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ABSTRACT

Aims
The aim of this study was to validate and report the factorial analysis of the World Health
Organization’s 5-item Well-being Index (WHO-5) among outpatients with type 2 diabetes.
We investigated the psychometric properties of the WHO-5 and its suitability for identifying
potential depressive symptoms in Polish adults with diabetes.
Methods
Participants were randomly chosen among Polish diabetes outpatients and invited to
participate in the cross-sectional study (N = 216). Participants completed the Polish version of
the WHO-5, Problem Areas in Diabetes Scale and Patient Health Questionnaire.
Results
Factor analyses identified the one-factor structure of the Polish version of the WHO-5. The
internal consistency of the Polish version of the WHO-5 is satisfying. With regard to
convergent validity, there were significant negative associations between the WHO-5 and
PAID, the PHQ-9, HbA1c and the amount of medical complications. The AUC indicates that
the WHO-5 is an effective measure for identifying depressive symptoms. The optimal cut off
values of ≤12 yielded the best sensitivity/specificity trade-off for identifying depression
among people with diabetes.
Conclusions
The Polish version of the WHO-5 is a reliable, valid outcome measure for outpatients with
type 2 diabetes and can be a useful instrument for screening for depression in people with
diabetes.
KEYWORDS: Diabetes Mellitus, Type 2, Depression, World Health Organization,
Quality of Life, Psychometrics, Sensitivity and Specificity
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1. INTRODUCTION

In European diabetology, the objectives and methods formulated in the Declaration of
St. Vincent, which was signed in 1989 under the auspices of the World Health Organisation
and the International Diabetes Federation, were accepted as the basis for all activities in the
care of people with diabetes [[1], [2]]. This document, including recommendations and
guidelines directed at improving the health care and social conditions of people with diabetes,
was also adopted by the Polish Government.
It is clear that intensive diabetes care reduces the risk of developing chronic
complications of diabetes, disability and mortality [1]. The Declaration of St. Vincent
included guidelines aimed at improving psychological well-being among people with diabetes
which was based on the assumption that psychological well-being is associated with physical
well-being, and thus may impact on diabetes [2], [3]. Indeed, empirical evidence has
demonstrated that improving psychological well-being can enhance clinical outcomes
including metabolic control or complications risk reduction [4][5][6], [7].
For that reason, the monitoring of well-being among people with diabetes is one of the
recommended goals of diabetes management. The prevalence of depression in people with
diabetes is about twice as high as the general population [8].
The severity of depressive symptoms is related to functional impairment as well as
higher costs of care in people with diabetes [5], less than the optimal diabetes selfmanagement, including lower levels of physical activity and difficulties with self-medication
[9], [10], [11] and with hyperglycaemia [6]. Lower levels of physical activity and poorer
control of diabetes results in greater risk of poor microvascular and macrovascular outcomes
and higher mortality [12], [13].
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The monitoring of psychological well-being can increase the efficacy of identifying
psychological problems and facilitate the treatment of these problems resulting in improving
the psychological and physical condition of people with diabetes [14]. It is critical, therefore,
to routinely screen for depressive symptoms and well-being in people with diabetes using
standardized measures.
Short, simple screening instruments are useful in quickly and systematically
recognizing people experiencing significant depressive symptoms, however at present the
detection of mental health problems such as depression or anxiety by physicians and nurses
does not reach more than 50% [15]. Brief self-report screening instruments for depression are
available such as the Beck Depression Inventory (BDI) [16], the Hamilton Rating Scale for
Depression [17], and the Patient Health Questionnaire Nine (PHQ-9) [18].
Additionally, some simple tools for identifying diabetes-specific psychological
problems and distress also exist, for example the Problem Areas in Diabetes Scale (PAID)
[19]. All the aforementioned instruments are psychometrically reliable, short and easy to use
in clinical practice for identifying depressive symptoms [20]. However, the appropriateness
of using screening tools characterized by negatively phrased questions [21] especially where
issues of acceptability are important (e.g. among non-psychiatric populations) has been
highlighted recently [21], [22]. It has been suggested that the negative content of the questions
may reduce acceptance resulting in withdrawing participation in the screening and diagnosis
process [21]. In consequence the comprehensive diagnosis and accurate prediction of
outcomes is often overlooked. In contrast, tools that include positive statements (e.g. asking to
what extent the person has felt calm, relaxed and cheerful) are often more acceptable and can
lead to a correct diagnosis of depressive symptoms as identified by the absence of positive
mood [23].
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The Well-being Index five item (WHO-5) [24] is one of such instruments. Results of
empirical studies show that it is also useful for identifying depressive symptoms because the
items included in this tool represent the lack of positive mood, interest and energy [25], [26]
which correspond to some of the symptoms of depression. Evidence has demonstrated that
the WHO-5 has good sensitivity and specificity regarding the prediction of major depression
[27], including among people with diabetes [14], [22], [24], [28], [29].
Hence, the main aim of this study was to investigate the psychometric characteristics
of the Polish version of the WHO-5 among Polish adults with diabetes. We examined the
factorial structure of this tool, the internal consistency, reliability, its sensitivity and
specificity for detecting depression using the standardized structured interview MINI
International Neuropsychiatric Interview [30], [31] (Polish version 5.0.0).
We assumed that the Polish version (like other language versions of the WHO-5) has a
single factor structure and satisfactory psychometric properties as well as a high sensitivity
and specificity for diagnosing depression.
2. MATERIAL AND METHODS
The data analysed in this study is derived from the INTERPRET-DD study that was a
collaborative study carried out between January 2014 and June 2015 among invited outpatient
clinic attendees with Type 2 diabetes in 14 different countries [32]. The investigators were
recruited from leading centres of excellence in Poland and included psychiatrists. The
diabetologists in diabetes clinics invited individuals to participate in the study. Written
informed consent was obtained from all participants.
2.1.

Participants
The study included individuals diagnosed with type 2 diabetes at least 12 months prior

to participation in their diabetes outpatient facilities. The participants were aged between 18
and 65 years [33]. Individuals with type 2 diabetes diagnosed for less than 12 months were
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excluded from the study. Other exclusion criteria were: diagnosis of type 1 diabetes;
uncompleted set of measures due to communication and/or cognitive difficulties; any lifethreatening or severe conditions, such as cancer or stroke in the last 6 months. In order to
maintain homogeneity of the group those currently admitted or planning admission for
inpatient care to a hospital were excluded, because they might get a more intensive or
different treatment. The additional exclusion criteria were pregnancy or childbirth in the last 6
months, clinical diagnosis of alcohol or other substance (not tobacco) dependence or a
diagnosis of schizophrenia. The data delivered only from Poland was used in the analysis. At
total of 216 individuals with type 2 diabetes (100 females, 116 males) took part in this study
(see Table 1).
2.2.

Procedure
At the first step, each eligible individual completed a survey recording age, duration of

diabetes, family history of diabetes and presence/history of diabetes complications
(cardiovascular disease, retinopathy, peripheral neuropathy, peripheral vascular disease, renal
disease and associated disorders), the most recent blood pressure measurement, HbA1c, as
well as height and weight.
Each of the participants completed the Patient Health Questionnaire (PHQ-9) [18],
World Health Organization-Five Well-Being Index (WHO-5) questionnaire [34] and the
Problem Areas in Diabetes (PAID) scale [19]. The translation of the WHO-5, PAID and
PHQ-9 was carried out using standard forward/back-translation procedures. In addition,
Polish investigators ensured that it was culturally applicable through a discussion on the
contents of translated items and testing them with a range of healthcare professionals and
people with type 2 diabetes, focusing on the semantic meaning of expressions and language.
In order to identify the occurrence of a current major depressive disorder (MDD) a
MINI International Neuropsychiatric Interview [30] was subsequently conducted. Any
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medications for mental health problems or documented diagnosis or treatment of any
psychiatric condition were recorded. Participants were also asked about the location of their
accommodation (rural or urban area), level of education (no formal, some/completed primary,
some/completed secondary school, or higher education), marital status (married/cohabiting vs
being single/widowed/divorced) and financial status.
2.3.

Measures
To validate the Polish version of WHO-5, the relevant data were extracted from the

International Prevalence and Treatment of Diabetes and Depression (INTERPRET-DD) study
dataset [33]. We took into consideration the patient’s results in the PHQ-9 and the PAID
scales which were used as external scales to verify convergent validity of the Polish version of
WHO-5.
The WHO-5 is a unidimensional, five-item tool used to measure general emotional
well-being in the past two weeks [28]. Participants are asked to rate how often they have felt
on a 6-point Likert Scale ranging from 0 (not at all) to 5 (all of the time). The scores are
summed with higher scores indicating better emotional well-being. All of the items are
positively worded statements (e.g. “I have felt cheerful and in good spirits). Thus, the raw
score ranges from 0 (absence of well-being) to 25 (maximal well-being). A raw score below
13 (< 12) indicates poor well-being. Raw scores may also be transformed to a percentage
value from 0 to 100 by multiplying the raw score by 4 [27]. The English version of the WHO5, and its many translations, including Polish version, are available at https://www.psykiatriregionh.dk/who-5/who-5-questionnaires/Pages/default.aspx. It is recommended to administer
the Major Depression (ICD-10) Inventory if the raw score is below 13 or if the patient has
answered 0 to 1 to any of the five items [34]. With regard to populations with diabetes, the
majority of studies have employed self-report tools such as the PHQ-9 or the Centre for
Epidemiological Studies Depression Scale (CES-D). The cut-off scores on both these
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instruments that indicate likely depression have been shown to correspond with WHO-5
results [27], [28], [35], [36]. It is noteworthy, that other studies have identified other cut-offs
for likely depression [27]. For example, in a study carried out by Hajos et al. [36] when a
PHQ-9 score of ≥ 10 or ≥ 12 are the criterion for depression, a WHO-5 score of 48 (≤ 12 raw
scores) and 46 (< 12 raw scores) yield the optimal trade-offs between sensitivity and
specificity respectively. To our knowledge only the one study has used DSM-IV depression
criteria as assessed by a structured interview as the gold standard reference among
participants with diabetes [29]. However, in this study sensitivity/specificity trade-off was
presented only for the conventional WHO-5 cut-off point of <13 (indicating poor well-being)
and we do not know the sensitivity and specificity for alternative cut-offs. This is important
because the sensitivity and specificity values vary for a cut-off of <13 (<50) across the
studies. The sensitivity ranges from 0.57 to 1 and specificity from 0.78 to 0.88 [27]. For
example, the study carried out among people with diabetes in Japan showed that the WHO-5
had a sensitivity of 0.57 and specificity of 0.83 for the conventional cut-off point (≤ 13 points)
[35]. On the other hand, using the same cut off point among paediatric outpatients in the
Netherlands resulted in a sensitivity of 0.89 and specificity of 0.86 [28]. These discrepancies
indicate the necessity of evaluating the cut-offs for individual countries and populations; the
usefulness of unified cut-offs irrespective of the specificity of the population seem to be
limited.
We used the PHQ-9 [18] to assess the severity of depressive symptoms. The
participants rate the frequency of the presence of depressive symptoms from 0 (not at all) to 3
(nearly every day). The value of the Cronbach’s α in this sample yielded 0.86.
The PAID scale [19] consists of 20 statements regarding the existence of negative
states commonly experienced by people with diabetes (e.g. “worrying about the future and the
possibility of serious complications”). Participants report the extent to which each issue is
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currently a problem for them on a 4-point Likert scale (from 0 – not a problem to 3 – a serious
problem) According to the Polish version of the PAID we included single factorial structure
of this tool in the analysis. The Cronbach’s alpha obtained was α = 0.95.
The diagnostic status of all the participants at the time of the WHO-5 assessment was
determined by the MINI International Neuropsychiatric Interview (Version 5.0.0) [30], [31]
which has been widely used among different populations, including those with serious
illnesses. It is a reliable diagnostic instrument according to Diagnostic and Statistical Manual
of Mental Disorders 5th edition (DSM-5) criteria [30]. The interview was conducted by a
trained Psychiatrist. The classification of depressed or non-depressed was based on DSM-IV
criteria for current Major Depressive Disorder (MDD).
2.4.

Statistical analyses

2.4.1. Factorial structure, internal consistency reliability and convergent validity of the
Polish version of the WHO-5.
The statistical analyses were carried out using SPSS version 25 for Windows. In order
to determine the factorial structure of the Polish version of the WHO-5, an Exploratory Factor
Analysis with Oblimin rotation was conducted. Principal axis factoring (PAF) method was
applied because of the result of Kolmogorov-Smirnov test indicating non-normal distribution
of the data. The recommended value of factorial loadings of every item is above 0.3 [37].
The internal consistency reliability of the WHO-5 was assessed using Cronbach’s
alpha with α values between 0.80 and 0.90 usually indicating good internal consistency [38].
To measure convergent validity, Pearson product moment correlations were applied. We
assumed that WHO-5 scores would be negatively associated with PHQ-9 results and
negatively related to PAID scores. A strong or moderate strength of the relationship (r value
from |0.50| to |0.80|) between WHO-5 scores and these two measures indicates satisfactory
convergent validity [39].
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2.4.2. Screening accuracy for likely depression.
In order to assess the discriminatory validity of the Polish version of the WHO-5 as a
screening tool for current depressive episodes, the positive predictive value (PPV) and
negative predictive value (NPV) were calculated using logistic regression. The PPV is the
probability of disease for positive test results while the NPV means the probability of being
healthy when test results are negative [40]. Then, we employed a Wald statistic estimated for
the depression indicator variables from a logistic regression model to test whether the
variation in the prevalence rate of persistent depression across the level of well-being is
different than expected by chance. Odds ratios (ORs) and their confidence intervals (CI) were
estimated.
In this study the results of the WHO-5 are reported on a continuous scale, therefore the
sensitivity and specificity can be computed across all the possible threshold values. The
sensitivity and specificity depend on the value of the threshold and the sensitivity is inversely
related with specificity [40], [41]. To determine sensitivity and specificity of the WHO-5,
Receiver Operating Characteristic (ROC) curve was mapped and the area under the curve
(AUC), as an effective measure of accuracy of the WHO-5 for identifying depression has
been calculated. In previous studies researchers have not reported the applied criteria for the
choice of optimal cut-off [28], [29], [35], [36]. We identified the optimal cut off values using
Youden’s index which ranges between 0 to 1, with higher values indicating greater diagnostic
performance [42]. Statistical significance for all of the conducted analysis was established at p
< 0.05.

3. RESULTS
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3.1. Demographic, clinical and psychological sample characteristics
The demographic, clinical, and psychological characteristics of the participants are
presented in Table 1.
The mean age of participants was 57.43 (SD = 7.30) ranged between 18 and 65 years
with a mean duration of diabetes of 9.47 (SD = 7.10) years. The mean WHO-5 scores for total
sample was 15.97 (SD = 6.48; range 0 – 25). WHO-5 scores were not significantly associated
with age (r = 0 .11, p = 0.11). There was also no difference according to either gender (t(214)
= 1.29, p = 0.20), education level (H(2) = 1.669, p = 0.44) or location of residence (U =
1559.50, p = 0.13). WHO-5 scores were not significantly associated with diabetes duration (r
= -0.11, p = 0.11).
Table 1 around here
3.2. Reliability and validity
The analysis indicated one factor of the Polish version of the WHO-5 with eigenvalues
> 1.0 (3.36; second highest value is .58). The inspection of the scree plot also suggested a
one-factor structure (see Figure 1).
Figure 1 around here

Figure 1. Scree plot of the Polish version of the WHO-5.

The one-factor solution indicated that factorial loading of each of the five items is
above the recommended minimal value of 0.3 [37] and all factor loadings are 0.76 or higher.
The total variance of the one-factor solution was 67.28% (see Table 2).
Table 2 around here

13

In the next step, we assessed the reliability of the WHO-5 scale by calculating the
Cronbach’s alpha reliability coefficients. Cronbach’s alpha for the Polish version of this tool
yielded 0.87. Thus, the internal consistency reliability of the WHO-5 is satisfactory,
indicating the homogeneous structure of the measure.
In terms of convergent validity WHO-5 scores indicated a strong significant inverse
correlation with the PHQ-9 (whole group: r = -0.75, p < 0.001) and a strong negative
correlation with PAID scores (r = -0.52, p < 0.001). Additionally, there was a significant
negative correlation between WHO-5 scores and HbA1c (r = -0.18, p < 0.05). The
relationship between WHO-5 and the amount of medical complications was also significant
(rs = -.184, p < 0.05). The medical complications including: stroke or cerebrovascular
incident, heart attack or myocardial infarction, any other heart trouble (e.g. angina etc),
retinopathy, macular oedema, neuropathy, nephropathy, peripheral vascular disease, heart
disease/ heart problems, kidney problems, problems with legs / feet, high blood pressure, high
cholesterol. These results demonstrate a good convergent validity of the Polish version of the
WHO-5.

3.3. Screening accuracy for depression
The logistic regression analysis indicated that the model containing the WHO-5 as a
predictive factor for a major depressive episode was statistically significant, χ2(1) = 111.32; p
< 0.001. The Hosmer–Lemeshow test indicated goodness of fit of the prediction model, H-L
χ2(7) = 0.89; p = 0.996. The coefficient of determination Nagelkerke's R squared, R2 = 0.71
indicated that approximately 71% of the variability in the MDD is explained by the WHO-5
scores. The Wald test showed that the variation in the prevalence of major depressive disorder
across the level of well-being is more varied than expected by chance, W(1)=35,23; p < 0,001
(OR = 0.617; 95%CI: 0.526 – 0.724).
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The ROC curve was mapped to determine the sensitivity and specificity of the WHO-5
for the detection of a current major or minor depressive episode according to the Polish
version of the WHO-5 total score (see Figure 2).
Figure 2 around here
Figure 2. ROC curve of the WHO-5 for detecting likely depression in adults with type 2
diabetes (N = 216).
The AUC was 0.965; p < 0.001 (95%CI 0.940–0.989). The Youden's index (0.802)
indicated that a cut-off of ≤12 yielded the best sensitivity/specificity trade-off: sensitivity
93.8%; specificity 86.5%; PPV 54.5%; and NPV 98.8% (see Table 3).
Table 3 around here

4. DISCUSSION

This is the first study to identify the psychometric properties of the Polish version of
the WHO-5 and its utility as a suitable screening tool for depression among Polish adults with
type 2 diabetes. The results of our analysis provide empirical evidence for the internal
consistency, reliability and convergent validity of the Polish version of the WHO-5, with a
high Cronbach’s alpha and expected strong negative associations with the PAID and PHQ-9.
We observed a weak negative relationship between WHO-5 scores and HbA1c as well as
between WHO-5 scores and the amount of medical complications. Additionally, the results of
Principal Axis Factoring (PAF) support a one-factorial structure of the WHO-5, which
confirms the findings of other research in people with diabetes [22], [28], [36], as well as the
Danish general population [24].
The ROC analysis supports the use of the WHO-5 as a screening tool for verifying
likely depression in people with type 2 diabetes. The AUC was very close to 1, suggesting a
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good accuracy of the WHO-5 for screening for depression. It also had high sensitivity and
specificity for the optimal (≤12) cut-off value. According to our knowledge, this is the first
study applying Youden’s index to find the optimal cut-off values among people with diabetes,
making an important contribution to existing work where discrepancies in the sensitivity and
specificity for the conventional cut-off of < 12 have been found up to now [27]. Furthermore,
unlike our research, the majority of previous studies did not compare the WHO-5 with a
structured diagnostic interview and so should be interpreted with caution. For this reason, we
diagnosed depression using DSM-IV criteria assessed by a structured interview (the M.I.N.I)
as the gold standard reference.
International guidelines recommend routine screening for depression in people with
diabetes [43], [44]. However, although there is strong evidence that up to 10-20% of people
with type 2 diabetes may have depression, this often goes unrecognized [15]. This may be
partly explained by healthcare professionals often reporting being insufficiently equipped to
provide diabetes self-management education, including emotional and psychological aspects
of diabetes [45]. The absence of psychological services is considered as the most significant
barrier in recognizing mental problems and providing people with adequate treatments [46].
However, it is unlikely that both expanding the diabetes team with specialist psychological
expertise and providing mental health professional, as an integral part of the team will be
resolved in the short term [47]. Thus, providing a screening tool for depression which
healthcare professionals will find easy to use may improve recognition of depression among
patients with diabetes [45]. This may contribute to providing more complex, appropriate
treatment or support leading to health enhancing or quality of life improvements, reducing the
adverse impact of depressive symptoms on diabetes management, glycaemic control and other
health outcomes [48]. The WHO-5 has been useful as an outcome measure among various
clinical groups [27]. For example, Wade et al. [49] applied the WHO-5 to measure the
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efficacy of a prolonged release melatonin formulation among people with insomnia. Among
people with breast cancer the WHO-5 was used to test the effect of mindfulness-based therapy
[50]. In turn, Robinson et al. [51] examined the effect of paroxetine among individuals with
tinnitus using the WHO-5 as one of the outcome measures. The extensively applicability of
the WHO-5 as a valid screening tool for depression in geriatrics [52], neurology [53] and
endocrinology [29], [35], [36] has also been observed.
This research provides support for the Polish version of the WHO-5 that may be useful
for both clinical practice and empirical research in people with diabetes, because of both
satisfactory psychometric properties and brief, positively worded content. Undoubtedly, free
accessibility online of all existing language versions of the WHO-5 is a valuable asset which
should contribute to the enhanced recognition of depression in people with diabetes.
However, the validation of each version and determine optimal cut-off point are necessary for
clinical practice, because health professionals have to be sure that any employed screening
instrument is adapted to the patient’s culture, language, and literacy abilities [23]. The main
aim of this study is consistent with the general objective of INTERPRET-DD project, namely,
to assess the specificity and sensitivity of depression screening instruments when used in
people with Type 2 diabetes [33]. Additionally, changes in wellbeing can be monitored when
evaluating ongoing treatment, with a difference of 10% indicating a significant change [54].
Thus, the effectiveness of the WHO-5 as a screening tool for depression is not only
derived from its psychometric properties. The results of this study allow us to recommend the
WHO-5 as a suitable first-step screening instrument for likely depression. Obviously, the
WHO-5 cannot be used as the only and sufficient tool for the diagnosis of depression.
Professionals should keep in mind that screening instruments only enhance recognition and do
not replace a full clinical test. The presence of clinically significant depressive symptoms has
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to be verified by full clinical diagnostic process including structured psychiatric diagnostic
interview [20].
The strength of this study is the comparison of the WHO-5 scores with a clinical
diagnostic interview for depression (MINI). Secondly, the PHQ-9 was used in this study as it
is based on the DSM-IV diagnostic criteria for depression, and simultaneously it is
recommended and commonly used for depression screening in people with diabetes [23].
Additionally, our exploratory ROC analyses comparing the WHO-5 with the diagnosis for
major depressive syndrome by MINI are consistent with previous research indicating that
WHO-5 is a reliable and valid self-assessment screening tool for major depression in people
with diabetes at a cut-off point of ≤12 [55].
. Although the total sample of this project is large, this report is based on data
collected only in Poland (N = 216). Nevertheless it is larger than the majority of previous
similar studies [28],[29], [35], [56] and makes a significant contribution to the field. The other
caveat is that the large majority of the participants was living in an urban rather than rural
location. It may be important point with respect to the difference in accessibility methods of
non-pharmacological treatment. However, the INTERPRET-DD study did not record any
non-pharmacological treatments at baseline. Moreover, the study was undertaken in specialist
clinics where the sample of patients may be varied from the wider diabetes population. For
example, there may be an overestimate or underestimate of the severity of depressive
symptoms. The other limitations of INTERPRET-DD study with respect to the possibility of
comparing results with other countries are reported elsewhere [33].

5. CONCLUSIONS

This study has demonstrated that the psychometric properties and suitability of the
WHO-5 as a screening instrument for likely depression in Polish adults with type 2 diabetes
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are very good. Additionally, this study provides further support for the recommended cut-off
value of ≤12. We have provided empirical support for the utility of the WHO-5 which can be
a useful tool for both clinical practice and future studies carried out among Polish people with
diabetes.

CONTRIBUTION STATEMENT

All authors made substantial contributions to the concept and design of the study. TG and
AKo acquisited of data. EC analysed the data. EC, AKi, AKo, BR, CL and NS interpretation
of data. EC prepared the draft of the article. All authors revised it critically for important
intellectual content, edited and approved the final version of the manuscript.

References:

[1] Diabetes Care and Research in Europe: The Saint Vincent Declaration. Diabetic Medicine
1990;7:360. https://doi.org/10.1111/j.1464-5491.1990.tb01405.x.
[2] Krans HMJ, Porta M, Keen H, Staehr Johansen K, editors. Diabetes Care and Research in
Europe: The St Vincent Declaration Action Programme Implementation Document. 2nd
ed. Copenhagen: WHO; 1995.
[3] Bradley C, Gamsu D & Psychological Well‐ being Working Group of the WHO/IDF St
Vincent Declaration Action Programme for Diabetes. Guidelines for Encouraging
Psychological Well-being: report of a Working Group of the World Health Organization
Regional Office for Europe and International Diabetes Federation European Region St
Vincent Declaration Action Programme for Diabetes. Diabet Med 1994;11:510–16.
https://doi.org/10.1111/j.1464-5491.1994.tb00316.x.

19

[4] Talbot F, Nouwen A. A review of the relationship between depression and diabetes in
adults: is there a link? Diabetes Care 2000;23:1556–62.
https://doi.org/10.2337/diacare.23.10.1556.
[5] Ciechanowski PS, Katon WJ, Russo JE. Depression and Diabetes. Arch Intern Med
2000;160:3278-85. https://doi.org/10.1001/archinte.160.21.3278.
[6] Lustman PJ, Anderson RJ, Freedland KE, Groot MD, Carney RM, Clouse RE. Depression
and poor glycemic control: a meta-analytic review of the literature. Diabetes Care
2000;23:934–42. https://doi.org/10.2337/diacare.23.7.934.
[7] Jacobson AM. The Psychological Care of Patients with Insulin-Dependent Diabetes
Mellitus. N Engl J Med 1996;334:1249–53.
https://doi.org/10.1056/NEJM199605093341907.
[8] Snoek FJ, Bremmer MA, Hermanns N. Constructs of depression and distress in diabetes:
time for an appraisal. The Lancet Diabetes & Endocrinology 2015;3:450–60.
https://doi.org/10.1016/S2213-8587(15)00135-7.
[9] Lustman PJ, Gavard JA. Psychosocial aspects of diabetes in adult populations. In: Harris
MI, Ed. Diabetes in America. Washington, DC: US Department of Health and Human
Services, National Institutes of Health, National Institute of Diabetes and Digestive and
Kidney Diseases; 1996, p. 507-18.
[10]

Glasgow RE. Behavioral and psychosocial measures for diabetes care: what is

important to assess. Diabetes Spectrum 1997;10:12-7.
[11]

Gonzalez JS, Delahanty LM, Safren SA, Meigs JB, Grant RW. Differentiating

symptoms of depression from diabetes-specific distress: relationships with self-care in
type 2 diabetes. Diabetologia 2008;51:1822–25. https://doi.org/10.1007/s00125-0081113-x.

20

[12]

van Dooren FEP, Nefs, G, Schram MT, Verhey FRJ, Denollet J, Pouwer F. Depression

and risk of mortality in people with diabetes mellitus: a systematic review and metaanalysis. Plos One 2013;8:e57-68. https://doi.org/10.1371/journal.pone.0057058.
[13]

Katon WJ, Rutter C, Simon G, Lin EH, Ludman E, Ciechanowski P, et al. The

Association of Comorbid Depression With Mortality in Patients With Type 2 Diabetes.
Diabetes Care 2005;28:2668–72. https://doi.org/10.2337/diacare.28.11.2668.
[14]

Pouwer F, Snoek FJ, Ploeg HMVD, Ader HJ, Heine RJ. Monitoring of Psychological

Well-Being in Outpatients With Diabetes: Effects on mood, HbA1c, and the patient’s
evaluation of the quality of diabetes care: a randomized controlled trial. Diabetes Care
2001;24:1929–35. https://doi.org/10.2337/diacare.24.11.1929.
[15]

Pouwer F. Should we screen for emotional distress in type 2 diabetes mellitus? Nature

Reviews Endocrinology 2009;5:665–71. https://doi.org/10.1038/nrendo.2009.214.
[16]

Beck AT. An Inventory for Measuring Depression. Arch Gen Psychiatry 1961;4:561-

71.
[17]

Hamilton M. The Hamilton rating scale for depression. In: Sartorius N, Ban TA,

Editors. Assessment of depression. Berlin, Heidelberg: Springer; 1986, p. 143-52.
https://doi.org/10.1007/978-3-642-70486-4_14.
[18]

Kroenke K, Spitzer RL, Williams JBW. The PHQ-9. J Gen Intern Med 2001;16: 606–

13. https://doi.org/10.1046/j.1525-1497.2001.016009606.x.
[19]

Welch GW, Jacobson AM, Polonsky WH. The Problem Areas in Diabetes Scale: An

evaluation of its clinical utility. Diabetes Care 1997;20:760–66.
https://doi.org/10.2337/diacare.20.5.760.
[20]

Pouwer F & Atlantis E. Measuring and assessing depression in people with diabetes:

implications for clinical practice. In: Lloyd CE, Pouwer F, Hermanns N, Editors.

21

Screening for depression and other psychological problems in diabetes: a practical guide.
London: Springer; 2013, p. 199–209. https://doi.org/10.1007/978-0-85729-751-8_10.
[21]

Tarolla E, Biondi M, Fabi E, Gaviano I, Gigantesco A, Tarsitani L, et al. Measuring

depression with questions about well-being: a study on psychiatric outpatients. Riv
Psichiatr 2012;47:304–8. https://doi.org/10.1708/1139.12557.
[22]

Halliday JA, Hendrieckx C, Busija L, Browne JL, Nefs G, Pouwer F, et al. Validation

of the WHO-5 as a first-step screening instrument for depression in adults with diabetes:
Results from Diabetes MILES – Australia. Diabetes Research and Clinical Practice
2017;132:27–35. https://doi.org/10.1016/j.diabres.2017.07.005.
[23]

Lloyd CE, Roy T, Begum S, Mughal S, Barnett AH. Measuring psychological well-

being in South Asians with diabetes; a qualitative investigation of the PHQ-9 and the
WHO-5 as potential screening tools for measuring symptoms of depression. Diabet Med
2011;29:140–47. https://doi.org/10.1111/j.1464-5491.2011.03481.x.
[24]

Bech P, Olsen LR, Kjoller M, Rasmussen NK. Measuring well-being rather than the

absence of distress symptoms: a comparison of the SF-36 Mental Health subscale and the
WHO-Five well-being scale. International Journal of Methods in Psychiatric Research
2003;12:85–91. https://doi.org/10.1002/mpr.145.
[25]

Henkel V, Mergl R, Kohnen R, Allgaier A-K, Moller H-J, Hegerl U. Use of brief

depression screening tools in primary care: consideration of heterogeneity in performance
in different patient groups. Gen Hosp Psychiatry 2004;26:190–8.
https://doi.org/10.1016/j.genhosppsych.2004.02.003.
[26]

Krieger T, Zimmermann J, Huffziger S, Ubl B, Diener C, Kuehner C, et al. Measuring

depression with a well-being index: Further evidence for the validity of the WHO WellBeing Index (WHO-5) as a measure of the severity of depression. J Affect Disord
2014;156:240–244. https://doi.org/10.1016/j.jad.2013.12.015.

22

[27]

Topp CW, Ostergaard SD, Sondergaard S, Bech P. The WHO-5 Well-Being Index: a

systematic review of the literature. Psychother Psychosom 2015;84:167–76.
https://doi.org/doi:10.1159/000376585.
[28]

de Wit M, Pouwer F, Gemke RJBJ, Delemarre-van de Waal HA, Snoek FJ. Validation

of the WHO-5 Well-Being Index in adolescents with type 1 diabetes. Diabetes Care
2007;30:2003–6. https://doi.org/doi:10.2337/dc07-0447.
[29]

Awata S, Bech P, Yoshida S, Hirai M, Suzuki S, Yamashita M, et al. Reliability and

validity of the Japanese version of the World Health Organization-Five Well-Being Index
in the context of detecting depression in diabetic patients. Psychiatry Clin Neurosci
2007;61:112–9. https://doi.org/doi:10.1111/j.1440-1819.2007.01619.x.
[30]

Sheehan D, Lecrubier Y, Sheehan KH, Janavs J, Weiller E, Keskiner A, et al. The

validity of the Mini International Neuropsychiatric Interview (MINI) according to the
SCID-P and its reliability. European Psychiatry 1997;12:232–41.
https://doi.org/10.1016/S0924-9338(97)83297-X.
[31]

Masiak M, Przychoda-Masiak J. International Neuropsychiatric Version. Polish

Version 5.0.0. Lublin: Katedra i Klinika Psychiatrii Akademii Medycznej w Lublinie;
2002.
[32]

Lloyd CE, Nouwen A, Sartorius N, Ahmed HU, Alvarez A, Bahendeka S, et al.

Prevalence and correlates of depressive disorders in people with Type 2 diabetes: results
from the International Prevalence and Treatment of Diabetes and Depression
(INTERPRET-DD) study, a collaborative study carried out in 14 countries. Diabet Med
2018;35:760–9. https://doi.org/doi:10.1111/dme.13611.
[33]

Lloyd CE, Sartorius N, Cimino LC, Alvarez A, Guinzbourg de Braude M, Rabbani G,

et al. The INTERPRET-DD study of diabetes and depression: a protocol. Diabet Med
2015;32:925–34. https://doi.org/doi:10.1111/dme.12719.

23

[34]

Psychiatric Research Unit. Well-Being Index (WHO-5). n.d. Retrieved from The

Psychiatric Research Unit at the Mental Health Centre North Zealand website:
https://www.psykiatri-regionh.dk/who-5/Documents/WHO5_Polish.pdf
[35]

Furuya M, Hayashino Y, Tsujii S, Ishii H, Fukuhara S. Comparative validity of the

WHO-5 Well-Being Index and two-question instrument for screening depressive
symptoms in patients with type 2 diabetes. Acta Diabetol 2013;50:117–21.
https://doi.org/doi:10.1007/s00592-010-0219-z.
[36]

Hajos TRS, Pouwer F, Skovlund SE, Den Oudsten BL, Geelhoed-Duijvestijn PHLM,

Tack CJ, et al. Psychometric and screening properties of the WHO-5 well-being index in
adult outpatients with Type 1 or Type 2 diabetes mellitus. Diabet Med 2013;30:e63-9.
https://doi.org/doi:10.1111/dme.12040.
[37]

Field AP. Discovering statistics using IBM SPSS statistics. London: SAGE

Publications; 2018.
[38]

Nunnally JC, Bernstein IH. Psychometric theory. 3rd ed. New York: McGraw-Hill;

1994.
[39]

Cohen J. Statistical power analysis for the behavioural sciences. Hillsdale, USA:

Lawrence Earlbaum; 1988.
[40]

Hajian-Tilaki K. Receiver Operating Characteristic (ROC) Curve Analysis for Medical

Diagnostic Test Evaluation. Casp J Intern Med 2013;4:627–35.
[41]

Hanley JA. Receiver operating characteristic (ROC) methodology: the state of the art.

Crit Rev Diagn Imaging 1989;29:307–35.
[42]

Youden WJ. Index for rating diagnostic tests. Cancer 1950;3:32–35.

https://doi.org/10.1002/1097-0142(1950)3:1<32::AID-CNCR2820030106>3.0.CO;2-3.

24

[43]

Aschner P. New IDF clinical practice recommendations for managing type 2 diabetes

in primary care. Diabetes Res Clin Pract 2017;132:169–70.
https://doi.org/doi:10.1016/j.diabres.2017.09.002.
[44]

American Diabetes Association. (2019). 5. 5. Lifestyle Management: Standards of

Medical Care in Diabetes—2019. Diabetes Care 2019;42:S46–S60.
https://doi.org/10.2337/dc19-S005.
[45]

Byrne JL, Davies MJ, Willaing I, Holt RIG, Carey ME, Daly H, et al. Deficiencies in

postgraduate training for healthcare professionals who provide diabetes education and
support: results from the Diabetes Attitudes, Wishes and Needs (DAWN2) study. Diabet
Med 2017;34:1074–83. https://doi.org/doi:10.1111/dme.13334.
[46]

Diabetes UK. Emotional and psychological support for people with diabetes (our

position) [Internet]. [cited 2019Jun18]. Available from
https://www.diabetes.org.uk/professionals/position-statements-reports/diagnosis-ongoingmanagement-monitoring/emotional-and-psychological-support-for-people-with-diabetes
[47]

Davies M. Should diabetes services routinely screen for psychological distress? Pract

Diabetes Int 2007;24:483–6. https://doi.org/doi:10.1002/pdi.1182.
[48]

Pouwer F, Nefs G, Nouwen A. Adverse Effects of Depression on Glycemic Control

and Health Outcomes in People with Diabetes: A Review. Endocrinol Metab Clin
2013;42:529–44. https://doi.org/doi:10.1016/j.ecl.2013.05.002.
[49]

Wade AG, Ford I, Crawford G, McMahon AD, Nir T, Laudon M, et al. Efficacy of

prolonged release melatonin in insomnia patients aged 55–80 years: quality of sleep and
next-day alertness outcomes. Curr Med Res Opin 2007;23:2597–605.
https://doi.org/doi:10.1185/030079907X233098.
[50]

Hoffman CJ, Ersser SJ, Hopkinson JB, Nicholls PG, Harrington JE, Thomas PW.

Effectiveness of mindfulness-based stress reduction in mood, breast- and endocrine-

25

related quality of life, and well-being in stage 0 to III breast cancer: a randomized,
controlled trial. J Clin Oncol 2012;30:1335–42.
https://doi.org/doi:10.1200/JCO.2010.34.0331.
[51]

Robinson SK, Viirre ES, Bailey KA, Gerke MA, Harris JP, Stein MB. Randomized

placebo-controlled trial of a selective serotonin reuptake inhibitor in the treatment of
nondepressed tinnitus subjects. Psychosom Med 2005;67:981–8.
https://doi.org/doi:10.1097/01.psy.0000188479.04891.74.
[52]

Allgaier A-K, Kramer D, Saravo B, Mergl R, Fejtkova S, Hegerl U. Beside the

Geriatric Depression Scale: the WHO-Five Well-being Index as a valid screening tool for
depression in nursing homes. Int J Geriatr Psychiatry 2013;28:1197–204.
https://doi.org/doi:10.1002/gps.3944.
[53]

Schneider CB, Pilhatsch M, Rifati M, Jost WH, Wodarz F, Ebersbach G, et al. Utility

of the WHO-Five Well-being Index as a screening tool for depression in Parkinson’s
disease. Mov Disord 2010;25:777–83. https://doi.org/doi:10.1002/mds.22985.
[54]

Ware JE, Davies AR. Monitoring health outcomes from the patients’ point of view: A

primer. Integrated Therapeutics Group, Incorporated; 1995.
[55]

Saipanish R, Lotrakul M, Sumrithe S. Reliability and validity of the Thai version of

the WHO‐ Five Well‐ Being Index in primary care patients. Psychiatry Clin Neurosci
2009;63:141–6. https://doi.org/doi:10.1111/j.1440-1819.2009.01933.x.
[56]

Dadfar M, Momeni Safarabad N, Asgharnejad Farid AA, Nemati Shirzy M, Ghazie

pour Abarghouie F. Reliability, validity, and factorial structure of the World Health
Organization-5 Well-Being Index (WHO-5) in Iranian psychiatric outpatients. Trends
Psychiatry Psychother 2018;40:79–84. http://dx.doi.org/10.1590/2237-6089-2017-0044.

26

27

Table 1
Associations between participants’ demographic and clinical characteristics with WHO-5
scores (N=216)
WHO-5
scores

statistic

p value

M (SD)
Gender
Male (n = 100)

16.50 (6.36)

Female (n = 116)

15.36 (6.61) t(214) = 1.29

Total sample (N = 216)

15.97 (6.48)

= 0.20

Education level
No formal (n = 0)

-

Some/completed primary school (n = 19)

16.56 (6.35)

Some/completed secondary school (n = 141)

15.48 (6.73) H(2) = 1.66a

Higher education (college, postgrad/professional) (n = 57)

= 0.44

17.00 (6.48)

Residence
Rural/village (n = 20)

14.20 (6.30)

Urban (n = 196)

16.15 (6.49)

U = 1559.50b

= 0.13

Age

57.42 (7.32) r = 0.110

= 0.109

Diabetes duration

9.47 (7.10)

= 0.114

r = - 0.108

Note:
a)

Based on nonparametric The Kruskal-Wallis H Test because of unequal group sizes

b)

Based on nonparametric the Mann–Whitney U test because of unequal group sizes
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Table 2
The results of Principal Axis Factoring and factor loadings of the 5 WHO-5 items (N = 216)
for one factor solution
FACTOR 1
Item
WHO-5
1. I have felt cheerful and in good spirits

.834

3. I have felt active and vigorous

.819

2. I have felt calm and relaxed

.801

5. My daily life has been filled with things that interest me

.797

4. I woke up feeling fresh and rested

.765
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Table 3
Accuracy of the WHO-5 cut-off values for detecting major depression (diagnosed with the
MINI) in adults with type 2 diabetes for the Polish sample (N = 216)
WHO-5

Positive

Negative

Positive

Negative

raw score

Predictive

Predictive

likelihood

likelihood

Youden's

cut-off

Sensitivity

Specificity

Value

Value

ratio

ratio

index

0,000

0,094

1,000

1,000

0,864

0,000

0,906

0,094

≤1

0,188

1,000

1,000

0,877

0,000

0,813

0,188

≤2

0,313

0,995

0,909

0,893

57,813

0,691

0,307

≤3

0,406

0,995

0,929

0,906

75,156

0,597

0,401

≤4

0,531

0,995

0,944

0,925

98,281

0,471

0,526

≤5

0,594

0,995

0,950

0,934

109,844

0,408

0,588

≤6

0,625

0,995

0,952

0,939

115,625

0,377

0,620

≤7

0,719

0,978

0,852

0,953

33,242

0,287

0,697

≤8

0,719

0,951

0,719

0,951

14,774

0,296

0,670

≤9

0,781

0,930

0,658

0,961

11,118

0,235

0,711

≤10

0,875

0,903

0,609

0,977

8,993

0,138

0,778

≤11

0,906

0,892

0,592

0,982

8,383

0,105

0,798

≤12

0,938

0,865

0,545

0,988

6,938

0,072

0,802

≤13

0,969

0,822

0,484

0,993

5,431

0,038

0,790

≤14

0,969

0,778

0,431

0,993

4,371

0,040

0,747

≤15

1,000

0,697

0,364

1,000

3,304

0,000

0,697

≤16

1,000

0,632

0,320

1,000

2,721

0,000

0,632

≤17

1,000

0,551

0,278

1,000

2,229

0,000

0,551

≤18

1,000

0,481

0,250

1,000

1,927

0,000

0,481

≤19

1,000

0,405

0,225

1,000

1,682

0,000

0,405

≤20

1,000

0,330

0,205

1,000

1,492

0,000

0,330

≤21

1,000

0,232

0,184

1,000

1,303

0,000

0,232

≤22

1,000

0,184

0,175

1,000

1,225

0,000

0,184

≤23

1,000

0,141

0,168

1,000

1,164

0,000

0,141

≤24

1,000

0,108

0,162

1,000

1,121

0,000

0,108

≤25

1,000

0,000

0,147

1,000

1,000

0,000

0,000
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