., 2008). The CES-D was
widely used to assess depressive symptoms in women of dif-
ferent demographic characteristics (Gerber, Wittenberg, Ganz,
Williams, & McCloskey, 2008; Yick, Shibusawa, & Agbayani
Siewert, 2003). However, the efficiency of the CES-D in iden-
tifying depressed individuals in Jordanian women has yet to be
thoroughly researched. This study is the first attempt to investi-

gate what I see as a growing problem within Jordanian women
as well to better evaluate and, hopefully, add to the validity of
the CES-D in identifying depressed individuals.

The study was designed to examine the psychometric quali-
ties of the CES-D in a group of Jordanian women. It was hypoth-
esized that the CES-D would show evidence of good internal
consistency. Significant relationships between women’s depres-
sive symptoms and their reports of stress, abuse experience, low
self-rated health status, and diagnosis with chronic illnesses
were hypothesized to be indicative of discriminant validity for
the CES-D.

METHODS

Procedure
This study was conducted in a higher educational institution

in a large Metropolitan city in Jordan. The study was approved
by Hashemite University. Included in the study were women
working in administrative and academic positions. The partici-
pants were over the age of 18 and had ever been in a committed
intimate relationship with a male partner. “Intimate relationship”
in this study refers to only a relationship with a male husband or
fiancé. This inclusion criterion was determined because the par-
ticipants were asked about intimate partner abuse. Thereafter,
abuse in this context is referred to abuse actions inflicted on the
woman by her intimate partner.

A convenience sample of working women was required for
this investigation. Women working in different departments
within the institution were approached, and the purpose of
the study was described to them. Those that met the criteria
and consented to be included in the study were asked to com-
plete a questionnaire. The questionnaire included items that
asked women about their depressive symptoms, stress level,
experiences of abuse victimization by a male intimate part-
ner, health status, and whether they were ever diagnosed with
chronic illnesses. A number of demographic questions were
included in the questionnaire. These asked for data, including
the women’s age and educational level, their spouse’s level of
education, the number of children they had, and their health
insurance status. Anonymity of the participants was provided
by not asking women about their personal or identifying in-
formation. Completed questionnaires were collected by ap-
proaching the participants who confirmed completing the ques-
tionnaire at their workplaces. Completed questionnaires were
saved in a locked cabinet and properly filed for data entry and
analysis.

Instrumentation
The Center for Epidemiologic Studies-Depression Scale
(CES-D)

The CES-D is a 20-item self-report tool used to measure de-
pressive symptoms in the general population (Radloff, 1977).
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SCREENING DEPRESSIVE SYMPTOMS IN JORDANIAN WOMEN 539

Women were asked to report the frequency that each of the 20
items, representing different depressive symptoms, had been ex-
perienced in the last seven days. Responses to each item were
made using the following scale: 0 = “rarely or none of the
time,” 1 = “some of the time,” 2 = “much of the time,” and
3 = “most or all of the time.” The total CES-D score was ob-
tained by averaging the scores of all the items after reversing the
scores of four positively-stated items. The final scores ranged
from 0 to 60, with higher scores indicating more experiences
of depressive symptoms. A score of 16 was the cut-off point to
differentiate between those with and without complaints of de-
pressive symptoms (Radloff, 1977). The CES-D is widely used
in medical research. Among women, good psychometric values
for the scale are supported in terms of reliability (Zauszniewski
& Graham, 2009) and validity (Spijker et al., 2004).

The Depression Anxiety Stress Scales (DASS)-Stress Subscale
Women’s stress level was measured using the stress subscale,

part of the Depression Anxiety Stress Scales (DASS; Lovibond
& Lovibond, 1995). The stress subscale is composed of seven
items representing stress feelings experienced by women. Ex-
amples of these stress feelings are “I found it hard to wind down”
and “I found myself getting agitated” (Lovibond & Lovibond,
1995). Responses to the items ranged between 0 (“did not apply
to me at all”) to 3 (“applied to me very much, or most of the
time”). The stress score ranges between 0 and 21. For appro-
priate severity level categorization, the total stress score was
doubled. The five categories representing stress severity lev-
els were: Normal (stress score between 0 and 14), Mild (stress
score between 15 and 18), Moderate (stress score between 19
and 25), Severe (stress score between 26 and 33), and Extremely
Severe (stress score equal to or greater than 34) (Lovibond &
Lovibond, 2004). Reliability coefficient for the stress subscale
in this sample was .81. For this study, responses corresponding
to the Normal and Mild stress levels were collapsed and coded
as “0,” and those corresponding to the Moderate, Severe, and
Extremely Severe stress scores were collapsed into one category
and coded as “1.”

Worksite Harassment
Nine items derived from a congressional report were used

to assess women’s experiences of abuse (United States General
Accounting Office, 1998). Responses to each item were coded
as “1” if the woman’s response was “Yes” and “0” if her re-
sponse was “No.” The total abuse score ranged between 0 and
9, with higher scores indicating more abuse. A previous investi-
gation presented the psychometric qualities of the nine items in
the scale (Al-Modallal, Hall, & Anderson, 2008). The reported
reliability coefficient for the nine items in this sample was .73.
For this study, responses indicating women’s experiences of at
least one abuse incident were coded as “1;” not having any abuse
incidents was coded as “0.”

The Global Self-Rated Health Item
Health status was assessed using the Global Self-Rated

Health item, a one-item assessment. This item asks individ-
uals to rate their general health status on a 5-point response
scale. Reponses were “Poor” = 1, “Fair” = 2, “Good” = 3,
“Very Good” = 4, and “Excellent” = 5. The Global Self-Rated
Health item was used in a number of health-related studies (Cott,
Gignac, & Badley, 1999; Krause & Jay, 1994), and was found
to be effective at reflecting physical and mental health problems
in a national survey (Cott et al., 1999). In this sample, there
were no responses corresponding to the “Poor” health status
category. The “Fair” and “Good” health status responses were
collapsed into one category and coded “0” and the “Very Good”
and “Excellent” health status responses were collapsed into one
group and coded as “1.”

Chronic Illnesses
The presence of chronic illness in the women was assessed by

asking them to indicate whether they were ever diagnosed with
any chronic illness. The illnesses women were asked about were
hypertension, diabetes mellitus, cancer, high blood cholesterol
and triglycerides levels, cardiovascular diseases, blood diseases,
gastrointestinal diseases, respiratory diseases, kidney diseases,
and liver diseases. Responses corresponding to women not be-
ing diagnosed with any chronic illness were coded as “0” and
those corresponding to being diagnosed with at least one chronic
illness were coded as “1.”

Statistical Analysis
Descriptive statistics were used to describe the women’s de-

mographic characteristics and their experiences of depressive
symptoms. Cronbach’s alpha was used to present internal con-
sistency of the CES-D.

Validity of the CES-D included dimensionality testing (or
components-identification testing) using factor analysis. Inde-
pendent samples t-test was used to further support validity of
the CES-D via comparing mean scores of depressive symptoms
between two groups of people based on their report (presence
and absence) of stress, abuse, low self-rated health status, and
diagnosis with chronic illnesses.

RESULTS
Data from 101 participants, representing an 84% response

rate, were used in this study. The majority of the participants
(93%) were less than 40 years old, half of them had college
degrees, and more than one quarter had graduate degrees.
Eighty-seven percent of the participants were married and
almost two-thirds had more than one child. Nearly one-quarter
were currently diagnosed with a chronic disease and 95% of
the participants had health insurance benefits. Demographic
characteristics of the women who participated in the study are
presented in Table 1.
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540 H. AL-MODALLAL

TABLE 1
Demographic Characteristics of Women Who Participated in

the Study (N = 101)

Characteristics Frequency (n,%)

Age
25–30 48 (48.5%)
31–40 44 (44.3%)
>40 7 (7.1%)

Currently Married
Yes 86 (86.9%)
No 13 (13.1%)

Educational Level
Graduate 26 (26.3%)
College 53 (53.5%)
Less than College Degree 20 (20.2%)

Number of Children
No Children 29 (29.3%)
1–3 Children 59 (59.6%)
>3 Children 11 (11.1%)

Diagnosed with a Chronic Illness
Yes 23 (23.2%)
No 76 (76.8%)

Health Insurance Benefits
Yes 93 (94.9%)
No 5 (5.1%)

Reliability testing of the CES-D included identifying its in-
ternal consistency. Cronbach’s alpha for the CES-D was .90.
The mean inter-item correlations was .31. Corrected item-total
correlations (CITC) ranged between .21, corresponding to Item
2 (I did not feel like eating, my appetite was poor), and .75,
corresponding to Item 6 (I felt depressed). Cronbach’s alpha if
one item was deleted from the scale ranged between .89 and .90.

Validity testing included components-identification proce-
dure. Components-identification procedure was implemented
using factor analysis specified as a four-factor model. Results of
the analysis revealed that four components (dimensions/factors)
explained 57.6% of the variance. Using the Varimax rotation
method and based on factor loadings of .40 or more of rotated
items, two of the components had less than three items corre-
sponding to each of them.

A three-factor model was specified for the factor analysis
procedure. The use of the three-factor model analysis revealed
that the components (dimensions/factors) explained 52.3% of
the variance; 21.1% of the variance was explained by Compo-
nent I, 17.5% by Component II, and 13.7% by Component III.
Component I was represented by eight of the items, Component
II by four of the items, and Component III by four of the items.
Of the remaining four items, three items loaded on each of the
three components (Factor loading was .40 or more). These items
were: Item 6, “I felt depressed;” Item 17, “I had crying spells;”

and Item 18, “I felt sad.” One item, Item 11, “My sleep was rest-
less,” did not show factor loading of .40 or more on any of the
three components. As a result, these four items were dropped
from the scale. Cronbach’s alpha for the remaining 16 items was
.85. See Table 2 for more details.

Discriminant validity of the CES-D (20 items) was exam-
ined using independent samples t-test. Results of the analysis
indicated that women who reported stress, abuse, low self-rated
health status, and who were diagnosed with one or more chronic
illnesses reported higher depressive symptoms scores compared
to their counterparts. For example, the mean score of depressive
symptoms for women who reported abuse was 23 compared to
15 in women who did not report abuse. In addition, the dif-
ferences in depressive symptoms mean scores for women who
reported stress, abuse, low self-rated health status, and diag-
noses with chronic illnesses were statistically significant at p
< .05, compared to those who did not report each of these
complaints.

Results of the independent samples t-test used to determine
the validity of the 16 items of the CES-D (after excluding the
four items that had poor factor loading) showed similar results as
those revealed for the 20-items-CES-D. Table 3 shows results of
validity testing using independent samples t-test. A comparison
of the results for the 20-item CES-D and the 16-item CES-D
also is illustrated.

DISCUSSION
Findings of this study indicated that the 20-item CES-D was

reliable and valid. A Cronbach’s alpha of .90 was an indica-
tor of good internal consistency for the scale. Components-
identification analysis revealed three components (dimen-
sions/factors) for the scale in this sample. Four items were
dropped as a result of poor factor loading; reducing the num-
ber of items to 16. The 16-item CES-D was also reliable and
valid with a Cronbach’s alpha indicator of .85. Validity results
using independent samples t-test for the 16-item CES-D were
found to be comparable to the findings for the 20-item CES-D.
Women who reported stress, abuse, low self-rated health sta-
tus, and who were diagnosed with at least one chronic disease
had significantly higher depressive symptom scores using both
versions of the CES-D (the 20-item and the 16-item CES-D),
compared to their counterparts.

Confirmatory factor analysis supported a three-factor solu-
tion of the CES-D. These factors were “negative affect,” pre-
sented by Component I; “positive affect,” presented by Com-
ponent II; and “somatic symptoms,” presented by Component
III. Presence of somatic symptoms as one of the components of
the CES-D adds to the positive attributes of this scale. Presence
of somatic symptoms means that although depressive symp-
tomatologies are private experiences, their indicators could be
obvious to the people living in the contexts of clients, like fam-
ily members and colleagues. Those individuals could recog-
nize the health status of the person who exhibits the somatic
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TABLE 2
Factor Analysis with Varimax Rotation for the Center for Epidemiologic Studies-Depression Scale (CES-D)

CES-D item Component I Component II Component III

1. I was bothered by things that usually don’t bother me .56 .01 .29
2. I did not feel like eating; my appetite was poor .12 −.23 .64
3. I felt that I could not shake off the blues even with help from my

family or friends
.30 .39 .62

4. I felt that I was just as good as other people .15 .58 .27
5. I had trouble keeping my mind on what I was doing .04 .22 .57
6. I felt depressed∗ .41 .45 .54
7. I felt that everything I did was an effort .08 .02 .67
8. I felt hopeful about the future .38 .59 −.02
9. I thought my life had been a failure .71 .21 .20

10. I felt fearful .63 .29 .12
11. My sleep was restless∗ .35 .25 .39
12. I was happy .11 .86 .03
13. I talked less than usual .62 −.30 .15
14. I felt lonely .52 .33 .34
15. People were unfriendly .53 .29 .05
16. I enjoyed life .03 .82 .07
17. I had crying spells∗ .41 .44 .41
18. I felt sad∗ .49 .48 .43
19. I felt that people disliked me. .66 .17 −.02
20. I could not get “going” .81 .11 .18

Note: Underlined numbers are factor loading of .40 or greater of rotated items.
∗Items dropped from the scale due to poor factor loading.

symptoms of depression and, as a result, could advise him or
her to seek help for these complaints. Furthermore, this attribute
enables clinicians to easily identify patients who show signs
of depressive symptoms during a routine health assessment.
As a result, depressed patients can have a chance of getting
appropriate referral and treatment before their complaints be-
come worse and before their physical and mental health are
exposed to further complications associated with depressive
symptoms.

Depressive symptomatology has been found in women from
different ethnic groups (Hurwitz et al., 2006; Van Hook, 1999;
Yick et al., 2003). However, it was surprising to find it more
prevalent in this study, with more than half of the participants
(51.2%) being affected. Our finding can be explained by two
points. Firstly, depressive symptomatology status is considered
a direct outcome for women’s undesirable experiences, such as
previous abuse experiences (McGuigan & Middlemiss, 2005;
Mezey, Bacchus, Bewley, & White, 2005; Sox, 2004) and

TABLE 3
Validity Testing of the two Versions of the CES-D Using Independent Samples t-test

Variable CES-D Mean∗
Standard
Deviation Mean Difference t p Value

Stress 20-items 26.6 12.1 −11.3 −4.7 <.0001
16-items 20 9.1 −7.7 −4.3 <.0001

Abuse 20-items 23 11.2 −8.0 −3.4 .001
16-items 17.7 8.7 −5.9 −3.4 .001

Low Self-Rated
Health Status

20-items 17.1 10.5 7.7 3.0 .004

16-items 13.1 7.6 6.2 3.3 .001
Diagnosis with
Chronic Illness

20-items 25.8 9.0 −7.7 −2.7 .01

16-items 20.3 6.9 −6.3 −3.0 .004

∗Mean of depressive symptoms for women who reported each of the selected variables.
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chronic illnesses, like pulmonary diseases (Moussas et al.,
2008). In this investigation, women’s report of similar undesir-
able experiences is evident; 48.5% of the participants reported
abuse, 35.6% reported stress, and 23.2% were diagnosed with
at least one chronic illness. Consequently, as the prevalence
of such undesirable experiences increases among the partici-
pants, the prevalence rate of depressive symptoms is expected
to increase as well. The results of t-tests partially support this
relationship where women who reported undesirable life expe-
riences reported, as well, higher scores of depressive symptoms,
compared to their counterparts.

Another explanation as to why the differences were found
is that the women of this culture may not have had the oppor-
tunity of obtaining treatment for their symptoms or they may
have delayed or ignored seeking medical assistance. Although
no studies on Middle Eastern women are available to support
this theory, a related study by Edge, Baker, and Rogers (2004),
showed that women’s lack of help for depressive symptoms
could be related to either their fear of being stigmatized for
seeking psychiatric help, or their improper understanding of the
seriousness of their complaints that should necessitate medical
or psychiatric assistance. These same reasons could be applica-
ble to Jordanian women and would explain the high prevalence
rate of depressive symptoms in this study. However, further
investigations are needed to support this theory.

Supported by evidence from previous investigations (Mart-
solf, 2004; Yick et al., 2003), the CES-D was found effective in
identifying patients complaining of depressive symptoms. Al-
though the identification of depressed women is highly depen-
dent on their self-report, validity of our findings was supported
by significant associations (as indicated by results of the inde-
pendent samples t-test [Table 3]) between women’s depressive
symptoms and a series of other things that women can experi-
ence like stress, abuse, and disease. These associations provide
further validation for the 20-item as well as for the 16-item
CES-D.

Although the CES-D was not developed to diagnose
clinically-depressed individuals, some of its items are compara-
ble to the symptoms identified by the Diagnostic and Statistical
Manual of Mental Disorders, fourth edition, text revision (DSM-
IV-TR; American Psychiatric Association, 2000) diagnostic cri-
teria for major depression disorder. A comparison between the
depressive symptoms presented by the CES-D and those pre-
sented by the DSM-IV-TR revealed that more than half of the
symptoms presented by the CES-D have comparable symptoms
in the DSM-IV-TR. This quality provides further strength and
validation to the CES-D. Table 4 presents depressive symptoms
specified in the DSM-IV-TR and the corresponding items in the
CES-D that measure similar, or relatively similar, depressive
symptoms.

TABLE 4
Depressive Symptoms in the DSM-IV-TR and the Corresponding CES-D Items

Depressive Symptoms Categories of the DSM-IV-TR Corresponding CES-D Items
Item Number of the

CES-D

1. Depressed mood most of the day, nearly every day (e.g., feels sad
or empty).

Feeling blue 3

Feeling blue 6
Sadness 18

2. Markedly diminished interest or pleasure in all, or almost all,
activities most of the day, nearly every day.

Lack of interest 13

3. Significant weight loss when not dieting or weight gain (e.g., a
change of more than 5% of body weight in a month), or a
decrease or increase in appetite nearly every day.

Appetite 2

4. Insomnia or hypersomnia nearly every day Sleep 11
5. Psychomotor agitation or retardation nearly every day Fearful feeling 10
6. Fatigue or loss of energy nearly every day. Lack of energy 7

Lack of energy 20
7. Feelings of worthlessness or excessive or inappropriate guilt

nearly every day.
Worthlessness 9

Disliked by people 19
8. Diminished ability to think or concentrate, or indecisiveness,

nearly every day.
Lack of concentration 5

Indecisiveness 1
9. Recurrent thoughts of death, recurrent suicide ideation without a

specific plan, or a suicidal attempt or a specific plan for
committing suicide.

Not specified in the CES-D —
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RECOMMENDATIONS
Associations between depressive symptoms and other experi-

ences of women such as stress, abuse, and disease are supported
in previous investigations (Coker et al., 2002; Csoboth et al.,
2005; Houry, Kemball, Rhodes, & Kaslow, 2006; Hurwitz et
al., 2006). Therefore, it can be speculated that depressive symp-
toms in Jordanian women could be one of the most common
outcomes for a variety of negative personal and life experi-
ences. This assumption could have major implications. Mental
health nurses who are the best in identifying patients with dif-
ferent mental health complaints are advised to screen women
with a history of personal and social problems for the presence
of depressive symptoms. The CES-D or its short version (the
16-items) may be the tool to use as the CES-D has been widely
used with adults, including women (McGuigan & Middlemiss,
2005; Peden et al., 2000).

Depressive symptomatology is a problem that can exist si-
multaneously with other mental and physical health problems
such as Post Traumatic Stress Disorder (PTSD) (Pico-Alfonso
et al., 2006) and pain (Poleshuck, Giles, & Tu, 2006). Therefore,
it is recommended that women visiting health care facilities be
screened for comorbid depressive symptoms. Such a practice
could be effective for assessment and would relieve patients
from monetary consequences and psychological suffering due
to an undiagnosed health concern.

Depressive symptoms may impact women’s relationships
with their family members, especially their spouse and children.
This impact could be presented in terms of women’s inability
to meet family needs or problems with the spouse. To prevent
this, early identification of depressed women would be the first
step in the treatment process.

The CES-D is a tool in the public domain and can be repli-
cated and used to screen for depressive symptoms in the general
population (National Institute of Mental Health, 2009). It is
recommended that the CES-D or its short version (the 16-item
CES-D) be included as part of the assessment for women visit-
ing emergency departments, OB/GYN units, and health centers.
The CES-D items are short and easy to understand, with no item
redundancy problem. These characteristics provide evidence for
suitability of the CES-D to be used with a variety of young and
adult populations including women of different demographic
and social backgrounds.

To my knowledge, no studies were found focusing on study-
ing depressive symptoms in Middle Eastern women. In addition,
no studies were found that examine the psychometric qualities
of the CES-D in these women, making this a unique study.
I am confident that results of this study on Middle Eastern
women support reliability and validity of the CES-D. In terms
of reliability, Cronbach’s alphas of .90 (and .85 for the 16-item
CES-D) were relatively comparable to those provided by Dutch,
Turkish, and Moroccan female migrants in Western Europe (Spi-
jker et al., 2004). In terms of validity, our results supported a
three-component solution for the CES-D among Middle Eastern
women. A similar result was yielded by 570 English-speaking

patients, with some differences in terms of the items that made
up each component (Contrada et al., 2006). Nevertheless, our
results need to be supported by further investigations. Stud-
ies with larger sample sizes, different subsets of women, and
with different living conditions could conceive different results.
Therefore, further investigations, testing the psychometric value
of the CES-D, are needed.
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