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Abstract 

Traditionally, mental health issues have been managed using a disease deficit model 

of human functioning. The dominant focus has been on “what is going wrong?” 

rather than “what is going right?” Over the past two decades, researchers and 

clinicians have shifted towards addressing mental health from a positive perspective. 

This entails an increased focus on developing optimal functioning, enhancing 

strengths and facilitating healthy processes. A key aim of positive psychological 

practice is to teach people to flourish. Despite its significance, a universal definition 

and methodology for measuring flourishing is yet to be established. This is 

fundamental if positive psychology is to be formally recognised as a valid and 

reliable field. Moreover, establishing a universal definition and methodology has 

important implications for positive mental health research and practice; in particular, 

for young people who globally present with the highest rates of mental health issues 

compared to any other age group. To address this issue, this thesis built on previous 

literature that explored four multi-dimensional proposed models of flourishing in 

adults: the Mental Health Continuum (Keyes, 2002); the DSM-IV and International 

Classification of Diseases (ICD-10) definition of flourishing (Huppert & So, 2009); 

The Flourishing Scale (Diener et al., 2010) and the Positive Emotion, Engagement, 

Relationships, Meaning and Accomplishment (PERMA) Model (Seligman, 2011). 

The thesis focused on older adolescents, applying the responses of 2245 International 

Wellbeing Study participants aged 16 to 24 to dimensions proposed by the four 

models. It was found that Keyes’ 2002 Mental Health Continuum Model best 

measured flourishing in the respondents, supporting this model’s use with 

adolescents. The results also suggested that flourishing should be considered an age-

specific dimension across the lifespan. Future research in this area should focus on 
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young people and the eight constructs exclusive to the Keyes model that relate to 

social wellbeing and functioning in public life. 
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Chapter 1: Introduction 

Mental health is fundamental to physical and social health, quality of life and 

productivity (Raphael, 2000). It is a universal issue that affects the overall wellbeing 

of individuals, societies and countries (Canadian Mental Health Association, 2009). 

The World Health Organisation (WHO) defines mental health as “a state of 

wellbeing in which every individual recognises his or her potential, can cope with 

the normal stressors of life, can work productively and fruitfully, and is able to make 

a contribution to his or her community” (WHO Australia, 2009). Threats to mental 

health have been identified as a chief global challenge (Gore et al., 2011). Mental 

health issues present as a predominant cause of disability worldwide, accounting for 

13% of the overall global burden of disease (WHO, 2005). In 2009, internationally, 

approximately 450 million people were reported to be experiencing a mental illness 

or behavioural disorder (Collins et al., 2011). The incidence of depression is of 

particular concern. Depression affects an estimated 150 million people each year, 

making it the third leading cause of the global burden of disease (Collins et al., 

2011). By 2030, depressive disorders are expected to be the chief cause of death in 

high-income countries and the second leading cause of death in the world behind 

HIV/AIDS (Mathers & Loncar, 2006). Mental illness serves as a chief underlying 

factor in approximately 900,000 cases of suicide internationally each year (WHO, 

2009). World health experts have predicted that by 2020 this figure is likely to 

increase to 150 million per year, with an estimated 15 to 30 million cases of 

attempted suicide annually. WHO (2005) has cautioned that if existing trends 

continue, a world mental health crisis is imminent. 
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1.1 Grand Challenges in Global Mental Health Initiative 

In 2010, the Grand Challenges in Global Mental Health Initiative was 

established by the National Institute for Mental Health and the Global Alliance for 

Chronic Disease. The purpose of this initiative was to address mental health 

worldwide and identify research priorities for the next decade (Collins et al., 2011). 

The initiative employed a Delphi panel method (Helmer-Hirschberg, 1967) 

comprising 422 researchers, advocates, program implementers and clinicians from 

60 countries with expertise in the areas of genetics, genomics, neuroscience, 

neurodevelopment, behavioural science, mental health, clinical research and 

epidemiology. The panel agreed that positive mental health is pertinent to optimal 

human functioning, and recognised that the area of mental health is challenging and 

requires urgent attention. In addition, the experts acknowledged that the elimination 

of mental, neurological and substance-use (MNS) disorders is unlikely to be 

achieved within the next century. The panel proposed that mental health is the 

responsibility of all countries to collaborate together to manage, regardless of 

national borders, class, race, ethnicity or culture. An initial recommendation 

established by the panel was the formation of a global partnership comprised of 

mental health experts worldwide from government and non-government 

organisations, business communities, research, clinical practice and education to 

address mental health problems (Collins et al., 2011). 

Six chief goals were identified by the panel related to reducing the burden of 

MNS disorders. These included: (1) to identify root causes, risk and protective 

factors; (2) to advance prevention and implementation of early interventions; (3) to 

improve treatments and expand access to care; (4) to raise awareness of the global 

burden; (5) to build human resource capacity; and (5) to transform health-system and 
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policy responses (Collins et al., 2011). Overall, the goals highlighted the importance 

of mental health across the world. The goals pointed to the necessity for a life-course 

approach to MNS disorders and the need to support mental health across the lifespan 

(Collins et al., 2011). The goals emphasised the importance of valid and reliable 

definitions, models and measures in the area of mental health. The goals also 

underlined the need to develop valid and reliable screening and assessment tools for 

use in primary health care services. 

1.2 Addressing Mental Health from a Positive Perspective 

WHO (2009) considers mental health to be more than just the absence of 

mental illness. However, the majority of past research and practice has focused on a 

disease model of client functioning based on pathology, weaknesses and deficits 

(Linley, Joseph, Harrington, & Wood, 2006; Magyar-Moe, 2009). Lopez, Snyder 

and Rasmussen (2003) highlighted that “scientific and professional psychology has 

been biased towards identifying psychopathology and problems with everyday 

living” (p. 3). In essence, there has been a sound science dedicated to researching, 

diagnosing and treating human weaknesses and “what is going wrong?”, whereas 

“what is going right?” has been neglected. As a consequence, existing associations 

between a person’s weaknesses and strengths and their ability to work towards 

achieving optimal functioning has not been addressed. 

Over the past two decades, mental health researchers and clinicians have 

become cognisant of the benefits of addressing mental health from a positive 

perspective (Dunn & Dougherty, 2005; Seligman, 2002, 2011). There has been an 

increased focus on developing optimal functioning, enhancing human strengths and 

facilitating healthy processes (Hone, Jarden, Schofield & Duncan, 2014; Diener et 

al., 2010; Huppert & So, 2009; Keyes, 2002, Keyes, 2005; Keyes et al., 2010; Lopez 
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& Snyder, 2003; Seligman, 2002, 2011). The rebirth of what has been coined 

“positive psychology” has played a principal role in prompting this transformation 

(Seligman, 2002, 2011). 

1.3 Positive Psychology 

Positive psychology can be defined as the scientific study of optimal human 

functioning (Magyar-Moe, 2009). It explores how and why people live their lives in 

positive ways (Gilman & Huebner, 2003). Positive psychology examines positive 

character traits, positive emotions and enabling institutions (MacConville & Mae, 

2012 p. 16). From a theoretical perspective, positive psychology assumes that each 

individual has the capacity to develop skills that can increase life satisfaction even 

under adverse circumstances (Seligman, 2002). Psychologists who practice using a 

positive psychological approach investigate and apply factors and processes that 

promote a worthwhile life (Seligman & Csikszentmihalyi, 2000). Positive 

psychologists work at the individual, group and organisational level and teach people 

how to facilitate and regulate their cognitions, emotions and behaviours to achieve 

positive mental health (Fernandez-Rios & Cornes, 2009). 

“Positive psychology” has existed as a holistic and integrated body of 

knowledge for centuries. However, until more recently it has lain unrecognised and 

uncelebrated (Linley et al., 2006). Seligman (2002) highlighted that positive 

psychology has been the focus of both religious and philosophical research since at 

least the time of Socrates, Plato and Aristotle (Plato, 1953, cited in Rorty, 1988). 

Although not formally recognised, elements of positive psychology can be identified 

in studies by humanistic psychologists (e.g., Rogers, 1951; Maslow, 1970), as well 

as those who have focused their research in the areas of wellbeing (e.g., Antonovsky, 
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1993; Jahoda, 1958; Ryan & Deci, 2001; Ryff, 1989a), wellness programs (e.g., 

Albee, 1982; Cowen, 1984) and self-efficacy (e.g., Bandura, 1989). 

1.4 Positive Psychological Practice 

The new millennium has witnessed the implementation of positive 

psychological practice in a variety of clinical, educational, corporate and government 

settings across the world at the individual, group and organisational level 

(Brunwasser et al., 2009; Cameron, 2008; Cameron, Bright & Caza, 2004; Connelly, 

2002; Fava & Ruini, 2003; Fredrickson & Joiner, 2002; Hakanen, Perhoniemi & 

Toppinen-Tanner, 2008; Harter, Schmidt & Hayes, 2002; Seligman, 2006, 2011, 

2013; Seligman et al., 2009; Tugade & Fredrickson, 2004). In the Netherlands, 

positive psychology is currently applied to astronaut education programs, while in 

the United States, military personnel are trained for combat using a positive 

psychological approach (Seligman, 2011). Around the world, schools and 

universities are using positive psychology to transform how students learn 

(Brunwasser, Gillham, & Kim, 2009; Cardemil et al., 2007, Roberts, Kane, 

Thomson, Bishop, & Hart, 2003). In Scotland and Australia, aspects of positive 

psychology have been incorporated into national and state government wellbeing 

policies (National Health Scotland, 2011; Seligman, 2013). 

1.4.1 Positive Clinical Practice 

Traditional treatments for depression have focused on alleviating and 

managing negative symptoms. While a key objective of depression treatment is to 

decrease negative affect, it is equally important to focus on increasing positive affect 

(Watson & Tellegen, 1985). Seligman (2002) proposed that health practitioners 

should aim to increase an individual’s mental health levels along a scale that ranges 

from a negative value to a positive value. Seligman emphasised that a key goal of 
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depression treatment should be to teach and facilitate the building of positive 

resources (i.e., treatment and strategies that aim to develop and increase positive 

affect and wellbeing). Studies have indicated that treating depressed individuals 

using a positive psychological approach decreases negative emotions (Fredrickson & 

Levenson, 1998; Tugade & Fredrickson, 2004), increases coping skills (Fredrickson 

& Joiner, 2002), provides support towards the prevention of relapses (Fava & Ruini, 

2003) and promotes overall lifelong positive wellbeing (Fredrickson & Joiner, 2002; 

Rashid, 2008; Seligman, 2006). 

In 2009, Sin and Lyubomirsky undertook a meta-analysis to determine if 

positive psychological interventions (PPIs) enhanced wellbeing and decreased 

depressive symptomology. Fifty-one PPIs were summarised during the study 

(N=4622). The findings revealed that overall PPIs increased wellbeing and alleviated 

symptoms of depression. A few conclusions were drawn from the study’s findings. 

First, the results challenged previous PPI research findings (e.g., Seligman et al., 

2006) by suggesting that depressed individuals benefited more from PPIs than non-

depressed individuals. Sin and Lyubomirsky explained that this may be due to a 

ceiling effect. In essence, PPIs are more helpful for depressed individuals as they 

have “more room to move” in relation to increasing their level of wellbeing 

compared to non-depressed people (p. 482). Second, the results highlighted that PPIs 

were more effective at decreasing depressive symptomology when individuals self-

selected to participate. Sin and Lyubomirsky emphasised that that participants who 

self-selected to partake in the study would be expected to present with higher levels 

of motivation in regards to committing themselves to the treatment process and have 

greater expectations about the effectiveness of the PPI. Third, the results suggested 

that the effectiveness of PPI’s increased in a linear direction with age. The 
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researchers proposed that factors such as increased wisdom and greater levels of 

emotional regulation and self-regulation may influence this. Fourth, the results 

indicated that the effectiveness of the PPI was dependent on the type of treatment 

format implemented. Individual PPI therapy was found to be more effective than 

group PPI therapy and self-administered PPI therapy. Moreover, group PPI therapy 

was found to be more effective that self-administered PPI therapy. Additionally, the 

duration of the PPI therapy appeared to play a role in influencing the effectiveness of 

the PPI on wellbeing. The results also emphasised that the longer the PPI therapy 

was continued, the more effective the PPI was on alleviating depression and 

enhancing levels of wellbeing. Sin and Lyubomirsky suggested that positive 

activities need to be learnt until they develop into habits. They also highlighted that 

further research into PPIs is required, as only a sample of PPI studies were examined 

in the meta-analysis. 

1.4.2 Positive Education 

The status of positive psychology has also been strengthened as a result of its 

application in education (e.g., Brunwasser et al., 2009; Cardemil et al., 2007; Roberts 

et al., 2003). Seligman (2002) guided the initiation of “positive education” (i.e., 

positive psychology in schools) in an attempt to prevent and manage the high 

incidence of depression and negative wellbeing among the population. Seligman 

proposed that future generations needed to learn how to strive and flourish through 

the development of positive wellbeing, the practice of engagement and the 

experience of success. Seligman (2011) helped to pioneer two highly regarded 

positive educational interventions: the Penn Resiliency Program (PRP) and the 

Strath Haven Positive Psychology Curriculum (SHPPC). Both programs have 

stemmed from cognitive-behavioural theories and interventions that are utilised 
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within the clinical environment for the treatment of psychological disorders; in 

particular, depression (Reivich, 2015). 

1.4.2.1 Penn Resiliency Program 

The intention of the PRP is to reduce and prevent symptoms of depression. 

The PRP aims to teach adolescents strategies to cope and manage in everyday life by 

developing their optimistic thinking and ability to think rationally and flexibly. The 

PRP also aims to teach young people how to develop skills in the areas of 

assertiveness, creative brainstorming, decision making and relaxation (Seligman, 

Ernst, Gillham, Reivich & Linkins, 2009). The PRP has been administered by 

specifically trained educational and psychology professionals (e.g., teachers, 

psychologists, army sergeants, social workers, graduate students) in a large number 

of educational settings internationally. For example, in Australia, kindergarten, 

primary school and secondary school students (e.g., Geelong Grammar School, 

Victoria; St Peter’s College, South Australia) and wellbeing organisations (e.g., 

Reach Foundation, Victoria) have participated in the program. The educational 

settings have comprised both male and female students from a range of different 

cultures (e.g., white, black, Hispanic), socio-economic backgrounds, living areas 

(e.g., urban and suburban) and year levels from across the world (e.g., United States, 

United Kingdom, Australia, China and Portugal) (Seligman et al., 2009). A variant 

of the PRP has also been implemented into United States Army training. 

A meta-analysis of evaluations of the PRP conducted by Brunwasser et al. 

(2009) revealed that it effectively reduced and prevented symptoms of depression, 

reduced feelings of hopelessness, increased optimistic thinking and promoted 

wellbeing (Cutuli, Chaplin, Gillham, Reivich, & Seligman, 2006; Gillham, Reivich, 

Jaycox & Seligman, 1995). The findings also indicated that the PRP reduced and 
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prevented symptoms of anxiety (Gillham, Hamilton, Freres, Patton, & Gallop, 2006), 

decreased conduct problems (Cutuli et al., 2006) and reduced symptoms of physical 

illness (Gillham et al., 2006). The results were consistent regardless of cultural 

ethnicity. 

Early evaluations associated with the delivery of the PRP criticised it for 

lacking a placebo control and having findings that were too broad (Horowitz & 

Garber, 2006). Additional limitations included its dependency on self-report 

measures, the need for individuals to be compliant and willing to participate in the 

program and the requirement for the PRP to be administered by trained and 

supervised professionals (Brunwasser et al., 2009; Cutuli et al., 2006; Gillham et al., 

2006; Seligman, 2011). Nevertheless, the latter could also be argued to be one of the 

program’s strengths. Utilising trained health professionals to deliver PRP helps to 

ensure the program is delivered in a standardised manner, thereby improving its 

reliability and validity. Additionally, it would be anticipated that educators would 

initially provide adequate psych-education to students about the purpose and benefits 

of participating in the program, thus increasing their enthusiasm and desire to 

participate. 

1.4.2.2 Strath Haven Positive Psychology Curriculum 

Alternatively, the SHPPC aims to teach young people how to identify and 

implement signature character strengths, build positive relationships, initiate and 

experience positive emotions and experience meaning and engagement in everyday 

life. The SHPPC was introduced during 2009 to 347 Year 9 students aged 14 to 15 at 

Strath Haven High School, Philadelphia. The SHPPC was evaluated by Seligman et 

al. (2009) in the format of a large randomised control study. Half of the students 

experienced the positive psychology curriculum and half did not. The results 
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indicated that overall the SHPPC enhanced student’s wellbeing. More specifically, it 

was revealed that the program increased students’ curiosity and love of learning and 

further developed their creativity character strengths. The students also reported 

higher levels of enjoyment and engagement at school. In addition, students were 

observed to display increased social competencies and a reduction in negative 

behaviours. Similar methodological issues were identified to those from the meta-

analysis conducted by Brunwasser et al. (2009) on the PRP. These included lack of 

placebo control, reliance on self-report measures and lack of generalisability of 

findings (Seligman et al., 2009). 

The SHPPC has been implemented in a variety of educational institutions 

across the globe. For example, in Australia during 2008, Geelong Grammar School 

in Victoria implemented the first whole-school positive education program in the 

world based on the SHPPC. In 2012, Scotch College in South Australia introduced 

an identical SHPPC (Seligman, 2013). In 2014, St Peter’s College in South Australia 

implemented the SHPPC into their Kindergarten to Year 10 curriculum (White & 

Waters, 2015). The effectiveness of the SHPPC in these educational settings is 

currently being evaluated. 

1.4.3 Positive Organisational Psychology 

A positive psychological approach has also been adopted within the corporate 

and business sectors. Internationally, positive organisational psychology (POP) is 

being applied within organisations in an effort to increase profitability, productivity, 

employee engagement and morale in the workplace (Donaldson & Ko, 2010). The 

chief aim of POP is to facilitate optimal functioning within organisations. Positive 

psychology initiatives that have been implemented within the work environment 

include character strength and workplace strength building activities, appreciative 
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inquiry, and active constructive responding strategies (Seligman, 2013). Terms that 

have become familiar within organisations’ human resource departments are positive 

organisational behaviour and (POB) and positive organisational scholarship (POS). 

Luthans (2002) defined POB as “the study and application of positively oriented 

human strengths and psychological capacities that can be measured, developed and 

effectively managed for performance improvement in today’s workplace” (p. 59). 

POB is about performance improvement within the workplace environment. Its goal 

is to encourage positive wellbeing among employees and, as a result, aim to produce 

happier, more engaged and more productive workers who care about the quality of 

their work. Common capacities of POB include: hope, resiliency, optimism and self-

efficacy (Luthans, 2002). Alternatively, POS is about the organisational context (i.e., 

processes, attributes and outcomes) of the organisation and how these work together 

to create positive workplace behaviour (Cameron, Dutton, & Quinn, 2003). The 

chief objectives of POS are to create abundance and human wellbeing. In order to 

create these objectives, there needs to be appreciation, collaboration, virtuousness, 

vitality and meaningfulness in the workplace (Bernstein, 2003). 

Several studies have been conducted to investigate the outcomes of POP in 

the workplace. Some of the identified benefits include: higher productivity, reduced 

staff turnover and absenteeism, increased employee engagement and improved team 

work (e.g., Cameron et al., 2004; Connelly, 2002; Harter, Schmidt, & Hayes, 2002; 

Hodges & Clifton, 2004). Another benefit has been improved job performance at the 

individual, group and organisational levels (e.g., Cameron et al., 2004; Larson & 

Luthans, 2006). In addition, staff have been observed to display increased levels of 

motivation, higher levels of resiliency, more positive thinking and an increased 

willingness to participate within the work environment (e.g., Martin & Jackson, 
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2008). POP has also been utilised extensively and effectively in leadership programs 

within organisations (e.g., Walumbwa et al., 2008). 

1.4.4 Positive Psychology Interventions 

Since its inception, positive psychological practice has begun to revolutionise 

how individuals, groups and organisations operate. Internationally, there are growing 

numbers of PPI being implemented in order to assist individuals towards achieving 

optimal functioning (Brunwasser et al., 2009; Cameron, 2008; Cameron et al., 2004; 

Connelly, 2002; Fava & Ruini, 2003; Fredrickson & Joiner, 2002; Hakanen et al., 

2008; Harter et al., 2002; Hodges & Clifton, 2004; Kern et al., 2015; Knoop, 2007; 

Rashid, 2008; Seligman, 2006, 2011, 2013; Seligman et al., 2009; Tugade & 

Fredrickson, 2004). However, as Clifton (2003) pointed out, there are sceptics who 

are likely to view positive psychology and its interventions as a short-term “pop 

psychology fad”. Clifton emphasised that if positive psychology is to be accepted as 

a soundly researched and well-regarded science, it needs to be measurable. More 

specifically, researchers need to be able to psychometrically demonstrate what is 

going right for people and how well they are actually doing (Clifton, 2003, p. xiii). 

This message has been reiterated by other positive psychologists from around the 

globe (e.g., Diener et al., 2010; Govindji & Linley, 2007; Hone, et al., 2014; Huppert 

& So, 2009; Keyes, 2002; Lopez & Snyder, 2003; Seligman, 2002, 2011). 

1.5 Positive Psychological Assessment in Mental Health 

In order to initiate a positive intervention, relevant positive psychological 

constructs need to be identified and operationalised and assessment tools need to be 

developed and validated. The results of a mental health assessment are dependent on 

the information gathering method applied by the clinician. Consequentially, the 

assessment findings may highlight a person’s weaknesses or strengths or a 
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combination of both. Lopez et al. (2003) emphasised the necessity of a balanced 

approach towards mental health assessment, highlighting the importance of 

considering both positive and negative aspects of human functioning. 

Lopez et al. (2003) proposed that mental health comprises three positive 

characteristics (i.e., human strengths, healthy processes and human fulfilments) and 

three negative characteristics (i.e., human weaknesses, unhealthy processes and 

voids). They put forward four key steps that are involved in a positive mental health 

assessment process: (1) contextualising the examination of human strengths, healthy 

processes and fulfilments; (2) balancing the examination of hypotheses about 

strengths with testing hypotheses about weakness; (3) using and developing 

measurement procedures that account for the dynamics of healthy processes; and (4) 

considering the universality of human fulfilments (p. 3).The processes comprised in 

Lopez et al.’s conceptualisation of positive mental health assessment mirror that of 

the traditional assessment method that has focused on pathology, deficits and 

weaknesses (Linley et al., 2006; Magyar-Moe, 2009). However, the critical 

difference is the balance of the measurement of human weaknesses with the 

measurement of human strengths. 

1.5.1 Human Strengths 

The Positive Psychology Institute (2012) refers to a human strength as “a 

natural capacity for behaving, thinking or feeling in a way that allows optimal 

functioning and performance in the pursuit of valued outcomes” (p. 1). Human 

strengths facilitate positive thinking, positive feelings and positive behaviour and 

provide information about positive traits that contribute towards a person’s optimal 

functioning and the experience of a rewarding life (Linley & Harrington, 2006; 

Peterson & Seligman, 2004). Studies in this area have revealed that human strengths 
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are beneficial to people’s wellbeing (Govindji & Linley, 2007; Linley, Nielsen, 

Wood, Gillett, & Biswas-Diener, 2010; Peterson & Seligman, 2003; Seligman, 

Steen, Park, & Peterson, 2005; Wood, Linley, Maltby, Kashdan, & Hurling, 2011) 

and society (Park & Peterson, 2009). Human strengths differ from human talents in 

that strengths are the result of moral and intrinsic values while talents are the result 

of tangible outcomes (Peterson & Seligman, 2004). Lopez, Snyder and Rasmussen 

(2003) acknowledged that critics of a positive psychological approach to the 

measurement of mental health are likely to challenge the authenticity and potency of 

human strengths, suggesting they are “fuzzy constructs” that lack validity and 

reliability (p. 4). For this reason, it is important that there is empirically validated 

research to show how strengths can be measured and balanced with weaknesses. 

Human strengths research has focused primarily on the measurement of 

strength use, knowledge and organismic valuing. That is, experiencing a fulfilling 

life that is based on goals that are innate, purposeful and value driven (Rogers, 

1964). Studies have suggested that people are happier when they are knowledgeable 

about their strengths and how to use them in a positive way (Govindji & Linley, 

2007; Rogers, 1964). A particular area of interest for human strength researchers has 

been the development and implementation of clinical tools that identify and measure 

people’s character strengths (Peterson & Seligman, 2004). 

1.5.2 Character Strengths 

Character strengths are defined by Yearley (1990) as “a disposition to act, 

desire, and feel that involves the exercise of judgment and leads to a recognizable 

human excellence or instance of human flourishing” (p. 13). Studies have revealed 

that the dimensions of character strengths are universal (i.e., they exist across time 

and cultures) and specific to each individual (Park & Peterson, 2005; Park, Peterson, 
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& Seligman, 2004, 2006). Character strengths are also evident in a person’s 

thoughts, feelings and actions and assist in facilitating engagement, motivation and 

focus (Park & Peterson, 2005; Park et al., 2004, 2006). Moreover, character strengths 

are important for lifelong health and wellbeing. They play an important role in 

facilitating positive development by protecting and preventing against mental health 

problems and supporting psychological resilience (Duan, Guo, & Gan, 2015). 

Research suggests that character strengths help people to cope better with stress and 

trauma and contribute to preventing undesirable life outcomes (Botvin, Baker, 

Dusenbury, Botvin, & Diaz, 1995; Weissberg & Greenberg, 1997). In addition, 

character strengths facilitate virtues. Virtues are visible behaviours that comprise 

core characteristics that reflect high moral values and provide meaning and purpose 

to a person’s life. Cross-cultural studies have suggested that virtues are universal in 

nature and cultivated over time as a result of evolutionary processes (Gallap, 2007; 

Peterson & Seligman, 2004). 

Peterson and Seligman (2004) have made a significant contribution to 

research in the area of human character strengths and virtues. They have explored 

what character strengths are, why they are important and how they can be measured 

(Park, 2015). Approximately 12 years ago, these positive psychology scholars led a 

team of 55 social scientists who were experts in the fields of religion, philosophy and 

psychology to examine and audit research findings on character strengths and 

virtues. Through this project they created the Values in Action (VIA) Classification 

of Strengths: 24 character strengths classified within six virtues. These are presented 

in Table 1. 
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Table 1 

Values in Action Classification of Strengths (Peterson & Seligman, 2004) 

 6 Virtues 

 Wisdom and 
knowledge 

Courage Humanity Justice Temperance Transcendence 

24 
Character 
Strengths 

Creativity Honesty Kindness Fairness Forgiveness Appreciation of 
beauty and 
excellence 

Curiosity Bravery Love Leadership Modesty Gratitude 

Open-
mindedness 

Persistence Social 
intelligence 

Teamwork Prudence Hope 

Love of 
learning 

Zest - - Self-
regulation 

Humour 

Perspective - - - - Religiousness/
spirituality 

 

In order to be included in the VIA Classification of Strengths, each character 

strength was required to fulfil the following 12 criteria: (1) ubiquity (i.e., is widely 

recognised across cultures); (2) fulfilling (i.e., contributes to individual fulfilment, 

satisfaction and broadly construed); (3) morally valued (i.e., is valued in its own 

right and not for tangible outcomes it may produce); (4) does not diminish others 

(i.e., elevates others who witness it, producing admiration, not jealousy); (5) non-

felicitous (i.e., opposite: has obvious antonyms that are negative); (6) trait-like (i.e., 

is an individual difference with demonstrable generality and stability); (7) 

measurable (i.e., has been successfully measured by researchers as an individual 

difference); (8) distinctiveness (i.e., is not redundant, conceptually or empirically, 

with other character strengths); (9) paragons (i.e., is strikingly embodied in some 

individuals); (10) prodigies (i.e., is precociously shown by some children or youth); 

(11) selective absence (i.e., is missing altogether in some individuals); and (12) 

institutions (i.e., is the deliberate target of societal practices and rituals that try to 

cultivate it) (Park et al., 2004, p. 605). 
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The VIA Classification of Strengths provided the foundations for the Values 

in Action Inventory of Strengths (VIA-IS), a self-report assessment tool designed to 

measure a person’s presence of character strengths (Peterson et al., 2005). The VIA-

IS presents as a well researched tool for measuring human character strengths (e.g., 

Park, 2004; Park & Peterson, 2005; Peterson et al., 2005a; Park et al., 2006; Peterson 

& Park, 2009). It has been translated into more than 10 languages and examined in 

adults (Park et al., 2004, 2006) and young people (Park & Peterson, 2005). 

Psychometric testing has revealed that the VIA-IS provides a valid and reliable 

measurement of a person’s character strengths (LaFollette, 2010). Further, its 

creators perceive it as a counterpart to the Diagnostic and Statistical Manual of 

Mental Disorders (DSM), which is focused on diagnosing pathology and disease 

(Peterson & Seligman, 2004). 

Alternatives to the VIA-IS are the Gallup Strengths Finder and the Realise2 

model. The Gallup Strengths Finder assesses strengths or talents in 34 themes (Rath, 

2007). It also exists in a youth version (i.e., the Clifton Youth Strengths Explorer) 

for young people aged 10 to 14 years (Gallup, 2007). The Realise2 model 

investigates 60 attributes based on three criteria: energy, performance and use 

(Linley, 2009). Currently, there is no youth version of the Realise2 model. The 

Gallup Strengths Finder presents as a useful tool to implement within the workplace 

environment. Conversely, the VIA-IS is reported to be particularly useful within 

school settings (e.g., Geelong Grammar School). 

1.5.3 Healthy Processes 

Healthy processes refer to how people live their lives and if they are able to 

develop and achieve goals in order to experience fulfilment in life (Lopez & Snyder, 

2003). Lopez and Snyder reported that healthy process “are difficult to observe and 
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operationalize due their dynamic and fluid nature” (p. 8). Nevertheless, the 

researchers suggested that tools traditionally applied to examine unhealthy processes 

can be utilised to provide information about people’s practices of healthy processes. 

Lopez and Snyder proposed that an experience sampling method and socio-metric 

procedures could be applied to assist in determining more accurately the healthy 

practices of people in everyday life. A search of the literature has failed to identify 

any specific measures available to examine this aspect of positive mental health. 

1.5.4 Fulfilment 

A person is reported to be experiencing fulfilment when they are functioning 

optimally or “flourishing” (Lopez & Snyder, 2003; Seligman, 2013). A chief aim of 

positive psychology is to help individuals to flourish (e.g., Dutton, 2003; 

Fredrickson, 2001; Jackson & Csikszentmihalyi, 1999; Knoop, 2007). That is, to 

increase people’s levels of happiness, positive mental health and personal thriving 

(MacConville & Mae, 2012, p. 16). Over the years, the concept of flourishing has 

generated international interest from positive psychology academics. There is 

general consensus that flourishing is good for individuals, groups, organisations and 

society (Diener et al., 2010; Hone, et al., 2014; Huppert & So, 2013; Keyes, 2002; 

Seligman, 2011). However, the definition of flourishing continues to be contested 

making it a difficult characteristic of human functioning to assess. This issue is 

considered further in the next section. 

1.6 The Connection between Flourishing and Wellbeing 

Flourishing is associated with the experience of high levels of mental 

wellbeing (Diener et al., 2010; Diener et al., 2009; Fredrickson & Losada, 2005; 

Hone et al., 2014; Huppert & So, 2009; Keyes, 2002; Seligman, 2011). High levels 

of mental wellbeing have been related to the experience of positive emotions, 
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positive relationships, productivity, prosocial behaviour, learning, creativity, 

occupation satisfaction, good health and life longevity (Danner, Snowdown, & 

Friesen, 2001; Diener & Biswas-Diener, 2008; Diener, Helliwell, Lucas, & 

Schimmack, 2009; Fredrickson & Losada, 2005; Huppert, 2009; Lyubomirsky, 

Sheldon, & Schkade, 2005; Pressman & Cohen, 2007). In contrast, the experience of 

low levels of wellbeing or “voids” (Lopez & Snyder, 2003) is referred to as 

“languishing”. Languishing may be described as feeling hollow and empty (Keyes, 

2002; Fredrickson & Losada, 2005). Languishing has been linked to distress, illness 

and impaired functioning in daily life (Keyes, 2002). It is important to understand 

the concept of wellbeing and its contribution towards flourishing. 

1.6.1 Wellbeing 

Wellbeing is a valuable construct to describe, study and measure. It provides 

information about aspects that contribute to events that an individual experiences, 

their physiological and psychological functioning and the circumstances in which 

they live. Over the years, mental health researchers have conceptualised wellbeing in 

a variety of ways (Cummins, 2010; Diener, Suh, Lucas, & Smith, 1999; Dodge, 

Daly, Huyton, & Sanders, 2012; Heady & Wearing, 1989; Hendry & Kloep, 2002; 

Huppert & So, 2013; Keyes, 1998; Ryff, 1989). The challenge of defining and 

measuring wellbeing is well documented (Dodge et al., 2012; Ryff, 1989a; Ryan & 

Deci, 2001; Thomas, 2009). 

Traditionally, wellbeing has been viewed from hedonic (Bradburn, 1969; 

Diener, 1984; Kahneman, Diener, & Schwarz, 1999, Lyubomirsky & Lepper, 1999) 

and eudaimonic perspectives (Rogers, 1951; Ryff, 1989a). Hedonic approaches to 

wellbeing examine subjective wellbeing concepts associated with feelings (i.e., 

experiencing greater positive affect and less negative affect) and satisfaction with 
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life (i.e., experiencing more positive emotions than negative emotions; Diener, 2000; 

Keyes & Annas, 2009). Alternatively, eudaimonic approaches to wellbeing 

emphasise positive psychological functioning and human development. In essence, 

eudaimonic wellbeing explores how people interact with others and the environment 

(Dodge et al., 2012). Over time, the scientific community has developed the view 

that optimal functioning requires a combination of both hedonic and eudaimonic 

wellbeing (Norrish, 2015). 

The majority of wellbeing studies have attempted to identify the dimensional 

make-up of wellbeing (Cummins, 2010; Diener et al., 1999; Dodge et al., 2012; 

Heady & Wearing, 1989; Hendry & Kloep, 2002; Huppert & So, 2013; Keyes, 1998; 

Ryff, 1989). A variety of wellbeing theories and models have been put forward. 

Wellbeing has been investigated as a one-dimensional construct (Russell & Carroll, 

1999), a construct presenting along a continuum (Diener & Emmons, 1985) and a 

multi-dimensional construct (Keyes, 1998; Ryff, 1989); the construct continues to be 

investigated (Diener & Ryan, 2011). 

1.6.2 One-Dimensional Versus Multi-Dimensional Wellbeing Measures  

One-dimensional measures of wellbeing provide valuable information about 

an individual’s experiences, such as, positive emotion and life satisfaction (Bryant & 

Veroff, 1982; Diener et al., 1999; Keyes & Magyar-Moe, 2003; Lucas, Diener, & 

Suh, 1996). However, they exclude a multitude of other factors that may be 

contributing to an individual’s wellbeing, such as, social, biological, psychological 

and environmental influences (Allport, 1961; Erikson, 1959; Jahoda, 1958; Jung, 

1933; Keyes, 1998; Maslow, 1970; Ryff, 1989). Further, as highlighted by Kern, 

Waters, Adler and White (2015), researchers have found that one-dimensional 
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measures of wellbeing show only moderate correlations with life satisfaction 

(Huppert & So, 2013).  

Alternatively, multi-dimensional measures of wellbeing consider an 

individual’s feelings, functioning and the environment (Huppert, 2014; Keyes, 1998; 

Keyes, 1996; Keyes, Shmotkin & Ryff, 2002; Lopez & Snyder, 2003; McGregor & 

Little, 1998). Kern et al. (2015) also have pointed out that multi-dimensional 

measures of wellbeing allow researchers to analyse factor intercorrelations, 

providing information about observed relationships among factors (p. 263).  

Two examples of multi-dimensional wellbeing models are those proposed by 

Ryff (1989) and Keyes (1998). Ryff (1989) constructed a model made up of six 

dimensions (i.e., psychological wellbeing, autonomy, environmental mastery, 

personal growth, positive relationships, purpose in life and self-acceptance) that 

represent the psychological challenges that individuals experience during life. Keyes  

(1998) five-dimensional wellbeing model,  comprising of social integration, social 

contribution, social coherence, social acceptance and social actualisation, epitomises 

the experiences that individuals encounter as social members of society (Lopez & 

Snyder, 2003). Psychometric studies have suggested that Ryff’s (1989) and Keyes’ 

(1998) multi-dimensional models are considered reliable and valid representations of 

wellbeing (Keyes, 1996; Keyes et al., 2002; Lopez & Snyder, 2003; McGregor & 

Little, 1998). 

1.6.3 Current Consensus on the Meaning of Wellbeing  

Today, wellbeing is widely accepted as a multi-dimensional construct. Many 

researchers have focused on conceptualising wellbeing (Cummins, 2010; Diener et 

al., 1999; Dodge et al., 2012; Heady & Wearing, 1989; Hendry & Kloep, 2002; 

Huppert & So, 2013; Keyes, 1998; Ryff, 1989). However, very few studies have 
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attempted to define it (Dodge et al., 2012; Rusk & Waters, 2013)). In order to gain 

clarity about the nature of wellbeing, it would be beneficial to first establish a 

universal definition. It would also be helpful to describe wellbeing in terms of what 

it is measuring. For example, in terms of the constructs, components and/or concepts 

it represents. 

More recently, Dodge et al. (2012) defined wellbeing as “the balance point 

between an individual’s resource pool and the challenges faced”. Additionally, the 

researchers described wellbeing as a multi-dimensional, state of equilibrium that 

takes into account life events and challenges. Dodge et al. proposed that people 

present with stable wellbeing when they have the psychological, social and physical 

resources they need to meet a particular social and/or physical challenge. In contrast, 

people experience unstable wellbeing when they have more challenges than 

resources (p. 230). The researchers highlighted that their definition of wellbeing is 

optimistic and simplistic, can be applied universally and provides a basis for 

measuring wellbeing (p. 231). Dodge et al.’s (2012) definition of wellbeing evolved 

following a review of previous studies that examined wellbeing in terms of a 

dynamic equilibrium (Heady & Wearing, 1989), flow (Csikszentmihalyi, 2002) and 

homeostasis (Cummins, 2010).  

Additionally, Rusk and Waters (2013) have summarised wellbeing in terms 

of a psycho-social system that is based upon psychological and social functioning 

and comprised of environmental factors, biological factors, wellbeing interventions 

and wellbeing outcomes. 

Researchers such as Dodge et al. (2012) and Rusk and Waters (2013) are 

currently playing a fundamental role in contributing towards helping to develop a 

clearer understanding of wellbeing and the concept of flourishing and building upon 
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previous wellbeing researcher’s findings (Cummins, 2010; Diener et al., 2010; 

Diener et al., 2009; Diener et al., 1999; Fredrickson & Losada, 2005; Heady & 

Wearing, 1989; Hendry & Kloep, 2002; Hone et al., 2014; Huppert & So, 2013; 

Huppert & So, 2009; Keyes, 2002; Keyes, 1998; Ryff, 1998; Seligman, 2011).  

1.7 Four Models of Flourishing 

Flourishing has become an influential construct in the area of wellbeing 

research. Generally, flourishing refers to the epidemiology of high levels of 

wellbeing (Hone et al., 2014, p. 62). A recent review by Hone et al. (2104) suggested 

that, over time, four chief models of flourishing have evolved as a result of research 

in the area of wellbeing: the Mental Health Continuum (Keyes, 2002); the DSM-IV 

and International Classification of Diseases (ICD-10) definition of flourishing 

(Huppert & So, 2009), the Flourishing Scale (Diener et al., 2010) and the Positive 

Emotion, Engagement, Relationships, Meaning and Accomplishments (PERMA) 

Model (Seligman, 2011). Each flourishing model is comprised of various wellbeing 

constructs. These are summarised in Table 2, and are considered in detail below. 

Table 2 

Four Models of Flourishing (Hone et al., 2014) 

Mental Health 
Continuum 

(Keyes, 2002) 

DSM-IV and ICD-10 
Definition 

(Huppert & So, 2009) 

Flourishing Scale 
(Diener et al., 

2010) 

PERMA Model 
(Seligman, 2011) 

Positive 
relationships 

Positive relationships Positive 
relationships 

Positive relationships 

Positive affect 
(interested) 

Engagement Engagement Engagement 

Purpose in life Meaning Purpose and 
meaning 

Meaning and 
purpose 

Self-acceptance Self-esteem Self-acceptance and 
self-esteem 

- 

Positive affect 
(happy) 

Positive emotion - Positive emotion 
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- Competence Competence Accomplishment/
competence 

- Optimism Optimism - 

Social 
contribution 

- Social contribution - 

Social integration - - - 

Social growth - - - 

Social acceptance - - - 

Social coherence - - - 

Environmental 
mastery 

- - - 

Personal growth - - - 

Autonomy - - - 

Life satisfaction - - - 

- Emotional stability - - 

- Vitality - - 

- Resilience - - 
 

1.7.1 Mental Health Continuum (Keyes, 2002) 

Originally, Keyes (2002) proposed that flourishing occurs when individuals 

experience high levels of emotional, social and psychological wellbeing. He 

determined his model of flourishing through examining the diagnostic criteria 

comprised in the DSM-IV (APA, 1994) and establishing each symptom’s opposite 

(Hone et al., 2014). His model was built on his earlier research in the area of social 

wellbeing (Keyes, 1998), as well as studies by Diener et al. (1999) on emotional 

wellbeing and Ryff’s (1989) work in the area of subjective and emotional wellbeing 

and psychological wellbeing. 

Keyes (2002) proposed that a diagnosis of depression requires the experience 

of psychological distress, low levels of wellbeing and malfunctioning. In contrast, 

flourishing requires the experience of high levels of wellbeing, optimal functioning 

and positive emotions. In essence, Keyes suggested a Mental Health Continuum 
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ranging from languishing (i.e., low levels of wellbeing) to flourishing (i.e., high 

levels of wellbeing). Keyes created a self-report measure called the 14-item Mental 

Health Continuum-Short Form (MHC-SF; Keyes, 2005). The measure comprises 

three items that relate to emotional wellbeing (i.e., positive affect, negative affect 

and life satisfaction), five items that relate to social wellbeing (i.e., social 

contribution, social integration, social actualisation, social acceptance and social 

coherence) and six items that relate to psychological wellbeing (i.e., self-acceptance, 

environmental mastery, positive relations with others, personal growth, autonomy 

and purpose in life). The MHC-SF has been demonstrated to be psychometrically 

reliable over time and across a range of populations (Keyes, 2006; Keyes, Wissing, 

Potgieter, Temane, Kruger, & van Rooy, 2008; Keyes, Dhingra, & Simoes, 2010; 

Lamers, Westerhof, Bohmeijer, ten Klooster, & Keyes, 2011; Salama-Younes, 

2011). 

1.7.2 DSM-IV and ICD-10 Definition of Flourishing (Huppert & So, 2009) 

Huppert and So (2009) derived a model of flourishing from the diagnostic 

criteria presented in the DSM-IV (APA, 1994) in combination with the ICD-10 

(WHO, 1993). They proposed a list of 10 positive features that characterise 

flourishing: competence, emotional stability, engagement, meaning, optimism, 

positive emotion, positive relationships, resilience, self-esteem and vitality. The 

researchers determined these to be the opposite symptoms to those of the DSM-IV’s 

Major Depressive Episode and Generalised Anxiety Disorder and the ICD-10’s 

Depressive Episode and Generalised Anxiety Disorder. 

Huppert and So (2009) used data from the European Social Survey (Jowell 

and the Central Coordinating Team, 2003), a questionnaire that contained each of 

Huppert and So’s proposed characteristics of flourishing, and examined the personal 
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and social wellbeing of 43,000 Europeans from 23 European countries. Through the 

use of exploratory factor analysis, they identified three factors: positive 

characteristics (which included emotional stability, vitality, optimism, resilience and 

self-esteem), positive functioning (which included engagement, competence, 

meaning and positive relationships) and positive appraisal (which included life 

satisfaction and positive emotion). Based on the study’s findings, Huppert and So 

proposed a categorical model of flourishing that comprises three chief factors: 

positive emotion, positive characteristics (which includes four out of five positive 

characteristic features) and positive functioning (which includes three out of four 

positive functioning features). 

Huppert and So’s (2009) categorical model of flourishing is not dissimilar to 

that of Keyes’ (2002) Mental Health Continuum as it applies some of the symptoms 

of the diagnostic criteria of the DSM-IV and encompasses both eudaimonic and 

hedonic aspects of wellbeing. The main limitation identified in Huppert and So’s 

model is that it was tested using only one sample derived only from Europe (Hone et 

al., 2014). 

1.7.3 Flourishing Scale (Diener et al., 2010) 

Diener et al. (2010) presented their model of flourishing through the 

Flourishing Scale, an eight-item questionnaire designed to provide a brief overview 

of an individual’s psychological functioning. The scale is intended as a counterpart 

to other wellbeing measures. It is based on earlier theories of wellbeing proposed by 

Ryff (1989) and Ryan and Deci (2001), who found that in order for individuals to 

present with positive functioning, they require a range of dimensions of wellbeing 

such as competence, self-acceptance, meaning and relatedness. The Flourishing 

Scale also encompasses questions that measure optimism, giving and engagement, 
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since studies have reported that these aspects also contribute to wellbeing (Brown, 

Nesse, Vinokur, & Smith, 2003; Csikszentmihalyi, 1990; Putnam, 1995; Scheier, 

Carver, & Bridges, 2001; Seligman, 2006). The Flourishing Scale was originally 

comprised of 12 items; however, it was reduced to eight following psychometric 

studies (Diener et al., 2010, Dogan, Totan & Sapmaz, 2013; Silva, & Caetano, 2013) 

that indicated an invariant one-factor structure of the eight-item measure across 

different populations (Hone et al., 2014, p. 69). Given the scale comprises only two 

items per dimension, there may be issues associated with the reliability of this scale. 

1.7.4 PERMA Model (Seligman, 2011) 

1.7.4.1 Wellbeing Theory 

Within the field of positive psychology it may be argued that Seligman has 

produced the most recognised model of flourishing. In 2002, Seligman proposed 

authentic happiness theory. Its principle aim is to achieve life satisfaction (i.e., to 

increase the amount of happiness in one’s own life and on the planet). Authentic 

happiness theory is comprised of three elements of happiness: positive emotion (i.e., 

what we feel), engagement (i.e., being in flow and merging with the object) and 

meaning (i.e., belonging to and serving something you believe is bigger than the 

self). A person’s happiness is measured by life satisfaction (i.e., how happy a person 

feels about their life) (Seligman, 2011). In essence, according to authentic happiness 

theory, the happiest people are those who have the most life satisfaction: the most 

positive emotion, the most engagement and the most meaning in life. 

There are three key criticisms pertaining to authentic happiness theory. First, 

authentic happiness theory lacks vigour as its main purpose is to make people feel 

happy (Haybron, 2008; Miller, 2008; Ben-Shahar, 2007; Peterson, 2006). Vella-

Broderick (2011) noted that positive psychology is not intended to create a buoyant 
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mood, merriment, smiling or achieve happiness as the primary outcome. It is also not 

about only experiencing positive emotions, ignoring negative emotions or denying 

the importance of all emotions (Fredrickson, 2001). Rather, positive psychology is 

about helping people to understand and cope with a range of emotions through the 

development of skills and resources that will lead to a better life and optimal health 

(Vella-Broderick, 2011). 

Second, authentic happiness theory is measured exclusively by life 

satisfaction. Life satisfaction is typically determined by people’s responses to the 

SWLS (Diener et al., 1985). The scale is well-regarded among researchers and asks 

people to rate how satisfied they are with their life on a scale from 1=Terrible to 

10=Ideal. However, Seligman (2011) acknowledged that people’s responses to the 

Life Satisfaction Scale reflect how they are feeling when they are responding to the 

scale. Researchers have found that approximately 70% of people’s reported life 

satisfaction reflects their current mood, while approximately 30% is reflective of 

how well they judge their life (Peterson, 2006). In essence, life satisfaction is 

associated with people’s mood. Authentic happiness theory incorporates mood 

within the element of positive emotion. Nevertheless, the elements of meaning and 

engagement are ignored (Seligman, 2011, p. 14). 

Third, happiness is associated with positive emotion. Contrastingly, authentic 

happiness theory redefines what happiness denotes, as engagement and meaning are 

not ways of feeling and should not be included as part of “happiology” (Seligman, 

2011, p. 13; Peterson, 2006; Veenhoven, 2006; Frankl, 2004; Schwarz & Strack, 

1999). Senia Maymin, a Masters student of Seligman’s, also challenged that 

individuals experience happiness through accomplishment and achievement, an 
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important component that authentic happiness theory fails to acknowledge 

(Seligman, 2011). 

Following further extensive and updated empirical research findings, 

Seligman (2011) reconsidered his underlying theory of positive psychology (i.e., 

authentic happiness theory). He rationalised that happiness is regarded as a direct, 

measurable entity and therefore it requires a highly specific set of measures in order 

to define it. While authentic happiness theory attempts to explain a person’s level of 

happiness, positive psychology is not just about the experience of happiness. Rather, 

it is a multi-dimensional construct made up of different measurable elements, each 

contributing to it but not defining it. Therefore, Seligman (2011) redefined his theory 

underlying positive psychology and renamed it “wellbeing theory”. During 2011 he 

proposed that positive psychology is not based on life satisfaction (i.e., level of 

happiness) but rather wellbeing, a construct that comprises different, measurable 

elements that contribute to it but do not define it (p. 15). 

Seligman (2011) further developed his authentic happiness theory and 

created a five-factor PERMA Model representative of flourishing comprising 

positive emotion, engagement, positive relationships, meaning and accomplishment. 

Seligman emphasised that each element must contribute to wellbeing, be exclusive 

of the other elements (i.e., each is defined and measured independently) and be 

pursued by people for its own sake (p. 16). 

1.7.4.2 Positive Emotions 

The first element of the PERMA Model is positive emotion. Positive 

emotions are proposed to play an important role in psychology evolution and 

contribute towards the experience of a fulfilling life (Fredrickson, 2001, 2004). 

Positive emotions have been described as short lived, pleasant, emotional 
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experiences (e.g., joy, hope, inspiration, gratitude, serenity) that produce changes in 

physiology, thoughts and behaviour (Fredrickson & Branigan, 2005; Fredrickson & 

Kurtz, 2011). They are also characterised by the absence of negative emotions and 

indicate that life is going well. Fredrickson (2001), a leading researcher in the area of 

positive emotions, suggested that positive emotions can enable people to shift from a 

state of languishing to flourishing. Fredrickson highlighted that a positive emotional 

mindset can increase cognitions and actions, foster and facilitate play exploration 

and creativity, promote the generation of new ideas and experiences and encourage 

social connectedness and knowledge that promotes survival. Fredrickson (2015) 

recently described positive emotions as “a key engine of flourishing” (pp. 129). 

Positive emotions have been strongly correlated with the perceptions of 

happiness and life satisfaction (Lucas, Diener, & Larsen, 2003). The experience of 

positive emotions has also been demonstrated to have a causal influence on 

physiological functioning (e.g., parasympathetic nervous system, immune system, 

vitality), psychological functioning (e.g., resiliency, self-regulation, confidence) and 

social wellbeing (i.e., work productivity, social interactions, relationships) 

(Fredrickson, Mancuso, Branigan, & Tugade, 2000; Lyubomirsky, King, & Diener, 

2005). Studies have shown that the experience of positive emotions decreases 

depression, increases resiliency (Fredrickson, Tugade, Waugh & Larkin, 2003), 

encourages the development of personal growth (Cohn, Fredrickson, Brown, Mikels, 

& Conway, 2009) and benefits overall health and life satisfaction (Fredrickson, 

Cohn, Coffey, Pek, & Finkel, 2008). 

A retrospective study involving nuns associated the experience of positive 

emotions with longevity (Danner, Snowdown, & Friesen, 2001). Danner et al. 

examined the emotional content of 180 Catholic nuns’ autobiographies written when 
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they were young (mean age=22 years). The study revealed that the nuns whose 

autobiographies comprised more positive emotional content had lived, on average, 

10 years longer than nuns whose diaries contained negative or no emotional content. 

Danner et al.’s (2001) study is reportedly unique given the homogeneity of the 

sample population (all female and presented with identical lifestyle practices, work 

environments, life experiences, socio-economic status and access to medical 

support). 

Fredrickson (2001, 2004) viewed the experience of positive emotions as an 

essential component of life success. Through her research, she developed the 

broaden-and-build theory, which suggested that positive emotions can also enhance 

neurological functioning. Specifically, Fredrickson found that positive emotions 

broaden attention and focus (i.e., broaden hypothesis) and build greater attention 

(i.e., build hypothesis). Broadening attention and focus leads to increased creativity 

and flexibility, as well as the development of enhanced cognition and behavioural 

options, also termed “thought-action repertoires”. Building attention encourages 

individuals to engage with the environment and develop and increase life resources 

over time. Alternatively, Fredrickson proposed that negative emotions (e.g., sadness, 

fear, anxiety) are associated with threatening situations, leading to a decrease and 

narrowing in attention. Fredrickson’s broaden-and-build theory pertaining to positive 

emotions has received significant support from numerous studies in the area of 

positive emotions (Fredrickson, 2009; Fredrickson & Branigan, 2005; Fredrickson & 

Joiner, 2002; Richards & Huppert, 2011). 

Diehl, Hay, and Berg (2011) examined the experiences of positive and 

negative affect in people (n=239) aged 18 to 89 each day (every 24 hours) for 30 

days. The researchers found that higher positive emotion ratios were associated with 
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higher levels of positive mental health. Moreover, the results suggested that there 

may be differences between positive emotion ratios, level of mental health and age. 

Higher positive emotions ratios and higher levels of mental health were associated 

with increased age. Older adults (aged 60-89) and middle-aged adults (aged 40-59) 

indicated to present with lower levels of negative affect than younger adults (aged 

18-39). This finding is supported by previous research that suggested positive affect 

increases with age and eventually stabilises over time (Kessler & Staudinger, 2009; 

Mather & Cartensen, 2005; Shallcross, Ford, Floerke, & Mauss, 2013). For example, 

Shallcross et al. (2013) proposed that as people get older, they develop an innate 

ability to produce positive emotions and manage their negative emotions. Diehl et 

al.’s results also indicated that in order to achieve positive mental health, young 

people require a positivity ratio of 2:9 (e.g., three positive emotions to one negative 

emotion). This finding is consistent with earlier studies that have found that a 

positivity ratio of 2:9 is needed in order to achieve positive subjective wellbeing and 

flourishing (Bradburn, 1969; Fredrickson & Losada, 2005; Larsen & Prizmic, 2008). 

1.7.4.3 Engagement 

Engagement represents the second element of the PERMA Model. According 

to Shernoff, Csikszentmihalyi, Schneider, and Shernoff (2003), engagement 

comprises three components: concentration (i.e., absorption and attention), interest 

(i.e., curiosity and inquisitiveness) and enjoyment (i.e., feelings of accomplishment 

and satisfaction). Engagement has been identified as an important predictor of 

mental health and wellbeing (Hunter, 2003). It has been linked to positive growth, 

the acquisition of new skills and the development of life resources (Ryan & Deci, 

2001). In addition, engagement has been closely associated with the concept of flow 

(Csikszentmihalyi, 1990). 
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Flow is a concept originally developed by Csikszentmihalyi and may be 

described as a state of consciousness that occurs when one becomes totally absorbed 

in what they are doing, to the exclusion of all thoughts and emotions (Jackson & 

Csikszentmihalyi, 1999). Flow is linked to optimal performance and occurs when 

equal balance is achieved between the challenges (C) faced and the skill (S) required 

(termed the “CS balance”). The act of achieving also supports an important notion 

included within positive psychology: “describing” instead of “prescribing”. That is, 

participating in something because you want to, rather than because you have to. 

Studies have found that the experience of flow in adolescents is correlated with high 

levels of wellbeing (Hektner & Asakawa, 2000; Massimini & Carli, 1988). 

Adolescents who experience flow have also been reported to present with increased 

levels of concentration, motivation, self-esteem, optimism, future-mindedness, 

positive emotions and social competence (Hektner & Asakawa, 2000; Hektner & 

Csikszentmihalyi, 1996; Massimini & Carli, 1988). 

1.7.4.4 Positive Relationships 

Positive relationships comprise the third element of the PERMA Model. John 

Hendry, Director of Student Welfare at Geelong Grammar School, stated that “the 

things that define us as human beings are the relationships we form” (as cited in 

Norrish, 2015, p. 103). Peterson and Park (2003) suggested that positive psychology 

is about connectedness and relationships with others. An abundance of research 

correlates healthy social connectedness (e.g., with family and friends) with happiness 

and positive indicators of wellbeing (Anderman, 2002; Camfield, Choudhury, & 

Devine, 2009; Diener & Oishi, 2004; Diener & Ryan, 2011; Danner et al., 2001). 

While the majority of the research appears to be based on correlational studies (i.e., 

causal relationships are yet to be identified), a few experience sample method studies 
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(i.e., participants record their experiences over a period of time) have shown that 

people are happiest when they are around others (Diener & Biswas-Diener, 2008). 

Seligman (2011) argued that people have very few positive experiences without 

others. Jose, Ryan and Pryor (2012) found that young people who feel socially 

connected (i.e., with family, school peers and/or neighbourhood) with others are 

more likely to present with higher levels of wellbeing. 

1.7.4.5 Meaning 

The fourth element of the PERMA Model is meaning. Seligman (2011) 

described meaning as “belonging to and serving something that you believe is bigger 

than the self” (p. 17). When something is meaningful to a person, this implies that 

the person has connected and engaged with their emotions. Seligman (2002) 

proposed that meaning develops people’s resiliency and character strengths and 

facilitates a harmonious environment. He also proposed that meaning can be 

measured subjectively (i.e., through challenging a subjective state as a result of 

history, logic or coherence) and objectively (Seligman, 2011, p. 17). Researchers 

have established that there are a variety of ways to enhance meaning, such as 

keeping a gratitude diary, thanking a mentor, learning to forgive, performing small 

acts of kindness and finding a connection to a larger purpose such as spirituality, 

philosophy or voluntary work (Black Dog Institute, 2010; Csikszentmihalyi, 1990; 

Lyubomirsky, 2008; Seligman, 2011). Within organisations, the presence of meaning 

has been found to promote flourishing (Ko & Donaldson, 2011). 

1.7.4.6 Accomplishment 

The final element of the PERMA Model is accomplishment. Seligman (2011) 

defined accomplishment as being absorbed in something and pursuing it until an 

outcome is achieved. Seligman emphasised that accomplishment does not always 
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need to result in positive emotion, meaning or positive relationships; however, these 

may be products of it. Additionally, Seligman proposed that when a person is 

accomplishing, they are free of coercion. Accomplishment involves embracing 

opportunities, coping with adversities and overcoming challenges (Duckworth, 

Peterson, Matthews & Kelly, 2007; Grant & Dweck, 2003; Sheldon & Elliot, 1999; 

Snyder et al., 1997). 

“Grit” has been identified as a precursor of accomplishment. Grit has been 

described as “perseverance and passion for long-term goals” (Duckworth et al, 2007, 

p. 1087). It requires competencies in self-regulation, discipline and commitment 

skills (Duckworth et al., 2007). Seligman (2011) proposed that grit results from a 

combination of skill and effort. The presence of grit is associated with academic 

success. For example, Duckworth, Kirby, Tsukayama, Berstein and Ericsson (2011) 

found that grit was linked to educational attainment and grade point average in 

young people who participated in the United States National Spelling Bee 

competition. 

1.7.4.7 Additional Investigations into the PERMA Model 

More recently, Huppert and So (2013) conducted further analyses on 

Seligman’s (2011) wellbeing theory. Their results supported wellbeing as a construct 

comprised of five factors (i.e., positive emotion, engagement, meaning, positive 

relationships and achievement). However, they also found that wellbeing theory 

consists of three of the following six features: self-esteem, optimism, resilience, 

vitality, self-determination and/or positive relationships. Huppert & So’s 

contribution towards wellbeing theory is based on a study they conducted that 

examined the wellbeing of over 43,000 adults from 23 European Union countries. 

Huppert & So’s findings provided support for Seligman’s PERMA Model and 
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reinforced that wellbeing appears to be a multi-dimensional construct. Their findings 

also highlighted the need for future research into the area of wellbeing and 

flourishing. 

Recently, Kern et al. (2015) implemented Seligman’s (2011) PERMA Model 

to investigate employee wellbeing within a school environment. The researchers 

examined the association between differential aspects of school staff wellbeing and 

physical health, life satisfaction and professional thriving (i.e., job satisfaction and 

organisational commitment). The researchers used self-report measures to question 

150 educational professionals employed in a large school in South Australia on 

positive and negative aspects of their mental health. The results supported 

Seligman’s PERMA Model. They found that Seligman’s five proposed elements of 

wellbeing were associated with high levels of self-reported life satisfaction, good 

physical health, job satisfaction and organisational commitment. 

Kern et al.’s (2015) results also identified a factor pertaining to negative 

emotion that was independent of the five factors included within the PERMA Model. 

They proposed that this supplementary finding supported the positive psychology 

framework, which maintains that positive psychology is not just about experiencing 

positive emotions but also about experiencing the full spectrum of emotions and 

having the ability to develop and implement skills and strategies that will lead to 

optimal functioning. It should be noted that Kern et al. recognised that their study 

presented with various limitations. First, the self-report measures that they used were 

not specifically designed to investigate workplace wellbeing using the PERMA 

Model. Second, they used cross-sectional, self-reported data. Third, their sample 

population came from the same school. The researchers emphasised the need for 
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future research to address these limitations and to continue to investigate the 

PERMA Model. 

Kern and Butler (2016) have since developed the PERMA-profiler, a multi-

dimensional wellbeing measure that incorporates the five elements of PERMA as a 

well as an additional eight filler items. The PERMA-profiler aims to assess overall 

wellbeing, negative emotion, loneliness and physical health and provide information 

to individual’s about how they can work towards developing a flourishing lifestyle. 

Currently, the researchers are continuing to build on their findings in an effort to 

provide a user-friendly tool for individuals to use to monitor their wellbeing across 

different life domains.     

1.7.5 Previous Investigation of the Four Models 

To provide further clarity around the epidemiology of flourishing, Hone et al. 

(2014) examined the prevalence of flourishing as well as currently proposed 

operational models of flourishing on a population sample of 10,009 New Zealand 

adults using the Sovereign Wellbeing Index (SWI; Jarden et al., 2009). The 

researchers divided the study into two stages. 

During stage one, the researchers performed keyword searches throughout a 

range of scientific databases to establish proposed models of flourishing. They 

identified four chief models: The Mental Health Continuum (Keyes, 2002), DSM-IV 

and ICD-10 Model of Flourishing (Huppert & So, 2009), The Flourishing Scale 

(Diener et al., 2010) and The PERMA Model (Seligman, 2011). Hone et al. (2014) 

then investigated the prevalence of flourishing among participants using each of the 

four models. This process was achieved by creating new dichotomous variables that 

identified those who fulfilled the components of flourishing and those who did not, 

in accordance with a response threshold. The data were then applied to the four 
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flourishing models to determine who was flourishing and who was not according to 

each model. 

The results of stage one of Hone et al.’s (2014) study suggested that there 

was variation in the prevalence of flourishing presented by each of the models. 

Huppert and So’s model presented the lowest prevalence rates (24%), while Keyes 

(39%) and Diener et al. (41%) were closely matched. Seligman’s model presented 

the highest prevalence rates of flourishing at 47%. Jarden et al. (2009) suggested that 

Huppert and So’s lower prevalence rates of flourishing may be attributed to their 

strict theoretical and conceptual criteria for flourishing (p. 76). Hone et al. concluded 

that when replicated using the SWI, there is significant variability in prevalence 

rates, which limits the use of the findings. 

The second stage of Hone et al.’s (2014) study involved examining the 

relationships between each of the four models. This was determined by performing 

cross-tabulation to establish a percentage agreement between each model and 

correlational analyses. Pairwise McNemar tests were then conducted to establish 

significant differences between pairs of measures. A Cochrane’s Q test was also 

completed to examine the significance between all four models. The internal 

consistency of each of the models was investigated using Cronbach’s alpha (p. 74). 

The results of stage two of Hone et al.’s (2014) study revealed that there was 

strong consistency between Keyes and Seligman’s models (81%) and Diener et al. 

and Seligman’s models (80%). A moderate consistency was identified between 

Seligman and Huppert and So’s models (74%). The findings suggested that each of 

the models presented valuable insights into flourishing. 

Hone et al. (2014) concluded that in order to accurately examine the factors 

that lead to flourishing, consistency is first required around the “theoretical, 
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conceptual and operational definitions” of flourishing (p. 79). The researchers 

acknowledged that the measurement of flourishing is in its very early stages and 

there is a significant need for further study in the area. Hone et al. referred to the 

guidelines of the Organisation for the Economic and Co-operation Development 

(OECD, 2013) pertaining to the measurement of wellbeing: “Whether comparisons 

are to be made over time or between groups of respondents, the guidelines argue in 

favour of a consistent measurement approach across all survey instruments, study 

wave and countries wherever possible, to limit the additional variance potentially 

introduced by differing methodologies” (p. 14). While Hone et al. expressed their 

agreement with the guidelines, they pointed out that this can only be achieved once 

the key objectives (i.e., establishing the theoretical, conceptual and operational 

definitions of flourishing) are achieved. This has also been reiterated by Butler and 

Kern (2014). 

1.7.6 Models of Flourishing 

Huppert and So (2013) recognised that the process of establishing a diagnosis 

for mental disorders has taken many years. Moreover, the definitions and 

categorisations of mental disorders continue to be somewhat transient, as 

demonstrated in the most recently updated edition of the DSM-V (APA, 2013). 

Given the current international status of mental health, there is a pressing need for an 

agreed model of flourishing as well as the development of a psychometrically sound 

set of measurement tools. This objective is coming closer to fruition as the positive 

psychology movement continues to generate research interest and demonstrate the 

benefits of using evidence-based positive psychological practice to develop and 

manage positive mental health. However, the research is only at initial stages and, 
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just as the deficit model is continually evolving, the identification of a model that 

represents flourishing may take some time. 

A feature point of the Grand Challenges in Global Mental Health Initiative 

mentioned previously was that MNS disorders emerge early in life. Therefore, it is 

important to focus on developing positive mental health during adolescence and 

young-adulthood (Gore et al., 2011). The Grand Challenges in Global Mental Health 

Initiative also acknowledged that young people’s mental health is central to 

influencing social and economic development as well as the health and wellbeing of 

future society. As a result, the need for more effective prevention, identification, 

intervention and management of mental health disorders in young people was 

emphasised. A critical outcome of the review was the need to be able to assess the 

mental health of young people and build on strengths and competencies that lead to 

flourishing (Huppert & So, 2013). This need has also been highlighted by the WHO 

(2005) who declared that young people’s mental health should be a key priority for 

professionals and policy-makers (Stengard & Appelqvist-Schmidlechner, 2010). 

1.8 Young People’s Mental Health 

The WHO defines young people as individuals aged between 10 to 24 years 

(WHO, 2009). Youth (15 to 24 years) and adolescents (10 to 19 years) are included 

within this population. Young people represent nearly one-third (27%) of the world’s 

total population (United Nations, 2011), numbering approximately 1.8 billion young 

people. By 2032, this number is predicted to rise to approximately 2 billion. 

Young people are typically perceived to be a mentally healthy population. 

However, studies have suggested that young people are experiencing higher rates of 

mental health issues than any other age group (Gore et al., 2011; WHO, 2009). In 

Australia, mental illness rates peak at 18 to 24 years, with one in four young people 
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presenting with an anxiety disorder, depression and/or a substance-use disorder 

(Australian Government Department of Health and Aging, 2004). Moreover, a study 

conducted in South Australia revealed that 58% of youth are in a less than complete 

state of mental health (Venning Kettler, Zajac, Wilson, & Elliot, 2011). These 

findings reflect similar patterns across the globe (Gore et al., 2011). 

An international study conducted by Gore et al. (2011) found that 

neuropsychiatric disorders were the chief cause of worldwide disability in young 

people aged 10 to 24, accounting for 45% of all disease burden. In 15 to 24 year 

olds, neuropsychiatric disorders accounted for 55% of disease burden. Specifically, 

unipolar major depression was identified as the most common mental health disorder 

experienced in young people from high-income countries (20%), eastern 

Mediterranean countries (12%) and Africa (7%). Across the globe, the second 

leading cause of death in young people is suicide. During 2012 in Australia, it was 

reported that 338 young people aged under 25 ended their lives through suicide 

(Australian Bureau of Statistics [ABS], 2015). Gore et al.’s (2011) findings 

highlighted that young people are susceptible to developing mental health problems, 

regardless of socio-economic status, cultural or linguistic background. 

A chief causal factor thought to explain the high incidence of mental health 

issues reported in young people is the developmental processes that occur during 

adolescence (Gore et al., 2011; Kessler, Berglund, Demler, Jin, Merikangas & 

Walters, 2005). A study conducted by Kessler et al. (2005) found that in 50% of 

cases, the first onset of symptoms in all lifetime cases of DSM-IV disorders 

commenced by age 14 and 75% commenced by age 24. In contrast, symptomology 

that presents later in life was more likely to be associated with comorbid conditions. 
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1.8.1 Adolescence 

Adolescence is a critical and dynamic developmental period. The term 

adolescence is derived from the Latin word “adolescere”, which means to grow to 

maturity (Carr-Gregg, 2010). Adolescence represents the transition between 

childhood and adulthood and it can be highly variable in terms of individual 

progression and age (US Department of Health and Human Services, 2013). During 

adolescence, a series of biological, psychological, social and neurological changes 

occur. These may be classified into three distinct biopsychosocial developmental 

stages: early adolescence, middle adolescence and late adolescence (Carr-Gregg & 

Shale, 2002). 

Early adolescence (approximately 10 to 14 years) typically involves 

significant physiological changes (e.g., onset of puberty), anxiety about appearance 

(e.g., body shape, growth, sexuality), socialising with same-sex friends, the transition 

from primary to secondary school, the breaking of childhood binds and the 

development of more adult thought processes (e.g., increased abstract thinking) 

(Carr-Gregg & Shale, 2002; Rice, 2000; Santrock, 2000). 

Middle adolescence (approximately 15-17 years) is characterised by the 

desire for independence. During this stage young people aspire towards making their 

own choices without parental support or guidance. Young people progressing 

through this period of life are likely to want to spend more time socialising with their 

peers and less time with their parents, and present with an increased focus on areas 

of a particular interest (e.g., music, sport, icons and heroes). Tension between parents 

and their children is common during this period (Arnett, 2000; Carr-Gregg & Shale, 

2002; Heaven, 1994; Schulenberg & Maggs, 2002; Resnick, Harris, & Blum, 1993). 
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Late adolescence (approximately 18-21 years) may be described as the phase 

in which young people begin to understand and identify their sense of self and how 

they fit into the world around them. Relationships with others become based on 

mutual respect and affection and there is an increased sense of commitment and 

responsibility to life. During late adolescence young people tend to display greater 

respect for their parents and the parental role. In addition, they begin to plan for the 

future by implementing strategies and setting goals (Arnett, 2000; Carr-Gregg & 

Shale, 2002; Schulenberg & Maggs, 2002). 

A series of neuroanatomical and chemical changes (e.g., stabilisation of 

synapses, further development of excitatory and inhibitory neurotransmitters, 

integration and maturation of key brain structures, synthesis of neural connections) 

also occur during adolescence. These changes counterpart the biopsychosocial 

changes and can cause neurobiological timing imbalances (Keshavan, Giedd, Lau, 

Lewis & Paus, 2014). A key change is increased brain plasticity. Longitudinal 

magnetic resonance imaging studies have found that prior to puberty an increase in 

neuronal connections occurs (Giedd et al., 1999). From the onset of puberty and well 

into a person’s twenties, the brain continues to rewire itself through neural pruning 

and myelination. The brain changes that occur during adolescence can impact on an 

individual’s thinking, feelings and behaviour. Studies have associated neurological 

changes in the adolescent brain to changes in intellectual capacity (Dahl, 2003), 

emotional reactions (Guyer, McClure-Tone, Shiffrin, Pine, & Nelson, 2009) and 

behaviour (Casey, Jones, & Hare, 2008; Walsh, 2004). Researchers have also found 

that neurological progression can be reversed in adolescents who experience events 

pertaining to trauma, chronic stress, substance abuse and a sedentary lifestyle (Baird 

et al., 1999). Moreover, the dynamic neurological changes that occur during 
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adolescence in combination with genetic factors, environmental factors, epigenetic 

factors and hormonal changes may make some young people more at risk of 

developing psychopathologies (Keshaven et al., 2014). 

1.8.2 Protective Versus Risk Factors to Young People’s Mental Health 

Factors that have been identified as protecting young people from developing 

mental health issues include positive relationships that are nurturing, affectionate and 

secure (e.g., a parent, a close adult, a mentor), a sense of connectedness with others 

and the environment (e.g., with peers, at school, within the community), positive 

personal achievements, prosocial peer groups and a positive temperament 

(O’Connell, Boat, & Warner, 2009; Rutter, 2013). Conversely, recognised risk 

factors include genetic and/or a family history of mental health issues, negative 

childhood experiences and environmental influences such as particular cultural 

beliefs, social expectations and socio-economic status (Keshaven et al., 2014; 

Raphael, 2000). Studies have shown that specific critical risk factors for young 

people are problems stemming from a history associated with biological maturity, 

unstable family relationships (e.g., parental separation, family violence), poor 

parenting, poor child care, parents experiencing physical and/or mental illness, poor 

social support, psychological trauma, physical illness and/or disability, lack of peer 

support and/or negative peer influences, adverse changes in society (e.g., natural 

disaster, terrorism, war) and poverty (Keshaven et al., 2014; Nurcombe, 2000; 

Raphael, 2000; Zubrick, Silburn, Burton, & Blair, 2000). In addition, findings from a 

longitudinal study conducted by Gibb, Fergusson and Horwood (2010) indicated that 

mental health problems can negatively impact young people’s vocational pathways 

in the long term. Over time, risk factors can have a cumulative effect on a young 

person’s mental health and a cycle of adversity can develop which becomes 
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destructive and out of control, facilitating mental health problems (Raphael, 2000; 

Rutter, 1993). 

1.8.3 Supporting Young People’s Mental Health 

The identification and response to the early signs and symptoms of mental 

health issues in young people is critical to enable effective treatment and long-term 

management (Access Economics, 2009; Mihalopoulos et al., 2012). In Australia, a 

variety of educational initiatives, early intervention approaches and treatment 

programs (e.g., Headspace, Mindmatters, MoodGym, Reachout, The Friends 

Program) have been developed to support and educate young people about positive 

mental health. Similar programs have been implemented throughout Europe (e.g., 

Back on Track-program, Coolness training, Mental Health Compass, The Time Out! 

Life) and the United States (e.g., Adolescent Health: Think, Act, Grow, All4You, 

Project IMAGE, STRIVE, Teen Health Project). Despite this, studies have suggested 

that current mental health systems are not well designed or resourced for young 

people who present with emerging and ongoing mental health problems (Headspace, 

2011; Rickwood, Deane, Wilson & Ciarrochi, 2005). Moreover, investigations have 

revealed that there are a number of barriers that have discouraged young people from 

seeking help for their symptoms. These include a stigmatisation surrounding mental 

illness, inaccessible mental health care facilities, a lack of available, skilled “youth 

friendly” mental health practitioners and inadequate education and awareness 

campaigns about early signs and symptoms of mental health disorders (Australian 

Broadcasting Corporation, 2010; Rickwood et al., 2005). Further, it has been 

highlighted that the most vulnerable and “at risk” young people are those least likely 

to seek help (Husler, Werlen, & Blakeney, 2005). 
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Over the years conventional research has been centred on identifying and 

managing factors that contribute towards mental illness and poor mental health in 

young people (Gibb et al., 2000; Keshaven et al., 2014; Nurcombe, 2000; Raphael, 

2000; Rutter, 1993; Zubrick et al., 2000). Research examining positive psychology 

has suggested that, instead, the focus should be on positive mental health and what is 

going right (e.g., Bono & Froh, 2009; Bryant, 2003; Peterson & Park, 2011; Snyder, 

1994; Venning, 2011) 

1.8.4 Positive Mental Health and Flourishing in Young People 

Researchers have suggested that a holistic approach towards the promotion of 

young people’s mental health should be the preeminent objective and studies should 

examine the strengths and competencies that allow mentally healthy individuals to 

flourish (Corey & Keyes, 2002, p. 220). A few studies have investigated the 

presence of symptoms of functioning associated with positive mental health and 

young people (Lopez & Snyder, 2003; Venning et al., 2011). To date, some of the 

key areas in which positive psychology studies have focused on in young people 

include: character strengths (Peterson & Seligman, 2004; Seligman, 2011; Seligman, 

Ernst, Gillham, Reivich, & Linkins 2009), gratitude (Baumgarten-Tramer, 1938; 

Froh, Emmons, Card, Bono, & Wilson, 2009; Froh, Kashan, Ozimkowski, & Miller, 

2009; Froh, Kashan, Yurkewicz, Fan, Allen, & Glowacki, 2009; Froh, Sefick, & 

Emmons, 2008), hope (Brackney & Westman, 1992; Gottschalk, 1985; Kaufman, 

2011; Park et al., 2005; Rustoen & Wiklund, 2000; Scioli et al., 1997) and savouring 

(Bryant, 2003; Bryant & Veroff, 2073; Bryant, Chadwick & Kluwe, 2011; 

Quoidbach, Berry, Hansenne & Mikolajczak, 2010). 
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1.8.4.1 Character Strengths 

As earlier highlighted, Peterson and Park (2011) proposed that good 

character is not about having deficits and problems; instead, it is about having a 

“well developed family of positive traits” (p. 49). Character strengths have been 

identified as playing a chief role in the development of positive wellbeing and life 

success (Peterson & Seligman, 2004). Moreover, they have been linked to school 

success, leadership, tolerance, valuing diversity, the ability to delay gratification, 

kindness and altruism (Park, 2004). The development of character strengths in 

adolescents has been demonstrated to increase individuals’ overall wellbeing, 

curiosity, love and enjoyment of learning, engagement and social competencies. In 

addition, adolescents have reported to experience a reduction in the experience of 

negative emotions (Seligman, 2011; Seligman et al., 2009). 

1.8.4.2 Gratitude 

Gratitude has been described as an emotional trait, mood or emotion 

(McCullough, Emmons & Tsang, 2002). It is characterised by an empathic 

emotional response that occurs after receiving something beneficial (Froh & Bono, 

in press). Peterson and Seligman (2004) defined gratitude as “a sense of thankfulness 

and joy in response to receiving a gift whether the gift be a tangible benefit from a 

specific other or a moment of peaceful bliss evoked by natural beauty” (p. 554). 

Emmons (2007) proposed that gratitude has two stages: acknowledging something 

positive in one’s life and understanding the source and that it is outside of one’s self. 

Gratitude has been predominantly examined using self-report measures. Studies have 

suggested that has gratitude may play an important role in young people’s positive 

emotional functioning (Froh & Bono, in press; Froh et al., 2011). 
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Over time, researchers have discovered an association between gratitude and 

psychological wellbeing. There have been extensive studies conducted on gratitude 

and adults (Emmons, 2007; McCullough, Tsang, & Emmons, 2004). However, 

research on gratitude and youth is in its evolving stages (Froh et al., 2011). The 

literature suggests that gratitude develops during the early years. Therefore, it may 

have important implications for biopsychosocial and neurological development, as 

well as lifelong mental health (Froh et al., 2011). High levels of gratitude have been 

linked to happiness, hope, optimistic thinking, prosocial behaviour, positive mood 

states in youth, empathy, spirituality and forgiveness (Bono & Froh, 2009; Froh, 

Kashan, Ozimkowski, & Miller, 2009; McCullough et al., 2004). Low levels of 

gratitude have been associated with depression, anxiety, loneliness, neuroticism and 

people feeling more envious (McCullough et al., 2004). 

Several studies have examined gratitude in young people (e.g., Baumgarten-

Tramer, 1938; Froh, Emmons, Card, Bono, & Wilson, 2009; Froh, Kashan, 

Ozimkowski, & Miller, 2009; Froh, Kashan, Yurkewicz, Fan, Allen, & Glowacki, 

2009; Froh et al., 2008). Later research has suggested that gratitude may play an 

important role in enhancing adolescent wellbeing (Froh et al., 2008; Froh, Kashan, 

Yurkewicz, Fan, Allen, & Glowacki, 2009). Froh et al. (2008) examined gratitude in 

adolescents aged 11 to 14 years. They found that adolescents who displayed more 

gratitude were more satisfied at school, more positive about the immediate future 

and more positive about how to manage their problems. The adolescents also 

presented with increased positive wellbeing and were more grateful about receiving 

help from others. Another study by Froh, Kashan, Yurkewicz, Fan, Allen and 

Glowacki (2009) investigated the effectiveness of a gratitude intervention (i.e., 

writing a gratitude letter) on children and adolescents. It was found that gratitude 



49 

interventions may be beneficial for children and adolescents who are presenting with 

low affect. 

A potential problem for research into gratitude with adolescents is the 

suitability of gratitude measures for young people, as existing scales were initially 

designed for adults (Froh & Bono, in press; Froh, Miller, & Snyder, 2007). Froh et 

al. (2011) examined the psychometric properties of the Gratitude Questionnaire-6 

(McCullough et al., 2002), the Gratitude Adjective List (McCullough et al., 2002) 

and the Gratitude Resentment and Appreciation Test (Thomas & Watkins, 2003) on 

young people (N=1405) in New York aged between 10 to 19 years. Their findings 

suggested that the gratitude measures were valid and reliable tools to administer to 

young people aged between 14 to 19 years. However, they were not 

psychometrically sound instruments to use to examine gratitude in young people 

aged between 10 to 13 years. Nevertheless, each of the measures were positively 

correlated with positive affect and life satisfaction, both important aspects of 

wellbeing. A chief limitation of the study was that the researchers only examined the 

gratitude measures on one population: New York school children all from one 

affluent school. A second limitation was that study failed to test the gratitude 

measures on 20 to 24 year olds, whereas the WHO (2009) considers young people to 

be those aged between 10 to 24 years. Moreover, mental health issues have been 

found to peak in young people between the ages of 15 to 24 years (Australian 

Government Department of Health and Aging, 2004; Gore et al., 2011). Therefore, it 

is particularly important that studies examine positive emotional functioning in 

young people who are within the high-risk age group of developing poor mental 

health symptoms. 
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1.8.4.3 Hope 

The presence of hope has been recognised to be of particular importance in 

young people (Brackney & Westman, 1992; Gottschalk, 1985; Kaufman, 2011; Park 

et al., 2005; Rustoen & Wiklund, 2000; Scioli et al., 1997). Synder (1994), a pioneer 

in the area of hope research, defined hope as “the sum of the mental will power and 

way power that you have for your goal” (p. 7). Park et al. (2005) stated that hope is 

associated with achievement of goals and determination. According to Fredrickson’s 

(1998) broaden-and-build theory of positive emotion, hope may assist in building a 

variety of personal resources as it allows individuals to increase their thought-action 

repertoires. High levels of hope have been linked to better health outcomes 

(Gottschalk, 1985; Scioli et al., 1997), quality of life (Rustoen & Wiklund, 2000), 

improved mental health (Brackney & Westman, 1992), positive mindset, the ability 

to manage and solve problems, the experience of life satisfaction and future success 

(Kaufman 2011; Park et al., 2005). More specifically, hope has been found to play a 

key role in enhancing young people’s mental health and increasing their positive 

emotions (Brackney & Westman, 1992; Rustoen & Wiklund, 2000; Scioli et al., 

1997; Westman, 1992). 

Findings by Brackney and Westman (1992) identified a positive correlation 

between higher levels of hope, psychosocial development, a sense of personal 

control and self-esteem in young adults. The researchers also reported that lower 

levels of hope were associated with a lack of personal control. In addition, Lemay 

and Ghazal (2001) highlighted that children and adolescents who present with 

increased hope are more resilient and have higher expectations of themselves, 

regardless of previous childhood experiences. Peterson (2006) highlighted that 

optimism promotes wellbeing in young people, and that young people who are more 
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optimistic and hopeful adapt better to negative events, are more focused on solving 

problems, more persistent, more productive and more likely to report health-

promoting behaviours. 

In 2011, Venning et al. investigated whether positive symptoms of 

functioning were a better predictor of mental health than negative symptoms of 

functioning in Australian youth. Specifically, whether hope was a stronger predictor 

of mental health than mental illness. The findings indicated that hope predicted 

mental health better than mental illness. Further, the results suggested that mental 

health strategies should focus on promoting and developing young people’s positive 

mental health as opposed to highlighting and alleviating factors associated with 

mental illness. 

Recently, Hasnain, Wazid and Hasan (2014) explored the relationship 

between psychological wellbeing and optimism, hope and happiness in young Indian 

people (N=100) aged 20 to 22 years. The findings suggested that the presence of 

hope and happiness plays an important role in young people’s psychological 

wellbeing. Interestingly, Hasnain et al. found that hope was significantly correlated 

with female psychological wellbeing, while happiness was significantly correlated 

with male psychological wellbeing. The results also revealed that hope and optimism 

are transposable in relation to young people’s psychological wellbeing. The findings 

of this study were limited because it examined only one specific population of young 

people. It would be worthwhile replicating this research on young people from a 

more diverse sample size. 

1.8.4.4 Savouring 

There is growing evidence to suggest that savouring is also beneficial for 

young people’s mental health and wellbeing (Bryant, 2003; Bryant & Veroff, 2003; 
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Bryant et al., 2011; Quoidbach et al., 2010). The experience of savouring assists 

people to experience the maximal effect of positive experiences and positive 

emotions in life (Walters & Barsky, 2013). In essence, it is proposed that savouring 

cultivates and up-regulates the experience of positive emotion (Bryant, 2003; 

Fredrickson & Kurtz, 2011). Savouring may involve experiences (e.g., world-

focused, self-focused, cognitive reflection, experiential absorption), processes (e.g., 

thanksgiving, basking, marvelling, luxuriating), strategies (e.g., memory building, 

self-congratulation, sensory perceptual sharpening, comparing, absorption, 

behavioural expression, temporal awareness, counting blessings, kill-joy thinking) 

and beliefs (e.g., reminiscence, anticipation, recalled anticipation, anticipated recall) 

(Bryant, 2003; Bryant et al., 2011; Bryant & Veroff, 2007; Quoidbach et al., 2010). 

The practice of savouring has been associated with an increase in people’s 

experiences of positive emotion. Seligman et al. (2005) revealed that simple 

savouring exercises could decrease mild to moderate depressive symptoms and 

increase feelings of happiness. Quoidbach et al. (2010) found that savouring was 

linked to positive affect and life satisfaction. Further, they found that increased 

participation in savouring enhanced the experience of positive emotions and life 

satisfaction. 

A chief criticism surrounding the experience of savouring is that a person’s 

emotional state may remain unchanged and, consequentially, the person fails to 

experience an increase in positive affect. This is also referred to as dampening and 

has been directly associated with rumination. That is, rather than focusing on 

positive emotion experiences and what is going right, a person may present with 

increased anxiety and distress and become focused on what is going wrong and the 

potential negative consequences (Nolen-Hoeksema, Roberts & Gotlib, 1998; Smith 
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& Alloy, 2009). The ability to ruminate is believed to develop in early adolescence 

(Jose & Brown, 2008). Jose, Wilkins and Spendelow (2012) found that social 

anxiety predicts rumination and co-rumination in adolescents. 

Savouring is proposed to be a meta-cognitive experience. Further, the ability 

to savour is dependent on neurological and cognitive processes. For this reason, 

children and young people’s ability to experience savouring may be limited as a 

result of their developmental functioning (Bryant et al., 2011). Environmental factors 

such as social and cultural influences may also impact a person’s ability to savour 

(Bronfenbrenner & Morris, 2005). Bryant et al. noted that a challenge for researchers 

is to identify how physiological and biopsychosocial developmental processes may 

impact children and young people’s savouring abilities. However, before this can be 

achieved, researchers need to identify valid and reliable instruments that are both age 

and culturally appropriate for young people. In 2003, Bryant developed the 

Savouring Beliefs Inventory (SBI), a self-report tool for assessing a person’s 

savouring beliefs. In order to overcome developmental differences between the 

savouring abilities of adult and children, an adult and child version were created. The 

scale has reported to present with good reliability and validity (Bryant, 2003); 

however, no studies have examined the suitability of the SBI specifically for young 

people. 

Adolescence serves as an important window period for addressing mental 

health (Collins et al., 2011; Gore et al., 2011; Kutcher & Venn, 2008). Studies have 

highlighted that young people who present with optimal physiological and 

psychological functioning experience high levels of wellbeing (Brunwasser et al., 

2009; Hektner & Asakawa, 2000; Hektner & Csikszentmihalyi, 1996; Massimini & 

Carli, 1988; Seligman, 2002, 2011). The majority of wellbeing research has focused 
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on adults within the health and workplace environment (Lopez & Snyder, 2003). 

Further research needs to be conducted in the area of young people’s wellbeing and 

positive mental health. Cattell (1893) proposed that “the history of measurement is 

the history of science” (p. 316). Clearly, a first step is to establish psychometrically 

sound operational definitions and measures of positive mental health applicable to 

young people (Froh et al., 2011). 

1.9 Summary of Findings of the Literature Review 

The review of the literature in this chapter established that positive 

psychology is defined as the scientific study of optimal human functioning (Magyar-

Moe, 2009). A chief aim of positive psychology is educate individuals about how to 

build and achieve flourishing (Seligman, 2011). Increasing amounts of empirical 

research suggest that flourishing is an important aspect of wellbeing and should be 

promoted in individuals, communities, organisations and among society (Hone et al., 

2014). Currently, there is no universal, scientifically agreed definition of flourishing 

or how it is measured. This is a fundamental prerequisite if positive psychology is to 

be formally recognised as a valid and reliable field. It will contribute towards 

establishing the foundations of a positive psychology approach towards mental 

health and lend further scientific support towards currently developed positive 

psychology assessment tools and interventions. Moreover, it will enable clinicians to 

obtain critical information about the wellbeing of individuals, groups and 

populations to further inform their practice and treatment methodologies. 

The literature revealed that the promotion and maintenance of mental health 

in young people is a particularly important issue. Young people’s mental health 

plays a chief role in facilitating lifelong mental health and the future health and 

wellbeing of societies. Young people represent nearly one-third (27%) of the world’s 
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population and by 2032 this is estimated to rise to two billion (United Nations, 

2011). Astonishingly young people are experiencing higher rates of mental health 

issues that any other age group (Gore et al., 2011; WHO, 2009). Population studies 

have shown that worldwide, Neuropsychiatric disorders are the chief cause of 

disability in young people aged 10 to 24 years (Gore et al., 2011). In Australia, 

mental illness rates have indicated to peak at 18 to 24 years (Australian Government 

Department of Health and Aging, 2004). 

Adolescence is a critical and dynamic developmental period for young 

people. Mental health symptoms typically present in late adolescence (i.e., 18 to 24 

years old); however, there is no set age boundary and some young people may 

experience mental health symptoms slightly earlier or later than this (Australian 

Government Department of Health and Aging, 2004; US Department of Health and 

Human Services, 2013). For this reason, it is important that young people are 

provided with appropriate psycho-education about managing mental health and 

wellbeing as well as information and tools to access expert mental health 

professionals, resources and support when required (Carr-Gregg & Shale, 2002). 

The Grand Challenges in Global Mental Health Initiative (Collins et al., 

2011) emphasised that over the next 10 years a key focus area should be the 

promotion of mental health in young people. Two of the six recommended goals are 

to build human resource capacity and to transform health-system and policy-system 

responses to mental health. Past research has focused primarily on prevention, 

identification, intervention and management of health issues in young people using a 

disease deficit model. Keyes (2002) proposed that future research should examine 

the life-course and social contexts of mentally healthy young people and gain future 

insight into the nature and etiology of the strengths and competencies of flourishing 
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individuals. Keyes highlighted that this would also provide therapeutic insight for 

promoting strengths and competencies for the mentally ill population (p. 220). 

McGorry, Bates and Birchwood (2013) emphasised that some of the barriers 

that young people face when they present with mental health problems are the 

stigmatisation surrounding mental illness, the inability to access mental health care 

facilities, the lack of availability of skilled and “youth friendly” mental health 

practitioners and the need for education and awareness campaigns about early signs 

and symptoms of mental health disorders. This has been echoed by other mental 

health experts internationally (Access Economics, 2009; Mihalopoulos et al., 2012). 

One solution to this ongoing dilemma would be to implement a positive 

psychological approach into mental health care systems. For example, young people 

could participate in a regular, routine “positive mental health check-up” similar to 

that of an annual dental or medical examination. However, before any of these 

initiatives can be proposed, positive psychology researchers need to identify what 

constitutes positive mental health in young people and determine how positive 

mental health in young people is measured. In addition, positive psychology 

researchers need to establish valid and reliable positive psychological measures for 

young people. 

As has been demonstrated, the application of positive psychology into 

practice for the enhancement and management of positive wellbeing and mental 

health presents considerable promise (e.g., Hakanen et al., 2008; Knoop, 2007; 

Seligman, Rashid & Parks, 2006). Specifically, research findings have shown that 

the implementation of positive psychology programs and interventions for young 

people in schools can prevent depression, increase happiness, increase resiliency, 

improve engagement, increase the experience of enjoyment of learning, increase 
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social competencies and reduce conduct problems (Brunwasser & Gillham, 2008; 

Cutuli et al., 2006; Gillham et al., 2006; Gillham et al., 1995). It is important that 

young people receive the appropriate positive psychological programs targeted for 

their wellbeing status. However, this is difficult to establish without a theoretical, 

conceptual and operational definition for flourishing. This literature review has not 

identified any studies that have examined the definition and constructs that lead to 

flourishing in young people, specifically older adolescents. 
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1.10 Aims 

This thesis had four aims. The first was to build on Hone et al.’s (2014) 

research, which examined four proposed flourishing models (i.e., Diener et al., 2010; 

Huppert & So, 2009; Keyes, 2002; & Seligman, 2011) on adults, and apply these 

models to young people, specifically, older adolescents. Hone et al.’s findings 

provided valuable insights; specifically, the researchers found that there was a strong 

consistency between the models proposed by Keyes and Seligman (81%) and Diener 

et al. and Seligman (80%). A moderate consistency was identified between the 

models proposed by Seligman and So (74%). 

The second aim was to provide preliminary research that identified 

prospective wellbeing constructs that could be used to define and measure 

flourishing in young people. The study attempted to do this by simultaneously 

examining the construct validity of four proposed flourishing models (i.e., Diener et 

al., 2010; Huppert & So, 2009; Keyes, 2002; Seligman, 2011) using a large sample 

of young people aged 16 to 24 years from around the world. Population data and 

scale items from positive psychology measures included in the IWS were applied to 

test the construct validity of each of the four models. The importance of large 

population based studies to support the psychometric properties of PPI and inform 

the development of strategies that facilitate flourishing is well documented (Dunn & 

Dougherty, 2008; Hone et al., 2014). Michaelson, Abdallah, Steuer, Thompson and 

Marks (2009) also highlighted that population studies enable researchers to assess 

change over time, review, evaluate and update policies, collaborate research 

findings, examine subgroup differences and identify future societal needs and 

opportunities. 
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This second aim involved attempting to align scale items taken from the IWS 

positive psychology measures to the constructs making up each of the four proposed 

flourishing models. The scale items from the IWS positive psychology measures 

were not constructed by the author. In addition, the scale items taken from the IWS 

positive psychology measures were not designed to test all of the constructs in a way 

that was intended to test each of the four models. However, items were matched to 

constructs based on face validity in the initial phase. This resulted in some of the 

constructed scales demonstrating low reliabilities, particularly as the constructed 

scales consisted of a small number of items. Nevertheless, the purpose of the second 

aim was to explore the constructs in each of the four proposed flourishing models 

and determine which model represented the best fit. Therefore, the author had to 

decide whether to include a construct that contained scale items presenting with poor 

reliability or exclude the construct all together. Excluding a construct would result in 

the author being unable to include all of the components required to compare the 

models. It was not assumed here that the dimensions constructed in this post-hoc 

approach had maximal psychometric properties. The author recognised that the 

design of this thesis’ study presented some limitations. Nevertheless, this approach, 

although very preliminary, enabled the four proposed flourishing models to be tested 

on a large international sample of older adolescents. Thus, this study served as a 

preliminary research investigation into identifying prospective wellbeing constructs 

that can be used to define and measure flourishing in young people. 

The third aim was to explore whether the four flourishing models were 

psychometrically suitable to be utilised in prospective studies that investigate how 

flourishing can be measured in older adolescents. The fourth aim was to provide 

insight into ways in which future research could be directed towards identifying, 
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facilitating and managing young people’s positive mental health and thus contribute 

towards reducing the prevalence of ill mental health in young people around the 

world. It was hoped that the results of this thesis would provide information that is 

relevant for mental health experts working with young people, in particular the older 

adolescent age group. 

Given the preliminary and exploratory nature of this thesis and the lack of 

previous investigations, there were no hypotheses proposed regarding the four aims. 
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Chapter 2: Method 

2.1 Participants 

The current study employed the responses of young people who had 

participated in the IWS. For this reason, the demographic data were limited by the 

demographic information collected in the original study. The participants were 2245 

young people aged 16 to 24 years (M=20.2 years) from around the world. As 

indicated in Table 3, a relatively even distribution of 16 to 24 year olds participated. 

Eighteen year olds (15%) represented the highest number of participants, while 16 

year olds (6.2%) represented the lowest number of participants. Table 3 also shows 

that a higher number of females participated in the study overall and within each age 

category. Females (n=1787) represented 79.6% of the participants, while males 

(n=458) represented 20.4% of the participants. 
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Table 3 

Frequencies and Percentages (in Parentheses) of Age and Gender of the Young 

People (N=2245) 

Age (in Years) Female 
(within Age) 

Male 
(within Age) 

Total 
(within Group) 

16 121 (86.4) 19 (4.1) 140 (6.2) 

17 183 (86.7) 28 (13.3) 211 (9.4) 

18 257 (76.3) 80 (23.7) 337 (15) 

19 239 (80.7) 57 (19.3) 296 (13.2) 

20 200 (75.5) 65 (24.5) 265 (11.8) 

21 191 (78.6) 52 (21.4) 243 (10.8) 

22 189 (76.8) 57 (23.3) 246 (11) 

23 190 (80.5) 46 (19.5) 236 (10.5) 

24 217 (80.1) 54 (19.9) 271 (12.1) 

Total 1787 (79.6) 458 (20.4) 2245 (100) 
 

Table 4 shows that the young people resided in one of 61 different countries. 

Sixteen% of the young people indicated that they resided in Hungary. This was 

followed by New Zealand (10.2%), Slovenia (9.2%), China (8.2%) and Greece 

(7.1%). Young people from the Czech Republic and the United Kingdom 

represented 6.1% of the study’s participants, while 5.1% were from the United 

States. Young people from Australia represented 2.2% of the study’s participants. 
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Table 4 

Frequencies and Percentages (in Parentheses) of the Young People’s Residing 

Country (N=2245) 

Residing Country Frequencies and Percentages 

Australia 50 (2.2) 

China 185 (8.2) 

Colombia 51 (2.3) 

Czech Republic 138 (6.1) 

Germany 40 (1.8) 

Greece 159 (7.1) 

Hungary 360 (16) 

India 29 (1.3) 

Mexico 97 (4.3) 

New Zealand 230 (10.2) 

Norway 45 (2.0) 

Philippines 84 (3.7) 

Romania 77 (3.4) 

Slovakia 57 (2.5) 

Slovenia 206 (9.2) 

United Kingdom  137 (6.1) 

United States  114 (5.1) 

Argentina, Austria, Belarus, Belgium, 
Brazil, Canada, Croatia, Cyprus, Czech 
Republic, Denmark, Dominic Republic, 
Egypt, El Salvador, Estonia, Finland, 
France, Guatemala, Honduras, Indonesia, 
Iran, Ireland, Italy, Japan, Malaysia, 
Netherlands, Pakistan, Poland Portugal, 
Puerto Rico, Russia, Serbia, Singapore, 
South Africa, South Korea, Spain, Sri 
Lanka, Sweden, Switzerland, Syria, 
Trinidad and Tobago, Turkey, United 
Kingdom Northern Ireland, United 
Kingdom Scotland, Ukraine, Venezuela  

<20 (<1) 

 

While 61 countries were represented in the study, the majority of young 

people identified English (n=909, 40.5%) as their primary spoken language. Those 
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participants who did not identify English as their primary language nominated one of 

14 other languages as their primary spoken language. These included: Chinese 

(n=189, 8.4%), Czech (n=133, 5.9%), Dutch (n=3, <1%), Finnish (n=8, <1%), 

French (n=7, <1%), German (n=38, 1.7%), Hungarian (n=384, 17.1%), Norwegian 

(n=42, 1.9%), Persian (n=1, <1%), Portuguese (n=19, <1%), Russian (n=82, 3.7%), 

Slovak (n=59, 2.6%), Slovene (n=199, 8.9%) and Spanish (n=172, 7.7%) (see Table 

5). 

 

Table 5 

Frequencies and Percentages (in Parentheses) of the Young People’s Primary 

Spoken Language (N=2245) 

Primary Language Spoken Frequencies and Percentages 

Chinese 189 (8.4) 

Czech 133 (5.9) 

Dutch 3 (0.1) 

English 909 (40.5) 

Finnish 8 (0.4) 

French 7 (0.3) 

German 38 (1.7) 

Hungarian 384 (17.1) 

Norwegian 42 (1.9) 

Persian 1 (<0.1) 

Portuguese 19 (0.8) 

Russian 82 (3.7) 

Slovak 59 (2.6) 

Slovene 199 (8.9) 

Spanish 172 (7.7) 
 

Table 6 reveals that over half (54%) of the young people who participated in 

the study were single, while just over one-third (35%) were married or in a long-term 
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relationship of more than 12 months. A small number of young people indicated that 

they were separated (0.6%) or divorced (0.3%) and one young person (<0.1%) 

reported that they were widowed. Of the participants, 10.1% nominated their 

relationship status to be “other”. 

 

Table 6 

Frequencies and Percentages (in Parentheses) of the Young People’s Relationship 

Status (N=2245) 

Relationship Status Frequencies and Percentages 

Single 
Married/long-term relationship 
(more than 12 months) 

1213 (54) 
784 (35) 

Separated 14 (0.6) 

Divorced 6 (0.3) 

Widowed 1 (<0.1) 

Other 226 (10.1) 
 

Data concerning occupation (i.e., employment or student status) were not 

collected systematically; instead, an open-ended question format was applied. 

2.2 Materials of the International Wellbeing Study 

The current study employed measures from the IWS (see Appendix 1). The 

IWS collected data using a survey that comprised 19 questionnaires: Demographics 

Questionnaire (Jarden et al., 2009; see Appendix 1, pp. 23-24); Scales of 

Psychological Wellbeing (SPW; Ryff & Singer, 2008; see Appendix 1, p. 3); 

Temporal Satisfaction with Life Scale (TSWLS; Pavot, Diener, & Suh, 1998; see 

Appendix 1, p. 4); Strengths Use and Current Knowledge (SUCK) Scale (Jarden, 

2009; see Appendix 1, p. 5); Subjective Happiness Scale (Sin & Lyubomirsky, 1999; 

see Appendix 1, p. 6); Orientations to Happiness Scale (Peterson et al., 2005; see 
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Appendix 1, p. 7); Adult Trait Hope Scale (Snyder et al., 1991; see Appendix 1, p. 

8); Happiness Measures (Fordyce, 1988; see Appendix 1, p. 9); Gratitude 

Questionnaire Six Item Form (GQ-6; McCullough et al., 2002; see Appendix 1, p. 

10); Curiosity and Exploration Inventory II (CEI-II; Kashdan et al., 2009; see 

Appendix 1, p. 11); Grit Scale (Duckworth et al., 2007; see Appendix 1, p. 12); 

MLQ (Steger et al., 2006; see Appendix 1, p. 13); Positive Life Events Scale (Jose, 

2009; see Appendix 1, p. 14); Ways of Savouring Scale (Jose, 2009; see Appendix 1, 

p. 15); SBI (Bryant, 2003; see Appendix 1, p. 16); Control Beliefs Scale ( Bryant, 

2007; see Appendix 1, p. 17); Negative Life Events Scale (Jose, 2009; see Appendix 

1, p. 18); Rumination Scale (Jose, 2009; see Appendix 1, p. 19); and Centre for 

Epidemiological Studies Depression Scale (CES-D) (Radloff, 1977; see Appendix 1, 

p. 20). 

2.2.1 Demographics Questionnaire 

The Demographics Questionnaire was designed by Jarden et al. (2009), the 

core researchers of the IWS. The measure comprises nine items. The first eight items 

request demographic information about the participants. Participants are required to 

indicate their gender; date of birth; country that they lived in; city/town they 

currently lived in; their ethnicity; their occupation, the average hours of paid work 

they had completed per week during the past three months; and their relationship 

status. The remaining question asks the participants to state if there is anything 

further they would like to say. 

2.2.2 Scales of Psychological Wellbeing—Short Version 

Ryff (1989a) proposed that the psychological component of wellbeing 

comprises six dimensions: autonomy, environmental mastery, personal growth, 

positive relations with others, purpose in life and self-acceptance. Ryff developed the 
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SPW—Short Version in order to examine the six dimensions of wellbeing at a 

particular moment in time (Ryff & Keyes, 1995). The 18-item measure requests 

participants to respond to a six-point rating scale that ranges from 1=Strongly 

disagree to 6=Strongly agree. High scores suggest better psychological wellbeing. 

The SPW—Short Version intends to provide a general summary of a person’s 

psychological wellbeing. For this reason, the scale is not recommended for high 

quality, clinical assessment of wellbeing. Previous studies on young adults aged 25 

years and over have reported the measure to present with low to modest estimates of 

internal consistency ranging from 0.33 to 0.56 and test-retest reliability ranging from 

0.81 to 0.88 (Seifert, 2005). The coefficient alpha reported for the current study was 

0.81. 

2.2.3 Temporal Satisfaction with Life Scale 

The TSWLS examines the cognitive component of subjective wellbeing by 

questioning individuals about their past, present and future life satisfaction (Pavot et 

al., 1998). The TSWLS provides an overall prediction of how a person experiences 

life currently (Present Life Satisfaction), in the past (Past Life Satisfaction) and in 

the future (Future Life Satisfaction). The measure comprises 15 items presented in 

the form of a seven-point rating scale that ranges from 1=Strongly disagree to 

6=Strongly agree. The internal and temporal reliability of the TSWLS has been 

found to be a highly consistent measure of global life satisfaction across different 

cultures. The instrument has also shown moderate to strong correlations with other 

peer and self-reported measures of wellbeing and life satisfaction. In addition, the 

TSWLS has been found to be a reliable and valid instrument to administer to young 

people aged over 18 years (Pavot et al., 1998; Ye, 2006). The coefficient alpha 

reported for the current study was 0.90. 
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2.2.4 Strengths Use and Current Knowledge Scale 

The SUCK Scale is a self-report measure that was developed by one of the 

IWS’s authors, Aaron Jarden (2009). The measure aims to examine a person’s 

knowledge and use of their strength in relation to subjective wellbeing, 

psychological wellbeing and subjective vitality. The SUCK Scale contains 10 items 

and is a shorter form of a measure originally developed by Govindji and Linley 

(2007), which contains 14 items. Each of the measure’s items is presented in the 

form of a seven-point rating scale that ranges from 1=Strongly disagree to 

7=Strongly agree. Past studies using the original 14-item scale have reported good 

internal consistency and meaningful correlations. Recent research by Reid (2015) 

using Jarden’s 10-item SUCK Scale reported a coefficient alpha of 0.83. The 

coefficient alpha reported for the current study was 0.88. 

2.2.5 Subjective Happiness Scale 

The Subjective Happiness Scale was created by Sonja Lyubomirsky 

(Lyubomirsky & Lepper, 1999) to assess an individual’s global subjective happiness. 

The scale comprises four items that relate to a person’s views about their personal 

subjective happiness. Participants are requested to respond to the items in the form of 

a seven-point rating scale that ranges from 1=Not a very happy person to 7=A very 

happy person. The scale has been found to present with excellent psychometric 

properties. It displays high internal consistency ranging from 0.79 to 0.94 (M=0.86). 

The test-retest reliability has indicated to range between 0.55 to 0.90 (M=0.72) 

(Lyubomirsky & Lepper, 1999). The coefficient alpha reported for the current study 

was 0.81. 
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2.2.6 Orientations to Happiness Scale 

The Orientations to Happiness Scale was designed by Peterson, Park and 

Seligman (2005) to measure the endorsement of three different ways to be happy: 

through pleasure, through engagement, and through meaning. The scale presents 18 

items in the form of a five-point rating scale that ranges from 1=Not like me at all to 

5=Very much like me. The scale has demonstrated good internal consistency with 

Cronbach’s alpha coefficients of α=0.82 (pleasure), α=0.72 (engagement) and 

α=0.82 (meaning) (Peterson et al., 2005). The coefficient alpha reported for the 

current study was 0.81 and for the subscales α=0.78 (pleasure), α=0.63 (engagement) 

and α=0.78 (meaning). 

2.2.7 Adult Trait Hope Scale 

Synder (1994) proposed that hope is a cognitive structure that comprises 

three components: goals, agency and pathways. The Adult Trait Hope Scale contains 

12 items that measures these three components in the form of an eight-point rating 

scale ranging from 1=Definitely false to 8=Definitely true. Higher scores suggest 

higher goal orientation, agency and/or pathway thinking (Synder et al., 1991). The 

scale presents with good internal consistency ranging from 0.74 to 0.84 (Magyar-

Moe, 2009; Synder et al., 1991). Test-retest reliability has also reported to be good. 

For example, over a period of three-week intervals the correlation was 0.85, over a 

period of eight-week intervals it was 0.76 and over a period of 10-week intervals it 

was 0.82 (Magyar-Moe, 2009). Concurrent validity has been established between the 

Adult Trait Hope Scale and measures of optimism, expectancy for attaining goals 

and self-esteem (r=0.50–0.60) (Magyar-Moe, 2009; Synder et al., 1991). The 

coefficient alpha reported for the current study was 0.70. 
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2.2.8 Happiness Measures 

The Happiness Measures was developed by Fordyce (1988) and is also 

known as the FEQ. It is a screening tool that provides information about a person’s 

perceived happiness. It measures emotional wellbeing (i.e., positive affect) and the 

affective component of subjective wellbeing. The measure asks respondents to select 

one statement that relates to their average state of happiness. The measure is 

presented in the form of an 11-point rating scale ranging from 0=Extremely unhappy 

to 10=Extremely happy. Participants are also asked to rate the percentage of time that 

they feel happy, unhappy and neutral out of 100. The Happiness Measures has been 

found to be a valid measure of emotional wellbeing and global health. For example, 

test-retest coefficients have indicated to range from 0.98 over a two-day period, 0.86 

to 0.88 over a two-week period, 0.81 over a monthly period and 0.62 to 0.67 over a 

four-month period (Fordyce, 1987). The items comprising the Happiness Measures 

are independent of each other and therefore violate the assumptions of Cronbach’s 

alpha. For this reason it was not possible to determine the coefficient alpha for this 

measure. 

2.2.9 Gratitude Questionnaire Six Item Form 

The GQ-6 was created by McCullough et al. (2002). The measure is designed 

to assess individual difference in the likelihood of experiencing gratitude in everyday 

life. The measure comprises six items presented in the form of a seven-point rating 

scale ranging from 1=Strongly disagree to 7=Strongly agree. The items question 

respondents about their perceived gratitude in different areas of their life. The scale 

has demonstrated good inter-item consistency with Cronbach’s alpha estimates for 

the six items ranging between 0.76 to 0.84. Froh et al. (2011) examined the 

psychometric properties of the GQ-6 in a study using children and adolescents aged 
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10 to 19 years. The results reported good reliability (α=>.70). The GQ-6 has also 

correlated positively with other gratitude measures (McCullough et al., 2002). The 

coefficient alpha reported for the current study was 0.80. 

2.2.10 Curiosity and Exploration Inventory II 

The CEI-II was designed by Kashdan et al. (2009). It is a 10-item scale that 

aims to investigate trait curiosity. That is, individual differences in the recognition, 

pursuit and integration of novel and challenging experiences and information 

(Jarden, 2011). The scale uses a five-point rating scale that ranges from 1=Very 

slightly or not at all to 5= Extremely. There are two chief factor scores obtained: 

stretching (ability to seek out knowledge and new experiences) and embracing 

(willingness to embrace novel, uncertain and unpredictable nature of everyday life). 

An individual’s overall score is calculated by scoring the sum of the items. High 

scores indicate trait curiosity. The scale has presented with good psychometric 

properties and has been found to be a reliable tool for measuring trait curiosity trait. 

The coefficient alpha reported for the current study was 0.86. 

2.2.11 Grit Scale 

The Grit Scale is designed to examine a person’s perseverance and passion 

for long-term goals (Duckworth et al., 2007, p. 1087). The Grit Scale is a self-report 

measure that contains 17 items that are presented in the form of a five-point rating 

scale that ranges from 1=Not like me at all to 5=Very much like me. The Grit Scale 

provides five scores that each pertain to a specific factor: Grit, Consistency of 

Interest, Perseverance of Effort, Ambition and the Brief Grit Score. The Grit Scale 

has been investigated in research studies that have questioned large sample sizes of 

adults and young people and has presented with good psychometric properties 
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(Duckworth et al., 2007). The coefficient alpha reported for the current study was 

0.80. 

2.2.12 Meaning in Life Questionnaire 

The MLQ was constructed by Steger et al. (2006) and is a 10-item measure 

that examines two dimensions: an individual’s Presence of Meaning in life and their 

Search for Meaning in life. The Presence of Meaning subscale assesses how 

meaningful respondents feel that their life is. The Search for Meaning subscale 

investigates how engaged and motivated respondents are in efforts to find meaning 

or deepen their understanding of meaning in their lives. The tool contains 10 items 

presented in the form of a seven-point rating scale that ranges from 1=Absolutely 

untrue to 7=Absolutely true. The MLQ is available in a variety of languages and has 

been used internationally in research associated with happiness and fulfilment 

(Steger & Shin, 2010). The scale has demonstrated good internal consistency with 

Cronbach’s alpha coefficients of low to high α=0.80’s for the Presence of Meaning 

subscale and mid α=0.80’s to high α=.90’s for the Search for Meaning subscale 

(Strack, 2007). The coefficient alpha reported for the current study was 0.77 overall 

and for the subscales α=0.90 (Presence of Meaning) and α=0.88 (Search for 

Meaning). 

2.2.13 Positive Life Events Scale 

The Positive Life Events Scale was developed by one of the IWS’s authors, 

Paul Jose. The scale was developed for the purpose of examining people’s 

experiences of positive life events during the past three months. The measure 

consists of five items presented in the form of a six-point rating scale that ranges 

from 1=Did not happen to 6=A lot. Respondents are further asked to state up to two 

positive events that they experienced during the past three months and rank them on 
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a four-point rating scale that ranges from 1=None to 4=A lot. At this stage there is no 

previous research or psychometric properties provided for this assessment tool. The 

items comprising the Positive Life Events Scale are independent of each other and 

therefore violate the assumptions of Cronbach’s alpha. For this reason it was not 

possible to determine the coefficient alpha for this measure. 

2.2.14 Ways of Savouring Scale 

The Ways of Savouring Scale was developed by one of the IWS’s authors, 

Paul Jose. The scale was developed based on the work of Fred Bryant and his 

colleagues in the area of savouring (Bryant & Veroff, 2007). The measure is 

designed to examine the different ways in which people savour. It consists of 20 

items presented in the form of a seven-point rating scale that ranges from 1=Strongly 

Disagree to 7=Strongly Agree. There is currently no research regarding the 

psychometric properties of this assessment tool. The coefficient alpha reported for 

the current study was 0.82. 

2.2.15 Savouring Beliefs Inventory 

The SBI was created by Bryant (2003) to investigate people’s beliefs 

associated with savouring in the past, present and future. The measure contains five 

items presented in the form of a five-point rating scale ranging from 1=Not at all to 

6=A great deal. The scale has been reported to present with good validity and 

reliability in terms of measuring people’s beliefs about their ability to savour 

positive experiences through anticipation, present enjoyment and reminiscence 

(Bryant, 2003, p. 175). The coefficient alpha reported for the current study was.80. 

2.2.16 Control Beliefs Scale 

The Control Beliefs Scale was developed for the purpose of examining 

people’s control beliefs (Bryant & Veroff, 2007). The scale comprises four items 
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presented in the form of a five-point rating scale ranging from 1=None at all to 6=A 

great deal. The scale was developed based on research by Bryant (2003) in the area 

of control. Bryant (1989) proposed that people’s control over events and feelings are 

associated with positive and negative experiences. He proposed people’s self-

evaluations about their ability to control events and feelings are based on four chief 

factors: avoiding negative outcomes, coping with negative outcomes, obtaining 

positive outcomes and savouring positive outcomes (p. 773). Psychometric 

evaluations of Bryant’s proposed four-factor (i.e., avoiding, coping, obtaining and 

savouring) model of perceived control has shown evidence of good convergent and 

divergent validity. Perceived control over feelings has been associated with coping 

(r=.44, p<.001) and savouring (r=.28, p<.05), while perceived control over events 

has been associated with avoiding (r=.51, p<.001) and obtaining (r=.36, p<.01) 

factors (Jose et al., 2012). The coefficient alpha reported for the current study was 

0.71. 

2.2.17 Negative Life Events Scale 

The Negative Life Events Scale was developed by one of the IWS’s authors, 

Paul Jose. The scale was developed for the purpose of examining people’s 

experiences of negative life events during the past three months. The measure 

consists of five items presented in the form of a six-point rating scale that ranges 

from 1=Did not happen to 6=A lot. Respondents are further asked to state up to two 

negative events that they experienced during the past three months and rank them on 

a four-point rating scale that ranges from 1=None to 4=A lot. At this stage there is no 

previous research or psychometric properties provided for this assessment tool. The 

items comprising the Negative Life Events Scale are independent of each other and 
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therefore violate the assumptions of Cronbach’s alpha. For this reason it was not 

possible to determine the coefficient alpha for this measure. 

2.2.18 Rumination Scale 

The Rumination Scale was developed by one of the IWS’s authors, Paul Jose. 

The scale was developed for the purpose of investigating rumination (i.e., obsessive 

thinking) and derived from Jose’s research in the area of anxiety and rumination. 

Jose et al. (2012) have more recently found that social anxiety predicts rumination 

and co-rumination in adolescents. The Rumination Scale consists of six items 

presented in the form of a seven-point rating scale that ranges from 1=Strongly 

disagree to 6=Strongly agree. At this stage there is no previous research or 

psychometric properties provided for this assessment tool. The coefficient alpha 

reported for the current study was 0.84. 

2.2.19 Centre for Epidemiological Studies Depression Scale 

The CES-D was designed by Laurie Radloff (1977) for the purposes of 

measuring cognitive, affective, behavioural and somatic symptoms of depression and 

positive affect over the past week. It was developed from items appearing on other 

depression scales with good validity. It has since been reviewed by Eaton, Muntaner, 

Smith, Tien and Ybarra (2004). There is an emphasis on the affective component, 

depressed mood. The scale contains 20 statements that are characteristic of 

depressive symptomatology. Four of the items can be combined to form a happiness 

scale. Participants are required to answer in the form of a four-point rating scale 

ranging from 0=Rarely or none of the time (less than 1 day) to 3 =Most or all of the 

time (5 to 7 days). The CES-D presents with good internal consistency with 

Cronbach’s alpha coefficients of α=0.84 to α=0.85 in community samples and 

α=0.90 in clinical samples. It also presents with good validity and distinguishes 
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between psychiatric inpatients and the general population (Ensel, 1986). It has been 

demonstrated to be a valid and reliable tool to measure depression in high school 

students and young adults (Radloff, 1991). The coefficient alpha reported for the 

current study was 0.91. 

2.3 Procedure of the International Wellbeing Study 

The current study employed archival data from the IWS, which was designed 

and led by six core researchers: Dr Aaron Jarden (Primary Investigator, The Open 

Polytechnic of New Zealand); Dr Alexander MacKenzie (The Open Polytechnic of 

New Zealand); Dr Kennedy McLachlan (The Open Polytechnic of New Zealand); Dr 

Todd Kashan (George Mason University, United States); Associate Professor Paul 

Jose (Victoria University of Wellington, New Zealand) and Professor Ormond 

Simpson (Open University, United Kingdom). The core researchers were initially 

granted ethics approval from The Open Polytechnic of New Zealand Human 

Research Ethics Committee. 

The IWS was a longitudinal study that was completed over a period of three 

years from March 2009 to March 2012. Participants were recruited internationally 

for the study using a variety of advertising methods that included newsletters, email 

lists, website postings, texting companies and display posters. An information sheet 

(see to Appendix T) was provided to potential participants detailing what would be 

required of them if they were to participate in the study. As the study was completed 

online, access to the internet was a mandatory requirement for participants. 

Interested participants were asked to enter their email addresses on the study’s 

website (www.wellbeingstudy.com). The participants were informed that the study 

was voluntary and they were free to withdraw at any stage. Participants were also 

informed that all information they provided in the study would be treated 
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confidentially. Participants agreed to participate in the study after reading the 

information sheet then clicking a ‘next’ button on the information sheet page on the 

website. 

Participants were required to complete the same online survey every three 

months for a period of 12 months (i.e., five times each). The survey was offered to 

participants in 16 different languages: English, Chinese, Czech, Dutch, Finnish, 

French, German, Hungarian, Italian, Norwegian, Persian, Portuguese, Russian, 

Slovak, Slovene and Spanish. The survey took approximately 25 to 30 minutes to 

complete. Therefore, the total participation time required in the study over 12 months 

was approximately 2 to 2.5 hours. The study commenced in March 2009 and was run 

over three years with assessments every three months (i.e., March 2009, June 2009, 

September, 2009, December 2009, March 2010, June 2010, September 2010, 

December 2010, March 2011, June 2011, September 2011, December 2011 and 

March 2012). Therefore, there were three different intakes of participants with the 

last intake being March 2011, June 2011, September 2011, December 2011 and 

March 2012. Participants were contacted via email on the 1st of each assessment 

month. If participants failed to complete the battery in the first three weeks following 

the email, a second email was sent to them to remind them to complete the survey. If 

the participant failed to complete the survey within the assessment month, they were 

dropped from the study. Participants were emailed a summary report of their scores 

after they had completed the study (i.e., after they had completed the survey five 

times). The report provided further explanation about the questions that were 

contained in the survey, more information about the study and details about how the 

participant’s results compared to those of other participants. Participants who 

received a low wellbeing score or presented with a decrease in wellbeing throughout 
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the study were contacted and referred to health practitioners for follow up. At the 

completion of the study all participants who completed the study were entered into a 

draw to win one of 10 Amazon.com vouchers worth US$100 each. In addition, one 

Amazon.com voucher worth US$100 was drawn and awarded to a participant at the 

end of each assessment point. Data from the first assessment point for each 

participant were collated over time. Thus, intake cohort one and intake cohort two’s 

data were combined; intake cohort three’s data were then added to this. 

2.4 Materials of the Current Study 

In order to establish inclusion of the IWS scales in the current study, the 

Cronbach’s alpha coefficient was examined for each scale within the IWS dataset 

that contained the responses of 16 to 24 year olds. Cronbach’s alpha is commonly 

used in medical education research. It is simple to perform and time efficient, 

requiring only one test administration. It is important to perform Cronbach’s alpha 

tests each time an instrument is tested on a new sample of participants, as the alpha 

coefficient can change as a result of different sample group responses (Tavakol & 

Dennick, 2011). 

The current study utilised measures from 16 of the 19 IWS scales listed in 

Section 3.2 of this thesis. Only three scales were excluded—Happiness Measures 

(Fordyce, 1988), Positive Life Events Scale (Jose, 2009) and Negative Life Events 

Scale (Jose, 2009)—because they were comprised of open-ended questions. 

2.5 Procedure of the Current Study 

Prior to running the study, approval was obtained from the Human Research 

Ethics Committee at Charles Sturt University, New South Wales (see Appendix U). 

Relevant data from the IWS were provided to the current author from Dr Aaron 
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Jarden, a core researcher of the IWS. Regular consultation between the current 

study’s author and Dr Aaron Jarden occurred throughout the course of the project. 

Data from IWS that contained the responses of participants aged 16 to 24 

years were extracted, cleaned and implemented into the current study’s dataset. Four 

structural models were developed based on theories proposed by Keyes (2002), 

Huppert and So (2009), Diener et al. (2010) and Seligman (2011). Relevant scale 

items from the IWS scales selected for the current study were then extracted and 

matched to the positive psychology constructs that comprised each of these four 

models. Cronbach’s alpha was applied to examine the internal consistency of the 

resulting scales selected to comprise each of the positive psychology constructs (see 

Table 5). 

Table 7 shows that the reliabilities of the scale items that were taken from the 

IWS’s positive psychology measures to measure the model constructs ranged from 

α=0.82 for life satisfaction to α=0.30 for emotional stability. Ideally, an acceptable 

reliability coefficient cut off of 0.70 is applied, as recommended by Kline (1999). 

However, in the current study this was not possible due to a small number of scale 

items used to index the components. Cronbach’s alpha is reported to indicate when 

measurement error may be high. 
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Table 7 

Reliability Values of the Positive Psychology Constructs 
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Construct Flourishing Model(s) 
that Include Construct 

Scale Itemsa, b, c, d Cronbach’s 
Alpha (α) 

Positive 
relationships 

Keyes (2002) 
Huppert and So (2009) 

Diener et al. (2010) 
Seligman (2011) 

SPW6, SPW13, SPW16, 
GS4 

.64 

Positive affect 
(interested)/
Engagement 

Keyes (2002) 
Huppert and So (2009) 

Diener et al. (2010) 
Seligman (2011) 

OTH6, OTH7, OTH9, 
WOSS7, FLOW1 

.60 

Purpose in life/
Meaning 

Keyes (2002) 
Huppert and So (2009) 

Diener et al. (2010) 
Seligman (2011) 

MLQ1, MLQ2, MLQ3, 
MLQ4, MLQ5, 
MLQ6,MLQ10 

.70 

Self-acceptance/
Self-esteem 

Keyes (2002) 
Huppert and So (2009) 

Diener et al. (2010) 

SPW1,SUCK1, SUCK3  .73 

Positive affect 
(happy)/Positive 
emotion 

Keyes (2002) 
Huppert and So (2009) 

Seligman (2011) 

OTH8, OTH13, OTH16, 
OTH18 

.70 

Competence/
Accomplishment 

Huppert and So (2009) 
Diener et al. (2010) 

Seligman (2011) 
 

SPW9, SUCK7, GRIT1, 
GRIT15 

.63 

Optimism Huppert and So (2009) 
Diener et al. (2010) 

AHS1, AHS4, AHS6, 
AHS8, CESD8  

.60 

Social contribution Keyes (2002) 
Diener et al. (2010) 

OTH11, OTH14, 
OTH17, WOSS1 

.60 

Social integration Keyes (2002) OTH2, OTH4 .50 

Social growth Keyes (2002) CEI9, OTH5, SPW11, 
SPW12 

.60 

Social acceptance Keyes (2002) CEI10, SPW18, SUCK2 .34 

Social coherence Keyes (2002) AHS8, GS5, OTH2, 
OTH4 

.32 

Environmental 
mastery 

Keyes (2002) ASH1, ASH4, GRIT2, 
SPW8, SPW9 

.63 

Personal growth Keyes (2002) CEI9, OTH5, SPW11, 
SPW12 

.60 
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Autonomy Keyes (2002) AHS8, SPW17 .41 

Life satisfaction Keyes (2002) TSWLS2, TSWLS6, 
TSWLS7, TSWLS9, 

TSWLS11,  

.82 

Emotional stability Huppert and So (2009) SPW8, SPW12 .30 

Vitality Huppert and So (2009) OTH15, OTH16, 
WOSS4 

.52 

Resilience Huppert and So (2009) AHS1, AHS4, AHS6, 
SUCK10 

.73 

Note. a SPW=Scales of Psychological Wellbeing (Ryff & Keyes, 1995); TSWLS=Satisfaction with Life 

Scale (Pavot et al., 1998; Ye, 2006); SUCK=Strengths Use and Current Knowledge Scale (Jarden, 2009); 

SHS=Subjective Happiness Scale (Lyubomirsky & Lepper, 1999); OTH=Orientations to Happiness 

Scale (Peterson et al., 2005); AHS=Adult Trait Hope Scale (Synder, 1994); CEI=Curiosity and 

Exploration Inventory Two (Kashdan et al., 2009); GS=Gratitude Questionnaire Six Item Form 

(McCullough et al., 2002); GRIT=Grit Scale (Duckworth et al., 2007); MLQ=Meaning in Life 

Questionnaire (Steger et al., 2006); WOSS=Ways of Savouring Scale (Jose, 2009); CES-D=Centre for 

Epidemiological Studies Depression Scale (Radloff, 1977), VALUES=other questions, FLOW=Other 

questions, HAPMO1=other questions, HMSCALE=Happiness Measures Scale (Fordyce, 1988). 

b The number denotes the item number of the measurement scale. 

c R indicates that item has been reverse scored. 

d Refer to Appendix B for corresponding scale items. 

A series of Independent Samples t Tests were also conducted to examine if there 

were any significant differences apparent between the participants in the younger 

adolescent age group (i.e., 16 to 19 years) to those in the older adolescent age group 

(i.e., 20 to 24 years) with each of the 19 the positive psychology constructs. The 

results revealed only one positive psychology construct presented a significant 

difference between the younger adolescent age group (i.e., 16 to 19 years) and the 

older adolescent age group (i.e., 20 to 24 years).  Given the significant error rate this 

suggests that there were no meaningful significant differences identified between the 

group of younger adolescents (i.e., 16 to 19 years) and older adolescents (i.e., 20 to 
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24 years) in relation to the positive psychology constructs. Therefore, given this 

finding, the young people in the study (i.e., 16 to 24 years) were examined as one 

group, in relation to their wellbeing and the four existing flourishing models.  

 

 

Finally, each of the four flourishing models was examined to explore their 

psychometrics and establish if they could be utilised in future research and clinical 

practice to assist in identifying flourishing in young people. 
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Chapter 3: Results 

Results were analysed using SPSS for Windows (Version 22) and SPSS 

Amos (Version 23). Cronbach’s alpha, standard multiple regression and 

Confirmatory Factor Analysis (CFA) were applied to analyse the data.  

3.1 Psychometric Properties of the Four Flourishing Models Using 

Confirmatory Factor Analysis 

CFA was conducted to explore and compare the goodness of fit of each of the 

four flourishing models. CFA allows researchers to examine the fit of pre-

determined models of relationships among latent variables for a sample drawn from 

a population. It is a rigorous analytical method to apply for construct validation 

(Jackson, Purc-Stephenson, & Gillaspy 2009).  

Goodness of fit refers to how well a model fits the data. Global fit indices are 

applied to make quantitative judgements about the goodness of fit of a model 

(Jackson et al., 2009). Decisions about the goodness of fit of the four flourishing 

models was assessed based on the root mean square error approximation (RMSEA) 

and the Confidence Interval (CI).  The RMSEA is widely used by researchers to 

assess the fit of structural equation models.  The RMSEA uses cutoffs as qualitative 

descriptors (e.g., “good”; “acceptable”, “bad”) for the goodness of fit of a model (Lai 

& Green, 2016). Browne and Cudeck (1993) recommended that cutoff values less 

than .05 suggest a “good” fit, values between .05 and .10 suggest an “acceptable” fit 

and values larger than .10 suggest a “bad fit” (Browne & Cudeck, 1993). In the 

current study, a cutoff criterion value of <0.08 (Browne & Cudeck, 1993) and a CI 

of 90% was applied in order to determine if the flourishing models were an 

“acceptable” fit. The RMSEA and the CI enabled the author to test the overlap 

between the fit of each model and the level of confidence. The four flourishing 
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models were then compared based on their RMSEA to determine the “best fitting” 

model. 

Tables 8 to 16 provide a summary of the results of the CFA for each of the 

four flourishing models. The first model of flourishing to be analysed was the 

Mental Health Continuum Model (Keyes, 2002). Keyes’ model comprises 14 

different wellbeing constructs. Included within this are three items that relate to 

emotional wellbeing (i.e., positive affect, negative affect and life satisfaction), five 

items that relate to social wellbeing (i.e., social contribution, social integration, 

social actualisation, social acceptance and social coherence) and six items that relate 

to psychological wellbeing (i.e., self-acceptance, environmental mastery, positive 

relations with others, personal growth, autonomy and purpose in life). 

The estimate regression weight, the estimate standardised regression weight, 

the standard error and the significance levels for Keyes’ (2002) model are provided 

in Table 8. Latent variables are shown in the left hand column with the relevant 

observed variables (items). The obtained unstandardised and standardised regression 

weights are also shown, as is the standard error and level of significance. 

Intercorrelations are shown between the latent variables in Table 9. 

Table 8 

Mental Health Continuum Model (Keyes, 2002) Regression Weights and 

Standardised Regression Weights 

IWS Positive Psychology Scale Item 
Corresponding with Keyes (2002) 
Construct a, b, c 

Estimate 
Regression 

Weight 

Estimate 
Standardised 

Regression Weight 

SE P d 

GS4←Postive relationships 1.000 .535   

SPW16←Postive relationships 1.613 .663 2.53 .000 

SPW13←Positive relationships .799 .460 1.58 .000 

SPW6←Positive relationships 1.653 .636 2.65 .000 
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flow1←Positive affect/engagement 1.000 .664   

WOSS7←Positive affect/engagement 1.019 .414 .195 .000 

OTH9←Positive affect/engagement .559 .293 .148 .000 

OTH7←Positive affect/engagement .910 .526 .140 .000 

OTH6←Positive affect/engagement .685 .344 .156 .000 

MLQ10←Purpose in life/meaning 1.000 .173   

MLQ6←Purpose in life/meaning -4.890 -.879 2.007 .015 

MLQ5←Purpose in life/meaning -3.920 -.818 1.614 .015 

MLQ4←Purpose in life/meaning -4.512 -.854 1.854 .015 

MLQ3←Purpose in life/meaning .022 .004 .382 .954 

MLQ2←Purpose in life/meaning .341 .064 .405 .399 

MLQ1←Purpose in life/meaning -4.609 -.852 1.894 .015 

SUCK3←Self-acceptance/self-
esteem 

.982 .858 .073 .000 

SUCK1←Self-acceptance/self-
esteem 

1.000 .865   

SPW1←Self-acceptance/self-esteem .832 .548 .103 .000 

OTH18←Positive emotion .996 .577 .174 .000 

OTH16←Positive emotion 1.076 .616 .181 .000 

OTH13←Positive emotion 1.000 .604   

OTH8←Positive emotion .858 .448 .178 .000 

OTH17←Social contribution 1.000 .435   

WOSS1←Social contribution .400 .183 1.68 .017 

OTH14←Social contribution 1.000 .525   

OTH11←Social contribution 1.798 .879 .264 .000 

OTH2←Social integration 1.000 .556   

OTH4←Social integration 1.057 .723 .138 .000 

CEI9←Social growth 1.000 .556   

OTH5←Social growth .599 .322 .125 .000 

SPW12←Social growth 1.000 .539   

SPW11←Social growth .801 .394 .137 .000 

CEI10←Social acceptance .641 .330 .132 .000 

SPW18←Social acceptance 1.000 .411   

SUCK2←Social acceptance .717 .373 .137 .000 

GS5←Social coherence 1.000 .349   
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ASH8←Social coherence 1.514 .443 .266 .000 

GRIT2←Environmental mastery 1.000 .401   

AHS4←Environmental mastery 1.000 .324   

AHS1←Environmental mastery 2.288 .575 .390 .000 

SPW9←Environmental mastery 2.376 .664 .375 .000 

SPW8←Environmental mastery 1.953 .521 .352 .000 

CEI7←Personal growth .996 .639 .115 .000 

CEI5←Personal growth 1.000 .738   

AHS6←Autonomy 1.000 .632   

SPW17←Autonomy .509 .375 .092 .000 

TSWLS11←Life satisfaction 1.000 .476   

TSWLS9←Life satisfaction 1.860 .760 .277 .000 

TSWLS7←Life satisfaction 2.063 .885 .292 .000 

TSWLS6←Life satisfaction 1.861 .782 .274 .000 

TSWLS2←Life satisfaction 1.638 .740 .247 .000 
Note. a SPW=Scales of Psychological Wellbeing (Ryff & Keyes, 1995); SUCK=Strengths Use and 

Current Knowledge Scale (Jarden, 2009); OTH=Orientations to Happiness Scale (Peterson et al., 2005); 

AHS=Adult Trait Hope Scale (Synder, 1994); CEI=Curiosity and Exploration Inventory Two (Kashdan 

et al., 2009); GS=Gratitude Questionnaire Six Item Form (McCullough et al., 2002); GRIT=Grit Scale 

(Duckworth et al., 2007); MLQ=Meaning in Life Questionnaire (Steger et al., 2006); WOSS=Ways of 

Savouring Scale (Jose, 2009), FLOW=Other questions, TSWLS= Satisfaction with Life Scale (Pavot et 

al., 1998; Ye, 2006). 

b The number denotes the item number of the measurement scale. 

c R indicates that item has been reverse scored. 

d *** =0.000. 
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Table 9 

Mental Health Continuum Model (Keyes, 2002) Correlation Matrix 

 PR PA/E PL/M SA/SE PE SoC SoI SoG SoA SCo EM PG A LS 

PR 1.000              

PA/E .381 1.000             

PL/M -.627 -.581 1.000            

SA/SE .585 .417 -.491 1.000           

PE .087 .471 -.051 .168 1.000          

SoC .148 .483 -.360 .326 .123 1.000         

SoI .386 .860 -.563 .453 .322 .496 1.000        

SoG .449 .832 -.399 .451 .333 .599 .531 1.000       

SoA .642 .895 -.628 .906 .674 .621 .735 .448 1.000      

SCo .926 .354 -.823 .914 .716 .659 .496 .469 .322 1.000     

EM .491 .655 -.573 .763 .327 .387 .660 .632 .477 .362 1.000    

PG .168 .750 -.355 .338 .335 .542 .936 .508 .971 .841 .468 1.000   

A .444 .884 -.582 .793 .578 .311 .826 .716 .517 .303 .579 .537 1.000  

LS .644 .492 -.594 .488 .306 .107 .347 .217 .581 .871 .562 .212 .563 1.000 
Note. PR=Positive Relationships; PA/E=Positive affect/engagement; PL/M=Purpose in life/meaning; 

SA/SE=Self-acceptance/self-esteem; PE=Positive emotion; SoC=Social contribution; SoI=Social 

integration; SoG=Social growth; SoA=Social acceptance; SCo=Social Coherence; EM=Environmental 

mastery; PG=Personal growth; A=Autonomy; LS=Life satisfaction 

 

The second model of flourishing to be analysed was the DSM-IV and ICD-10 

Definition of Flourishing developed by Huppert and So (2009). Huppert and So 

proposed a list of 10 positive wellbeing constructs (i.e., competence, emotional 

stability, engagement, meaning, optimism, positive emotion, positive relationships, 

resilience, self-esteem and vitality), which oppose the symptoms referenced in the 

DSM-IV’s Major Depressive Episode and Generalised Anxiety Disorder and the 

ICD-10’s Depressive Episode and Generalised Anxiety Disorder. 



90 

The results of the CFA performed on Huppert and So’s model of flourishing 

are provided in Table 10. Latent variables are shown in the left hand column with the 

relevant observed variables (items). The obtained unstandardised and standardised 

regression weights are also shown, as is the standard error and level of significance. 

Intercorrelations are shown between the latent variables in Table 11. 

 

Table 10 

DSM-IV and ICD-10 Definition of Flourishing (Huppert & So, 2009) Regression 

Weights and Standardised Regression Weights 

IWS Positive Psychology Scale Item 
Corresponding with Huppert and So 
(2009) Construct a, b, c 

Estimate 
Regression 

Weight 

Estimate 
Standardised 
Regression 

Weight 

SE P d 

GS4←Postive relationships .506 .470 0.92 .000 

SPW16←Postive relationships .954 .682 .132 .000 

SPW13←Positive relationships .469 .469 .085 .000 

SPW6←Positive relationships 1.000 .670   

flow1←Positive affect/engagement 1.628 .707 .398 .000 

WOSS7←Positive affect/engagement 1.529 .406 .442 .000 

OTH9←Positive affect/engagement .614 .211 .264 .020 

OTH7←Positive affect/engagement 1.335 .505 .355 .000 

OTH6←Positive affect/engagement 1.000 .329   

MLQ10←Purpose in life/meaning -.219 -.173 .090 .015 

MLQ6←Purpose in life/meaning 1.074 .882 .066 .000 

MLQ5←Purpose in life/meaning .861 .821 .060 .000 

MLQ4←Purpose in life/meaning .987 .853 .064 .000 

MLQ3←Purpose in life/meaning -.004 -.853 .084 .964 

MLQ2←Purpose in life/meaning -.074 -.064 .083 .375 

MLQ1←Purpose in life/meaning 1.000 .845   

SUCK3←Self-acceptance/self-esteem 1.237 .875 .157 .000 

SUCK1←Self-acceptance/self-esteem 1.218 .844 .156 .000 

SPW1←Self-acceptance/self-esteem 1.000 .533   
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OTH18←Positive emotion 1.499 .680 .293 .000 

OTH16←Positive emotion 1.229 .552 .422 .004 

OTH13←Positive emotion 1.105 .523 .239 .000 

OTH8←Positive emotion 1.000 .409   

GRIT1←Competence .385 .327 .089 .000 

SUCK7←Competence .804 .644 .096 .000 

SPW9←Competence 1.000 .715   

GRIT15←Competence .426 .398 .081 .000 

AHS8←Optimism -4.754 -.737 1.240 .000 

AHS6←Opitmism -.1031 -.146 .571 .071 

AHS4←Optimism -4.738 -.885 1.749 .007 

AHS1←Optimism 1.000 .150   

CESD8←Optimism 1.000 .245   

SPW12←Emotional stability .503 .422 .104 .000 

SPW8←Emotional stability 1.000 .533   

WOSS4←Vitality 1.000 .269   

OTH15←Vitality 1.376 .552 .374 .000 

OTH16←Vitality .103 .045 .374 .783 

CEI10←Vitality .880 .373 .268 .001 

SUCK10←Resilience 1.000 .743   

AHS6←Resilience 1.000 .610   

AHS4←Resilience -.625 -.503 .269 .035 

AHS1←Resilience 1.000 .645   
Note. a SPW=Scales of Psychological Wellbeing (Ryff & Keyes, 1995); TSWLS=Satisfaction with Life 

Scale (Pavot et al., 1998; Ye, 2006); SUCK=Strengths Use and Current Knowledge Scale (Jarden, 2009); 

OTH=Orientations to Happiness Scale (Peterson et al., 2005); AHS=Adult Trait Hope Scale (Synder, 

1994); CEI=Curiosity and Exploration Inventory Two (Kashdan et al., 2009); GS=Gratitude 

Questionnaire Six Item Form (McCullough et al., 2002); GRIT=Grit Scale (Duckworth et al., 2007); 

MLQ=Meaning in Life Questionnaire (Steger et al., 2006); WOSS=Ways of Savouring Scale (Jose, 

2009); CES-D=Centre for Epidemiological Studies Depression Scale (Radloff, 1977), FLOW=Other 

questions 

b The number denotes the item number of the measurement scale. 

c R indicates that item has been reverse scored. 

d *** =0.000. 
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Table 11 

DSM-IV and ICD-10 Definition of Flourishing (Huppert & So, 2009) Correlation 

Matrix 

 PR PA/E PL/M SA/SE PE C O ES V R 

PR 1.000          

PA/E .382 1.000         

PL/M .625 .596 1.000        

SA/SE .569 .429 .491 1.000       

PE .080 .404 .052 .163 1.000      

C .492 .673 .613 .757 .234 1.000     

O -.272 -.752 -.423 -.523 -.534 -.673 1.000    

ES .563 .777 .487 .625 .323 .924 -.723 1.000   

V .211 .494 .163 .269 .655 .178 -.405 .364 1.000  

R .433 .731 .572 .306 .367 .870 -.961 .633 .306 1.000 
Note. PR=Positive Relationships; PA/E=Positive affect/engagement; PL/M=Purpose in life/meaning; 

SA/SE=Self-acceptance/self-esteem; PE=Positive emotion; C=Competence; O=Optimism; 

ES=Emotional stability; V=Vitality; R=Resilience 

 

Diener et al.’s (2010) Flourishing Scale was the third model to be analysed. 

Diener et al view positive wellbeing as represented by seven human psychological 

needs: positive relationships, engagement, purpose and meaning, self-acceptance and 

self-esteem, competence, optimism and social contribution. 

The results of the CFA performed on Diener et al.’s model are shown in 

Table 12. Latent variables are shown in the left hand column with the relevant 

observed variables (items). The obtained unstandardised and standardised regression 

weights are also shown, as is the standard error and level of significance. 

Intercorrelations are shown between the latent variables in Table 13. 
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Table 12 

Flourishing Scale (Diener et al., 2010) Regression Weights and Standardised 

Regression Weights 

IWS Positive Psychology Scale Item 
Corresponding with Diener et al. 
(2010) Construct a, b, c 

Estimate 
Regression 

Weight 

Estimate 
Standardised 

Regression Weight 

SE P d 

GS4←Postive relationships 1.000 .464   

SPW16←Postive relationships 1.968 .698 .352 .000 

SPW13←Positive relationships .903 .451 .199 .000 

SPW6←Positive relationships 2.094 .695 .374 .000 

flow1←Positive affect/engagement 1.00 .824   

WOSS7←Positive affect/engagement .741 .442 .120 .000 

OTH9←Positive affect/engagement .315 .248 .093 .000 

OTH7←Positive affect/engagement .698 .577 .084 .000 

OTH6←Positive affect/engagement .475 .354 .097 .000 

MLQ10←Purpose in Life/meaning 1.000 .182   

MLQ6←Purpose in life/meaning -5.096 -.898 1.979 .010 

MLQ5←Purpose in life/meaning -4.080 -.842 1.589 .010 

MLQ4←Purpose in life/meaning -4.696 -.874 1.826 .010 

MLQ3←Purpose in life/meaning -.029 -.006 .361 .935 

MLQ2←Purpose in life/meaning .312 .062 .379 .411 

MLQ1←Purpose in life/meaning -4.759 -.867 1.851 .010 

SUCK3←Self-acceptance/self-esteem 1.188 .868 .140 .000 

SUCK1←Self-acceptance/self-esteem 1.220 .873 .144 .000 

SPW1←Self-acceptance/self-esteem 1.000 .564   

GRIT15←Competence .529 .492 .083 .000 

GRIT1←Competence .460 .392 .090 .000 

SUCK7←Competence .921 .715 .104 .000 

SPW9←Competence 1.000 .696   

AHS8←Optimism .806 .753 .072 .000 

AHS6←Optimism 1.000 .829   

AHS4←Optimism .377 .424 .064 .000 

AHS1←Optimism .821 .692 .080 .000 

CESD8←Optimism -2.84 -.409 .050 .000 
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OTH14←Social contribution .530 .619 .065 .000 

OTH11←Social contribution 1.000 .982   

WOSS1←Social contribution .150 .168 .063 .017 

OTH17←Social contribution .351 .380 .066 .000 
Note. a SPW=Scales of Psychological Wellbeing (Ryff & Keyes, 1995); SUCK=Strengths Use and 

Current Knowledge Scale (Jarden, 2009); OTH=Orientations to Happiness Scale (Peterson et al., 2005); 

AHS=Adult Trait Hope Scale (Synder, 1994); GS=Gratitude Questionnaire Six Item Form (McCullough 

et al., 2002); GRIT=Grit Scale (Duckworth et al., 2007); MLQ=Meaning in Life Questionnaire (Steger 

et al., 2006); WOSS=Ways of Savouring Scale (Jose, 2009); CES-D=Centre for Epidemiological Studies 

Depression Scale (Radloff, 1977), FLOW=Other questions 

b The number denotes the item number of the measurement scale. 

c R indicates that item has been reverse scored. 

d *** =0.000. 

 

Table 13 

Flourishing Scale (Diener et al., 2010) Correlation Matrix 

 PR PA/E PL/M SA/SE C O SC 

PR 1.000       

PA/E .410 1.000      

PL/M -.640 -.687 1.000     

SA/SE .585 .528 .554 1.000    

C .482 .758 -.671 .776 1.000   

O .360 .769 -.545 .620 .738 1.000  

SC .199 .697 -.494 .412 .507 .484 1.000 
Note. PR=Positive Relationships PA/E=Positive affect/engagement; PL/M=Purpose in life/meaning; 

SA/SE=Self-acceptance/self-esteem; PE=Positive emotion; C=Competence; O=Optimism; SC=Social 

contribution 

 

The fourth model to be analysed was Seligman’s (2011) PERMA Model. 

Seligman proposed that wellbeing comprises five constructs: positive relationships, 
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engagement, meaning and purpose, positive emotion and accomplishment/

competence. 

The results of the CFA performed on Seligman’s model are presented in 

Table 14. Latent variables are shown in the left hand column with the relevant 

observed variables (items). The obtained unstandardised and standardised regression 

weights are also shown, as is the standard error and level of significance. 

Intercorrelations are shown between the latent variables in Table 15. 
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Table 14 

PERMA Model (Seligman, 2011) Regression Weights and Standardised Regression 

Weights 

IWS Positive Psychology Scale Item 
Corresponding with Seligman (2011) 
Constructa,b,c 

Estimate 
Regression 

Weight 

Estimate 
Standardised 

Regression Weight 

SE P d 

GS4←Postive relationships 1.144 .463 .270  

SPW13←Postive relationships 1.000 .436   

SPW16←Positive relationships 2.368 .738 .484 .000 

SPW6←Positive relationships 2.215 .646 .455 .000 

flow1←Positive affect/engagement 1.000 .489   

WOSS7←Positive affect/engagement 1.172 .351 .316 .000 

OTH9←Positive affect/engagement .957 .370 .248 .000 

OTH7←Positive affect/engagement .1.650 .703 .310 .000 

OTH6←Positive affect/engagement 1.304 .483 .284 .000 

MLQ10←Purpose in life/meaning 1.000 .833   

MLQ6←Purpose in life/meaning -.132 -.114 .086 .122 

MLQ5←Purpose in life/meaning -.194 -.195 .073 .008 

MLQ4←Purpose in life/meaning -.117 -.106 -
1.436 

.151 

MLQ3←Purpose in life/meaning .853 .772 .073 .000 

MLQ2←Purpose in life/meaning .930 .844 .075 .000 

MLQ1←Purpose in life/meaning -.161 -.143 .083 .053 

OTH18←Positive emotion 1.000 .532   

OTH16←Positive emotion 1.248 .657 .239 .000 

OTH13←Positive emotion .979 .543 .199 .000 

OTH8←Positive emotion 1.064 .510 .224 .000 

GRIT15←Competence/
accomplishment 

1.024 .672 1.74 .000 

GRIT1←Competence/
accomplishment 

.950 .567 .174 .000 

SUCK7←Competence/
accomplishment 

1.000 .562   

SPW9←Competence/
accomplishment 

1.008 .506 .197 .000 
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Note. a SPW=Scales of Psychological Wellbeing (Ryff & Keyes, 1995); SUCK=Strengths Use and 

Current Knowledge Scale (Jarden, 2009); OTH=Orientations to Happiness Scale (Peterson et al., 2005); 

GS=Gratitude Questionnaire Six Item Form (McCullough et al., 2002); GRIT=Grit Scale (Duckworth et 

al., 2007); MLQ=Meaning in Life Questionnaire (Steger et al., 2006); WOSS=Ways of Savouring Scale 

(Jose, 2009), FLOW=Other questions 

b The number denotes the item number of the measurement scale. 

c R indicates that item has been reverse scored. 

d *** =0.000. 

 

Table 15 

PERMA Model (Seligman, 2011) Correlation Matrix 

 PR PA/E PL/M PE C 

PR 1.000     

P/E .216 1.000    

PL/M -.252 .127 1.000   

PE .071 .483 .102 1.000  

C .320 .601 -.050 .260 1.000 
Note. PR=Positive Relationships; PA/E=Positive affect/engagement; PL/M=Purpose in life/meaning; 

SA/SE=Self-acceptance/self-esteem; PE=Positive emotion; C=Competence/accomplishment 

 

A summary of the CFA model fit results for the four flourishing models is 

provided in Table 16. 
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Table 16  

CFA Model Fit Results Summary for All Four Flourishing Models 

Flourishing Model RMSEA RMSEA CI90 

Mental Health Continuum (Keyes, 2002) .077 .073-.081 

DMS-IV and ICD-10 Definition (Huppert & So, 2009) .085 .080-.091 

Flourishing Scale (Diener et al., 2010) .096 .090-.102 

PERMA Model (Seligman, 2011) .133 .125-.141 
 

Chi-square statistics typically provide an indication of the differences in fit 

between the hypothesised model and the data, with non-significant p-values 

indicating a good fit. However, when large sample sizes are involved, chi-square 

values can be misinterpreted as significant as a result of unimportant differences in 

the sample data (Brown, 2015). 

The RMSEA represents the square root of the average or the mean of the 

covariance residuals: the differences between corresponding elements of the 

observed and predicted covariance matrix. Zero represents a perfect fit, but the 

maximum is unlimited (Moss, 2016). RMSEA is less sensitive to sample size (Fan, 

Thompson & Wang, 1999). Given these assumptions, in the current study model fit 

was determined based on examination of the RMSEA. As highlighted earlier, an 

acceptable fit was determined by an RMSEA cuttoff less than 0.8 (Brown & Cudeck, 

1993; Steiger, 1990). “Best fit” was assessed by determining the model that had the 

lowest RMSEA value based on the cutoff criterion of less than 0.8. 

Table 16 suggests that the Keyes (2002) Mental Health Continuum provides 

the best fit (RMSEA=.077, RMSEA CI90 =.073-.081) to the IWS data of young 

people aged 16 to 24 years. The results of the current analysis indicate that the 

remaining three flourishing models—DMS-IV and ICD-10 Definition of Flourishing 

(Huppert & So, 2009), Flourishing Scale (Diener et al., 2010) and PERMA Model 
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(Seligman, 2011)—violate these recommendations and are deemed on this criteria to 

be a significantly poorer fit (α=.1). The fit statistics for these three models fall 

outside of the RMSEA CI90 =0.77. 
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Chapter 4: Discussion 

The current study had four aims. The first was to build on Hone et al.’s 

(2014) research, which examined the operational definitions of four proposed 

flourishing models (i.e., Diener et al., 2010; Huppert & So, 2009; Keyes, 2002; & 

Seligman, 2011) on adults and apply these models to older adolescents. The second 

was to provide preliminary research that identified prospective wellbeing constructs 

that could be used to define and measure flourishing in young people, specifically 

older adolescents. The third was to explore whether the four flourishing models are 

psychometrically suitable to utilise in prospective studies that investigate how 

flourishing can be measured in older adolescents. The last aim was to provide further 

insight into how to facilitate and manage young people’s positive mental health and 

thus contribute towards reducing the prevalence of ill mental health in young people 

around the world. 

4.1 Aim 1: Examining Four Proposed Flourishing Models in 16 to 24 

Year Olds 

As stated, the first aim of the study was to build on Hone et al.’s (2014) 

research. The current study revealed that the Mental Health Continuum (Keyes, 

2002), was the best model that provided a good fit for the 16- to 24-year-old 

participants of the IWS data, as indicated by the RMSEA indices and CI criteria 

from the CFA. The results suggest that the other flourishing models—DMS-IV and 

ICD-10 Definition of Flourishing (Huppert & So, 2009), Flourishing Scale (Diener 

et al., 2010) and PERMA Model (Seligman, 2011)—did not present as good fitting 

models when the 16 to 24 year olds’ data was applied to them. 

The results of the current study are in contrast to those of Hone et al.’s (2014) 

study, which suggested that the four proposed flourishing models all contributed 
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towards providing valuable information about how to identify flourishing in adults. 

(see Section 1.7.5). Hone et al. also found a strong consistency between the 

relationship in the flourishing models developed by Keyes and Seligman (81%) and 

Diener et al. and Seligman (81%). A moderate consistency was identified between 

Seligman and Huppert and So’s models (74%). However, this current study found 

that Keyes’ (2002) Mental Health Continuum Model was the best model to comprise 

construct validation of flourishing in young people aged 16 to 24 years. 

The current study’s results also support the use of Keyes’ Mental Health 

Continuum Model with adolescents. As highlighted by Hone et al., past research has 

found that the Mental Health Continuum Model is a psychometrically sound 

instrument to use on adolescents across cultures. It has presented with excellent 

internal consistency and discriminant validity with adolescents from a variety of 

countries including Egypt, the Netherlands, South Africa and the United States 

(Keyes, 2006; Keyes et al., 2008; Lamers et al., 2011, Salama-Younes, 2011; Lim, 

2014). The Mental Health Continuum Model has also been implemented in various 

international surveys such as the US Panel Study of Income of Dynamic’s Child 

Development Supplement (Keyes, 2009), the South Africa Fortology Study (Keyes 

et al., 2008) and the Canadian Community Health Survey (Hubka & Lakaski 2013). 

In 2014, Lim derived a Korean version of the Mental Health Continuum Model and 

tested it on 547 Korean, high school students aged 14 to 17 years. The findings 

revealed that the Korean version of the Mental Health Continuum Model was a 

psychometrically valid and reliable tool to use to measure flourishing on Korean 

adolescents. 

Hone et al.’s (2014) research and the current study are preliminary 

investigations that have endeavoured to implement theoretical models to examine the 
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epidemiology of flourishing in adults and adolescents, respectively. Both studies 

have presented unique aims, research designs, research methodologies and statistical 

analysis techniques. Based on the preliminary findings of both studies, the results 

suggest that future researchers need to consider what constitutes flourishing in 

adolescents separately to what constitutes flourishing in adults. In addition, it would 

be assumed that until a clearer picture has been established regarding the experience 

of flourishing across the lifespan, flourishing should be examined separately across 

developmental ages (e.g., children, adolescents, young adults, adults and older 

adults). The current study has also reinforced the valuable role that Keyes’ (2002) 

Mental Health Continuum Model may play as a tool for identifying flourishing in 

young people, including those within the developmental stages of adolescence and 

emerging adulthood. 

4.2 Aim 2: Identifying Wellbeing Constructs That Contribute 

Towards Flourishing in 16 to 24 Year Olds 

The current study’s second aim attempted to provide preliminary research 

that identified prospective wellbeing constructs that could be used to define and 

measure flourishing in young people. As previously highlighted, the current study’s 

findings identified Keyes’ (2002) Mental Health Continuum Model to be the only 

model that fitted the 16- to 24-year-old IWS data. 

Keyes (2002) developed the earliest and arguably the most evidence-based 

model of flourishing (Hone et al., 2014). Described by Hone et al. as a “polytheistic 

approach” (p. 66), Keyes’ Mental Health Continuum Model of Flourishing is derived 

from three underlying theoretical approaches. These include Keyes’ own work in the 

area of social wellbeing (Keyes, 1998), Diener’s emotional wellbeing research 

(Diener et al., 1999) and Ryff’s studies that distinguish between hedonic wellbeing 



104 

(i.e., subjective or emotional) and eudaimonic wellbeing (i.e., psychological). 

Moreover, The Mental Health Continuum comprises three components of wellbeing 

(i.e., emotional, psychological and social) and based on the DSM-I’s internationally 

agreed diagnostic criteria. Keyes’ Mental Health Continuum Model identifies 

individuals as flourishing when they present with hedonic symptoms and positive 

functioning (Hone et al., 2014). 

The Mental Health Continuum Model (Keyes, 2002) shares a few conceptual 

characteristics with the Flourishing Scale (Huppert & So, 2009), the DSM-IV and 

ICD 10 Definition of Flourishing (Diener et al., 2010) and the PERMA Model 

(Seligman, 2011). First, each of the four proposed flourishing models suggest that 

flourishing is related to high levels of wellbeing and that wellbeing is a multi-

dimensional construct. Second, all four proposed flourishing models are based on 

Keyes’ original theoretical framework that combines feeling and functioning. Third, 

each model shares constructs pertaining positive relationships, engagement (i.e., also 

termed by Keyes’ as positive affect/interest) and meaning and purpose. Three of the 

four models include the constructs of self-acceptance and/or self-esteem (i.e., Keyes, 

Huppert & So, Diener et al.), positive affect/happy and/or positive emotion (i.e., 

Keyes, Huppert & So, Seligman) and competence (i.e., Huppert & So, Diener et al., 

Seligman et al.) and two models share the constructs optimism (i.e., Huppert & So, 

Diner et al.) and social contribution (i.e., Keyes, Diener et al.). Fourth, the proposed 

flourishing models are each based on response scales that contain less than 20 

questions and do not require expert administration (Hone et al., 2014). 

Nevertheless, the Keyes’ (2002) Mental Health Continuum Model is the only 

model that is founded on psychometrically derived, empirical cross-cultural studies 

that are shown to comprise valid constructs appropriate to use with adolescents 
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(Keyes, 2006; Keyes et al., 2008; Lamers et al., 2011; Salama-Younnes, 2011). 

Moreover, the Keyes’ model is the only model that includes additional constructs 

related to social wellbeing and functioning in public life (i.e., social integration, 

social growth, social acceptance, social coherence, environmental mastery, personal 

growth, autonomy and life satisfaction). 

Hone et al. (2014) recommended that life satisfaction is an important 

construct to include when measuring flourishing, because although life satisfaction 

appears to be separate to flourishing, the two constructs have been found to be 

related (Huppert & So, 2013). Life satisfaction comprises one of the three 

components of emotional wellbeing, in addition to positive affect and negative affect 

(Diener et al., 1999). Life satisfaction refers to an individual’s long-term assessment 

of their life (Keyes & Magyar-Moe, 2009, p. 412). Studies have indicated that high 

levels of life satisfaction in young people is associated with high levels of self-

confidence and self-efficacy, increased social competencies, academic success, 

optimistic thinking, feelings of personal control and high personal standards 

(Extremera, Duran & Rey, 2007; Gilman & Huebner, 2006; Huebner, Gilman, & 

Laughlin, 1999; Leung, McBride-Chang & Lai, 2004; Nevin, Carr, Shelvin, Dooley, 

& Breaden, 2005; Suldo & Shaffer, 2007). 

The findings of the current study suggest that the 14 constructs comprising 

the Keyes’ Mental Health Continuum Model may play an important role in the 

experience of flourishing in young people. Of particular interest are the eight 

constructs (i.e., social integration, social growth, social acceptance, social coherence, 

environmental mastery, personal growth, autonomy and life satisfaction) that are 

exclusively included in the Mental Health Continuum Model that relate to social 

wellbeing and functioning in public life. Future investigations should continue to 
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examine how these eight constructs may contribute towards the experience of 

flourishing for young people. 

4.3 Aim 3: Measuring Flourishing in Young People 

The third aim of the current study was to explore whether the four flourishing 

models are psychometrically suitable to use in prospective studies that investigate 

the measurement of flourishing in young people. Given that the current study and 

previous research has identified Keyes’ (2002) Mental Health Continuum Model as a 

sound tool to gather information about young people’s wellbeing and their 

experiences of flourishing (Keyes, 2006; Keyes et al., 2008; Lamers et al., 2011, 

Lim, 2014; Salama-Younes, 2011), it would be apparent that prospective studies 

should further examine Keyes’ (2002) Mental Health Continuum Model on young 

people more closely. In particular, researchers should pay particular attention to the 

eight constructs (i.e., social integration, social growth, social acceptance, social 

coherence, environmental mastery, personal growth, autonomy and life satisfaction) 

exclusive to this model and explore if these constructs may play a specific role in 

contributing to flourishing in young people. Prospective researchers could explore 

these eight constructs as a separate subset of the Mental Health Continuum Model or 

as a separate scale. An exploratory factor analysis could be applied to examine each 

of the constructs more closely. Alternatively, these constructs could be investigated 

as a supplementary addition to the other flourishing models to explore if they 

improve the fit of the models and thereby the construct validity. This would provide 

further evidence to support the importance of these particular constructs in the role 

of flourishing in young people. 

Arnett (2000) described the developmental period between adolescence and 

adulthood as “emerging adulthood” (i.e., approximately between the ages of 18 to 25 
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years). In 1995, Arnett commenced a longitudinal study that examined the lives of 

three hundred young Americans aged from 18 to 29 years. Regardless of cultural and 

socio-economic background, Arnett’s findings revealed five key features that 

characterised the lives of emerging adults. These were: age of identity exploration 

(i.e., emerging adults make their own decisions about what they want in life in 

relation to work, school and relationships), age of instability (i.e., emerging adults 

experience constant changes in their lives, for example, in areas such as living 

arrangements, relationships, college, work), age of self-focus (i.e., emerging adults 

are no longer under the care and guidelines of their parents or school, instead they 

are forced to make their own decisions about their life, for example, in relation to 

what they do, where they go, who they want to be with), age of feeling in between 

(i.e., emerging adults take responsibility for themselves; however, they do not yet 

feel like adults) and age of possibilities (i.e., emerging adults are optimistic that they 

have the resources to live a better life than their parents) (Munsey, 2006). 

Given that Arnett’s research began over two decades ago, it would be 

anticipated that the characteristics of current emerging adults differ slightly to those 

of their previous counterparts. The most recent demographic data reported by the 

ABS (2012) suggests that the societal trends of young people (i.e., 18 to 35 year 

olds) have changed from 1976 to 2011 in relation to living arrangements, family life, 

educational and workforce arrangements. The ABS 2011 Census of Population and 

Housing indicated that young people are now delaying moving out of home and 

getting married and starting family life later. In addition, more young people, in 

particular women, are engaging in study at educational institutions and commencing 

full-time or part-time employment. Reasons cited by the ABS for these changes in 

the societal trends of young people include increased costs of living and housing and 
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the need for greater qualifications within the workforce. Therefore, while Arnett’s 

theory of emerging adults appears to provide an accurate and evidence-based 

description of the experiences of a young person who is transitioning from 

adolescence to adulthood, the characteristics pertaining to the developmental stage of 

emerging adulthood may be dependent on changes over time as a consequence of the 

stability of the economic climate. Moreover, it would be expected that the economic 

climate may have implications for emerging adults’ health and wellbeing. For 

example, as the economy becomes challenged, young people begin to experience 

greater financial burden, causing increased symptoms of stress and anxiety. As 

research studies have suggested, more and more young people are presenting with 

health issues, mental illness and relationship difficulties (ABS, 2015; ABS, 2012; 

Gore et al., 2011; WHO, 2009). 

Arnett (2007) reported that the majority of young people successfully manage 

the developmental challenges of emerging adulthood. Moreover, wellbeing gradually 

increases as people merge into adult life. Nevertheless, these findings are based on 

studies measuring depressive symptomology and self-esteem in emerging adults 

(Galambos, Barker & Krahn, 2006; Schulenberg & Zarrett, 2006). No study has 

measured flourishing in emerging adults or young people. Further, it is apparent that 

when defining and measuring flourishing there needs to be consideration and 

acknowledgement that the experience of flourishing can change over time and may 

be dependent on the interaction of biological factors, such as an individual’s 

developmental stage and their current health and wellbeing status, as well as 

environmental factors, such as the stability of the economic environment. 

Arnett’s theory of emerging adulthood highlighted the importance of young 

people as social beings. Mental health experts have also described the 
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biopsychosocial stage of late adolescence as a period that is centred on the social 

aspect of development (Arnett, 2000; Carr-Gregg & Shale, 2002; Schulenberg & 

Maggs, 2002). The eight constructs exclusive to Keyes’ (2002) Mental Health 

Continuum (i.e., social integration, social growth, social acceptance, social 

coherence, environmental mastery, personal growth, autonomy and life satisfaction) 

focus on the importance of social wellbeing and functioning in public life. Being 

able to establish and measure the presence of (i.e., or lack of) the “social” component 

of wellbeing in young people may play a critical role in identifying those young 

people who are flourishing and those who are not. Future studies should examine 

this specific component more closely to determine its significance in the role of 

flourishing in young people. 

In addition, it is important that future researchers further examine the 

constructs comprising the other three flourishing models and explore if a 

combination of constructs from all four models could be used to construct an 

appropriate instrument that measures flourishing in young people. 

4.4 Aim 4: Young People’s Positive Mental Health in the Future 

The fourth aim of the current study was to provide insight into ways in which 

future research could be directed towards identifying, facilitating and managing 

young people’s positive mental health and thus contribute towards reducing the 

prevalence of ill mental health in young people globally. The current study’s 

findings and previous research provides preliminary evidence to suggest that the 

Keyes’ (2002) Mental Health Continuum Model presents as a psychometrically 

sound model to utilise and build on to create a tool to measure flourishing in young 

people (Keyes, 2006; Keyes et al., 2008; Lamers et al., 2011, Salama-Younes, 2011; 
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Lim, 2014). The usefulness of this model as a tool within the field of positive mental 

health also presents as advantageous. 

As discussed, young people’s mental health is now considered a chief 

priority for researchers, professionals and policy-makers (WHO, 2005). The Grand 

Challenges in the Global Mental Health Initiative emphasised the need to be able to 

assess the mental health of young people and build on the strengths and 

competencies that lead to flourishing (Collins et al., 2011). However, establishing 

the underlying factors that facilitate flourishing in young people is complex. An 

underlying contributor to this has been the traditional disease approach to mental 

illness that has focused on pathology, weakness and deficits (Linley et al., 2006; 

Magyar-Moe, 2009). While researchers have highlighted that mental health 

researchers and clinicians are more aware of the importance of addressing mental 

health from a positive perspective, the absence of positive mental health measuring 

tools has meant that mental health symptomology is still measured using the disease 

model of client functioning (Dunn & Dougherty, 2008; Linley et al., 2006; Magyar-

Moe, 2009; Seligman, 2002; 2011). This presents as poor clinical practice both 

psychometrically and ethically. 

A tool that measures flourishing in young people presents valuable 

implications for clinical practice. First, it would provide mental health clinicians the 

ability to identify and diagnose young people’s levels of mental health along a 

continuum ranging from flourishing through to languishing. This would enable more 

accurate diagnosis, treatment and long-term management of young people’s mental 

health issues. It would also offer clinicians the opportunity to monitor and provide 

strategies to improve the mental health of not only those young people presenting 

with mental health issues but also those presenting as mentally healthy. 
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A flourishing measurement tool also presents a myriad of possibilities for the 

clinical and non-clinical populations at the individual, group and organisational 

level. Specifically, it could provide diagnostic information about individuals, groups 

and organisations that could be used as an evidence basis for selection and 

implementation of specific, targeted positive psychology interventions within 

settings such as hospitals, schools, universities, the military, astronaut education 

programs, corporations and government, where positive psychology practice is 

currently being applied (Brunwasser et al., 2009; Cameron, 2008; Cameron et al., 

2004; Connelly, 2002; Fava & Ruini, 2003; Fredrickson & Joiner, 2002; Hakanen et 

al., 2008; Harter et al., 2002; National Health Scotland, 2011; Seligman, 2006, 2011, 

2013; Seligman et al., 2009; Tugade & Fredrickson, 2004). In the past, some positive 

psychology interventions such as the PRP and the SHPPC (Seligman, 2011) have 

been criticised for lack of generalisability of findings (Horowitz & Garber, 2006). A 

flourishing measurement tool would help to overcome these limitations by allowing 

more accurate and specific assessments of an individual, groups and/or organisations 

positive mental health through baseline phase, intervention phase and post phase 

testing of an individual’s mental health in association with the positive psychology 

intervention. 

Finally, a psychometrically sound flourishing measurement tool would 

challenge positive psychology sceptics by providing a way of psychometrically 

demonstrating how a positive psychological approach with clinical and non-clinical 

settings can benefit individuals, groups, organisations and society (Clifton, 2003; 

Diener et al., 2010; Govindji & Linley, 2007; Hone, et al., 2014; Huppert & So, 

2009; Keyes, 2002; Lopez & Snyder, 2003; Seligman, 2002; Seligman, 2010). 
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4.5 Methodological Issues and Directions for Future Research 

The following sections address some methodological limitations of the 

present study. 

4.5.1 Gender Distribution of the Young People 

The first limitation relates to the gender distribution of the young people who 

participated in the current study. Overall, there was a relatively even age distribution 

of 16 to 24 years olds. However, a gender bias was evident as the results showed that 

more females (n=1781, 79.6%) than males (n=458, 20.4%) participated in the study. 

Even though the young people who participated in the study were impartially 

recruited using a variety of sources (e.g., newsletters, email lists, website postings, 

company texts and display posters), males appeared to be under-represented. This 

means that female participants’ responses could have unduly influenced the outcome 

of the results. 

This potential issue is also raised by the chi-square test results that showed 

medium to strong associations between gender and age, X2(8, N=2245)=17.48, 

p=.03; gender and language, X2(14, N=2245)=80.18, p=<.001; gender and country of 

origin, X2(60, N=2245)=199.53, p=<.001 and gender and relationship status, X2(6, 

N=2245)=46.57, p=<.001. Specifically, more females aged 18 years (n=257), 19 

years (n=239) and 24 years (n=217) participated in the current study than those aged 

16 years (n=121), 17 years (n=183), 20 years (n=200) 21 years (n=191), 22 years 

(n=189) and 23 years (n=190). 

A methodological explanation for the over-distribution of female participants 

may relate specifically to the subject matter that the current study focused on. 

Previous research findings have suggested that young men who present as mentally 

healthy and mentally ill associate a stigma with mental illness. As a consequence, 
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they are less willing to participate in research associated with mental health 

(Gauthier & Clarke, 1999; Hinton, Zweifach, Oishi, Tang & Unutzer, 2006; Loue & 

Sajatovic, 2008; Woodall, Morgan, Sloan & Howard, 2010). Further, Woodall et al. 

(2010) conducted an exploratory review of 49 mental health research studies and 

found that males who are diagnosed with depression are more likely to be in denial 

of their mental health issues. Males also prefer to suffer with depression in private 

rather than seeking external professional help (Hinton et al., 2006). 

Findings of past studies have highlighted that females are more likely to seek 

help for mental health issues than males, regardless of developmental age (Boldero 

& Fallon, 1995; Rickwood et al., 2005; Rickwood & Braithwaite, 1994; Offer, 

Howard, Schonert & Ostrov, 1991). For example, Rickwood et al. (2005) found that 

females are more likely to seek advice and support from others, while males are 

more likely to perceive mental health issues as a personal weakness and thus 

experience denial and/or a lack of self-awareness regarding their presenting mental 

illness symptoms. Rickwood et al. also found that positive relationships play a key 

role in empowering males to express their internal world to others and males are 

more likely to seek help for mental illness when they receive encouragement from 

others. 

Woodall et al. (2010) suggested that targeted marketing material and 

avoidance of the use of language that uses mental illness terms in mental health 

research may encourage an increase in male participation rates in mental health and 

wellbeing research. In light of this, future researchers may benefit from providing 

targeted, psycho-education to males about mental health. This may help to change 

the male cultural beliefs around mental health and illness, thereby reducing any 

myths and/or stigma. It would also help males understand the importance of 
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contributing to mental health research. A 2015 review conducted by Robertson et al. 

in association with the Men’s Health Forum (England and Wales) and the Movember 

Foundation suggested several recommendations to help reduce these stigma issues in 

males. Recommendations included the need for male friendly, culturally sensitive 

and safe spaces that males presenting with mental health issues could access, PPI, 

the use of male-oriented terms, style and language when providing males with 

education about their mental health and wellbeing, male socially and culturally 

inclusive settings that males can go and seek help in, help-seeking mental health 

environments that preserve and consider male’s anonymity and privacy such as 

websites and telephone services and male familiar, activity-based interventions and 

strategies. 

4.5.2 Young People’s Country of Origin and Primary Spoken Language 

A second limitation of the current study relates to the country of origin and 

primary spoken language of the participants. While participants came from 60 

different countries, most of the young people reported that they spoke English 

(n=909, 40.5%) as their primary language. Respectively, Hungarian (n=384, 17.1%), 

Slovene (n=199, 8.9%), Chinese (n=189, 8.4%) and Spanish (n=172, 7.7%) were 

found to be the next most common primary languages spoken by the young people. 

A chi-square test was performed to examine the relationship between country of 

origin and primary spoken language. A moderately strong association between these 

two variables was identified, X2(840, N=2245)=24576.73, p=<.001, suggesting that a 

relationship existed between the young people’s country of origin and their primary 

spoken language. 

The issue of error impacting on a study’s results is common in any area of 

research (Field, 2009). Given the methodological sampling procedures implemented 
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in the current study, it is reasonable to assume that some of the participants did not 

complete the IWS scales in their primary language (e.g., a Chinese-born high school 

student who is residing in an English-language-speaking country). This leaves open 

the possibility that some participants may have misinterpreted the questions, and 

may have unintentionally responded inaccurately to the questions. 

The current study’s results may have also been impacted by cultural bias. The 

original IWS measures were utilised within American, Australian, New Zealand and 

European cultures. Although the current study translated the measures into 16 

different languages (i.e., English, Chinese, Czech, Dutch, Finnish, French, German, 

Hungarian, Italian, Norwegian, Persian, Portuguese, Russian, Slovak, Slovene and 

Spanish), some of the items may have had a very different meaning, or little or no 

meaning, to young people from Asian, Hispanic or Middle Eastern cultures. 

In addition, when scale items are translated into another language, their 

nature and meaning can change (Zucker, Miska, Alainiz & Guzman, 2005). It is 

possible that there were some translation issues. Such issues may have resulted in the 

meaning of scale items changing, affecting the validity and reliability of the study’s 

results. This may also explain the low reliability scores corresponding to some scale 

items that were extracted from the IWS’s positive psychology measures to measure 

the model constructs (see Table 5). 

4.5.3 Reliability of the Positive Psychology Measures for Young People Aged 16 

to 24 Years 

The IWS positive psychology measures utilised in the current study 

demonstrated acceptable to excellent reliability in the current sample of young 

people, with alpha coefficients ranging from α=.70 to α=.91. Past research reported 

that the majority of the tools implemented in the current study presented good 
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evidence for use on adults. These included: the SPW (Seifert, 2005); TSWLS (Pavot 

et al., 1998; Ye, 2006); SUCK Scale (Reid, 2015); Subjective Happiness Scale 

(Lyubomirsky & Lepper, 1999); Orientations to Happiness Scale (Peterson et al., 

2005); Adult Trait Hope Scale (Magyar-Moe, 2009); CEI-II (Kashdan et al., 2009); 

MLQ (Steger et al., 2006); SBI (Bryant, 2003) and Control Beliefs Scale (Bryant & 

Veroff, 2007). However, the literature review indicated that only two of the 

measurements had been implemented and reported as valid and reliable tools to use 

to measure positive mental health in children and young people. The Gratitude 

Questionnaire has been validated for use with children and adolescents aged 10 to 19 

years (Froh et al., 2011), and the Centre for Epidemiological Studies Depression 

Scale has been validated for use with high school students and young people 

(Radloff, 1991). The results of the current study have provided evidence to support 

the use of the positive psychology measures on young people. This has important 

implications for research in the area of young people and positive psychology 

research and practice. 

4.5.4 Alignment of the Positive Psychology Scale Items with the Four 

Flourishing Models 

The current study and Hone et al.’s (2014) research have highlighted the 

methodological difficulties associated with trying to integrate theory and practice. 

An ultimate goal for positive mental health researchers is to define and measure 

flourishing. This involves understanding and identifying the constructs that comprise 

flourishing and creating a tool to measure flourishing. Both the current study and 

Hone et al.’s conducted preliminary research in the area of flourishing that began 

from theoretical underpinnings. The positive mental health tools (i.e., the SWI and 

the IWS positive psychology scales) that were implemented in the current study and 
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that of Hone et al. were originally not developed to be used to measure the constructs 

comprising each of the four flourishing models. To improve the psychometrics, 

Hone et al. excluded some of the constructs. However, the current author chose to 

keep the flourishing model’s constructs intact and instead use some of the scale 

items that presented with low internal consistency within the constructs of the 

models. Excluding a construct from the flourishing models due to a scale item that 

demonstrated low reliability would have resulted in the author being unable to 

include all of the components required to explore the models. This also contradicted 

the purpose of the research. The author acknowledges the design of the study 

presented has some limitations. However, the purpose of the research was a 

preliminary exploration of comparisons between the four flourishing models 

(including all of the constructs that they comprised) based on a large international 

sample of young people. 

The Cronbach’s alpha coefficients of the scale items that were matched to 

each of the constructs comprising the flourishing models ranged from α=.30 to 

α=.82. Generally acceptable alpha values range between α=.70 to α=.95. Low alpha 

values (i.e., < α=.70) imply measurement error is high possibly due to there not 

being enough questions comprising the scale, poor inter-relatedness or 

heterogeneous constructs (DeVellis, 2003; Nunnally & Bernstein, 1994). Close 

examination of the constructs that demonstrated particularly low alpha coefficients 

suggest high measurement error may be attributed to insufficient scale items (e.g., 

two to four) being matched to a particular construct. Each of the scale items that 

were matched to the constructs had to rationally correspond to the meaning of the 

construct (i.e., good face validity). 
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The author was limited to using only scale items from the IWS positive 

psychology measures. A challenge for future research is to identify and align or 

develop psychometrically valid and reliable scale items with the positive psychology 

constructs that represent the four flourishing models. Further, specific measurement 

scales could be developed and examined for each of the positive psychology 

constructs to overcome this limitation. Following this, a closer examination of the 

four models is possible and different population samples can be investigated to 

determine if flourishing differs among developmental ages and stages. For example, 

the differences between adults, emerging adults, adolescents and children. 
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Chapter 5: Conclusion 

The Keyes (2002) Mental Health Continuum Model was found to be the best 

model to fit the 16- to 24-year-old IWS data of the models that the current study 

examined according to the RMSEA indices and CI criteria from the CFA. The DMS-

IV and ICD-10 Definition of Flourishing (Huppert & So, 2009), Flourishing Scale 

(Diener et al., 2010) and PERMA Model (Seligman, 2011) did not provide good fits 

for the current sample of 16 to 24 year olds. The current results support and reinforce 

previous research findings that suggest that the Mental Health Continuum Model is a 

psychometrically sound model to use on adolescents internationally (Hubka & 

Lakaski, 2013; Keyes, 2006; Keyes et al., 2008; Keyes, 2009; Lamers et al., 2011, 

Salama-Younes, 2011; Lim, 2014). The results also highlight that future studies 

should consider flourishing to be an age-specific dimension that is potentially 

different in young people and across the lifespan. 

Keyes’ (2002) Mental Health Continuum Model comprises 14 wellbeing 

constructs and the current study’s findings lend further support to these constructs 

playing a role in flourishing in young people. Particular attention should be focused 

on the eight constructs (i.e., social integration, social growth, social acceptance, 

social coherence, environmental mastery, personal growth, autonomy and life 

satisfaction) exclusive to the Keyes’ model relating to social wellbeing and 

functioning in public life. As previous research has suggested, it may be that the 

social component plays an important role in flourishing in young people, particularly 

those within the emerging adult stage of development (i.e., approximately 18 to 25 

years old). This is a key area for future research. 

Measuring and identifying flourishing in young people prospectively presents 

many beneficial implications for clinical and non-clinical practice at the individual, 
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group, organisational and societal levels. Most importantly, it could contribute 

towards helping to support young people’s positive mental health globally and assist 

in working towards overcoming the current mental health crisis. The development 

and design of a measurement tool for flourishing presents exciting possibilities for 

current and future research initiatives and current positive psychology interventions 

internationally. The current study has presented a preliminary contribution to 

research in the area of defining and measuring flourishing in young people. It has 

also identified limitations that need to be overcome in future research investigations. 

Both the current study and Hone et al.’s (2014) investigation have 

highlighted that exploring how to define and measure flourishing is a new and 

innovative field of research that is still in its infancy. It also presents with minimal 

evidence-based research. Increased research is required in order to build a clear 

picture of what constitutes flourishing. It is important to note that, initially, 

preliminary research findings may be inconsistent and it will take time for the pieces 

of the puzzle to come together and create a clearer picture. 

 

“We cannot always build the future for our young people, 

but we can build our young people for the future” 

—Franklin Roosevelt 
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