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sensitive and specific screening tool for depression and its 
applicability across study fields is very high.  Conclusions:  
The WHO-5 is a short questionnaire consisting of 5 simple 
and non-invasive questions, which tap into the subjective 
well-being of the respondents. The scale has adequate valid-
ity both as a screening tool for depression and as an out-
come measure in clinical trials and has been applied success-
fully across a wide range of study fields. 

 © 2015 S. Karger AG, Basel 

 Introduction 

 In his monograph on clinimetrics, Feinstein  [1]  used 
the term ‘improvement after treatment’ to describe the 
patient’s own assessment of change in his or her well-
being during treatment. This is a very subjective index, 
which no biological marker can capture  [1–3] . When re-
viewing 75 scientific articles covering more than 100 dif-
ferent scales or questionnaires, Gill and Feinstein  [4]  
demonstrated that a clinimetric definition of subjective 
well-being was lacking. They therefore advocated for the 
development of short global rating scales of subjective 
well-being, which would reflect a single dimension with 
high clinical face validity. Another important issue in re-
lation to the measurement of subjective well-being was 
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 Abstract 

  Background:  The 5-item World Health Organization Well-
Being Index (WHO-5) is among the most widely used ques-
tionnaires assessing subjective psychological well-being. 
Since its first publication in 1998, the WHO-5 has been trans-
lated into more than 30 languages and has been used in re-
search studies all over the world. We now provide a system-
atic review of the literature on the WHO-5.  Methods:  We con-
ducted a systematic search for literature on the WHO-5 in 
PubMed and PsycINFO in accordance with the PRISMA 
guidelines. In our review of the identified articles, we fo-
cused particularly on the following aspects: (1) the clinimet-
ric validity of the WHO-5; (2) the responsiveness/sensitivity 
of the WHO-5 in controlled clinical trials; (3) the potential of 
the WHO-5 as a screening tool for depression, and (4) the ap-
plicability of the WHO-5 across study fields.  Results:  A total 
of 213 articles met the predefined criteria for inclusion in the 
review. The review demonstrated that the WHO-5 has high 
clinimetric validity, can be used as an outcome measure bal-
ancing the wanted and unwanted effects of treatments, is a 
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raised by Ware  [5] , who suggested that the rating scales 
dedicated to this purpose should be disease anonymous 
(generic) because such scales provide information re-
garding the overall effect (balancing wanted clinical ef-
fects against unwanted adverse effects) of a clinical inter-
vention. Furthermore, a generic scale enables a compari-
son with mean values from the general population (which 
can be used as a criterion of remission) or with mean val-
ues from other clinical populations irrespective of the dis-
ease entity or condition under examination. 

  The 5-item World Health Organization Well-Being In-
dex (WHO-5) is a short and generic global rating scale 
measuring subjective well-being. The WHO-5 was derived 
from the WHO-10  [6] , which in turn was derived from a 
28-item rating scale  [7]  used in a WHO multicentre study 
in 8 different European countries  [8] . The 10 items making 
up the WHO-10 were selected from among these 28 items 
on the basis of a non-parametric item response theory 
analysis  [9] , which identified the 10 most valid items from 
the original 28-item scale  [7] . The items for the 28-item 
scale were selected from the Zung scales for depression, 
distress and anxiety as well as from the General Health 
Questionnaire and the Psychological General Well-Being 
Scale  [10] . Therefore, both the 28-item scale and the WHO-
10 include items phrased negatively to reflect symptoms of 
distress (‘Feeling downhearted and blue’) and items 
phrased positively, reflecting well-being (‘Waking up feel-
ing fresh and rested’). Because the WHO considers positive 
well-being to be another term for mental health  [11] , the 
WHO-5 only contains positively phrased items  [12] . The 
WHO-5 items ( fig. 1 ) are: (1) ‘I have felt cheerful and in 
good spirits’, (2) ‘I have felt calm and relaxed’, (3) ‘I have 

felt active and vigorous’, (4) ‘I woke up feeling fresh and 
rested’ and (5) ‘My daily life has been filled with things that 
interest me’. The respondent is asked to rate how well each 
of the 5 statements applies to him or her when considering 
the last 14 days. Each of the 5 items is scored from 5 (all of 
the time) to 0 (none of the time). The raw score therefore 
theoretically ranges from 0 (absence of well-being) to 25 
(maximal well-being). Because scales measuring health-
related quality of life are conventionally translated to a per-
centage scale from 0 (absent) to 100 (maximal), it is recom-
mended to multiply the raw score by 4 ( fig. 1 ). Notably, the 
layout of the WHO-5 follows that of the Major Depression 
Inventory which measures the WHO/ICD-10 symptoms 
of depression  [13] . This goes both for the Likert scaling of 
each item from 0 to 5 and for the period of time considered 
(the past 2 weeks)  [14, 15] .

 The WHO-5 was originally presented at a WHO meet-
ing in Stockholm in February 1998 as part of a project on 
the measurement of well-being in primary health care pa-
tients  [16] . Subsequent to this project, the WHO Region-
al Office in Europe initiated translations of the original 
English version of the WHO-5 into a number of other 
languages. At present, the WHO-5 has been translated 
into over 30 languages and has been used in research proj-
ects all over the world. The objective of this study was to 
provide a systematic review of the extensive body of lit-
erature on the WHO-5, with particular emphasis on the 
following aspects: (1) the clinimetric validity of the WHO-
5; (2) the responsiveness/sensitivity of the WHO-5 in 
controlled clinical trials; (3) the potential of the WHO-5 
as a screening tool for depression, and (4) the applicabil-
ity of the WHO-5 across study fields.

The WHO-5 questionnaire
Instructions:
Please indicate for each of the 5 statements which is closest to how you have been feeling over the past 2 weeks.

Over the past 2 weeks… All of 
the time

Most of 
the time

More than 
half the time

Less than 
half the time

Some of 
the time

At no 
time

1 ... I have felt cheerful and in good spirits 5 4 3 2 1 0
2 ... I have felt calm and relaxed 5 4 3 2 1 0
3 ... I have felt active and vigorous 5 4 3 2 1 0
4 ... I woke up feeling fresh and rested 5 4 3 2 1 0
5 ... my daily life has been fi lled with things that interest me 5 4 3 2 1 0

Scoring principle: The raw score ranging from 0 to 25 is multiplied by 4 to give the final score from 0 representing the worst 
imaginable well-being to 100 representing the best imaginable well-being.

  Fig. 1.  The WHO-5 Well-Being Scale. Instructions and scoring principle. 
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 Methods 

 Search Strategy 
 A search for ‘WHO (Five)’ OR ‘WHO-5’ OR ‘WHO-five’ OR 

‘WHO well-being’ OR ‘WHO well being’ OR ‘WHO 5’ OR ‘WHO 
five’ OR ‘World health organization 5’ or ‘World health organiza-
tion five’ was carried out in PubMed. The same search was then 
carried out in PsycINFO. All abstracts published prior to or on 
March 31, 2014 were considered. One author (S.S.) screened the 
search results to exclude books, conference abstracts/posters and 
papers that were clearly irrelevant as well as non-English articles. 
The remaining papers were evaluated by C.W.T. and S.S. and were 
included for full text review if they contained information on the 
use of the WHO-5 other than as a pre-study screening instrument. 
C.W.T., S.S. and P.B. then evaluated the full papers.

  Results 

 The PRISMA flow chart  [17]  ( fig. 2 ) shows the number 
of articles found and later kept or excluded in the differ-
ent phases of the screening. The database search identi-
fied 964 titles, which were reduced to 501 after removal 
of duplicates. A total of 214 of these titles were either not 
full-text articles, were written in a non-English lan-
guage or were obviously not on a WHO-5-related subject 
and therefore excluded. The remaining 287 full-text arti-
cles were screened, and 213 were found eligible for in-

clusion in the review. In online supplementary table  1
(for all online suppl. material, see www.karger.com/
doi/10.1159/000376585), these 213 published studies are 
listed, and the main WHO-5 results are described. Be-
sides the trials listed in online supplementary table 1, we 
consulted the European Quality of Life Survey 2012  [18]  
to obtain the European general population norm values 
on the WHO-5 (online suppl. table 2).

  The Clinimetric Validity of the WHO-5 
 The most adequate clinimetric evaluation of the 

WHO-5 was performed by a panel of experts in the field 
of health-related quality of life  [19] . This group evaluated 
85 different questionnaires and found that 20 of these 
were ‘acceptable’. In terms of clinimetric validity, the 
WHO-5 was listed at the top among the 20 scales since 
any major overlap with specific disease-related aspects 
and side effects of pharmacological treatment is absent on 
this scale. In other words, the WHO-5 is a pure generic 
scale for the measurement of general well-being  [19] .

  The construct validity of a scale describes its properties 
as a coherent measure of a dimension of interest (in this 
case well-being). Construct validity is evaluated by deter-
mining whether each item on the scale contributes with 
unique information regarding the dimension. If this is
the case, the scale covers the theoretical range from the 

Records identified through
database searching

(n = 964)

Abstracts screened
(n = 501)

Records excluded
(abstracts, posters, books, comments, corrigenda,

non-English language, clearly irrelevant)
 (n = 214)

Full-text articles
assessed for eligibility

(n =287)

Full-text articles excluded, with reasons
(WHO-5 not study measure)

(n = 74)

Studies included in review
(n = 213)

Duplicates removed
(n = 463)

  Fig. 2.  PRISMA flow diagram showing the 
flow of information through the review: the 
number of records identified, included and 
excluded, and the reasons for the exclu-
sions. 
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complete absence of well-being to the highest imaginable 
level of well-being. The WHO-5 has been analysed with 
the item response theory model formulated by Rasch  [20]  
in both younger persons  [21]  and in elderly persons  [22] , 
confirming that the 5 items constitute a unidimensional 
scale, where each item adds unique information regard-
ing the level of well-being. This implies that the individ-
ual item scores can be added to a ‘meaningful’ total score 
and that the range of scores from 0 to 100 covers the entire 
dimension from the complete absence of well-being to 
the highest imaginable level of well-being. 

  The mean WHO-5 score in the general population has 
been measured in different European countries (online 
suppl. table 2). Thus, when using the WHO-5 as an out-
come measure in clinical trials, the ideal goal should be to 
reach the general population mean score. In Danish gen-
eral population studies  [23, 24] , the mean WHO-5 score 
is 70. 

  The predictive validity of a rating scale is of great im-
portance. The predictive validity of the WHO-5 has been 
investigated in a study in which patients with cardiac dis-
ease were followed over a period of 6 years  [25] . Patients 
who scored <50 on the WHO-5 at baseline proved to have 
significantly higher mortality rates compared to those 
scoring  ≥ 50.

  The Responsiveness/Sensitivity of the WHO-5 in 
Controlled Clinical Trials  
  Table  1  describes the 6 controlled clinical trials in 

which the WHO-5 has been used as an outcome measure. 
Wade et al.  [26]  conducted a placebo-controlled study of 
melatonin for the treatment of insomnia. At the end 
point, the participants in the group had obtained a level 
of 69. However, the difference at the end point between 
the active group and the control group was approximate-
ly 3 on the WHO-5, which is statistically significant but 
not clinically significant, since the threshold for a clini-
cally relevant change is considered to be 10 points on the 
WHO-5  [27] .

  Hoffman et al.  [28]  tested the effect of mindfulness-
based therapy versus a wait-list group among patients 
with breast cancer. The WHO-5 baseline score in each of 
the groups was approximately 50, which is indicative of 
reduced well-being (when WHO-5 is used for the screen-
ing of depression, a cut-off score of  ≤ 50 is used;  table 2 ). 
The difference between the effect of the mindfulness-
based therapy and the control group was approximately 
10 points on the WHO-5, i.e. just barely clinically signifi-
cant, but the patients in the active group still had mean 
WHO-5 values below the general population norm at the 
end point  [28] .

 Table 1.  The 6 controlled clinical trials in which the WHO-5 has been used as outcome measure

Study Intervention Specific condition Assessment 
occasion

Active 
intervention

Control 
intervention

p

1 Prolonged-release melatonin versus 
placebo [26] 

Psychiatry – other (n = 169) (n = 165)
Baseline 64.0 62.0
End point 69.2 66.4 0.05

2 Mindfulness-based therapy versus 
wait list [28]

Oncology (n = 103) (n = 111)
Baseline 52.2 50.1
End point 60.3 50.7 0.01

3 Intraperitoneal versus subcutaneous 
administration of insulin [29]

Endocrinology 
(diabetes)

(n = 11) (n = 12)
Baseline 48.4 43.7
End point 67.6 45.0 0.05

4 Paroxetine versus placebo [30] Otolaryngology (n = 57) (n = 58)
Baseline 25.2 24.6
End point 25.1 25.4 >0.05

5 Desvenlafaxine versus placebo Depression (n = 1,925) (n = 1,178)
[31] Baseline 23.6 23.6

End point (8 weeks) 50.8 44.0 <0.01

6 Wake therapy versus exercise [32] Depression (n = 37) (n = 38)
Baseline 12.0 18.0
End point (9 weeks) 58.0 50.0 <0.05
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  Logtenberg et al.  [29]  compared the effects of two dif-
ferent forms of insulin administration in patients with 
type 1 diabetes. At baseline, the participants had a 
WHO-5 mean score just below 50, and those in the ac-
tive group (intraperitoneal administration) improved 
their WHO-5 scores, reaching the general population 
norm, in contrast to the control group (subcutaneous 
administration). 

  Robinson et al.  [30]  tested the effect of paroxetine in 
comparison to placebo among individuals with tinnitus. 
The baseline WHO-5 mean score was below the cut-off 
score for clinical depression (≤28). According to the 
WHO-5 results, neither paroxetine nor placebo had any 
effect on the well-being of those affected by tinnitus 
 [30] .

  The WHO-5 has also been used as an outcome mea-
sure in controlled clinical trials involving patients with 
major depression. In these trials, the WHO-5 can be 
viewed as a measure which taps into the balance between 
the desired clinical effects and the unwanted side effects. 

The study by Guico-Pabia et al.  [31]  compared desven-
lafaxine with placebo by pooling the results from 8 dif-
ferent trials. The baseline score is representative for ma-
jor depression in the primary care setting (mean score 
≤28). The difference between desvenlafaxine and pla-
cebo after 8 weeks was statistically significant but not 
clinically significant. Also, the desvenlafaxine group 
only reached a WHO-5 mean of 50, i.e. it still has not 
recovered if we use the general population norm as the 
goal of treatment  [31] .

  Another study of depression assessed the effect of 
wake therapy and exercise among patients with treat-
ment-resistant depression, i.e. those who had not re-
sponded to at least two different antidepressants in their 
current major depressive episode  [32] . During the 9-week 
trial, the increase in the WHO-5 score in the wake ther-
apy group was statistically superior to that of the exercise 
group. However, the end point WHO-5 mean score in 
both groups was still far below that of the general popu-
lation norm  [32] .

 Table 2.  Diagnostic accuracy of WHO-5 using a cut-off score of ≤50

Study [Ref] Condition/topic Index of validity Sensitivity Specificity

1 [64] Geriatrics DSM-IV depression 0.92 0.79
2 [65] Endocrinology (diabetes) SCID DSM-IV depression 1.00 0.78
3 [66] Clinical psychometrics SCID DSM-IV depression 0.77 0.89
4 [67] Neurology SCID DSM-IV depression 0.78 0.67
5 [68] Psychiatry – other DSM-IV depression 0.96 0.76
6 [69] Clinical psychometrics MINI DSM-IV depression 0.89 0.65
7 [46] Neurology MINI DSM-IV depression 0.88 0.74
8 [70] Geriatrics DSM-IV depression 0.78 0.83

9 [33] Clinical psychometrics DSM-IV depression 0.94 0.83

10 [71] Paediatrics
Children (9 – 12 years) DSM-IV depression 0.75 0.92
Adolescents (13 – 16 years) DSM-IV depression 0.74 0.89

11 [72] Geriatrics CIDI ICD-10 depression 1.00 0.80
12 [73] Depression CIDI ICD-10 depression 0.93 0.64
13 [74] Clinical psychometrics CIDI ICD-10 depression 0.90 0.63

14 [75] Endocrinology (diabetes) CES-D ≥16 depression 0.89 0.87
15 [76] Endocrinology (diabetes) CES-D ≥16 depression 0.57 0.83
16 [77] Endocrinology (diabetes) PHQ9 ≥10 depression 0.79 0.88
17 [78] Geriatrics MDI DSM-IV depression 0.97 0.86

18 [79] Geriatrics CIDI suicidal 0.87 0.75

All 18 studies (n = 5,823) 0.86 0.81

 In study 9 [33], the cut-off score was ≤28.

http://dx.doi.org/10.1159%2F000376585


 Topp/Østergaard/Søndergaard/Bech

 

 Psychother Psychosom 2015;84:167–176 
DOI: 10.1159/000376585

172

  The Potential of the WHO-5 as a Screening Tool for 
Depression 
  Table  2  describes the performance (sensitivity and 

specificity) of the WHO-5 when used as a screening tool 
for depression. Most of the studies used DSM-IV depres-
sion assessed by various structured interviews as their gold 
standard reference. In the first 8 studies listed in  table 2 , a 
cut-off score of  ≤ 50 on the WHO-5 was used to assign a 
‘screening diagnosis’ of depression. For these 8 studies, 
the mean sensitivity for DSM-IV depression was 0.87, and 
the mean specificity for DSM major depression was 0.76. 
For all 18 studies, the sensitivity of the WHO-5 was 0.86, 
and the specificity was 0.81 ( table 2 ). In the study by Lowe 
et al.  [33] , the WHO-5 cut-off score was  ≤ 28, which more 
restrictively equals the level of well-being among patients 
with DSM-IV major depression. Despite this restrictive 
threshold, the WHO-5 had a sensitivity of 0.93 and a spec-
ificity of 0.83 in the detection of depression.

  For a screening instrument such as the WHO-5, hav-
ing sufficiently high sensitivity (i.e. a very high propor-
tion of depressed individuals screen positive) is a key fac-
tor, whereas high specificity is less important. This is due 
to the fact that the second step of the diagnostic process, 
after an initial positive screening with the WHO-5, con-
sists of a diagnostic interview performed by a trained cli-
nician, during which ‘false positives’ (patients screening 
positive on the WHO-5 but not meeting criteria for de-
pression) will be detected  [16] .

  The Applicability of the WHO-5 across Study Fields 
  Table 3  lists the number of WHO-5 publications strat-

ified by field of study. The scale has been used most ex-
tensively in endocrinology, which is explained by the fact 
that the WHO-5 was developed in a Pan-European study 
of patients with diabetes  [6] . Within the field of diabetes, 
the most comprehensive study employing the WHO-5 is 
the multinational study of psychosocial issues in diabetes 
by Nicolucci et al.  [34] . The participants were patients 
with diabetes from 17 countries. Using a cut-off score of 
 ≤ 28 on the WHO-5, approximately 14% of the patients 
were screened as having a depression. As shown by Nico-
lucci et al.  [34] , depression may have a substantial nega-
tive impact on diabetic control.

  Among the WHO-5 studies on depression, the work 
by Krieger et al.  [35]  is highly important because both the 
Hamilton Depression Scale (HAM-D) and the Hamilton 
Anxiety Scale (HAM-A) were included among the indices 
of validity. A score of 18 on the HAM-D, which indicates 
the level of depression at which treatment is needed (ma-
jor depression), corresponded to a WHO-5 score of 20, 
and an HAM-D score of 13 (minor depression) corre-
sponded to a WHO-5 score of 32  [35] .

  Suicidology is also among the fields where the WHO-5 
has been applied. When health-related quality of life was 
accepted as an important outcome in clinical trials, it was 
found that psychological well-being was a major element 
of this dimension. As discussed by Andrews and Withey 
 [36] , psychological well-being can be considered as the 
sum of satisfactions that makes life worth living, consti-
tuting the opposite pole to psychological pain with sui-
cidal thoughts  [36] . In the WHO Multisite Intervention 
Study on Suicidal Behaviours (SUPRE-MISS), the WHO-
5 was used to identify subjects who attempted suicide. 
The main finding of the SUPRE-MISS was that those at-
tempting suicide generally had extremely low scores on 
the WHO-5  [37, 38] . Furthermore, Vijayakumar et al. 
 [39]  found that subjects with repeated suicide attempts 
scored lower on the WHO-5 than subjects with a first at-
tempt (49.6 vs. 58.6, p = 0.01). Finally, Awata et al.  [40]  
showed that subjects with suicidal ideation scored signif-
icantly lower on the WHO-5 than subjects without sui-
cidal ideation (45.6 vs. 67.6, p = 0.01).

  In other illnesses than depression within the psychiat-
ric field, the WHO-5 has been used most extensively in 
relation to alcoholism and other substance use disorders. 
Hensing et al.  [41]  found a negative correlation between 
well-being and harmful alcohol use in females but not in 
males. Elholm et al.  [42]  focused on the alcohol withdraw-
al syndrome in outpatients treated with chlordiazepoxide 

 Table 3.  The applicability of the WHO-5 across study fields

Fields or conditions Publications, n

Endocrinology 34
Depression 29
Stress 29
Psychology 22
Clinical psychometrics 21
Psychiatry – other 19
Geriatrics 16
Neurology 9
Cardiology 7
Oncology 6
Obstetrics 5
Pain 5
Suicidology 5
Paediatrics 2
Gynaecology 1
Ophthalmology 1
Otolaryngology 1
Health economics 1
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as anti-abstinence drug. Most individuals scored <50 on 
the WHO-5 at inclusion. After 2 weeks of therapy, the 
WHO-5 score increased significantly. Hoxmark et al.  [43]  
found that the mean scores were approximately 38 on the 
WHO-5 at baseline and that 47% scored <50. There was 
a negative correlation between the severity of abuse and 
the WHO-5 scores.

  Cardiovascular disease has previously been mentioned 
in the section on the clinimetric properties of the WHO-5 
 [25] . The results found by Birket-Smith et al.  [25] , i.e. that 
myocardial infarction patients with WHO-5 scores of >50 
are well functioning, was supported by the study by Berg-
mann et al.  [44]  among patients who had survived myocar-
dial infarction and were followed for >2 years. The fact that 
patients having survived myocardial infarction have rather 
high WHO-5 scores has been considered by Garnefski et 
al.  [45]  as an expression of a positive coping style. They re-
ferred to this effect as a form of ‘post-traumatic growth’.

  In the field of neurology, the WHO-5 has been found 
valid in screening for depression in patients with Parkin-
son’s disease  [46] . Furthermore, the WHO-5 has been 
used as an outcome scale in a placebo-controlled study on 
a new pain-reducing wound dressing in patients with ve-
nous leg ulcers, where the WHO-5 was used as an out-
come scale  [47] . The results showed a significant superi-
ority of the active treatment over placebo. The applicabil-
ity of WHO-5 in back pain disorder has also been 
evaluated as being acceptable by both Volinn et al.  [48]  
and Vereckei et al.  [49] .

  In the field of stress research, the WHO-5 has been 
used to assess a wide variety of aspects including coping 
strategies  [50] , well-being in occupational health settings 
 [51] , the association between workplace stress and well-
being  [52] , the links between working condition and well-
being  [53]  as well as the association between psychosocial 
conditions and well-being  [54] . In the study by Gao et al. 
 [52] , it was found that approximately 35% of a total of 
2,796 employees had low well-being (cut-off score on the 
WHO-5 of <50) and that low social capital at the work-
place was associated with poor well-being. This finding 
was confirmed by Jung et al.  [55] . Finally, in the study by 
Schutte et al.  [54]  it was reported that the prevalence of 
poor well-being was highest in the low education group. 

  Discussion 

 In accordance with the suggestion from Feinstein  [1]  
and Ware  [5] , the WHO-5 was developed as a generic 
scale without any diagnostic specificity  [6] . The WHO-5 

was therefore recommended as the ultimate patient-relat-
ed measure within the international WHO classification 
system for chronic medical conditions, integrating bio-
logical impairments, social disabilities and subjective 
handicaps  [56] . In this systematic review of the WHO-5 
as a generic well-being scale, we focused on four aspects: 
(1) the clinimetric validity of the WHO-5; (2) the respon-
siveness/sensitivity of the WHO-5 in controlled clinical 
trials; (3) the potential of the WHO-5 as a screening tool 
for depression, and (4) the applicability of the WHO-5 
across study fields. It is our impression that the WHO-5 
has performed well with regard to all these aspects.

  The clinimetric validity of the WHO-5 has been evalu-
ated in terms of construct validity (total score being a suf-
ficient statistic). Item response theory analyses have 
shown that the WHO-5 covers the dimension of subjec-
tive well-being from 0 (worst imaginable well-being) to 
100 (best imaginable well-being). In the comprehensive 
review by Hall et al.  [19] , the clinical validity of the WHO-
5 was evaluated to be very high as the scale can be used 
irrespective of underlying illness (or lack of illness) and 
across many different settings.

  When used as an outcome measure, the WHO-5 has 
been able to capture improvement in well-being caused 
by various pharmacological and non-pharmacological 
interventions in clinical trials across many different 
branches of medicine  [28, 30, 32] . Furthermore, by com-
paring end point ratings on the WHO-5 to general popu-
lation mean scores, remission rates can be calculated. 
When used as an outcome measure in clinical trials, the 
WHO-5 can be viewed as a measure which taps into the 
balance between the desired clinical effects and the un-
wanted side effects of a given intervention  [20] .

  Feinstein  [1]  suggested that the validity of a clinimetric 
scale like the WHO-5 should be tested in terms of sensi-
tivity and specificity, analogously to erythrocyte sedi-
mentation rates as a diagnostic test in general medicine 
 [57] . When summarizing all WHO-5 studies for the 
screening of depression, the weighted sensitivity was 0.86 
and the specificity 0.81 ( table 2 ), which is acceptable. Us-
ing a WHO-5 cut-off score of  ≤ 50 is recommendable 
when screening for clinical depression.

  In the late 1990s, the WHO-5 was introduced in the 
medical field of diabetes. Our review has shown that dia-
betes remains the condition in which the WHO-5 has been 
used most extensively. The WHO-5 studies in the field of 
diabetes indicate that a low WHO-5 score may have a sub-
stantial negative impact upon diabetic control, thereby val-
idating the use of the WHO-5 within the international 
WHO classification system for chronic medical conditions 
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 [56] . In this context, the biological impairment is the met-
abolic disturbance caused by diabetes, and the decreased 
well-being is an indication of problems in the diabetic care 
of the patient. This in contrast to some cardiovascular dis-
orders or cancer disorders, where a low WHO-5 score 
might indicate a clinical depression where the impairment 
is depression-related, for example poststroke depression 
 [58]  or cancer depression  [59] . Within diabetes, obesity 
and metabolic syndrome have been shown to be related to 
depression  [60] . In a recent review on the metabolic syn-
drome, Bergmann et al.  [61]  found that scales focusing on 
stressor rather than on distress or low well-being had been 
used. Many stress-related studies have been performed us-
ing the WHO-5 to measure distress or poor well-being. 
Also, within the WHO SUPRE-MISS, the WHO-5 has 
been found to be highly applicable  [38] . 

  The WHO-5 has been used extensively worldwide. 
Online supplementary table 1 shows the diversity of its 
application across different regions: Africa (Algeria, 
South Africa), Asia (Bangladesh, China, India, Japan, 
South Korea, Sri Lanka, Taiwan, Thailand), Europe 
(Northern, Southern, Eastern, Western and Central Eu-
rope), the Americas (Canada, the US, Brazil, Mexico), the 
Middle East (Israel, Iran, Lebanon) and Oceania (Austra-
lia, New Zealand). This very successful dissemination of 
the scale is probably due to its straightforward language, 
which poses few translation problems and to the fact that 
the questions do not seem to transgress any cultural 
norms in the individual countries.

  Recently, Ryff  [62]  has reviewed publications on the 
eudaemonic scales of well-being, which capture the core 

aspects of what it means to be human, including existen-
tial and developmental factors. Based on this eudaemon-
ic approach [11], Fava  [63]  developed his ‘well-being 
therapy’. It should be stated that the WHO-5 is a clinimet-
ric outcome scale at the description level, parallel to 
symptom-related scales and side effect scales. Therefore, 
the WHO-5 should be considered as an outcome scale in 
Fava’s well-being therapies.

  In conclusion, the WHO-5 is a short questionnaire 
consisting of 5 simple and non-invasive questions, which 
tap into the subjective well-being of the respondents. The 
scale has adequate validity both as a screening tool for 
depression and as an outcome measure in clinical trials 
and has been applied successfully as a generic scale for 
well-being across a wide range of study fields. In our 
opinion, the findings of this review show that the WHO-
5 is a highly useful tool that can be applied in both clinical 
practice (for instance to screen for depression) as well as 
in research studies in order to assess well-being over time 
or to compare well-being between groups.
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