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UTDRATTUR

Proffreedilegir eiginleikar islenskrar pydingar fimm atrida Vellidunarkvarda
Alpjodaheilbrigdismalastofnunarinnar (WHO-5-1) voru kannadir i pessari rannsokn.
Meliteekinu er &tlad ad gefa visbendingu um moguleg einkenni punglyndis og hefur nu
begar verid notad hér & landi i storri spurningalistakénnun & heilsu og lidan Islendinga.
Alpjodaheilbrigdisméalastofnunin hefur hvatt til notkunar kvardans um heim allan, telur
stofnunin ad hann henti vel sem skimun fyrir einkennum punglyndis &
heilsugaeslustodvum. Melitaekid er adeins fimm spurningar par sem spurt er frekar Gti
almenna lidan frekar en beint um punglyndiseinkenni. Fyrirlogn tekur pvi stuttan tima,
ordalag fullyrdinganna er ekki sjukdémsmidad og einfalt tti ad vera fyrir leekna
heilsugaeslustddva ad taka saman nidurstodur hvers sjuklings. Peim mun laegra skor sem
einstaklingur feer gefa dkvedna visbendingu um ad til stadar séu alvarleg einkenni
bunglyndis. Haerra skor bendir pannig til svarandi upplifi vellidan WHO-5
spurningalistinn hefur verid pyddur & fjoldamorg tungumal par & medal & islensku. Vio
préun sélfreedilegra meelitekja er studst vid dkvedna adferdafraedi i peim tilgangi ad
tryggja eins vel og & verdur kosid gott réttmeeti peirra og haan areidanleika. proun
WHO-5-1 for ekki fram & islandi en hann var pyddur hér, pykir pvi naudsynlegt ad kanna
hversu gott réttmaeti pydingarinnar sé og hversu areidanleg hin sé. Flestar rannsoknir
sem gerdar hafa verid a 6drum pydingum kvardans, benda flestar til pess ad
fullyrdingarnar fimm endurspegli vellidan en peer tolfreedilegu adferdir sem paer studdust
vid hafa ekki pott gefa ndgu géda mynd af proffreedilegum eiginleikum hans. bvi var
akvedio ad nota strangari tolfreediadferd heldur en hefur verid til ad meta

hugsmidaréttmeeti fullyrdinganna fimm. Nidurstédurnar gafu til kynna pokkalegt



hugsmidaréttmaeti islensku pydingarinnar og var innri areidanleiki kvardans har, sem

bendir til pess ad atridin fimm séu ad meta somu hugsmidina.
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1. kafli: Fraedilegur inngangur
I pessari rannsokn verdur metid hvort einn pattur skyri best dreifingu atrida islenskrar
utgéafu Vellidunarkvarda Alpjodaheilbrigdismalastofnunarinnar (World Health
Organization Five Well-Being Index, WHO-5; Heun, Burkart, Maier og Bech, 1999),
WHO-5-1. Farid verdur yfir helstu skilgreiningar & vellidunarhugtakinu, yfirlit gefid yfir
helstu tegundir réttmaetis og hvada adferdir hafa einkum verid notadar vid mat a peim.
Ad lokum verdur stutt samantekt um pa vellidunarkvarda sem mest hafa verid notadir og
einnig verda helstu punglyndisskimunarteeki reifud.

Undanfarna aratugi hefur athygli fredimanna og medferdaradila & vellidan
(wellbeing) farid vaxandi. I byrjun 20. aldar snerust rannsoknir sérfraedinga & svidi
gedsjikdoma adallega um birtingarmynd peirra, tilurd og hugsanlega leekningu. |
kjolfarid urdu til arangursrikari medferdardrraedi sem & medal annars leiddu til pess ad
margir er glimt hoféu vid gedsjukddma leid betur og lifsgaedi peirra jukust (Linley,
Maltby,Wood, Osborne og Hurling, 2009). bessi aukna pekking & edli gedsjukdéma
hafdi fleira i for med sér, hlutverk heilsugeslu breyttist fra pvi ad sndast eingdbngu um
greiningu og medhondlun i ad finna leidir til ad auka vellidan og lifsgaedi sjuklinga.

Steersti hluti peirra sem leita til heilsugaeslusttédva vegna tilfinningalegra
vandamala pjast af punglyndi, eda allt ad 23% (Coyne, Fecher-Bates og Shwenk, 1994;
Regier o.fl., 1993; Zung, 1990). Visbendingar eru um ad haerra hlutfall peirra sem pjéast
af punglyndi leiti fyrst & heilsugeeslustdd en fari ekki beint til gedleekna (Mufioz, Hollon,
McGrath, Rehm og VandenBos, 1994). Nidurstédur rannsékna benda til pess ad rimlega
helmingur peirra sem pjast af punglyndi og leita til heilsugaeslustodva séu vangreindir
eda fai ranga greiningu og standi peim pvi ekki til boda pau medferdardrraedi sem tilteek
eru (Coyne, Fecher-Bates og Shwenk, 1995; Montono, 1994; Perez-Stable, Miranda,

Munoz og Ying, 1990; Vasquez-Barquero, Herran og Artal, 1997). Nidurstodur



rannsokna benda til pess ad salfreedileg medferd og lyfjagjof geti baett lidan peirra sem
pjast af punglyndi (Williams o.fl., 2000; Jarrett o.fl., 2001). Hefur pvi & undanférnum
aratugum verid 16gd aukin ahersla & ad beeta greiningu punglyndis &
heilsugaslustodvum.

par sem afleidingar punglyndis eru i flestum tilfellum alvarlegar og dyrkeyptar
fyrir pann sem af roskuninni pjaist, hans nanustu sem og samfélaginu 6llu hefur aukinn
bungi verid lagdur i ad gera heilsugaesluna i stakk bana til ad taka ad ser fyrsta stigs
inngrip pegar um punglyndiseinkenni er ad reeda (Eisenberg, 1992; Wells 0.1.,1989).
Sjonum hefur helst verid beint ad pvi ad finna hentugt skimunartaeki, kvarda sem
inniheldur pannig ordadar spurningar ad liklegra sé ad svarandi sé hreinskilinn vardand
lidan sina. Einnig er talid ad mikill kostur sliks skimunarteekis veeri ad fyrirlégn hans
teeki stuttan tima (Henkel o.fl., 2004). Einnig er talid mikilveegt ad Grvinnsla
skimunarkvarda sé einfold pad er ad ekki purfi sérfreedipekkingu til ad getad tdlkad
nidurstédu hans. Alpjodaheilbrigdismalastofnunin (WHO, 1998) malir med ad lagdur
skuli fyrir skimunarkvardi sem meti almenna lidan frekar en punglyndiseinkenni, par
sem liklegra sé ad svarandi upplifi sidur skomm ad pvi ad svara slikum spurningum
heldur en ef spurt er beint um punglyndiseinkenni. Eitt af slikum meeliteekjum er WHO-5

(Heun o.fl., 1999).

Vellidunarhugtakid
Erfitt hefur reynst fyrir freedimenn & svidi salfreedi ad komast ad samkomulagi um
skilgreiningu & vellidan, pessi stadreynd verdur augljos pegar farid er yfir hugmyndir

peirra um efnid. Margar skilgreiningar hafa verid notadar og eru peer allt fra pvi ad vera



mjog vidtekar til pess ad vera upptalning a pattum sem leida eiga til betri lidan
(Chappell og Crisp, 1998; Diener, 1984; Diener og Seligman, 2004; Veenhoven, 1988).

Vandinn er po ekki nyr af nalinni par sem heimsspekingar hafa undanfarin
arpusund ihugad edli vellidunar og skyldra hugsmida svo sem hamingju og lifsséttar
(McDowell, 2010). Skilgreiningum & vellidan ma til einféldunar skipta i prja flokka
(Parfit, 1984): 1) Einstaklingur upplifir vellidan ef hann ner personulegum markmidum
sinum (preference-satisfaction accounts) eda ef hann faer I6ngunum sinum fullnaegt
(desire-fulfillment accounts), 2) Vellidan er hugarastand (mental-state accounts), pad er
vellidan samanstendur af &naegjulegum tilfinningum og af hugleegu mati, hvernig
einstaklingur metur lif sitt midad vid sin gildi og markmid. 3) Vellidan er talin ad mestu
leyti 6h&d hugleegum pattum svo sem tilfinningum og pram. Peir sem adhyllast slikar
hlutlaegar skyringar (objective-list accounts) & vellidan telja a&kvedna hluti gbda eda
sleema fyrir manneskjuna, i flestum tilvikum 6had pvi hvort hin prai pa eda ad peir veita
henni einhvers konar anagju (Chappell og Crisp, 1998). bad getur verid erfidleikum
bundid ad Utbua teemandi lista yfir hluti og markmid sem séu géd eda slem 6had
I6ngunum vidkomandi, en nefndir hafa verid peettir eins og gédmennska, pad ad proska
hefileika sina, eignast born og sinna foreldrahlutverkinu vel, afla sér pekkingar og vera
medvitadur um sanna fegurd (Parfit, 1984). Samkveamt pessari ndlgun lidur einstaklingi
vel sem ner ad uppfylla slik markmid, eins og ad na ad proska hefileika sina.

Pegar farid er athugud eru sjonarmid forsvarsmanna huglaegra melinga & vellidan
ma greina ad margir peirra lita & vellidan sem hugarastand, pad er peir myndu flokkast til
peirra sem adhyllast hugarastandsskilgreiningar (mental-state accounts) & vellidan
(Angner, 2010). Myers (1992) notar vellidan og huglega vellidan (subjective wellbeing)
sem samheiti fyrir pa tilfinningu ad lifid sé gott. Tulka ma vidhorf Myers sem svo ad

vellidan byggi ad minnsta kosti ad hluta til & hugleegu mati. I skrifum Kahneman (1999)



eru vellidan og hamingja notud yfir sama &standid, haegt er ad njota velgengni i lifinu, til
deemis ad hafa gdoar tekjur, vera heilsuhraustur, valdamikill og svo framvegis, an pess
ad vera hamingjusamur. Bendir petta til pess ad Kahneman (1999) liti & vellidan sem
astand 6had hlutlegum melikvérdum. Ennfremur er vellidan samkvaemt sumum alitin
margpétta og ad hugleegt mat sé adeins einn af peim, jakveedar og neikvadar tilfinningar
séu einnig hluti af huglaegri vellidan (hugtak sem flestir forsvarsmenn huglaegra meelinga
a vellidan nota yfir vellidan) (Dieners, Sapyta og Suh, 1998; Kahneman, 2000;
Seligman, 2002).

WHO (1998) skilgreinir gedheilsu sem vellidunarastand par sem hver og einn fer
notid hefileika sinna, geti tekist a vid pa erfidleika sem upp kunna ad koma i lifinu, geti
unnid og nad arangri og séd sér feert um ad gefa af sér til samfélagsins. Stofnunin
skilgreinir ekki med beinum hetti vellidan heldur tengir hugsmidina vid skilgreiningu
sina & gedheilsu, god gedheilsa felst i pvi ad gera einstaklingi kleift ad auka vellidan
sina, ad viokomandi fai adstod vid paer adsteedur sem vitad er ad auka likurnar &
gedrdskunum og ef svo vill til ad hann pjaist af gedsjukdomi pa fai viokomandi medferd
og endurhafingu (WHO,1998). Af ofangreindri skilgreiningu WHO (1998) & godri
gedheilsu, ma draga pa alyktun ad vellidan og vanlidan séu & sinn hvorum enda viddar
og ad i godri gedheilsu felist vellidan. Einnig meetti gefa sér ad i skilgreiningunni felist

ad skortur & vellidan sé visbending um vanlidan og ad vanlidan geti leitt til gedrdskunar.

Almennt um vellidunarkvarda
Vid upphaf meelinga a vellidan téldu freedimenn ad folk myndi ekki svara spurningum
vardandi andlega lidan af fullri hreinskilni, snerust peer pvi i fyrstu um ad meta

hegdunarleg einkenni (McDowell, 2010). Sidar breyttist vidhorf manna til
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sjalfsmatskvarda og hefur notkun peirra aukist jafnt og pétt og er svo komid ad flestir
vellidunarkvardar eru sjalfsmatskvardar. Mest notudu meeliteekin i hinum vestraena heimi
i dag eru Lifsanagjukvardinn (Satisfaction with Life Scale, SWLS; Diener, Emmons,
Larsen og Griffin, 1985), Lifsgeedakvardinn (Quality of Life Scale, QOLS; Burckhard,
Anderson, Archenholtz og Hagg, 2003) og Vellidunarkvardi
Alpjodaheilbrigdismalastofnunarinnar (World Health Organization Five Well-Being
Index, WHO-5; Heun o.fl., 1999). Kvardarnir sem fjallad er um hafa verid islenskadir og
notadir i einhverju meeli & Islandi.

Lifsanaegjukvardinn (Satisfaction with life scale, SWLS; Diener, Emmons, Larsen
og Griffin, 1985) er fimm atrida spurningalisti & sjo punkta stiku, einn stendur fyrir
»algerlega 6sammala” og sjo fyrir ,,algerlega sammala”. Heildarskor & kvardanum faest
med pvi ad leggja saman stig allra fullyrdinga, haerra heildarskor gefur til kynna meiri
lifsinaegju og tidari upplifun jkvaedra tilfinninga. Mest er haegt ad fa 35 stig, sem gefur
visbendingu um ad patttakandi sé mjog anaegd/ur med lifid, en laegst 5 stig, sem gefur til
kynna ad svarandi sé mjog 6anaegd/ur med lifid (Diener o.fl., 1985; Glaesmer, Grande,
Braehler og Roth, 2011; Pavot og Diener, 1993).

Areidanleiki enskrar utgafu kvardans hefur verid gott (o= 0,87) (Diener o.fl.,
1985) (o = 0,82) (Linley o.l., 2009), endurprofunarareidanleiki yfir tveggja manada
timabil hefur reynst vidunandi (r = 0,82) (Diener o.fl., 1985). Nidurstédur rannsékna
sem notast hafa vid leitandi pattagreiningu til ad meta pattabyggingu SWLS, benda til
pbess ad einn pattur skyri um 66% af dreifingu atrida kvardans (Diener o.fl., 1985; Pavot
og Diener, 1993; Shevlin, Brunsden og Miles, 1998). Nidurstodur rannsokna &
kvardanum bera p6 ekki allar ad sama brunni, Hultell og Gustavsson (2007) skodudu
senska pydingu kvardans med stadfestandi pattagreiningu, nidurstédur peirra gafu til

kynna ad ekki legi einn lifsanagjupattur ad baki atrioum kvardans, heldur veri um tvo
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skylda peetti ad reeda og pvi veeri atrioum kvardans betur lyst med einum almennum
yfirpeetti og tveimur undirpattum. Nidurstodur peirra gafu einnig til kynna ad kvardinn
veeri ekki ad meta sama yfirpatt milli mismunandi aldurshopa patttakenda.
Proffreedilegir eiginleikar islensku pydingarinnar voru athugadir i rannsokn
Daniels pors Olasonar, Kristinar Erlu Pétursdéttur og Déru Gudrdnar Gudmundsdottur
(2011), stadfestandi pattagreining benti til pess ad einn pattur stedi ad baki atridunum
fimm. Innra samkvamni kvardans reyndist vidunandi (o > 0,79).
Endurpréfunarareidanleiki yfir tveggja méanada timabil reyndist ageetur (r = 0,88).
Nidurstoour peirra rannsdékna sem gerdar hafa verio & SWLS hingad til benda til
pbess ad kvardinn meti & vidunandi hatt almenna lifssatt. Listinn er til & mérgum
tungumalum og hefur hann verid stadladur vida asamt pvi ad notast hefur verid vid 6lik
bydi, svo sem nema, eldri borgara, fanga og einstaklinga med vefraena sjukdéma svo fatt
eitt sé nefnt (Pavot og Diener, 1993). Fjoldi rannsdkna hafa birt upplysingar um gott
innra samkvaemni mismunandi pydinga SWLS og asattanlegan
endurpréfunarareidanleika (Diener o.fl., 1985; Hultell og Gustavson, 2008; Linley o.fl.,
2009) . Samleitni- og adgreiningarréttmaeti pydinga kvardans hefur einnig verid skodad
og benda par rannséknir til pess ad fylgni heildarskors hans sé hatt vid heildarskor
annarra hugleega vellidunarkvarda (Diener o.fl., 1985; Lucas, Diener og Suh, 1996;
Pavot og Diener, 1993). Rannsdknir & pattabyggingu SWLS hafa badi notad EFA og
CFA vid mat & henni. Flestar benda peer til einspatta uppbyggingu proéfsins (Diener o.fl.,
1985; Lewis, Shevlin, Bunting og Joseph, 1995; Shevlin, Brunsden og Miles, 1998) en
alhafingargildi nidurstadnanna takmarkast vegna notkunar litilla Grtaka (Hultell og
Gustavsson, 2008). Stddugleiki atrida SWLS eftir mismunandi hopum hefur verid

kannadur og benda nidurstddur til pess ad atridin séu stodug milli kynja (Shevlin o.fl.,
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1998) en ekki eftir aldri (Pons, Atienza, Balaguer og Garcia-Merita, 2000). Dregin er su
alyktun ad SWLS sé areidanleg og réttmeet meeling & lifsanaegju.

Lifsgeedakvardinn (Quality of Life Scale, QOLS; Burckhard, Anderson,
Archenholtz og Hagg, 2003) er 16 atrida sjalfsmatskvardi & sjo punkta stiku, sem &tlad
er ad meta lifsgeedi svarenda. Spurningarnar sntiast um efnisleg geadi, likamlega heilsu,
samskipti, félagslif og ahugamal og svarar vidkomandi fullyrdingunum eftir pvi hversu
anaegour hann er med pessa peetti i lifi sinu. Gefi einstaklingur til kynna mjog mikla
Ganzegju & einhverri spurningu er gefin talan einn og ef viokomandi er mjog anaegd/ur er
talan sjo gefin. Heildarskor kvardans er pvi & bilinu 16-112 og bendir herra skor til meiri
lifsgeeda (Burckhardt og Anderson, 2003).

Innra samkvemni enskrar utgafu kvardans hefur reynst gott, fra o = 0,82 til o =
0,92. Endurprofunarareidanleiki yfir prjar vikur, i sému rannsoknum, hefur verid & bilinu
r = 0,78-0,84. batttakendur i pessum rannséknum voru langveikt félk, en nidurstodur
benda po til pess ad kvardinn nemi breytingar & lidan heilbrigdra jafnt sem ymissa
sjuklingahdpa (Burckhardt og Anderson, 2003; Burckhardt, Woods, Schultz og Ziebarth,
1989).

Innra samkvaemni islenskrar Gtgafu kvardans reyndist gott hja nemum vid Haskéla
islands (a = 0,82) og agett hja peim sem attu vid veikindi ad strida (a = 0,89).
Endurpréfunaréreidanleiki kvardans yfir fimm vikna timabil reyndist vidunandi (r =
0,72) (Olafur Veigar Hrafnsson og Matthias Gudmundsson, 2007). Samkvaemt athugun
Olafs Veigars Hrafnssonar og Matthiasar Gudmundssonar (2007) & proffraedilegum
eiginleikum islenskrar Utgafu Lifsgeedakvardans, fengu islenskir haskdlanemar ad
medaltali 86,20 stig (sf = 9,03). | sému athugun fengu peir sem attu vid veikindi ad
strida ad medaltali 70,41 stig (sf = 15,61). Munurinn & medalskorum hépanna var

marktaekur sem bendir til pess ad kvardinn greini a milli likra hopa.
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Nidurstodur peirra rannsdékna sem gerdar hafa verid & QOLS hingad til benda til
pess ad kvardinn meti & vidunandi hatt mat folks & lifsgeedum sinum. QOLS var
upphaflega préadur i Bandarikjunum sem meling & lifsgeedum folks med kroniska
sjukdoma, en hefur verid pyddur yfir & ad minnsta kosti 16 tungumal. Seensku, norsku og
hebresku pydingarnar hafa verid stadladar (Burckhardt og Anderson, 2003). Nidurstodur
rannsdkna benda til pess ad notagildi kvardans einskordist ekki vid ad meta lifsgeedi
langveikra heldur sé hann einnig neemur & breytingar & lifsgeedum i almennu pydi (Wahl,
Rustden, Hanestad, Lerdal og Moum, 2004). Fjoldi rannsdkna hafa birt upplysingar um
gott innra samkvaemni mismunandi pydinga QOLS og gédan endurprofunarareidanleika
(Burckhardt, Woods, Schultz og Ziebarth, 1989). Til ad meta samleitni — og
adgreiningarréttmaeti kvardans voru heildartolur heilbrigdra einstaklinga og folks med
langvarandi lifsheettulega sjakdéma bornar saman, heilbrigdir voru ad medaltali med
heerra heildarskor 8 QOLS heldur en peir langveiku (Burckhardt, Clark og Bennett,
1993). battabygging kvardans hefur verid metin med EFA, nidurstédur rannséknar
Burckhardt og Anderson (2003) benda til pess ad prir peettir liggi ad baki atrioum
kvardans, badi i Grtaki heilbrigdra og folks med langvarandi likamlega sjukdoma. Sama
pattabygging var i seensku Urtaki sem og bandarisku og einnig eftir kyni. Sterkari
visbendingar fengjust um péattabyggingu QOLS ef CFA veeri notud og likon med
mismunandi mérgum pattum préfud, svo og stédugleiki melingarinnar milli kyns og
aldurs. Dregin er st alyktun ad QOLS visbendingar séu um ad QOLS sé areidanleg og
réttmeaet meeling & lifsgaedi en frekari rannsokna veeri porf til ad renna styrkari stodum
undir proffreedilega eiginleika kvardans.

Vellidunarkvardi Alpjodaheilbrigdismalastofnunarinnar (World Health
Organization Five Well-Being Index, WHO-5; Heun o.fl., 1999) er fimm atrida

sjalfsmatskvardi og eru atridin metin & sex punkta stiku (0-5), heildartala préfsins naer
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pvi fra 0-25 (WHO, 1998). Deemi um atridi er: Undanfarnar tveer vikur: var ég
glod/gladur og i gédu skapi: (0) aldrei, (1) 6dru hvoru, (2) teeplega helming timans, (3)
rimlega helming timans, (4) oftast, (5) alltaf*.

Innra samkveemni enskrar utgafu kvardans hefur verid gott (a = 0,89) (Newnham,
Hooke og Page, 2010), innra samkvamni danskrar utgafu kvardans hefur reynst
vidunandi (o = 0,84) (Bech, Olsen, Kjoller og Rasmussen, 2003) og einnig pyskrar
pydingar hans (o = 0,91) (Lowe o.fl., 2004).

Samleitni-og adgreiningarréttmaeti Vellidunarkvardans hefur reynst gott. |
rannsdkn de Wit o.fl. (2007) var fylgni heildarskors & Vellidunarkvardanum ha vid
heildarskor & bPunglyndiskvarda til faraldsfreedirannsokna (Center for Epidemiological
Studies Depression Scale, CES-D) eda r = -0,67.

Rannsoknir & pydingum kvardans yfir & fjolmorg tungumal benda flestar til g6ds
vidmidsréttmeetis hans, Henkel o.fl. (2004) kbnnudu med merkjagreiningu heildarskor
WHO-5 gagnvart punglyndisgreiningu & gedgreiningarviotali
Alpjéoaheilbrigdismalastofnunarinnar (The World Mental Health Composite
International Diagnostic Interview, CIDI), par sem likurnar & pvi ad finna einstakling
med punglyndi voru um 88%. Rannsokn Awata o.fl. (2007b) benti til pess ad likurnar &
pbvi ad finna einstakling Gt fra heildarskori a japanskri pydingu WHO-5 midad vio
bunglyndisgreiningu & gedgreiningarvidtali byggdu & viomidum DSM-1V (The
Structured Clinical Interview for DSM-IV Axis | Disorders, SCID-1) veeru um 92%.

Steersti hluti peirra rannsdkna sem gerdar hafa verid a pattabyggingu WHO-5, hafa
notad leitandi pattagreiningu og benda nidurstodur peirra flestra til nokkud stodugrar
pattabyggingar med einum vellidunarpatti, i mismunandi pydum, svo sem medal
japanskra sykursykissjuklinga (Awata o.fl., 2007a), einstaklinga med gedklofa (Kim,

Ann og Kim, 2010) og i artékum einstaklinga sem glima vid likamleg veikindi (Fazekas
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o.fl., 2006; Storch, Raming og Wallenstein, 2009). Heun o.fl. (1999) baru saman
pattabyggingu mismunandi utgafna WHO kvardanna pad er pann med 22, 10 og fimm
atrioum i Urtaki eldri borgara. Notud var adferd Mokkens vid mat & pattabyggingu
kvardanna, reiknadur var studull Loevinger, H, fyrir hvert atridi WHO-5 og voru peir &
bilinu 0,31-0,48. Nidurstddurnar studdu ekki einspatta byggingu kvardans. I rannsokn de
Wit o.fl. (2007) var pattabygging WHO-5 kdnnud med CFA. Gogn peirra byggdu &
drtaki hollenskra unglinga med sykursyki I. Nidurstédurnar studdu einspéattabyggingu
kvardans, samkvemt matstudlum peim sem notadir voru i rannsokninni.

Kvardinn er atladur til kliniskra nota, sem fyrsta skref vid greiningu punglyndis &
heilsugaslustodvum. Sé heildartala skjolsteedings minni en 13 & Vellidunarkvardanum
eda ef hann hefur merkt vid null eda einn & einhverjum atridanna fimm meelir stofnunin
med ad leeknir leggi fyrir viskomandi bunglyndisprofid (Major Depression Inventory,
MDI; Bech, 1997; Bech og Wermuth, 1998). Atridi Vellidunarkvardans eiga sér
samsvorun i greiningarviomidum DSM og ICD, fyrsta spurningin metur skap, gott skap
eda pungt. Atridi prju og fjogur meta orku, sému virkni eda minni en venjulega og
fimmta atrioid metur dhuga & umhverfi, hvort viokomandi upplifi ahuga 4 lifinu eda
hvort hann finni fyrir auknu ahugaleysi. MDI byggir & greiningarviomidum ICD-10 og
greiningarskilmerkjum fyrir punglyndi sem eru i fjorou utgafu greiningarkerfis ameriska
gedleknafélagsins (DSM-IV; American Psychiatric Association, 1994). Ef nidurstada
MDI bendir til pess ad skjolsteedingur sé med einkenni punglyndis, tekur laeeknirinn
vidtal vid hann til ad meta alvarleika peirra einkenna (WHO,1998).

Nidurstodur peirra rannsdkna sem gerdar hafa verio & WHO-5 hingad til benda til
bess ad kvardinn geti hentad fyrir skimun punglyndiseinkenna & heilsugaeslustédvum.
Listinn er til & mérgum tungumalum en 6ljést er hvort hann hafi verid stadladur i peim

I6ndum. Kvardinn var upphaflega préadur til ad meta vellidan hja sykursykissjuklingum

16



(Bech o.fl., 1996) og voru pvi fyrstu rannsoknir & areidanleika og réttmaeti hans gerdar &
sliku pydi. WHO hefur kynnt WHO-5 sem hentugt skimunarteeki fyrir
bunglyndiseinkennum i almennri heilsugaslu og er pvi ljést ad leggja purfi kvardann
fyrir artak sem endurspeglar almennt pydi til ad finna pau medaltél og stadalfravik sem
gilda hja hverri pj6d. Donsk pyding kvardans hefur verid stodlud (Olsen o.fl., 2000) en
annars hafa paer rannsoknir sem birtar hafa verid um ymsar pydingar kvardans hafa
notast vid sérvalin urtok eins og eldra folk (Awata o.fl., 2007b; Heun o.fl., 1999),
unglinga med sykursyki (de Wit o.fl., 2007), fullordna med sykursyki (Awata o.fl.,
2007a) og einstaklinga sem greindir hafa verid med misalvarlegt punglyndi (Henkel
o.fl., 2004). Fjoldi rannsékna hafa birt upplysingar um innra samkvemni mismunandi
pbydinga WHO-5 (Bech o.fl., 2003; de Wit o.fl., 2007; Lowe o.fl., 2004; Newnham o.fl.,
2010) en ekki er vitad til pess ad endurpréfunarareidanleiki kvardans hafi verio metinn,
né areidanleiki milli matsmanna. Samleitni- og adgreiningarréttmeeti pydinga kvardans
hefur einnig verid skodad og benda paer rannsoknir til pess ad fylgni heildarskors hans sé
heerri vid punglyndisskimunarkvarda heldur en kvarda sem meta til deemis einkenni
kvida og likémnunarraskana (Bech o.fl., 2003; de Wit o.fl., 2007; Mergl o.fl., 2007).
Geta WHO-5 til ad skima réttilega pa sem greinast med punglyndi hefur reynst nokkud
g6d (Henkel o.fl., 2004; Heun o.fl., 1999; Léwe o.fl., 2004a). Ad lokum mé nefna ad
rannsoknir & pattabyggingu WHO-5, benda paer flestar til pess ad einn pattur skyri
steerstan hluta dreifingu atrida kvardans en adeins ein peirra studdist vid stadfestandi
pattagreiningu, og engin peirra athugadi hvort st pattabygging kvardans veeri s sama
milli mismunandi hopa. Af pessu er dregin su alyktun ad frekari rannsokna sé porf a

kvardanum &dur hann sé notadur sem skimun fyrir punglyndis einkennum i almennu

bysi.

17



Réttmaeti salfraedilegra profa
Réttmaeti profs felst i empiriskum og fraedilegum rékum sem stydja akvedna tulkun &
nidurstddu pess Einar Gudmundsson og Arni Kristjansson, 2005; Gudmundur B.
Arnkelsson, 2000). Vidunandi areidanleiki er alltaf naudsynleg forsenda réttmeetis. Fyrir
sélfreedileg prof parf einkum upplysingar um vidmidsréttmeeti (concurrent validity),
hugsmidaréttmaeti (construct validity) og inntaksréttmeeti (Gudmundur B. Arnkelsson,
2000).

Hugsmidaréttmeeti er mikilvaegasta tegund réttmeetis sélfraeedilegra préfa, en pad
gefur til kynna hvort tengsl nidurstddu profsins vid adrar meelingar séu i samreemi vid
vidteknar hugmyndir eda kenningar (Gudmundur B. Arnkelsson, 2000). Mat &
hugsmidaréttmeeti felur til deemis i sér ad meta hvort ha fylgni sé & milli mismunandi
meelingar & somu hugsmid og lag fylgni milli melinga & 6likum hugsmidum. Einn
meginkjarni hugsmidaréttmaetis er ad prof er Utbid a &kvednum grunni, pad er pvi
naudsynlegt ad gogn um profio endurspegli pennan freedilega grunn. Pattagreining er
adferd sem gerir kleift ad hve margar viddir liggja til grundvallar &kvednu gagnasafni
eda mengi breyta. Ennfremur hvada breytur tengjasst hverri undirlliggjandi vidd eda
pbaetti. begar pattirni endurspegla dkvedna fleti kenningarinnar, nanr tiltekid ad préid
endurspegli kenninguna med peim hatti sem Utfeerdur var vid préfgerdarferlio getum vid
haldid pvi fram ad nidurstédur pattagreiningar stydji réttmaeti tilkana sem byggja a
pessum fraedilega grunni (Einar Gudmundsson og Arni Kristjansson, 2005).
Inntaksréttmeeti er ekki sidur mikilvaegt, felst i pvi ad innihald préfatrida luti ad

~jakveedari enda" vellidunarviddarinnar en ekki ad ~vanlidunarhlidinni".
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pattagreining
pattagreining er ein algengasta adferd sem notud er i préun og mati & sélfreedilegum
melingum. Pattagreining er oft gerd til ad finna undirliggjandi peetti sem skyrt geta
tengsl milli breyta (Gudmundur B. Arnkelsson, 2000).

Leitandi pattagreining er yfirleitt notud til pess ad Utskyra gogn eda til pess ad
einfalda gagnasafnid (data reduction). Leitandi pattagreining er einnig notud pegar verid
er ad hanna nytt maliteeki og rannsakandi hefur ekki fyrirfram veantingar sem byggja a
kenningu eda fyrri rannséknum & samsetningu undirkvarda og pvi er pattagreiningin
notud til pess ad komast ad pvi hvada undirliggjandi peettir liggja ad baki kvardanum
(Floyd og Widman, 1995). Forsendur leitandi pattagreiningu eru nokkrar. Malingar
burfa ad vera & hlutfalls- eda jafnbilakvarda, notast sé vid slembiurtak, linulegt samband
sé milli breyta,undirliggjandi feerni dreifist normal og sameiginleg normaldreifing
breyta. bar ad auki er almenn regla ad Urtak sé 5 til 15 sinnum steerra en fjoldi breyta i
Urtaki og ad urtak purfi ad samanstanda af ad minnsta kosti 200 patttakendum (Einar
Gudmundsson og Arni Kristjansson, 2005; Floyd og Widman, 1995).

Stadfestandi pattagreining er notud til pess ad stadfesta fyrri tilgatur um
pattabyggingu. Han gerir rannsakendum kleift ad préfa akvedna tilgatu um samband
milli atrida og undirliggjandi patta. Rannsakandi stydst vid fyrri kenningar, rannsoknir
eda baedi og sannreynir tilgatuna & télfreedilegan hatt. Rannsakandi verdur pvi ad hafa
akvedna hugmynd um pattabyggingu, i stadfestandi pattagreiningu kemur kenningin
fyrst, likanid er leitt af kenningunni og ad lokum er athugad hversu vel likanid fellur ad
tilteknum gdgnum. Ef likan sem er i samraemi vid fyrri kenningar fellur illa ad tilteknum
gognum, er hugsanlega haegt med stadfestandi pattagreiningu ad finna orsok pess.
Hugsanlegt er ad breyta purfi likaninu i samraemi vid pa kenningu sem studst er vid, bera

svo likénin saman og athuga hvort peirra fellur betur ad gégnunum. Til pess ad athuga
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hversu vel likanid fellur ad gégnunum er formgerdargreining notud (structural equation
modeling, SEM). Ymsir matstudlar sem og kikvadrat prof eru notud til pess ad meta
hversu vel likanid fellur ad gégnum (verid ad meta mun a raunverulegu samdreifnifylki
(S) og metnu samdreifnifylki (X)). Innan formgerdargreiningar er notast vid fjorar megin
matsadferdir: Adferd minnstra fervika (unweighted least squares,ULS), almenn adferd
minnstu fervika (generalized least squares,GLS), viktud adferd minnstu fervika
(weighted least squares,WLS) og sennileikamatsadferdin (maximum likelihood, ML).
Vinseldir adferdinnar skalinuleg viktud adferd minnstu fervika (diagonally weighted
least squares, DWLS) er p6 ad aukast og hefur pessi adferd komid vel ut ur
traustleikarannséknum. Pessar adferdir byggja & mismunandi forsendum sem gerir
rannsakendum Kleift ad nota stadfestandi pattagreiningu & gagnasofn af 6likri steerd og

gerd (Anderson og Gerbing, 1988; Raykov og Marcoulides, 2006).

Samanburdur a meelilikbnum milli hopa
Stodugleiki matstaekis er mikilvaegur vid mat & hugsmidaréttmaeti pess. I peim tilgangi er
athugad hvort fullyrdingar préfs meeli tiltekna hugsmid & sama hatt hja 6llum hépum. Til
pbess ad hagt sé ad meta hvort munur sé milli einstaklinga eda hépa (t.d. aldurs, kyns eda
bj6dernis) t.d. med adfallsgreiningu eda formgerdargreiningu verda fullyrdingar profs ad
meela hugsmid & sama hatt milli einstaklinga eda hopa. Ef meelingar eru 6stédugar eda
ekki eru til upplysingar um stodugleika meeliteekis er ekki haegt ad tulka nidurstodur pess
med skyrum hetti (Floyd og Widman, 1995).

pattagreining er ein nokkurra leida til ad meta stodugleika maelinga. I gegnum
tidina hefur verid notast vid leitandi pattagreiningu en notkun stadfestandi pattagreining

hefur farid vaxandi. Stadfestandi pattagreining hefur pann kost fram yfir leitandi
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pattagreiningu ad fyrirfram akvednar tilgatur og par med meelilikon eru préfud og med
bvi ad velja grunnlikan sem passar best gégnunum er haegt ad meta mismunandi gerdir
stodugleika melinga med hreidrudum (nested) likdnum (Lorenzo-Seva og Ferrando,

2003).

Almennt um skimunarteeki
Mat & gaedum skimunarteekja er had nokkrum péattum. Adur en akvedid er hvada teeki
skuli nota parf ad huga ad & hvada forsendum pad byggist (Groth-Marnat, 2003), sum
prof byggja & akvednum kenningarlegum grunni en énnur eru byggd a viomidum
alpjodlega greiningarkerfisins (ICD) og/eda greiningarkerfi ameriska gedlaeknafélagsins
(DSM). Ef prof byggir & akvedinni kenningu péa parf rannsakandi eda medferdaradili ad
kynna sér innihald hennar (Groth-Marnat, 2003). Lengd melitaekis getur haft ahrif a
svorun, ef fullyrdingar pess eru mjog margar aukast likur & pvi ad fullyrdingum sé
sleppt. Ordaval skiptir einnig mali, innihald spurningar geeti misskilist ef malfar hennar
er of flokid (Groth-Marnat, 2003). Einnig parf, eins og adur hefur verid nefnt, ad geeta
bess ad kvardi meti hugsmid med sama heetti milli mismunandi hépa og milli
menningarsvada, svo sem eftir kérlum og konum eda Afrikubua og Vesturlandabua.
Rannsdknir benda til pess ad birtingarmynd punglyndis sé 6lik eftir kyni (Olsson og von
Knorring, 1997; Salokangas, Vaahtera, Pacriev, Sohlman Lehtinen, 2002) og virdast
morg punglyndisskimunarteeki ekki fanga pann mun. Nidurstodur rannséknar Olsson og
von Knorring (1997) benda til pess ad punglyndisprof Becks (Beck Depression
Inventory-Revised, BDI-II) tilheyri peim hopi. Konur hofdu rikari tilhneigingu til
sjalfsasokunar og lélegs sjalfsmats midad vid karla, en karlmenn syndu frekar merki

pirrings og breytinga & skapi. | rannsokn Papassotiropoulos, Heun og Maier (1997) kom
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fram ad eldra folk (65 ara og eldri) fékk yfirleitt haerri heildartélu & Almenna
heilsukvardanum (General Health Questionnaire-12; GHQ-12) heldur en yngra folk,
0h&d pvi hvort pad var greint med gedroskun eda ekki. Orsokin var talin vera st ad
fjolgun likamlegra kvilla sem fylgir 6ldrun, auki likurnar & punglyndiseinkennum. parf
par af leidandi ad tillit til aldurs vid talkun nidurstadna og vid val & préfi (Schreiner,
Hayakawa, Morimoto og Kakuma, 2003).

Islenskar pydingar erlendra melitaekja purfa til vidbotar vid ofantalin atridi, ad
standast krofur um akvedid pydingarferli og purfa nidurstédur rannsékna & pydingunni
ad syna fram & vidunandi proffreedilega eiginleika hennar. Einnig purfa rannsoknir ad

syna vid hvada adstedur profid gagnist best hér & landi (Einar Gudmundsson, 2006).

Adgreiningarhafni skimunar— og greiningarmeliteekja
Akvardanir um hverjum skuli visad til sérfreedings, hverjir eigi ad fara i itarlegar
rannsoknir eda fa tiltekna medferd, byggja ad hluta til & skimunarkvérdum. Oft og tidum
eru akvedin viomid vid talkun dtkomu & slikum skimunartaekjum notud. Vid mat &
skimunarhaefni kvarda er mikilvaegt ad meta hversu vel skimunarprofid adgreinir pa sem
eru til demis punglyndir og pa sem eru pad ekki. Kanna parf hvada viomid henti best til
slikrar flokkunar. Val & skimunarkvarda felur pvi i sér, i fyrsta lagi ad komast ad
nidurstddu um hvort hann adgreini vel pa sem eru punglyndir fra peim sem eru pad ekki
0g i 60ru lagi ad dkveda hvada nidurstodutélu mida skuli vid pegar akveda parf hvort
gera purfi nanari greiningu (Gudmundur B. Arnkelsson, 2006).

Mdogulegt er ad meta adgreiningarhafni skimunarkvarda med merkjagreiningu
(receiver operating curve, ROC)(Gudmundur B. Arnkelsson, 2006). Adur en

merkjagreining er gerd er haefni skimunarkvardans til ad greina & milli peirra sem eru
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med einkenni réskunar og peirra sem ekki hafa slik einkenni kdnnud. Sem demi maetti
nefna adgreiningarhafni punglyndiskvarda sjuklingaheilsuprofsins (Patient health
questionnaire-depression module, PHQ-9; Spitzer, Kroenke og Williams, 1999), & mynd
eitt ma sjé niourstodur 199 einstaklinga sem tdku patt i rannsokn & hugranni

atferlismedferd i heilsugeeslustodvum i Reykjavik (Hafran Kristjansdottir o.fl., 2013).

Mynd 1 um pad bil hér

Hvitu stoplarnir syna dreifingu heildarskors & PHQ - 9 hj& peim sem greindust med
alvarlega gedlaegd yfirstandandi og endurtekna alvarlega gedlaeegd eda med badar
greiningarnar samkveemt MINI. Svortu stoplarnir syna dreifingu heildarskors 4 PHQ - 9
hja peim sem greindust med hvoruga pessara raskana. Sja ma ad fleiri sem greinast
bunglyndir hafa ha gildi a PHQ - 9. Einnig sést ad ef tiltekid vidmid er valid, til deemis
heildarskor niu @ PHQ - 9 og kvardinn lagdur fyrir annad drtak pa myndi nokkur fjéldi
einstaklinga skimast punglyndir sem i reynd veeru pad ekki (sja svortu stoplana fyrir
ofan téluna niu & mynd 1). Gagnsemi PHQ - 9 sem skimunarteaekis fyrir punglyndi fer
pannig eftir pvi hversu vel pad adgreinir hopana (punglyndir/ekki punglyndir), pad er
hversu litil skérun er a ferlum heildartalnanna og einnig hvada vidomid (viomidid niu var
valid & mynd 1) midad er vid pegar stadhaft er hvort viokomandi skimist med
punglyndiseinkenni eda ekki. Ef &tlunin veeri ad nota skimunarlistann til ad finna sem

flesta med einkenni punglyndis veeri studst vid milt viomid, til deemis sjo a PHQ - 9
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(midad vid dreifingu heildarskors a kvardanum eins og hun er & mynd 1). P4 myndi hatt
hlutfall punglyndra skimast (sannjékveaedir) en einnig myndu fleiri sem ekki veeru
pbunglyndir skimast (falsk jakveedir). Veeri tilgangur skimunar ad finna sem flesta med
einkenni punglyndis en jafnframt lagmarka pann kostnad sem hlytist af pvi ad veita
einhverjum medferd sem ekki veeri sannarlega punglyndur, veeri strangara viomid notad.
Ef studst veeri vid viomidid tolf myndi leegra hlutfall peirra sem vaeru punglyndir
skimast, en um leid myndi harra hlutfall heilbrigdra ekki skimast punglyndir. A pennan
hétt er haegt ad skoda hvernig tiltekid gildi & kvarda eins og PHQ - 9 virkar vid ad skima
fyrir einkennum punglyndis hja nyjum einstaklingi. Hlutféll sannjakveedra og
falskjakvaedra eru stodug, pad er pau eru ekki bundin vid eitt Grtak, pau eru pvi ekki had
grunntidni réskunarinnar (Gudmundur B. Arnkelsson, 2006). Tiltekid viomid framkallar
pannig sama hlutfall sannjakveedra og falskjakvaedra i mismunandi drtokum par sem
algengi punglyndis er 6likt (van Schalkwyk og Campbell, 2003). Eins og komid hefur
fram, skimast visst hlutfall einstaklinga réttilega og ranglega, haegt er ad spa fyrir um ad
gefnu dkveonu vidmidi hversu hatt hlutfall peirra sannjakvaedra eru raunverulega
bunglyndir samkvaemt MINI (positive predictive value, PPV). Einnig er haegt ad spa
fyrir um ad gefnu sama viomidi hversu héatt hlutfall neikveedra (peir sem skimast ekki
med roskunina samkvaemt viomidi & PHQ - 9) eru ekki punglyndir samkvemt MINI
(negative predictive value, NPV). bessi gildi eru mikilveeg vegna pess ad pau gefa
visbendingar um hversu margir fa pjonustu sem purfa & henni ad halda og hversu margir
fa hana ad 6porfu. Ef jakveett forspargildi er lagt getur pad leitt til pess ad nokkur fjoldi
einstaklinga sem feer medferd purfi ekki & henni ad halda, slikt hefur i for med sér oparfa
kostnad. Lagt neikvaett forspargildi getur haft i for med sér ad mikill fjoldi peirra sem

ekki fa medferd séu punglyndir og fai pvi ekki pa hjalp sem peir purfa a ad halda
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(Gudmundur B. Arnkelsson, 2006). I toflu eitt ma sja virkni punglyndisgreiningar &

MINI midad vid viomidid niu 4 PHQ - 9.

Tafla 1 um pad bil hér

Pegar &kvedid vidmid er notad & skimunarkvarda, samanber niu hér, pa verda til tveir
hopar, peir sem eru med heildarskor undir niu & PHQ - 9 (neikvadir) og peir sem eru
med yfir niu (jakveedir). Haerra heildarskor bendir til alvarlegri punglyndiseinkenna.
Pessir hopar eru bornir saman og athugad er hversu margir i hvorum hép greindust
punglyndir eda ekki samkvaemt MINI. Af peim 75 sem uppfylltu greiningarvidmid fyrir
bunglyndi, voru 63 jakveedir & PHQ - 9, hlutfall sannjakveedra veeri pvi 84%. Af peim
110 sem ekki greindust punglyndir voru 44 jakveadir a PHQ - 9, hlutfall falsjakvaedra
veeri pvi 40%. Af peim jakvaedu voru um 59% (63/107) raunverulega punglyndir,
jakveett forspargildi PHQ - 9 veeri pvi um 59%. Af peim neikvaedu voru um 85% (66/78)
i raun ekki punglyndir, neikveett forspargildi PHQ - 9 veeri um 85%. Vid val a
skimunartaeki parf ad huga ad pvi ad hamarka hlutfall sannjakvadra, lagmarka hlutfall
falskjakvaedra, og einnig ad jakvaed - og neikvaed forspargildi séu sem haest (Gudmundur

B. Arnkelsson, 2006).

ROC greining
Hlutfall peirra einstaklinga sem skimast samkvamt &kvednu matsteeki og eru i raun med

roskun (sannjakvedir (true positive, TP)) af hlutfalli peirra sem skimast en eru i raun
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ekki med roskun (falskjakvaedir (false positive, FP) myndar samfelldan feril sem hefur
akvedna logun og eiginleika, er sa ferill nefndur ROC. S greining er 6had akvednum
vidmidum en getur hins vegar leidbeint vid val & peim (McFall og Treat, 1999; Swets,
1992). Mynd 2 synir ROC feril fyrir &kvordun punglyndis ut fra heildartdlum 4 PHQ - 9

kvardanum.

Mynd 2 um pad bil hér

Hlutfall sannjakvaedra er & y-as og a x-as er hlutfall falskjakveedra, skalinan helmingar
svaedid innan hnitakerfisins, allt svaedid er 100% (area under the curve, AUC), svadid
undir beinu linunni er 50% af svaedinu og hid sama gildir um sveadid fyrir ofan linuna.
Ferillinn med prihyrningspunktunum er ROC ferillinn sem myndadur er med pvi ad
dregin er lina @ milli virknipunktanna. Hver virknipunktur (viomid) taknar hlutfall
sannjakvaedra og falsjakveedra. Ef ROC ferillinn er naleegt skalinunni pa gefur pad til
kynna ad helmingslikur séu a ad skimunarpréfio (hér PHQ - 9) greini rétt a milli tveggja
einstaklinga ar hvorum hopi (bunglyndishdpi og ekki punglyndispréfi) (Gudmundur B.
Arnkelsson, 2006). ROC ferill sem er nalaegt y-as fra 0 gildi og sveigir ekki samsida x-as
fyrr en hau hlutfalli & y-as er ndd gefur til kynna ad greiningarhaefni skimunarkvarda sé
g0d. Steerd sveedisins undir ROC ferlinum & mynd 2, er 79%, a&tla meetti ad i teeplega

80% tilvika greini PHQ - 9 rétt a milli tveggja einstaklinga, eins sem tilheyrir hopi
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bunglyndra og annars Ur hopi peirra sem ekki eru punglyndir (Gudmundur B.

Arnkelsson, 2006).

Almennt um pynglyndisskimunarkvarda
Nokkrir sjalfsmatskvardar & einkennum punglyndis hafa verid pyddir & islensku og eru i
almennri notkun hér & landi. Par sem malt hefur verid med WHO-5 sem hentugu
skimunartaeki fyrir slikum einkennum & heilsugaeslustddvum, pyKkir rétt ad taka saman
pau punglyndisskimunarteeki sem nd pegar eru i notkun vid skimun &
heilsugaslustodvum. pau helstu eru Punglyndisprof Becks, bPunglyndis, kvida og
streitukvardinn og bunglyndiskvardi sjuklingaheilsuprofsins.

Punglyndisprof Becks (Beck Depression Inventory-Revised, BDI-11; Beck, Steer og
Brown, 1996). Fyrsta atgafa bunglyndisprofs Becks (Beck Depression Inventory, BDI)
kom Ut &rid 1961 (Beck, Ward, Mendelson, Mock og Erbaugh, 1961). Sidan pa hefur
préfid verid i stodugri endurskodun sem lauk med Gtgafu handbokar fyrir nyja gerd pess
ario 1987 (Beck, Steer og Brown, 1996). Ny gerd pess er bunglyndisprof Becks-
endurskodad (BDI - 1) og er likt og BDI, 21 atrida sjalfsmatsprof par sem atridin eru
metin & fjogurra punkta stiku (0-3). Heildarskor kvardans er reiknad med pvi ad leggja
saman stig hverrar fullyrdingar og ner pad pvi fra 0-63. Haerra skor bendir til alvarlegri
bunglyndiseinkenna. Svarendur eru bednir um ad velja eina fullyrdingu i hverjum flokki
(ein spurning er flokkur, med nokkrum svarmdguleikum) sem lysir best hvernig peim
hefur 1idid undanfarnar tveer vikur, ad medtéldum deginum i dag. Daemi um atridi i
préfinu er: ,, Depurd®, par sem valid er 4 milli svarmdguleikanna:0 = Mér finnst ég ekki
vera dopur/dapur, 1 = Mér finnst ég oft vera dopur/dapur, 2 = Eg er alltaf dépur/dapur, 3

= Eg er svo dépur/dapur og 6hamingjusém /6hamingjusamur ad ég held pad ekki (t.
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Innra samkvaemni préfsins hefur verid gott i erlendum ranns6knum, i rannsokn
Beck o.fl. (1996) var alfa studull 0,92 i sjuklingah6p og 0,93 i drtaki hask6lanema.
Svipadar nidurstodur hafa fengist i 6drum ranns6knum (Dozois, Dobson og Ahnberg,
1998; Osman o.fl., 1997).

Nidurstoour rannsokna hafa synt gott samleitniréttmaeti profsins, rannsokn Becks
0.fl. (1996) bendir til pess ad fylgni Punglyndisprofs Becks vid endurskodada Utgafu
Hamilton punglyndisskimunarkvardans (Revised Hamilton Psychiatric Rating Scale for
Depression, HRSD - R) sé herri (r = 0,71) en fylgni préfsins vid endurskodada utgafu
Hamilton kvidaskimunarkvardans (Revised Hamilton Anxiety Rating Scale, HARS - R)
(r = 0,47). Gefa pessar nidurstédur visbendingu um ad punglyndispréf Becks hafi gott
sundurgreinandi réttmeeti. o var fylgnin milli Punglyndispréfs Becks og Kvidaprofs
Becks (Beck Anxiety Inventory, BAI; Beck, Brown, Epstein og Steer, 1988) nokkud ha
(0,60), sem skyrist veentanlega af peirri stadreynd ad i moérgum tilfellum synir sami
einstaklingur t6luverd einkenni punglyndis og kvida. Nokkud margar rannsoknir benda
til pess ad punglyndispréf Becks hafi gott sundurgreinandi réttmaeti par sem fylgni pess
vid meaelingar & 6drum hugsmidum minna skyldum punglyndi hefur verid lag (Arnau,
Meagher, Norris og Bramson, 2001; Osman o.fl., 1997; Sprinkle o.fl., 2002) en ad préfid
geti adeins pokkalega greint & milli depurdar-og kvidaeinkenna (Osman o.fl., 1997).

pattabygging préfsins hefur reynst 6skyr. bannig benda sumar rannsoknir til pess
ad baki atrioum profsins liggi tveir peettir, hugraen - og tilfinningaleg einkenni og
likamleg einkenni (Beck o.fl., 1996; Beck, Steer og Garbin, 1988; Dozois o.fl., 1998).
Adrar rannsoknir hafa fundid samskonar tvo patti en adrar prja (Osman o.fl., 1997;
Steer, Rissmiller og Beck, 2000; Ward, 2006; Whisman, Perez og Ramel, 2000).

Innra samkveaemni islenskrar Utgafu BDI - 11 reyndist ageett hja nemum vid Haskédla

fslands (0= 0,91) og agzett hja peim sem attu vid veikindi ad strida (o= 0,93),
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endurprofunaréreidanleiki kvardans yfir tveggja vikna timabil reyndist gédur (r = 0,89).
Samkvemt sému rannsokn var pattabyggingu islenskrar pydingar préfsins best lyst med
briggja pétta likani, par sem notud var stadfestandi pattagreiningu vid skodun &
pattabyggingunni. Pessir prir peettir voru hugrann-, tilfinningalegur- og likamlegur,
asamt einum yfirpeetti (punglyndi) i badum artékum (Arnarson, Olason, Smari og
Sigurdsson, 2008).

Punglyndis, Kvida og Streitukvardinn (The Depression, Anxiety Stress Scales,
DASS; Lovibond og Lovibond, 1995a) metur punglyndi, kvida og streitu og eru
svarendur bednir um svara hversu vel atridin eiga vid pa midad vid seinustu viku.
Atridin eru metin & fjogurra punkta stiku, fra 0 = atti alls ekki vid mig, 1 = &tti vido mig
ad einhverju leyti eda stundum, 2 = atti téluvert vel vid mig eda drjigan hluta vikunnar
og 3 = atti mjog vel vid mig eda mest allan timann. Kvardinn skiptist i prja undirkvarda,
bunglyndis-,kvida og streitu og tilheyra 14 atridi hverjum undirkvarda. Heildarskor er
reiknad fyrir hvern undirkvarda og er sponn pess fra O upp i 42 stig. Listinn er til i
tveimur Gtgafum, DASS - 42 med 42 stadhafingum og DASS - 21 med 21 atridi. [ styttri
utgafa kvardans, DASS - 21, tilheyra 7 atridi hverjum undirkvarda, pegar heildarskor
hvers undirkvarda er reiknad eru atridi hvers peirra 16gd saman og sidan er su tala
margfoldud med tveimur, er petta gert i pvi skyni ad gera tulkun heildarskors styttri
atgafunnar likari talkun pess & DASS - 42 (Lovibond og Lovibond, 1995b).

Innra samkvaemnni kvardans hefur reynst ageett, i rannsékn Lovibond og Lovibond
(1995b) var alfastudull punglyndiskvardans 0,91, fyrir kvidapattinn 0,810g 0,89 fyrir
streitupattinn. Endurpréfunarareidanleiki kvardans med atta vikna millibili hefur verio r
= 0,48 a punglyndisundirkvardanum, r = 0,44 a kvidaundirkvardanum og r = 0,42 a
streituundirkvardanum (Lovibond, 1998). Endurpréfunarareidanleiki undirkvardanna

hefur reynst heerri i sumum rannséknum, nidurstédur Brown, Chorpita, Korotitsch og
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Barlow (1997) benda til pess ad endurprofunarareidanleiki punglyndisundirkvardans sé r
=0,71, 0,79 fyrir kvidaundirkvardann og 0,81 fyrir streituundirkvardann.

Samleitni-og adgreiningarréttmaeti DASS - 42 virdist vidunandi, en pad hefur verid
kannad med fylgni undirkvarda profsins vid Kvida og punglyndiskvarda til notkunar &
sjukrahusum (Hospital Anxiety and Depression Scale, HADS; Zigmond og Snaith, 1983)
(Crawford og Henry, 2003) og fylgni vid BDI - 11 og BAI (Brown o.fl., 1997; Lovibond
og Lovibond, 1995a).

Nidurstoour rannsokna a pattabyggingu DASS - 42 benda til pess ad um prja peetti
sé ad raeda en ad prju atridi hafi fylgni vid fleiri en einn patt. I kjoIfarid var stadfestandi
pattagreining keyrd & gégnunum, par sem pessum premur atridum var leyft ad hlada a
fleiri en einn patt, og fékkst pa asaettanlegt priggja péatta likan (Brown o.fl., 1997).

Innra samkvaemni lengri Utgafu islenskrar pydingar profsins hafa reynst godir,
alfastudlar hafa verid & bilinu 0,88-0,98 fyrir punglyndisundirkvardann, fra 0,88-0,98
fyrir kvidaundirkvardann og fra 0,90-0,94 fyrir streituundirkvardann (Elin Edda
Karlsdéttir, 2006; Baldur Heidar Sigurdsson o.fl., 2008). Samleitni-og
adgreiningarréttmeeti islenskrar utgafu punglyndiskvarda og Kvidakvarda DASS - 42
virdist vidunandi en rannséknir benda til pess ad skoda purfi betur Streitukvardann (Elin
Edda Karlsddttir, 2006).

Punglyndiskvardi Sjuklingaheilsuproéfsins (The Patient Health Questionnaire —
depression module, PHQ - 9; Spitzer, Kroenke og Williams, 1999) er niu atrida
sjalfsmatskvardi sem metur punglyndiseinkenni sidastlidnar tveer vikur. Atridin eru
metin & fjogurra punkta stiku, fra 0 = alls ekki, 1 = nokkra daga, 2 = meira en helming
timans og 3 = nanast alla daga. Heildarskor er reiknad med pvi ad leggja saman svor a
stadhafingunum niu, spénn pess fra 0 upp i 27 stig og heerri tala gefur til kynna

alvarlegri punglyndiseinkenni.
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Innra samkvamni préfsins hefur verid gott, i rannsokn Lowe o.fl. (2004) var alfa
studullinn 0,88 og 0,85 i rannsékn Adewuya, Ola og Afolabi (2006).
Endurpréfunarareidanleiki kvardans med eins manadar millibili var r = 0,89 (Adewuya
o.fl., 2006).

Samleitni-og adgreiningarréttmeeti PHQ - 9 hefur reynst vidunandi, hefur pad verid
kannad med fylgni undirkvarda préfsins vid HADS (Crawford og Henry, 2003) sem var
svipud og fylgni kvardans vid BDI - Il (r = 0,73) (Martin, Rief, Klaiberg og Braehler,
2006). Fylgni PHQ - 9 var leegri vid BAI heldur en vid BDI - 11 (Brown o.fl., 1997;
Lovibond og Lovibond, 1995a).

Innra samkvaemni islenskrar pydingar PHQ - 9 var 0,84 i drtaki skjolsteedinga
heilsugaslunnar. Samleitni - og adgreiningarréttmaeti kvardans reyndist gott, par sem

fylgni hans vid BDI - 1l var r = 0,80 og r = 0,57 vid BAI (Elin Edda Palsdéttir, 2007).

Proun WHO-5 og val & atridum
Bradley og Lewis (1990) settu saman 28 atrida kvarda til ad meta einkenni punglyndis,
kvida og vellidan hja peim sem pjadust af sykursyki. Atridin sem meta attu punglyndis-
og kvidaeinkennin voru fengin ar 6dru profi sem préad hafdi verid & gognum ur 6dru
artaki (Warr, Banks og Ullah, 1985). C. Bradley annar af peim sem préudu 28 atrida
kvardann setti saman vellidunaratridin (Bradley og Lewis, 1990). Leitandi pattagreining
var notud til ad meta pattabyggingu pessa 28 atrida kvarda, nidurstodur hennar voru
6ljosar, nokkud var um ad dreifing sumra vellidunar-, punglyndis- og kvidaatridanna
vaeri ekki eingdngu skyrd af peim paetti sem peer attu ad tilheyra. Oll vellidunaratridin
hl6du & einn patt en tvd punglyndisatridin hlodu einnig a pann patt. Fylgni reyndist

nokkud ha milli heildartalna punglyndis-, kvida- og vellidunarundirkvarda profsins.
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Einnig var fylgni milli heildartdlu vellidunarundirkvardans vid breytur eins og hvort
vidkomandi hafdi fengid hjartaafall, en slik fylgni var ekki til stadar vid heildartdlur
bunglyndis- og kvidaundirkvardanna (Bradley og Lewis, 1990). Frekari rannsoknir & 28
atrida Bradley og Lewis kvardanum, leiddu til pess ad atridum var feekkad nidur i 22, s&
kvardi var nefndur Vellidunarkvardi Bradley/ Alpjodaheilbrigdismalastofnunarinnar
(WHO (Bradley) Well-Being Scale) (Bradley, 1994). Frekari rannsoknir leiddu til enn
frekari feekkunar atrida par sem markmidid var ad setja saman einspatta
vellidunarkvarda (Bech o.fl., 1996). Samkvaemt Bech o.fl. (1996) myndudu 10 atridi
bestu einspatta lausnina, sa kvardi var nefndur Tiu atrida Vellidunarkvardi
Alpddaheilbrigdismalastofnunarinnar (WHO (Ten) Well-Being Index, WBI - 10). Frekari
rannsoknir & proffreedilegum eiginleikum WBI - 10 leiddi til frekari feekkunar
stadhafinga. Bornar voru saman péattabygging WBI - 10 og kvarda sem innihélt fimm
atridi ir WBI - 10, pattabygging fimm atrida kvardans var ekki sidri en WBI - 10.
Upphaflegur tilgangur med préun vellidunarkvardans var ad bua til einspatta
velliounarmaliteeki sem fljotlegt veeri i fyrirlogn, og pvi var fimm atrida kvardinn valinn

(Bech, 1996).

Rannsoknarmarkmio
Tilgangur pessarar rannsoknar er ad meta hugsmidaréttmeeti islenskrar pydingar WHO -
5. Notud verdur stadfestandi pattagreining til ad kanna hvort atridi kvardans meti
vellidan a vidunandi hatt. Hugsmidaréttmeeti vellidunarpattarins verdur einnig metid
med samanburdi a malilikbnum hédpa og verda meelilikon kvenna og karla borin saman.

WHO - 5 er &tladur til ad meta vellidan og skort & henni, mikilvaegt er pvi ad
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meelibreytur meti somu hugsmid milli kyns, svo heagt sé ad nota hann til skimunar &

heilsugaeslustodvum.
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Tafla 1.

Virkni greiningar & MINI midad vid viomidid niu & PHQ - 9
skimunarkvardanum

Viomid a PHQ - 9 punglyndir Ekki punglyndir Heild
Jakvadir 63 (84%) 44 (40%) 107 (58%)
Neikvaair 12 (16%) 66 (60%) 78 (42%)

Heild 75 (100%) 110 (100%) 185 (100%)

Heimild: Hafran Kristjansdottir o.fl. (2013).
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Ferlarnir sem audkenndir eru med brotnum follum
gefa til kynna 95% vikmork ROC ferilsins
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Summary

The psychometric properties of the Icelandic version of the World Health Organization
five wellbeing index (WHO —5 - 1) were evaluated using two samples, a randomly
selected sample (N = 3896) from the Icelandic National Registry and a convenience
sample of primary care patients (N = 197). The factor structure of the scale was tested
with confirmatory factor analysis (CFA). The correlation between the WHO -5 - | and
other measures of depression and anxiety were calculated to assess the scale’s
convergent- and divergent validity. The discriminant validity of the WHO — 5 - | was
explored with a receiver operating analysis compared to the Mini International
Neuropsychiatric Interview. The CFA indicated that the factor structure of the WHO —5
- I was one - dimensional and factorial invariant between groups. The internal reliability
of the WHO -5 - | was adequate and the convergent, divergent and discriminant validity
of the WHO -5 - | was supported. It is concluded that the psychometric properties of the

Icelandic version of the WHO - 5 are satisfactory.

Keywords: WHO -5 - I, CFA, wellbeing, depression
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Introduction

According to the World Health Organization (WHO, 1948) health is not only the absence of
symptoms but also social, mental, and physical wellbeing. In accordance with this view, the
research on wellbeing aims to study what makes people feel well in relation to their own
values and standards (Diener, Oishi, & Lucas, 2003). Wellbeing, often called subjective
wellbeing (SWB) is a pervasive sense that life is good (Myers, 1992). SWB consists of two
separate components, an affective component, divided into positive and negative affect and,
a cognitive component, generally referred to as life satisfaction (Pavot & Diener, 1993).
Kahneman (1999) identifies wellbeing with happiness, which according to him should not
be confused with good fortune because it is possible to enjoy good fortune without being
happy. Seligman (2002) can be attributed a similar view, as he states that happiness and
wellbeing are synonyms, where both terms sometimes refer to feelings, but also to activities
in which nothing at all is felt.

WHO (1998) recommended that screening for depression should be standard
procedure in primary care, and has thus advocated the use of the WHO -5 index (WHO -
5; Heun, Burkart, Maier, & Bech, 1999) as a screening instrument. The statements of the
WHO - 5 reflect positive and negative affect, and a cognitive component. As such, the scale
is related to the same theoretical background as other measures of SWB (McDowell, 2010).
The five items of the WHO - 5 were meant to measure a single latent construct, overall
wellbeing (Tennant et al., 2007).

Several factor - analytic studies support the one - dimensional structure of the scale
(Bech et al., 2003; Heun et al., 1999). Most of these studies used exploratory factor analysis
(EFA), but for testing a factorial structure of an instrument, the EFA is considered a weak

approach because no constraints are posed on the data. CFA however offers the possibility
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to place meaningful constraints on the data, and is thus the recommended method when
assessing the validity of a measure (Albright & Park, 2009). One study to date has used
CFA to assess the factor structure of the WHO-5 and the results supported a one-
dimensional structure of the scale (De Wit et al., 2007). Internal consistency coefficients of
various versions of the scale have generally exceeded values of .80 (Bech, Olsen, Kjoller,
& Rasmussen, 2003; De Wit, Pouwer, Gemke, Delemarre-van de Waal, & Snoek, 2007).
Most studies on the WHO - 5 have been done using data from various subgroups,
such as diabetic patients (Awata et al., 2007b), the elderly (Awata et al., 2007a; Heun et al.,
1999) and people suffering from various physical illnesses (Fazekas et al., 2006). Few
researchers have tested the psychometric properties of the WHO - 5 using general
population data. Additionally, no studies have tested the factorial invariance of the scale’s
items across different subgroups such as age and gender. Evaluating the factorial structure
of the index in a general population sample and test the invariance across groups is
important if the measure is intended to be used as a screening instrument in primary care.
A priori it was hypothesized that a one factor solution would result in a good fit.
Further, we expected acceptable scale’s factorial invariance, acceptable internal consistency
(assessed with the alpha coefficient), and convergent -, divergent — and discriminative

validity.

Materials and method

Participants
The total number of participants were 4022, a patient sample (N=126) and a national

sample (N= 3896). The data from the national sample came from a larger study conducted
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by the Icelandic Directorate of Health on the physical and mental health of the Icelandic
nation. In total, 5.294 adults selected randomly from the national register received the
questionnaire by mail in October 2009. Total response rate was 77.30% and complete data
on the WHO -5 - | items came from 3896 (95.21%) individuals, resulting in 73.50%
response rate for the WHO —5 - I. In total, 1.854 males (46.80%) and 2.086 females
(53.20%) participated. The average age was 54.94 years (SD = 17.04).

The patient sample consisted of 126 individuals, 98 females (77.80%) and 28
males (22.20%) that sought help for emotional problems to their primary health care
facilities. Patients were referred to the behavioral cognitive therapy by their general
practitioner if they considered that they fulfilled criteria for emotional disorders of any
kind. In total, 64.95% of the patient sample answered the WHO —5 - I. Average age of the

sample was 37.99 years (SD =13.11).

Instruments
Participants in the national sample answered the WHO —5 - | and the Depression, Anxiety,
Stress Scales (DASS). Participants in the patient sample answered the WHO —5 - |, the
Beck Depression Inventory-Revised (BDI - 1), the Beck Anxiety Inventory (BAI) and the
Mini International Neuropsychiatric Interview (M.1.N.I).

The World Health Organization - Five Wellbeing Index (WHO - 5; Heun et al.,
1999) is a five item self - report measure of SWB over the last two weeks (see table A in
the appendix). Each item is rated on a six - point Likert scale: (0) at no time to (5) all of the
time. The scores are summed to get a total score ranging from 0 - 25. Absolute scores are
calculated by multiplying the raw score with four thus yielding absolute scores between 0

(worst possible wellbeing) and 100 (best possible wellbeing). The measure has been
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recommended as a first step in screening for depression in primary care, with a cut - off
score of <52 indicating possible symptoms of depression, warranting further attention.

The Depression Anxiety Stress Scales (DASS; Lovibond & Lovibond, 1995) is a
42 - item self-report inventory divided into three subscales that assess symptoms of
depression, anxiety, and stress. The items are rated according to the extent to which the
symptoms have been experienced over the past week, on a four - point Likert scale from (0)
did not apply to me at all to (3) applied to me very much or most of the time. Each subscale
consists of 14 statements, which are summed to get a total score ranging from 0 - 42, with
higher scores indicating more severe symptoms of depression, anxiety, and stress. The
psychometric properties of the DASS have been supported (Brown, Chorpita, Korotitsch &
Barlow, 1997; Lovibond, 1998).

The psychometric properties of the Icelandic version of the 42 item DASS was
supported in Gudjonsson, Sigurdsson, Eyjolfsdéttir, Smari, & Young (2009).

The Mini International Neuropsychiatric Interview (M.I.N.I; Sheehan et al., 1999)
is a brief structured interview of psychiatric disorders according to the diagnostic criteria of
DSM - 1V (American Psychiatric Association, 1994) and the ICD - 10 (WHO, 1992). Nine
psychologist from the division of psychiatry at the Landspitali Hospital administered the
M.LN.I, they had all been trained in the administration of the interview. The interviews
were conducted at the primary health care and each one took 15 - 20 minutes. According to
studies on previous versions of the M.1.N.1, its criterion validity is adequate compared to
the Structured Clinical Interview for DSM Disorders (SCID; First, Spitzer, Gibbon, &
Williams, 1997) and the Composite International Diagnostic Interview (CIDI; Robbins et
al., 1988) (Lecrubier et al., 1997; Lecrubier, Sheehan, Hergueta, & Weiller, 1998).

The Beck Depression Inventory - Il (BDI - 11; Beck, Steer, & Brown, 1996) is a 21

item self-report measure of symptoms of depression, experienced the past two weeks. The
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items are rated on a four-point Likert scale, from O - 3. The total score ranges from 0 - 63.
Several studies have supported the psychometric properties of the BDI - Il (Beck et al.,
1996; Osman et al., 1997). The results of Arnarson, Olason, Smari, & Sigurdsson (2008)
indicated adequate psychometric properties of the Icelandic version in a patient and student
populations.

The Beck Anxiety Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988) is a self-
report measure of anxiety and consists of 21 statements concerning symptoms of anxiety
experienced during the past week. In rating each item, a four-point Likert scale ranging
from 0-3 is used. The total score ranges from zero to 63. The scale’s psychometric
properties have been supported in numerous studies (Beck & Steer, 1993; Creamer, Foran,
& Bell, 1995) and so has the Icelandic version of the BAI (Semundsson, Pérsdottir,

Kristjansdottir, Olason, Smari, & Sigurdsson, 2011).

Informed consent and Ethical Approval

The participants in the national sample were informed about the purpose of the study in an
introductory letter sent by mail. Written informed consent was obtained from all
participants who chose to partake. Participants in the patient sample were informed on the
purpose of the study and asked for a written consent. Permissions for both studies were
obtained from the National Bioethics Committee and the Data Protection Authority in

Iceland.
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Analysis

Statistical analysis was conducted with SPSS (version 20) and LISREL 8.80 (Joreskog &
Soérebom, 2006). The ability of the WHO -5 - | to discriminate between individuals
diagnosed with a current major depressive episode (c MD) and/or recurrent major
depressive episode (re MD) was evaluated against the results of the M.1.N.I. A receiver
operating characteristics curve (ROC), that plots sensitivity versus specificity for every
possible cutoff point was obtained (McFall & Treat, 1999). The optimal cutoff point was
found with the Youden index (Youden, 1950).

The data from both samples had ordinal level properties and an analysis of the
items indicated that the assumption of normality would not hold, therefore a polychoric
correlation was used as an input matrix in LISREL (Jéreskog & Sérbom, 2007). The 3
index is most often used to assess model fit; however research indicate that it will often
suggest a poor fit, especially in large samples, despite little discrepancy between the
samples covariance matrix and the fitted covariance matrix (Cheung & Rensvold, 2002).
Thus, the use of additional fit indices has been advocated (Cheung & Rensvold, 2002; Hu
& Bentler, 1999). The indices used in this study were the Satorra - Bentler scaled * (S - B
v%), the comparative fit index (CFI; Bentler, 1990), the root mean square error of
approximation (RMSEA; Browne & Cudeck, 1993) and the nonnormed fit index (NNFI;
Bentler & Bonnett, 1980). The values of CFI and NNFI range from zero to 1.00 and a fit
index of .95 or higher for both fit indexes are regarded as acceptable fit of tested models
(Hu & Bentler, 1999). A RMSEA value of .05 or less was selected as an indication of a
close fitting model (Browne & Cudeck, 1993). A one - factor model was tested on the total
national sample. The discrepancy of the male and female samples covariance matrix and
the fitted covariance matrix was assessed. Then an unconstrained multi group model was

tested, followed by a test of a multi group model with invariant factor loadings. It was
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hypothesized a priori that the responses to all the items could be explained by one factor in
the total sample and in the gender subsamples and that, the error terms of items would not
correlate.

Missing values were treated with listwise deletion in the national sample, which
was considered acceptable because none of the variables used had more than 3% missing
values, when only the returned questionnaires were analyzed. In the patient sample there
were 197 participants, 64.95% answered the WHO -5 - I. Pairwise deletion was used and
the subsequent analysis was conducted on 124 to 126 cases depending on the scale in

question. Statistical significant was set at a. = .05.

Results

Means and Standard Deviations
The mean score for the WHO - 5-1 in the national sample was 64.74 (SD = 18.80) and the
difference between genders (males 66.40 (SD = 18.44), females 63.44(SD = 19.04)), was
significant in the national sample, t (3938) = 4.93, p < .05.

The mean score for the WHO —5 - | in the patient sample was 35.16 (SD = 21.84)
and the difference between gender (males 43.16 (SD = 22.80) and females 32.96 (SD =

21.12)), was not significant t (126) = -2.22, p = .03.
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Confirmatory Factor Analysis

In line with previous findings concerning the factor structure of the WHO - 5, a CFA was
conducted to test the one - dimensional factor structure, with five items defined as
indicators for one latent factor (wellbeing). The fit of all the samples covariance matrices
were used when fitting the models and estimated with the robust maximum likelihood
(RML) method. Only the national sample was used in the CFA. Muthén and Kaplan (1985)
have suggested that if variables have skewness - and kurtosis values from -1 to +1,
likelihood estimators for nonnormal categorical variables can be used. Three items had
skewness - and kurtosis values outside that range thus robust corrective statistics were
applied.

Studies indicate that robust, corrective statistics, like the RML method, work better
than more widely used methods, when there are excessive violations of nonnormality and
large sample sizes (Hoogland & Boomsma, 1998). RML was therefore used to fit the
models and the asymptotic covariance matrix was used as an input matrix (Joreskog &
Soérbom, 2007).

Table 1 shows the results of the CFAs, results for the whole sample are shown in

the first row.

Table 1 about here

All factor loadings for the total sample and both genders were higher than .30. The

significant S - B y? indicated a deviation of the data from the fitted model, but that was
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possibly an effect of the large sample size. In case of such circumstances, Joreskog and
Sérbom (2007) recommend the use of alternative fit indices. According to the CFI, NNFI
and the RMSEA the one-dimensional solution showed sufficient fit of the one-factor

solution.

Factorial invariance across gender
Baseline models were computed for men and women separately. The one - dimensional
solution showed sufficient model fit in the male sample with respect to the NNFI (.97) and
the CFI (.96) The NNFI in the female sample failed to indicate adequate fit but the CFI was
above the predetermined cut off in both samples (.96/.97), However the RMSEA values for
both samples (.09, 90% [CI] = (.07,.11)/.15, 90% [CI] = (.11,.17) indicated inadequate fit.
Thus, there were indications of inhomogeneity of the items in both samples. Additional
analyses of the modification indices (MIs) and standardized residuals in the male sample
indicated that the error terms of items 2 and 3, and items 2 and 5 should be allowed to
correlate. The model with correlated error terms showed adequate fit (RMSEA = .04; 90%
[CI] = (.01,.07)) in the male sample. Further analyses of the Mls and standardized residuals
in the female sample showed that the lack of fit was the result of correlations between the
error terms of items 2 and 5, 3 and 4, and 3 and 5. Model with correlated error terms failed
to fit error terms of these items were allowed to correlate, the RMSEA (.10, 90% [CI] =
(.08,.13)) again failed to show an adequate fit in the female sample but the NNFI index was
acceptable (NNFI =.97).

An unconstrained group model was tested for gender; the results of the CFA
indicated that the unconstrained model fitted the data well (see table 1). Then a model

constrained to measurement invariance across gender was fitted. The fit of a model with
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invariant factor loadings was assessed, by using group comparison, with the invariant factor
model nested under the unconstrained group model. As proposed by Raju, Lafitte, and
Byrne (2002) invariant factor loadings between genders were used as criteria for
measurement invariance. Because of the dependency of the S-B scaled y* on sample size,
the CFI difference test was used to test if the respecification of the unconstrained group
model resulted in a significantly worse fit. Following the recommendations of Cheung and
Rensvold (2002), a cut-off value of .01 was selected for the CFI difference test, to
determine if the hypothesis of a model with invariant factor loadings should be rejected.
The results of the group CFA indicated that the model with invariant factor loadings fitted
the data equally well as the unconstrained model, supporting the model with invariant

factor loadings (see last row of table 1).

Internal consistency of the WHO —5- 1|

Internal consistency reliability (alpha) of the WHO — 5 - | in the national sample was .82
and .87 in the patient sample. Internal consistency reliability of the DASS subscales in the
national sample was DASS D a = .94, DASS A a = .86 and the DASS S a = .92. In the

patient sample the BDI - IT had 0=.92 and the BAI o =.93.

Convergent-and divergent validity
In order to address the convergent and divergent validity of the WHO-5-1, Pearson
correlation coefficients were calculated between the WHO-5-1 and the BDI-I1I, the BAI, and

the subscales of the DASS (DASS D, DASS A, DASS S, see table 2).
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Table 2 about here

The correlation coefficients were tested for significant differences. The Steiger method of
comparing dependent correlations was used (Howell, 1992). The WHO-5-1 had a higher
correlation with the DASS D than with both the DASS A scale (t (3855)=22.06;p < .05)
and the DASS S scale (t(3855)=38.68;p < .05), supporting the convergent- and divergent
validity of the WHO-5-I.

In the patient sample the WHO-5-1 correlated higher with the BDI-11 than with the
BAI (1(125)=6.65; p < .05), further supporting the convergent— and divergent validity of

the scale.

Discriminant validity

The data from the patient sample was used to assess the discriminant validity of the WHO-
5-1. Signal detection analysis was conducted for the WHO-5-1 with regard to a diagnosis of
current Major Depression (¢ MD) and/or recurrent Major Depression (re MD) with the
M.L.N.I. A ROC curve was obtained. In all, 76 (60.32%) patients were diagnosed with
either c MD and/or re MD, and were they compared to patients with other diagnoses and no
diagnosis. In that reference group there were 30% with no diagnosis. Half of the patients in
the reference group were diagnosed with generalized anxiety disorder and about 15% were
diagnosed with panic disorder. The remaining 35% were diagnosed with various disorders,

such as dysthymia (12%) and social anxiety disorder (10%). That reference group consisted
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of 34 individuals with dysthymia, 20 were diagnosed with current and past manic episode,
four with hypomanic episode, current panic disorder with agoraphobia 17, current
agoraphobia without panic disorder 15, 65 were diagnosed with social anxiety disorder, 14
with current obsessive-compulsive disorder, 12 with current posttraumatic stress disorder,
22 with alcohol dependence and abuse the past 12 months, seven with substance
dependence and abuse the past 12 months. One was diagnosed with current psychotic
disorder and one with lifetime, two with current bulimia nervosa, 86 with current
generalized anxiety disorder. Three were diagnosed with lifetime antisocial personality
disorder and 35 individuals had no diagnosis. The analysis revealed that the WHO-5-1
discriminates reasonably well between patients diagnosed with ¢ MD and/or re MD and
other patients, with area under the curve (AUC) = 77.00% (95% C.I. = .68-.84). The
Youden index representing the optimal cut-off value was obtained for the value of < 44.00,

with sensitivity .96 and specificity .44.

Norms

Norm scores by gender and age groups are presented in table 3. As already established the
difference in mean scores between gender was significant as the mean score of men was
higher than for women (t (3938) = 4.93, p < .05). There was also a significant difference in
mean scores between age groups (F(6,3934=9.46; p < .05). Post hoc tests (Tukey’s S-D)
indicated that the main difference was that the youngest (20-39 y.) and the oldest (80+) age
groups, which scored the lowest on WHO-5-1, were significantly different from other age

groups.
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Table 3 about here

Discussion

Only one study to date has used CFA to test the psychometric properties of the WHO - 5
(De Wit et al., 2007). Further, no studies have used general population samples along with
CFA, thus this study is the first one to incorporate both of these approaches in evaluating
the psychometric properties of the WHO - 5. Additionally, no studies have been conducted
on the factorial invariance of the scale’s items across different subgroups such as age and
gender. Thus, this is the first research testing whether factorial invariance can be inferred
from the data between genders.

In general, the psychometric properties of the WHO — 5 - | were similar to other
translations of the scale (Awata et al., 2007; De Wit et al., 2003). The means and standard
deviations of the WHO — 5 - | were slightly higher in the national sample than those of the
German population (Heun et al., 1999) but a bit lower than reported for the Danish
population (Bech et al., 2003). The means for patients diagnosed with cMD and/or reMD
were similar to the results of other studies (LOwe et al., 2004).

Previous research (De Wit et al., 2003; Heun et al., 1999) indicate a one-factor
structure of the items, thus a CFA was used to test the fit of a one-factor model to the data.

The results of the CFA suggested that a one-factor model was sufficient to describe the data
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for the total national sample. The baseline models for males and females showed some
evidence of inhomogeneity of the scale, which was thought to be the result of correlations
between the error terms of some of the items. Additionally, the items that had correlations
between error terms were not the same across gender, which indicates that the items have
different meanings between men and women. When the group comparison was made, a CFl
difference test indicated that a model with invariant factor loadings across gender fitted the
data equally well as the unconstrained model, thus there are some indications of a factorial
invariance across gender.

The internal consistency reliability coefficients of the WHO —5 - | in the national -
and the patient samples were high and in accordance with previous studies on other
translations of the measure (Newnham et al., 2010).

The convergent — and divergent validity of the WHO —5 - | was supported with
data from both samples. The correlation coefficients between the WHO — 5 - | and the
DASS D and BDI - Il were significantly higher compared to the WHO —5 - | and the
DASS A, DASS S and the BALI. These results concur with other studies comparing the
correlations between the WHO - 5 and measures of depression and anxiety, both in general
population- and patient samples (Awata et al., 2007b; De Wit et al., 2007). The
discriminant validity of the WHO — 5 - | was adequate. A signal detection analysis
indicated that the scale differentiates satisfactorily between patients diagnosed with cMD
and/or reMD and other patients. Similar findings on the effectiveness of the scale as a
screening instrument for symptoms of depression have been reported by Henkel et al.
(2004) and Heun et al. (1999).

In conclusion, the findings for the present study suggest that the items of the WHO
—5 - | have adequate psychometric properties, and that the scale could be utilized as a

screening instrument in primary health care. Further research on the factorial structure of
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the scale between different subgroups is warranted in order to expand the generalizability of

the scales total score.
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Table 1.

Factor loadings and fit indices for the one-dimensional model of the WHO -5 - | in the
national sample and in a gender subsample

Factor loadings of item df; S-B o2
. RMSEA

Sample 1 2 3 4 5 NNFI (90% Cl) CFl  ACFI
Total sample
(N=3896)  0.83 076 077 0.75 0.65 53341 099 04(0.03,0.05)0.99 -
Multigroup
analysis
Unconstrained _ . - - - 1521227 098 08(0.07,0.09) 099 -

model
Invariant factor _ . - - - 1420855 098 09(0.07,0.10) 0.99 0.00
loadings model

Note. NNFI = nonnormed fit index; RMSEA = root mean square error of approximation; CFl = comparative
fitindex, S—B y* = Satorra — Bentler scaled
%In all cases, p < .05.
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Table 2.
Correlations of the WHO — 5 - | with the BDI - |1, BAI, and DASS

DASSD DASSA DASSS BDI - 11 BAI
Random sample
WHO -5-1  -0.63** -0.45** -0.57**
Patient sample
WHO -5- | -0.80**  -0.43**

Note. DASS D = Depression, Anxiety, Stress scale-Depression,DASS A = Depression, Anxiety,
Stress scales-Anxiety, DASS S = Depression, Anxiety, Stress scales-Stress, BDI-I1 = Beck
Depression Inventory-1l, BAl = Beck Anxiety Inventory

**p <.05.
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Table 3.

WHO -5 - | norm scores across gender and age groups: population sample

Variable n Mean (95% CI)
Total 3896 64.80 (64.20,65.4)
Sex
Male 1854 66.40 (65.56,67.24)
Female 2086 63.44 (62.64,64.28)
Age in years
20-29 302 60.40 (58.36,62.44)
30-39 519 61.56 (59.96,63.16)
40-49 650 64.68 (63.24,66.12)
50-59 756 65.44 (64.08,66.76)
60-69 847 65.76 (64.48,67.04)
70-79 765 67.72 (66.40,69.04)
80+ 96 61.76 (57.52,65.96)
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Appendix

Table A. The Icelandic translation of the WHO - 5 wellbeing index

Rumlega  Teeplega
Undanfarnar 2 vikur ... Alltaf Oftast h?'m”‘g hglming Odru Aldrei
Over the last two weeks timans timans hvoru .
All of the  Most of More than Less then Some of  Atno time
time the time half of the half of the the time
time time
a) Var ég glod/gladur i
bragdi. 0 1 2 3 4 5
I have felt cheerful and in good
spirits
b) Var ég roleg/ur og
afsloppud/afslappadur. 0 1 2 3 4 5
I have felt calm and
relaxed
c) Var ég full/ur af orku og
Krafti. 1 2 3 4 S
I have felt active and vigorous
d) Leid mér vel og var
athvild/ur pegar ég
vaknadi. 0 1 2 3 4 5
I woke up feeling fresh and
rested
e) Var margt dhugavert ad
gerast & hverjum degi. 0 1 2 3 4 5

My daily life has been filled
with things that interest me

English wordings in italics
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