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   Subjective well-being mediates the effects 
of resilience and mastery on depression and 
anxiety in a large community sample of young 
and middle-aged adults      

    Richard A.     Burns  ,       Kaarin J.     Anstey  ,       Timothy D.   Windsor 
      Objective:  The tripartite model of depression and anxiety hypothesizes that positive and 

negative affect is related to depression and anxiety. However, the specifi c role of cognitive 

or psychological well-being constructs like resilience and mastery within a tripartite context 

and throughout adulthood is unclear.   

  Method:  Data was drawn from two longitudinal population-based cohorts, aged 20 – 24 

and 40 – 44 based in Canberra, Australia (N  �  3989). We sought to determine the interre-

latedness of two affective measures of subjective well-being, positive and negative affect, 

with two cognitive measures of psychological well-being, resilience and mastery. We then 

tested their independent effects on depression and anxiety, and hypothesized, following the 

tripartite model, that subjective well-being would mediate the effects of the psychological 

well-being variables on mental health and that the psychological well-being variables would 

be more strongly related to positive subjective well-being.   

  Results:  Principal axis factoring delineated four affective and cognitive dimensions of well-

being comprising positive and negative affect, resilience and mastery. Structural equation 

models identifi ed the psychological well-being variables as signifi cantly related to subjec-

tive well-being, which fully mediated the effects of resilience and partially mediated the ef-

fect of mastery on depression and anxiety. These fi ndings were consistent throughout both 

young and middle adulthood.   

  Conclusions:  Psychological well-being components are signifi cant predictors of subjective 

well-being affect states that increase vulnerability to depression and anxiety.   

  Key words:   anxiety  ,   depression  ,   mental health  ,   psychological resilience.  
 Australian and New Zeaand Journal of Psychiatry 2011; 45:240 – 248   
 One consequence of the so-called  ‘ revolution ’  in positive 

psychology has been a considerable shift in focus from mod-

els of ill-health to notions of positive well-being that are dis-

tinct from negative well-being states. However, the view that 

wellness is simply the absence of mental and physical 
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ill-health has long been challenged [1]. More recently, res-

earchers have sought to identify personal characteristics, such 

as resourcefulness and hardiness, that predispose individuals 

to better mental ill-health outcomes, with results subsequently 

informing government population-level health policy [2].  

 Subjective well-being and mental health 

 Subjective well-being (SWB) approaches typically 

focus on individuals ’  self-appraisals of affect and 
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judgements of satisfaction [3]. Optimal affective well-

being is typically defi ned in terms of both the presence 

of positive emotions and absence of negative emotions 

[4]. Whilst negative affect relates to individuals ’  experi-

ences of negative feelings such as sadness, guilt and fear, 

positive affect is defi ned in terms of the experience of 

positive emotions including happiness and energy [5]. 

The tripartite model of depression and anxiety (TMDA) 

hypothesizes that low positive affect characterizes depres-

sion whilst high negative affect relates to both depression 

and anxiety [6]. 

 Considerable evidence has supported the TMDA 

hypothesis relating to the role of positive and negative 

affect as aetiologies for depression and anxiety [7 – 9]. 

Whilst there is consistent evidence for the role of nega-

tive affect in both depression and anxiety [10,11], the 

evidence that low positive affect is a unique etiological 

component for depression has received mixed support 

[12,13]. Within a clinical context, the TMDA hypothesis 

has been supported in a sample of 41 private practice 

patients who were undergoing cognitive behaviour ther-

apy for depression and anxiety [14]. Over the course of 

treatment, results were consistent with the tripartite 

model; reduced negative affect was associated with a 

reduction in both anxiety and depression, whilst increased 

positive affect only occurred for those patients who 

reported a reduction in depression. The importance of 

this further supports the independent effects of positive 

and negative affect on depression and anxiety, in par-

ticular the notion that positive affect has specifi c rele-

vance to depression.   

 Psychological well-being 

 In contrast to SWB, the psychological well-being 

(PWB) approach is one that describes wellness in terms 

of those individual characteristics which are believed to 

contribute to optimal SWB outcomes (i.e. increased 

positive affect and decreased negative affect) [3]. PWB 

constructs typically refl ect adaptive cognitive compo-

nents of self-referent belief systems (e.g. self-concept, 

control, purpose in life). For example, resilience relates 

to a network of favourable attitudes and behaviours of 

self that are associated with adaptive coping strategies 

to stressful life events and negative life conditions, and 

resilient people are frequently characterized by an inter-

nal locus of control, pro-social behaviour, positive self-

image and greater optimism [15 – 17]. These resilience 

characteristics are associated with better physical and 

mental health outcomes [18], and more positive adaptive 

behaviours to negative life events [19,20]. Mastery is 

another cognitive component of PWB which refl ects a 
 at AUSTRanp.sagepub.comDownloaded from 
strong self-referent belief in one ’ s capacity to infl uence 

the environment and bring about desired outcomes. 

Considerable evidence links increased mastery to better 

psychological [21] and physical health outcomes [22,23], 

and lower mortality risk [24].   

 Aims 

 There exists considerable support for the related nature 

of PWB and SWB components where factorial analy-

tical analyses delineate between affective and cognitive 

dimensions of well-being whilst demonstrating their 

interrelatedness [25 – 27]. The importance of the PWB 

constructs appears related to their function in promoting 

better SWB outcomes and positive emotions in particular 

[26]. However, there is a lack of research concurrently 

evaluating the relationship between delineated compo-

nents of PWB and SWB with mental health outcomes 

such as depression and anxiety. 

 The aims of the present study were to (i) assess the 

independence of related PWB (operationalized as resil-

ience and mastery) and SWB (operationalized as positive 

and negative affect) constructs, (ii) identify the role of 

PWB in predicting depression and anxiety symptom 

scores within a TMDA framework, and (iii) demonstrate 

that current PWB is mostly independent of prior SWB 

and mental health outcomes. Following prior research 

into the structure and relationship of PWB and SWB 

[25,27], we expected factor analysis to identify a mea-

surement model of well-being that discriminated between 

related PWB and SWB components of well-being. Sub-

sequently, we expected PWB to be a signifi cant predictor 

of SWB which would in turn predict mental health out-

comes. We also expected the association of PWB and 

mental health to be mediated by positive and negative 

affect. Our conceptual model is displayed in Figure 1. 

Furthermore, we expected that current PWB would be 

largely independent of prior SWB and mental health.   

 Materials and methods  

 Study design and participants 

 Our sample was drawn from the PATH Through Life Project, a large 

community survey concerned with the health and well-being of ran-

domly selected individuals from the electoral rolls of Canberra or the 

neighbouring town of Queanbeyan, Australia [28]. Voting is compul-

sory in Australia. Results presented here concern the wave 3 data for 

the youngest and mid-aged cohorts, who were aged 20- to 24- and 40- 

to 44-years-old at baseline. Although mastery, affect and mental health 

data were collected at all three waves, a measure of resilience was only 
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  Figure 1.      A conceptual model of the role of PWB in a tripartite model of current depression and anxiety 
( �  weak positive associations;  �  weak negative associations;  �  �  strong positive 

associations;  �  �  strong negative associations).   
introduced at wave 3 and so our analysis focused on this wave. Of the 

4934 participants commencing the study in wave 1, 4160 were con-

tactable for assessment eight years later at wave 3 in 2007/2008. Par-

ticipants (n  �  171) were excluded if they were missing 50% or more 

on items that comprised each scale used in this analysis. Participants 

(n  �  120) missing data on all wave 3 variables, were then imputed 

using the EM Algorithm in SPSS PASW version 17. Prior (wave 2) 

affect and mental health were to be used in the analyses as control 

variables and participants were also excluded if they did not participate 

or provide affect and mental health data in wave 2. This resulted in a 

fi nal sample size of N  �  3989 participants, 47% of whom were male. 

In addition, 88% reported their self-rated health as either  ‘ Good ’ ,  ‘ Very 

good ’  or  ‘ Excellent ’ , 73% were married or  ‘ defacto ’ , and 39% reported 

a university education at bachelor degree level or above. Participants 

were mostly assessed in their own homes and asked to complete a 

questionnaire under the supervision of a professional interviewer. Par-

ticipants received a full description of the study and provided informed 

consent. The study was approved by the Human Research Ethics Com-

mittee at the Australian National University.    

 Questionnaires  

 Psychological well-being  

 Resilience: Connor-Davidson Resilience Scale 

 The Connor-Davidson Resilience Scale (CD-RISC) [29] ( α   �  0.918) 

was used to measure one aspect of PWB. The scale comprises 25 items 

that measure individuals ’  sense of resilience and capacity to change 

and cope with adversity (e.g. Have a strong sense of purpose, Tend to 

bounce back after illness or hardship). Respondents indicated agree-

ment with each item on a 5-point Likert scale with higher scores indi-

cating greater resilience.   

 Mastery: Personal Mastery Scale 

 The Personal Mastery Scale (PMS) [30] ( α   �  0.782) was also used 

to measure PWB. The scale consists of 7 items measuring locus of 

control (e.g. What happens to me in the future mostly depends on me, 

I can do just about anything I really set my mind to do). Respondents 
 at AUSTRAanp.sagepub.comDownloaded from 
indicated agreement with each item on a 4-point Likert scale. Internal 

reliability and construct validity have been reported [31].    

 Subjective well-being  

 Positive and negative affect: Positive 
and Negative Affect Schedule 

 The Positive and Negative Affect Schedule (PANAS) [32] was used 

to measure SWB. The scale comprises a 20-item self-report measure 

of positive (e.g. active, interested;  α   �  0.917) and negative (e.g. dis-

tressed, nervous;  α   �  0.89) affect with 10 items per construct. Indi-

viduals indicated their response on a 5-point Likert scale with higher 

scores on each scale indicating greater well-being on each dimension. 

The instrument has proved reliable as a measure of both trait and state 

measures of affect, depending on the time reference included in the 

item operative, although correlations between time reference stems are 

strong [33]. The  ‘ past month ’  reference was used in this study.    

 Mental health  

 Depression and anxiety: Goldberg Depression and 
Anxiety Inventory 

 The Goldberg Depression and Anxiety Inventory [34] comprises 18 

items that list symptoms of depression and anxiety. Participants respond 

 ‘ yes ’  or  ‘ no ’  to whether they have experienced any of the symptoms. 

The scale reports high sensitivity and predictive qualities of DSM diag-

nosis of depression and anxiety [34].     

 Statistical analysis 

 To investigate the hypothesis of independence of the SWB and PWB 

constructs, items from the resilience, mastery, positive and negative 

affect scales were evaluated using an exploratory factor analysis in 

PASW version 17. Principal axis factoring with a direct oblimin oblique 

rotation was used, and factor scores saved using the regression proce-

dure in PASW. To test the second hypothesis, a structural equation 

model (SEM) was created in SPSS AMOS version 17 to test whether 

the SWB variables mediated the direct effects of PWB on the mental 
LIAN NAT UNIV on January 17, 2012
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  Table 1. Results of a principal axis factoring with an 
oblique direct oblimin rotation of the resilience, 

PANAS and mastery item  

 Factor 

 1  2  3  4 

CD-RISC item 17  0.713  � 0.029 0.031 0.037

CD-RISC item 24  0.673 0.1 0.059 0.084

CD-RISC item 16  0.651 0.013 0.018 0.014

CD-RISC item 18  0.633  � 0.032  � 0.08  � 0.046

CD-RISC item 5  0.623  � 0.047 0.08 0.062

CD-RISC item 15  0.618  � 0.022 0.032  � 0.058

CD-RISC item 4  0.616  � 0.06  � 0.014 0.123

CD-RISC item 12  0.61 0.083 0.015 0.072

CD-RISC item 19  0.601  � 0.073  � 0.035  � 0.05

CD-RISC item 23  0.6 0.004 0.093 0.06

CD-RISC item 14  0.596  � 0.102  � 0.013  � 0.034

CD-RISC item 11  0.576 0.05 0.072 0.147

CD-RISC item 8  0.563  � 0.043 0.043 0.041

CD-RISC item 7  0.55 0.02  � 0.012 0.035

CD-RISC item 6  0.474  � 0.053 0.035  � 0.052

CD-RISC item 20  0.473 0.044  � 0.017  � 0.031

CD-RISC item 21  0.452 0.075 0.16 0.119

CD-RISC item 1  0.449  � 0.12 0.023 0.049

CD-RISC item 25  0.435  � 0.012 0.191 0.078

CD-RISC item 10  0.431 0.071 0.042 0.043

CD-RISC item 22  0.399  � 0.081 0.119 0.238

PANAS item 19  � 0.027  0.796  � 0.022  � 0.004

PANAS item 7  � 0.025  0.754  � 0.018  � 0.007

PANAS item 13  � 0.056  0.719 0.078 0.002

PANAS item 21 0.037  0.685  � 0.154  � 0.06

PANAS item 17  � 0.009  0.637 0.052  � 0.019

PANAS item 12  � 0.038  0.604 0.004  � 0.021

PANAS item 18  � 0.038  0.592  � 0.029  � 0.068

PANAS item 9 0.041  0.579  � 0.179  � 0.036

PANAS item 20 0.003 0.008  0.849 0.021

PANAS item 23 0.04  � 0.028  0.818  � 0.005

PANAS item 22 0.148 0.089  0.727 0.001

PANAS item 6 0.031 0.005  0.726 0.021

PANAS item 14  � 0.042 0.059  0.698 0.046

PANAS item 3 0.038  � 0.121  0.656 0.001

PANAS item 8 0.044  � 0.037  0.631 0.006

PANAS item 2  � 0.01  � 0.096  0.613 0.012

PANAS item 11  � 0.007  � 0.057  0.608  � 0.027

PANAS item 16 0.015  � 0.012  0.591 0.057

Mastery item 3  � 0.063  � 0.035 0.011  0.73 

Mastery item 1  � 0.03  � 0.082  � 0.014  0.652 

Mastery item 7  � 0.006  � 0.02 0.007  0.65 

Mastery item 2  � 0.021  � 0.098  � 0.007  0.573 

Mastery item 5 0.069  � 0.172 0.076  0.509 

Mastery item 6  � 0.094  � 0.061  � 0.024   � 0.451 

Mastery item 4  � 0.178  � 0.025  � 0.096   � 0.381 
health outcomes. A second SEM model controlled for prior (wave 2) 

SWB and mental health outcomes. Standard errors for the SEM were 

computed from a bootstrap of 200 samples using AMOS version 17. 

To control for the Goldberg scale distributions that are typically non-

Gaussian, the SEM was estimated using both asymptotically distribu-

tion-free and maximum likelihood estimation, but results did not differ. 

A range of goodness of fi t indices (GFI) were used to assess model fi t 

and included a test of chi-square distribution, an adjusted goodness of 

fi t index (AGFI), optimal values  �  0.9 [35]; a confi rmatory fi t index 

(CFI), optimal values  �  0.9 [36]; and the root mean square error of 

approximation (RMSEA), optimal values  �  0.06 [37].    

 Results  

 Measurement of cognitive and affective components 
of well-being 

 Principal axis factoring (PAF) of the resilience, mastery, and 

PANAS items revealed a four-factor structure whereby items loaded 

onto factors that corresponded with the original measures (resilience, 

mastery, positive affect, negative affect), explaining 51% of item vari-

ance (Table 1). Previous factor analysis of the resilience and PANAS 

items [38] revealed that resilience items 2, 3 and 9 failed to load above 

0.32, the level at which a factor explains 10% of the variance in an 

item, onto a uni-dimensional resilience factor, with this result replicated 

in the current analysis. All other items loaded onto their respective 

parent scales, reporting loadings above 0.32. Although discrimination 

between the four constructs at the item level exists, moderate factor 

correlations indicate moderate to strong associations with measures of 

prior and current symptoms of depression and anxiety and prior affect 

(Table 2). Both Kaiser, Meyer and Olkin ’ s measure of sampling ade-

quacy (KMO  �  0.963) and Bartlett’s test of sphericity ( χ  2   �  57235.57, 

p  �  0.000) indicated data appropriate for PAF. For subsequent analy-

ses, factor scores were saved following the factor analysis using the 

regression method in PASW version 17.  

 Correlations among well-being constructs 
and depression and anxiety 

 Correlations between the SWB, PWB and mental health variables 

are reported in Table 2, by age cohort, with the 40s above the diagonal 

and the 20s cohort below.The strength of associations appear compa-

rable between age groups. Cross-sectional relationships indicated the 

co-morbidity of mental health states at both waves, whilst the asso-

ciation across time was moderate for both depression and anxiety. 

Similar associations were reported for the SWB variables. The asso-

ciation between SWB and mental health variables both within and 

across waves consistently reported negative associations between 

positive affect and mental ill-health states, with positive associations 

between negative affect and mental ill-health. The cross-sectional 

associations were stronger than the longitudinal associations. Longi-

tudinal associations of prior SWB and prior mental health with the 

PWB variables were weaker than the corresponding cross-sectional 

relationships. Prior and current mental ill-health and negative affect 

were negatively related to PWB, while higher positive affect was 

related to higher PWB.   
 at AUSTanp.sagepub.comDownloaded from 
 Delineating the role of PWB within the tripartite 
model of depression and anxiety 

 Following our conceptual model (Figure 1), an SEM was used to 

test the hypothesis that PWB constructs were signifi cant predictors of 

SWB and the TMDA hypothesis that SWB components were signifi cant 
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  Table 2. Bivariate correlations between the PWB and SWB variables derived from 
factor analysis with depression and anxiety  

 1  2  3  4  5  6  7  8  9  10 

 1. Prior anxiety  � 0.735  ∗  0.57  ∗  0.508  ∗  0.649  ∗   � 0.351  ∗  0.399  ∗   � 0.251  ∗   � 0.202  ∗   � 0.331  ∗  

 2. Prior depression 0.734  ∗   � 0.503  ∗  0.577  ∗  0.62  ∗   � 0.494  ∗  0.388  ∗   � 0.348  ∗   � 0.266  ∗   � 0.418  ∗  

 3. Current anxiety 0.542  ∗  0.446  ∗   � 0.713  ∗  0.399  ∗   � 0.227  ∗  0.602  ∗   � 0.438  ∗   � 0.303  ∗   � 0.434  ∗  

 4. Current depression 0.458  ∗  0.479  ∗  0.705  ∗   � 0.388  ∗   � 0.262  ∗  0.579  ∗   � 0.57  ∗   � 0.381  ∗   � 0.511  ∗  

 5. Prior negative affect 0.639  ∗  0.65  ∗  0.45  ∗  0.446  ∗   �  � 0.339  ∗  0.523  ∗   � 0.229  ∗   � 0.26  ∗   � 0.39  ∗  

 6. Prior positive affect  � 0.409  ∗   � 0.508  ∗   � 0.234  ∗   � 0.298  ∗   � 0.362  ∗   �  � 0.162  ∗  0.554  ∗  0.426  ∗  0.384  ∗  

 7. Current negative affect 0.379  ∗  0.374  ∗  0.606  ∗  0.59  ∗  0.466  ∗   � 0.135  ∗   �  � 0.322  ∗   � 0.315  ∗   � 0.453  ∗  

 8. Current positive affect  � 0.282  ∗   � 0.327  ∗   � 0.391  ∗   � 0.52  ∗   � 0.261  ∗  0.483  ∗   � 0.339  ∗   � 0.592  ∗  0.592  ∗  

 9. Current resilience  � 0.258  ∗   � 0.282  ∗   � 0.273  ∗   � 0.338  ∗   � 0.27  ∗  0.403  ∗   � 0.291  ∗  0.562  ∗   � 0.532  ∗  

10. Current mastery  � 0.314  ∗   � 0.352  ∗   � 0.441  ∗   � 0.51  ∗   � 0.33  ∗  0.34  ∗   � 0.474  ∗  0.553  ∗  0.592  ∗   � 

   Coefficients above the diagonal are for the 40s cohort and those below are for the 20s cohort.  ∗ p  �  0.001.   
predictors of depression and anxiety. All regression paths were included 

in the model. A substantial proportion of variance in both the PANAS 

(positive affect  �  42%; negative affect  �  20%) and mental health 

(depression  �  49%; anxiety  �  43%) variables was explained. Direct 

and indirect effects of the two cognitive PWB components on depres-

sion and anxiety, where positive and negative affect functioned as 

mediators, were identifi ed (Table 3). Resilience and mastery were both 

very strong positive predictors of positive affect in particular, but only 

mastery reported substantial direct associations with depression and 

anxiety. Whilst results do indicate signifi cant positive effects for resil-

ience on depression ( β   �  0.047; p  �  0.01) and anxiety ( β   �  0.049; p 

 �  0.001), a review of the standard errors from a bootstrap of 200 

samples indicated that these effects are not substantially different from 

zero and suggests that the signifi cant main effect has limited meaning-

ful contribution to the model (Table 3). Positive and negative affect 

were clearly the strongest predictors of depression and anxiety. 

 Following the TMDA hypothesis, lower positive affect was a stron-

ger predictor of higher depressive than anxiety symptoms, whilst neg-

ative affect reported comparative associations with both mental health 

outcomes, although a slightly stronger positive association with anxiety 

than depression was reported. Several signifi cant mediation effects 
  Table 3. Comparison of standardized direct and i

 Positive affect  

 (R 2   �  0.422) 

 Negative affect 

(R 2   �  0.201) 

 Direct   effect 

  b    (95%SE  †  ) 

 Direct   effect 

  b    (95%SE  †  ) 

 Direct

  b    (95%

Resilience 0.373 ∗∗   ∗

(0.014 ∗ )

 � 0.077 ∗  ∗  ∗ 

(0.017 ∗  ∗ )

0.0

(0.0

Mastery 0.364 ∗  ∗  ∗ 

(0.013 ∗ ) ∗ 

 � 0.401 ∗  ∗  ∗ 

(0.016 ∗ )

 � 0.1

(0.0

Positive affect  �  �  � 0.3

(0.0

Negative affect  �  � 0.4

(0.0

    ∗ p  �  0.05;  ∗  ∗ p  �  0.01;  ∗  ∗  ∗ p  �  0.001;  –  no effect to report;   †  Standa

 at AUSanp.sagepub.comDownloaded from 
were identifi ed (Table 3). Positive and negative affect fully mediated 

the effect of resilience and partially mediated the effects of mastery on 

both depression and anxiety. Overall GFI revealed strong support for 

this model ( χ  2   �  15.557, df  �  4, p  �  0.004; AGFI  �  0.99; CFI  �  

0.999; RMSEA  �  0.027 (90%CI: 0.014 – 0.042)). A multi-groups anal-

ysis revealed no signifi cant differences in the path regression weights 

between the two age cohorts (Figure 2). Constraining the regression 

weights to be equal between age groups also reported excellent GFI 

( χ  2   �  36.686, df  �  14, p  �  0.001; AGFI  �  0.991; CFI  �  0.998; 

RMSEA  �  0.020 (90% CI: 0.012 – 0.028)) whilst a comparison between 

these models ( χ  2  diff    �   21.129 ;  df  �  10; p  �  0.020), did not indicate 

superior fi t for the unconstrained baseline model. Therefore our fi nd-

ings appear consistent for both young and middle adults. 

 Given the longitudinal nature of the PATH study, it was possible to 

determine the extent to which wave 3 resilience and mastery were asso-

ciated with prior levels of affect and mental health at wave 2. The degree 

of variance explained in wave 3 resilience (17%) and mastery (16%) 

indicate that wave 2 mental health and SWB are mostly unrelated to PWB 

at wave 3. Instead, prior mental health and affect were most clearly 

related to their current respective states, and considerably less so with 

the PWB components (Table 4). The inclusion of prior SWB and mental 
ndirect effects on current SWB and mental health  

 Depression 

 (R 2   �  0.491) 
 Anxiety

  (R 2   �  0.433) 

   effect 

SE  †  ) 

 Indirect   effect 

  b    (95%SE  †  ) 

 Direct   effect 

  b    (95%SE  †  ) 

 Indirect   effect 

  b    (95%SE  †  ) 

47 ∗  ∗ 

39 ∗ )

 � 0.157 ∗  ∗  ∗ 

(0.01 ∗  ∗ )

0.049 ∗  ∗  ∗ 

(0.044 ∗ )

 � 0.111 ∗  ∗  ∗ 

(0.01 ∗  ∗ )

18 ∗  ∗  ∗ 

16 ∗  ∗ )

 � 0.293 ∗  ∗  ∗ 

(0.01 ∗  ∗ )

 � 0.089 ∗  ∗  ∗ 

(0.016 ∗  ∗ )

 � 0.272 ∗  ∗  ∗ 

(0.011 ∗  ∗ )

33 ∗  ∗  ∗ 

14 ∗  ∗ )

 �  � 0.206 ∗  ∗  ∗ 

(0.014 ∗  ∗ )

 � 

3 ∗  ∗  ∗ 

12 ∗  ∗ )

 � 0.547 ∗  ∗  ∗ 

(0.013 ∗ )

 � 

rd errors were computed from a bootstrap of 200 samples.   
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0.37 (0.35) 

−0.41 (−0.44) 

−0.11 (−0.14) Mastery 

Resilience 

Depression 

Anxiety Positive affect 

Negative affect 

  Figure 2.      A comparison of regression paths between age cohorts (40s age cohort in parentheses; all coeffi cients 
signifi cant at p  �  0.001 except for    *   p  �  0.05;   *  *   p  �  0.01)   .
health variables in our cross-sectional SEM contributed little additional 

explained variance for either positive affect (2%) or depression (6%), 

although anxiety (10%) and negative affect (12%) reported slightly larger 

increases in explained variance. GFI also revealed strong support for this 

model ( χ  2   �  34.747, df  �  20, p  �  0.021; AGFI  �  0.987; CFI  �  0.998; 

RMSEA  �  0.02 (90%CI: 0.008 – 0.032)); chi-square analysis did not 

reveal a signifi cant improvement in model fi t in comparison with the 

previous cross-sectional analysis. For all analyses, a variance infl ation 

factor (VIF) high score of 2.766, and a condition index (CI) high of 6.048, 

showed that multi-collinearity was not present.     

 Discussion 

 In the present study we sought to assess the independence 

of related PWB and SWB constructs, to identify the role 

of PWB in mental health outcomes within a TMDA 

framework and demonstrate that current PWB is mostly 
  Table 4. Results of a regression analysis in wh
of current PWB, SW

 Mastery  

 (R 2   �  0.163) 

 Resilience  

 (R 2   �  0.168) 

 Positive

 (R 2   �  0

  b    (95%SE  †  )   b    (95%SE  †  )   b    (95%

Depression  � 0.1 ∗  ∗ 

(0.038 ∗ )

0.017

(0.042)
 � 0.05

(0.03

Anxiety  � 0.041

(0.035)

 � 0.034

(0.034)

 � 0.04

(0.03

Positive affect 0.217 ∗  ∗  ∗ 

(.025 ∗  ∗ )

0.342 ∗  ∗  ∗ 

(0.025 ∗  ∗ )

0.42

(0.02

Negative affect  � 0.147 ∗  ∗  ∗ 

(0.033 ∗  ∗ )

 � 0.125 ∗  ∗  ∗ 

(0.032 ∗  ∗ )

 � 0.04

(0.02

    ∗ p  �  0.05;  ∗  ∗ p  �  0.01;  ∗  ∗  ∗ p  �  0.001;   †  Standard errors were compu

 at AUanp.sagepub.comDownloaded from 
independent of prior SWB and mental health outcomes. 

Construct independence of resilience, mastery and posi-

tive and negative affect items indicate that these measures 

refl ect different cognitive and affective components of   

well-being, whilst moderate correlations between these 

constructs at a fi rst-order factor level, indicate PWB and 

SWB as related. Importantly, whilst resilience and mas-

tery were not the most signifi cant predictors of depression 

and anxiety, they were identifi ed as signifi cant predictors 

of SWB, in particular explaining half of the variance in 

positive affect. In addition, the results of an SEM in this 

study generally support prior fi ndings relating to the 

TMDA [14,39]. Positive affect was more strongly asso-

ciated with depression than anxiety, whilst negative 

affect showed comparable associations with both mental 

health outcomes. Our fi ndings provide strong support for 

extending research to investigate positive and negative 
ich prior SWB and mental health predict level 
B and mental health  

 affect  

.248) 

 Negative affect  

 (R 2   �  0.247) 

 Depression  

 (R 2   �    0.259) 

 Anxiety  

 (R 2   �  0.303) 

SE  †  )   b    (95%SE  †  )   b    (95%SE  †  )   b    (95%SE  †  ) 

4

6)

0.106 ∗ 

(0.037 ∗  ∗ )

0.281 ∗  ∗  ∗ 

(0.034 ∗  ∗ )

0.09 ∗∗   

(0.035 ∗ )

1

2)

0.085 ∗ 

(0.032 ∗ )

0.194 ∗  ∗  ∗ 

(0.032 ∗  ∗ )

0.441 ∗  ∗  ∗ 

(0.029 ∗  ∗ )

7 ∗  ∗  ∗ 

5 ∗  ∗ )

0.097 ∗  ∗  ∗ 

(0.022 ∗  ∗ )

 � 0.015

(0.023)

0.023

(0.022)

6

9)

0.389 ∗  ∗  ∗ 

(0.032 ∗  ∗ )

0.08 ∗ 

(0.031 ∗ )

0.07 ∗ 

(0.028 ∗ )

ted from a bootstrap of 200 sample.   
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components of SWB concurrently since they are differ-

entially related to mental health outcomes. Importantly, 

these fi ndings were consistent across both our young and 

middle-aged cohorts in our large community sample. 

 This study identifi ed strong support for the mediating 

role of positive and negative affect in the relationships 

between depression and anxiety with resilience and mas-

tery. Support for such a model has been proposed in the 

literature. The  ‘ Broaden and Build ’  theory of positive 

emotions [40] describes the reciprocal relationship 

between positive emotions in developing individual char-

acteristics such as resilience and mastery that further drive 

current affect states, which following the TMDA hypoth-

esis are signifi cant predictors of mental health outcomes. 

Our SEM identifi ed resilience and mastery as the stron-

gest predictors of positive affect, whilst prior positive 

affect was the only variable to report any signifi cant effect 

on current PWB. Although mastery was a signifi cant pre-

dictor of negative affect and reported direct effects on 

depression and anxiety, its stronger relationship with 

positive affect support the reciprocal nature of the  ‘ broaden 

and build ’  hypothesis. Clearly, the strongest associations 

with the PWB variables were the cross-sectional correla-

tions with current positive affect, but it appears that fac-

tors other than prior affect and mental health contribute 

to explained variance in current resilience and mastery. 

The importance of PWB should be emphasized since the 

effects of resilience and mastery on current mental health 

variables were comparable to the prior mental health and 

affect variables. In addition, PWB explained considerable 

variance in current SWB which was itself an important 

driver of current mental health. 

 The reported moderate longitudinal associations 

between the SWB and mental health variables do indicate 

variability in reported affect and mental health. This pos-

sibly supports a set-point theory of affect which pro-

poses that affect states fl uctuate around mean levels of 

affect [41 – 43]. Interestingly, the longitudinal associa-

tions between prior SWB and current PWB and mental 

health actually support a reversed mediation model to 

that described by the TMDA, since prior SWB was more 

strongly related to current PWB than current mental 

health. However, this is likely the consequence of an epi-

demiological study design, in which participants were 

assessed once every four years. Consequently we pro-

pose that the TMDA may more accurately describe asso-

ciations between PWB, SWB and mental health outcomes 

over shorter temporal contexts and that there are limita-

tions to extending the affect-mental health associations 

proposed in the TMDA model, which were supported in 

our cross-sectional analyses, to greater longitudinal con-

texts. In addition, future research should seek to identify 

the importance of discerning between stable and reactive 
 at AUSTanp.sagepub.comDownloaded from 
natures of SWB which may be related to the likelihood 

of predicting better mental health outcomes. 

 There are other limitations to the fi ndings in this study. 

First, the role of personality was not considered. Although 

strong associations between extraversion with positive 

affect and neuroticism with negative affect have been 

reported, the evidence supporting the relationship between 

personality and clinically signifi cant mental health out-

comes has been less substantial [6]. Whilst several studies 

have found that neuroticism or emotional instability pre-

dicts subsequent onset of depression and anxiety, the rela-

tionship with extraversion is less clear [11,44,45]. In 

particular, it is important to further test the demonstrated 

relationships between cognitive and affective components 

of well-being and mental health outcomes after control-

ling for the personality effects. Whilst, recent analyses 

[26] controlled for a fi ve-factor personality model and 

identifi ed PWB as contributing to greater explained vari-

ance in positive affect, clearly there will be some concep-

tual overlap with personality and the well-being constructs 

not considered in this analysis. Further limitations include 

a lack of clinical diagnoses of depression and anxiety and 

the assumption for the causal direction of the infl uence of 

current PWB on SWB and mental health variables, due 

to the lack of prior data on some of the well-being mea-

sures at the prior wave. In addition, participants were 

drawn from two narrow age cohorts and these fi ndings 

need to be extended to older age groups. 

 This study has supported recent fi ndings that identify 

multi-dimensional models of well-being [25,27]. Further-

more, this study has shown that two cognitive PWB com-

ponents explain a signifi cant proportion of variance in 

SWB affect states, which are themselves signifi cant drivers 

of mental health outcomes. In particular, the strong rela-

tionship between resilience and mastery with positive affect 

demonstrates that interventions to reduce depression and 

anxiety symptomology need to incorporate techniques that 

broaden and build cognitive PWB components that are 

more likely to increase levels of, and reduce reactivity in, 

positive affect. Consequently, we believe that the impor-

tance of PWB constructs lies in their capacity to decrease 

our vulnerability to negative mental health outcomes. Our 

fi ndings suggest that rather than affecting depression and 

anxiety directly, PWB exerts an indirect effect on mental 

health symptoms through its role in reducing negative, and 

enhancing positive affective experiences.        
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