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ABSTRACT 

Sexual minorities are often impacted by sources of stress not experienced by individuals in a 

majority group. Thus, sexual minorities are likely to experience higher levels of depressive 

symptoms than their heterosexual counterparts. Mastery and self-esteem are two 

psychological resources related to one’s self-perception and are associated with greater well-

being and lower levels of psychopathology. The current study used data from the Stress, 

Identity, and Mental Health Study to explore 1) differences in levels of mastery, self-esteem, 

psychological and social well-being, and depression in homosexual, bisexual, queer, other 

non-heterosexual and heterosexual individuals, 2) the magnitude of the separate effects of 

mastery and self-esteem on psychological well-being, social well-being, and depression in a 

sexual minority sample, and 3) the magnitude of the unique effects of mastery and self-

esteem on psychological well-being, social well-being, and depression when analyzed 

simultaneously in a sexual minority sample. Levels of depression and self-esteem did not 

differ among sexual orientation groups (confidence intervals included zero). Levels of social 

well-being (d = 0.50) and mastery (d=0.31) were higher in heterosexual individuals 

compared to bisexual individuals. Self-esteem and mastery predicted well-being and 

depression both when examined separately and together in the same model, but self-esteem 

was consistently a stronger predictor of outcomes. Self-esteem appears to be more useful in 

protecting against mental illness and maintaining well-being in sexual minority individuals. 
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Introduction 

 Sexual minorities, a group including but not limited to lesbian, gay, or bisexual 

(LGB) individuals, are often faced with stigma, discrimination, and stress (Meyer, 2013). 

The stigma related to homosexuality and bisexuality is not only attributed to religious and 

societal beliefs, but it was also at one point supported by the psychological community as 

well.  Until the 1970s, homosexuality was labeled as a mental disorder in the Diagnostic and 

Statistical Manual of Mental Disorders (Drescher, 2015). Only 40 years have passed since 

homosexuality stopped being officially researched as a type of psychopathology. One’s 

sexual orientation identification as well as social contexts regarding homosexuality in their 

environment can contribute to minority stress. In the minority stress model, minority stress 

processes such as prejudice, discrimination, internalized homophobia, and expectations of 

rejection contribute to negative mental health outcomes (Meyer, 2013). This theoretical 

model suggests that LGB populations use resilience and coping in order to protect 

themselves against added stressors they may face due to their sexual minority status and 

improve mental health outcomes. One way to build resilience is to utilize psychological 

resources such as mastery and self-esteem to form a more positive view of one’s self and 

their confidence in their capabilities to cope. Through improving one’s view of their general 

self and their capacity to control their own circumstances, an individual could decrease 

symptoms of depression, be less likely to develop symptoms of depression, and even increase 

their social and emotional functioning. The present study examines the unique effects of self-

esteem and mastery on depression, psychological well-being, and social well-being in a 

sexually diverse sample.  

Depression in Sexual Minorities 



 

 

The minority stress model theorizes that minority stressors such as discrimination and 

stigma can have an impact on their mental health (Meyer, 2013). In one study examining a 

sample of N = 1,169 sexual minorities, gay identity, perceived stigma and overt 

discrimination predicted higher levels of depression (Sanders & Chalk, 2016). A multitude of 

population studies have found that prevalence of mental disorders including major depressive 

disorder (MDD), and rates of suicide attempts is higher in sexual minorities than in 

heterosexuals (Cochran & Mays, 2000; Cochran, Sullivan, & Mays, 2003; Gilman et al., 

2001; Sandfort, de Graaf, Bijl, & Schnabel, 2001; Mays & Cochran, 2001). Previous research 

has primarily focused on stressors that predict depression in sexual minorities; however, it is 

just as important to examine the association between depression and traits that promote 

resilience such as self-esteem and mastery.  

Self-Esteem and Mastery as Sources of Resilience 

Psychological resources are an individual’s buffer between stress and maladaptive 

psychological outcomes. Two of these resources are self-esteem and mastery (Pearlin & 

Schooler, 1978). Both of these protective factors fall under the theme of how one views 

themselves, or their self-concept. Although self-esteem and mastery are branches of the 

umbrella term self-concept, the specificity of mastery and the generality of self-esteem may 

have unique effects on how one copes with different sources of stress.  

Self-esteem is the amount of overall regard one has for themselves, where higher self-

esteem is related to a more positive impression of the self (Harter, 1993). Past research has 

established a difference between specific and global self-esteem. While specific self-esteem 

is one’s attitude towards a specific aspect of themselves, global self-esteem, often used 

synonymously with the term self-esteem, is the attitude regarding the overall self (Rosenberg 



 

 

et al., 1995). Individuals with high self-esteem tend to have more certainty as to their 

possession of positive traits (i.e. intelligence, attractiveness, optimism; Campbell et al., 

1996). Someone with high self-esteem may perceive these positive traits as a sign of their 

self-worth. When faced with a negative event, high self-esteem could help to prevent an 

individual from internalizing the event (i.e. loss of a job, death of a loved one) and attaching 

it to their self-worth. For example, self-esteem has been shown to protect individuals from 

the impact of stressful life events on their levels of depression (Dentale et al., 2018). Those 

individuals with higher self-esteem may have been able to focus more on their positive traits 

rather than internalizing external stressful events. 

Mastery is similar to self-esteem in that it is also related to how one perceives 

themselves. Unlike self-esteem, mastery includes the perception of the extent to which one 

has control over life circumstances. Individuals with high levels of mastery are more likely to 

attribute events to their own actions and/or skills instead of attributing these occurrences to 

outside forces or chance (Pearlin & Schooler, 1978). Mastery is described as a specific 

psychological resource that promotes healthy coping (Lazarus, 1966).  Mastery provides the 

individual with a sense of confidence that they will have the skills necessary to improve their 

situations, therefore changing the way they view a problem (Tang, Lai, & Chung, 2010). This 

resource prevents the individual from viewing their problem as impossible, which could 

result in them ceasing to persist. In a sample of older adults, mastery acted as a mediator 

between economic hardship in early-, mid-, and later-life and depression in later life 

(Pudrovska et al., 2005). Particularly, those with higher levels of mastery may have 

perceived their economic hardship as more in their control compared to those with lower 



 

 

levels of mastery, thus being less likely to have more severe symptoms of depression 

(Pudrovska et al., 2005). 

Self-Esteem and Mastery are Associated with Depression 

Although mastery focuses on one’s perception of their control over the situation and 

self-esteem focuses on one’s perception of themselves in general, both self-esteem and 

mastery are associated with lower negative affect, a symptom of depression (Ben-Zur, 2002). 

Previous research has shown that both traits are also protective against stress (Lazarus & 

Folkman, 1984). Higher levels of these traits could act as buffers to disorders that are 

strongly, negatively associated with self-worth and sense of control. High levels of mastery 

and self-esteem have been associated with lower levels of depression in a community sample 

from urban Chicago (Pearlin & Schooler, 1978).  

Self-esteem and depression are highly correlated, as lack of self-esteem is a symptom 

of MDD and Persistent Depressive Disorder (PDD), or Dysthymia (APA, 2013). However, 

low self-esteem and depression cannot be used interchangeably because self-esteem is a 

personality trait, whereas depression is a syndrome that encompasses multiple symptoms 

such as fatigue, low mood, and low self-esteem. In a meta-analysis examining the nature of 

the relationship between self-esteem and depression, lower self-esteem predicted higher 

levels of depression, as would be expected (Sowislo & Orth, 2013). However, the effect of 

self-esteem on depression was significantly stronger than the effect of depression on self-

esteem (Sowislo & Orth, 2013).  One of the prominent theories of depression cites negative 

self-esteem as a vulnerability that, when mixed with certain stressful life experiences, can be 

a risk factor for depression (Beck, 1970). Longitudinal studies found that lower self-esteem 

did predict depression at later points in time, which sets a temporal aspect to the relationship 



 

 

between self-esteem and depression, thus supporting the premise that self-esteem predicts 

depression (Orth et al., 2008; Rieger, Goellner, Trautwein, & Roberts, 2016). Change in self-

esteem is also associated with severity of depression in psychotherapy. In a study involving 

clinically depressed patients, researchers found that an increase in self-esteem from pre- to 

post-therapy predicted reduced severity in depressive symptoms (Dinger, Ehrenthal, 

Nikendei, & Schauenburg, 2016). When compared to heterosexual counterparts, LGB 

individuals have lower self-esteem and higher levels of loneliness, a symptom of depression, 

and lower social well-being (Hu et al., 2016). Similar results were also found in a sample of 

Mexican youth, demonstrating that low self-esteem may be a vulnerability factor for 

depression across cultures (Orth, Robins, Widaman, & Conger, 2014).  

This strong association between self-esteem and depression can be explained by one 

part of the cognitive triad, or the three common elements of beliefs in depression: negative 

views about oneself, negative views about the world, and negative views about the future 

(Beck, 1976). The link between depression and self-esteem is most relevant to negative 

views about oneself. If an individual has a negative attitude about their overall self, they may 

view negative experiences as a reflection of themselves. While lower self-esteem is a 

potential risk factor for depression, higher self-esteem may also be a protective factor against 

depression as research has shown that positive self-esteem is associated with positive affect 

when facing or coping with stress (Kling, Hyde, Showers, & Buswell, 1999).  

Mastery has also been shown to have a negative association with depression (Raeifar, 

Halkett, Lohman, & Sirey, 2017). In a longitudinal analysis, increases of mastery in older 

adults predicted lower depressive symptoms (Raeifar, Halkett, Lohman, & Sirey, 2017). An 

aging study demonstrated that individuals who have higher levels of mastery were more 



 

 

likely to recover from depression later in life (Steunenberg et al., 2007).  There is not as 

much research examining the relationship between mastery and depression compared to that 

examining the relationship between self-esteem and depression. Although distinct from 

mastery, research studying related constructs such as self-efficacy and hope and their 

association with depression suggests that higher mastery can predict lower levels of 

depression, and therefore be a protective factor against depressive disorders (Alarcon et al., 

2013; Maddux & Meier, 1995; McCusker et al., 2016; Ritschel & Sheppard, 2017).  

There is limited research on the association between mastery and depression in sexual 

minorities, but there has been some research on the relationship between mastery and 

depression in racial minorities and women. While not all minority groups have the same 

experience, minority groups face stressors that their majority counterparts do not, such as 

feelings of alienation (Meyer, 2013). Increased levels of mastery predicted lower depressive 

symptoms in samples of women and African-American men (Marshall & Lang, 1990; 

Watkins, et al., 2011). One study did examine mastery’s association with mental health in a 

sample of American Indian and Alaska Native Women (AIAN) who identified as lesbian, 

bisexual, or “two-spirit”, a term used by indigenous Americans to describe individuals with a 

lesbian, gay, bisexual, or transgender orientation (LGBT; Anguksuar, 1997). Mastery 

mediated the relationship between sexual/physical assault and overall health outcomes in 

AIAN women so that more occurrences of assault were associated with lower levels of 

mental health through lower levels of mastery (Lehavot, Walters, & Simoni, 2009). In this 

study, outcomes were measured by the Medical Outcomes Study HIV Health Survey (MOS-

HIV; Wu, Revicki, Jacobson, & Malitz, 1997) which assesses 10 dimensions of functioning 

such as mental health, quality of life, and social/role functioning. Thus, while mastery had a 



 

 

strong, positive relationship with mental health, researchers also found a relationship 

between mastery and overall well-being.  

Individuals with higher levels of mastery may be more likely to engage in behaviors 

and cognitive processes that ultimately decrease depressive symptoms. If higher-mastery 

individuals are more likely to believe what they do affects their circumstances, they may be 

more likely to view problems as more manageable than someone who believes they have no 

control over their situations. In a 9-week randomized control trial of an online Cognitive 

Behavioral Therapy (CBT) for individuals with Major Depressive Disorder (MDD), higher 

levels of mastery were associated with higher amounts of behavioral activation outside of 

treatment, an aspect of CBT where individuals develop a hierarchy of activities that become 

more difficult to complete in order to reinforce activity through the individual observing their 

own success in reaching each goal (Furukawa et al., 2018). Those with higher levels of 

mastery may be more likely to see how they influence their own success in using coping 

strategies (i.e. changing their perspective of the problem), and so increasing their mood 

through engaging in adaptive behaviors. In multiple studies, mastery has been shown to 

mediate the relationship between hardship and physical and mental health. Specifically, 

higher levels of mastery lessen the impact of life stress (i.e. perceived discrimination, 

economic hardship) on health outcomes (i.e. depression, physical health status, well-being; 

Caputo, 2003; Lachman & Weaver, 1998; Pudrovska et al., 2005).  

Self-Esteem and Mastery Predict Well-Being 

Psychological well-being, also known as eudaimonic well-being, takes into account 

one’s purpose and growth in their lifespan. The term psychological well-being is used 

interchangeably with the eudaimonic description of well-being in Ryff’s (2014) model. There 



 

 

are traditionally six core components of psychological well-being: self-acceptance (how 

satisfied the individual is with themselves), purpose in life (the degree to which an individual 

feels they have meaning and a direction in life), environmental mastery (how much control 

an individual perceives to have over their external environment), positive relationships (the 

extent to which an individual has warm and close relationships with others), personal growth 

(how much development/improvement an individual feels they have experienced), and 

autonomy (how much an individual makes decisions and acts independently and internally; 

see Ryff, 2014 for review).  

Environmental mastery is one of the six components that encompasses psychological 

well-being; there is a high conceptual overlap between psychological well-being and mastery 

(Ryff & Singer, 1996). Thus, it is highly likely that there is a robust association between 

these two constructs. What makes personal, or self-mastery distinct from environmental 

mastery is that environmental mastery emphasizes the individual tailoring their environment 

to their needs in addition to taking advantage of opportunities in their environment whereas 

mastery is the overall feeling that one has influence over the outcomes of their efforts (Ryff, 

2014). Therefore, self-mastery is conceptually distinct from that component of psychological 

well-being. 

While there is not as much research regarding the relationship between personal 

mastery and psychological well-being, studies have explored associations between 

psychological well-being and a closely related construct of mastery: self-efficacy. Whereas 

high mastery individuals have high perceived control over circumstances in general, self-

efficacy is a domain-specific construct. Youth with higher levels of self-efficacy related to 

emotional regulation had greater psychological well-being (Tommasi et al., 2018).  



 

 

 The most widely studied model of social well-being (Keyes, 1998) emphasizes that 

because humans are social beings, it is important to include how they function in their society 

in the evaluation of their overall well-being. Social well-being is conceptually separated into 

five major dimensions based on social challenges that may arise through life: social 

integration, the extent to which an individual feels a part of and has things in common with 

their community; social acceptance, how an individual views their society in terms of 

positive and negative aspect of their community and people in general; social contribution, 

the extent to which an individual feels they bring value to their community; social 

actualization, how favorably one views society’s future course; and social coherence, how 

much meaning an individual gives to their communities and the social world in general 

(Keyes, 1998). The importance of social well-being in overall perceived health is illustrated 

in results from an American longitudinal study that found increases in social well-being 

across three time points predicted increases in subjective well-being (Joshanloo, Sirgy, & 

Park, 2018). However, this relationship was not bidirectional, suggesting that social well-

being has more of an impact on overall subjective well-being than vice versa (Joshanloo, 

Sirgy, & Park, 2018). While social well-being is highly correlated with psychological well-

being, it is a distinct construct, as both constructs make up distinct parts of complete mental 

health (Joshanloo, 2016).  

Perceived mastery over circumstances and obstacles have also predicted social well-

being. When an individual has a strong belief that their actions can influence their 

environment, they may be more likely to engage in behaviors resulting in a growth of social 

functioning. In younger adults, those with more “proactive personalities”, in which they took 

control over and incited change through their environments, had higher levels of social well-



 

 

being (Zambianchi, 2016). In an intervention for women diagnosed with breast cancer 

designed to bolster skills in cancer-related stress management, those who learned stress 

management techniques also experienced higher levels of social well-being (Jutagir, 2017). 

Although skill-building is not exactly mastery, it may foster mastery through promoting 

beliefs that one has control over their stress.  

Global self-esteem is more associated with psychological well-being than behavioral 

outcomes such as coping, while specific self-esteem is more associated with behavioral 

outcomes (Rosenberg, 1995). In particular, those with stable self-esteem have been shown to 

have greater autonomy, environmental mastery, and purpose in life than those with variable 

self-esteem (Paradise & Kernis, 2002). There is limited research on the effects of self-esteem 

on social well-being. However, self-esteem does appear to have some relationship with 

positive interpersonal functioning, although the research is mixed (Denissen, Penke, Schmitt, 

& van Aken, 2008; Leary, Tambor, Terdal, & Downs, 1995; Orth et al., 2010; Wagner, 

Gerstorf et al., 2013). The lack of a definitive relationship calls for more research on this 

topic.  

Self-esteem and mastery have been used in previous research as predictors of both 

mental illness and well-being; however, there is limited research that has examined how 

these concepts uniquely predict mental illness and health. Although research has 

demonstrated that self-esteem and mastery both have positive, strong associations with social 

well-being and psychological well-being and negative, strong associations with depression, it 

is unclear as to whether one of these psychological resources, mastery or self-esteem, has a 

component that makes it a more robust predictor of well-being and depression over the other. 

Examination of these relationships in minorities, particularly sexual minorities, is even more 



 

 

incomplete. This causes a lack of certainty to which we can generalize associations found in 

non-minorities to everyone. There is a need to understand how individuals use psychological 

resources in order to improve their overall mental health, which includes an increase in well-

being just as much as it includes a reduction in levels of psychopathology. Using a sample of 

individuals in a minority group who experience more stress than their majority counterparts 

could address this aim. Lastly, there is research that supports the premise that sexual 

minorities have a higher prevalence rate of mental health problems (Cochran, 2001). 

Therefore, there is a greater need to understand how to improve their overall mental health.   

The Present Study 

The overall goal of the present research was to examine the magnitude of the unique 

effects of self-esteem and mastery on psychological and social well-being, and depression in 

a sexually diverse sample. There is limited research on how self-esteem and mastery 

uniquely predict mental health and mental illness when paired as predictors within the same 

model. The primary aim of this study was to examine the effects of mastery and self-esteem 

on mental illness and well-being when the two are simultaneously placed in one structural 

model. This allows the researcher to determine if one of the variables, self-esteem or 

mastery, has effects on the outcomes that are more robust than the other given the common 

element of self-concept between the theoretical constructs. Secondary aims consisted of 

examining the difference in levels of mastery, self-esteem, psychological and social well-

being, and depression between sexual orientation and racial/ethnic groups. Examining 

whether levels of the predictor and outcome variables vary among sexual orientation and 

racial/ethnic groups acknowledges that sexual and racial/ethnic minorities are not monolithic 



 

 

labels. An individuals’ emotional and psychological-related experiences can differ depending 

on sexual and racial/ethnic identities.  

The specific aims and hypotheses are listed below:  

Aim 1: To examine the differences in mastery, self-esteem, psychological well-being, social 

well-being, and depression between heterosexual/straight, gay, lesbian, and bisexual 

individuals in addition to examining these differences between White, Latinx, and African-

American/Black individuals.  

Hypothesis 1a: Lesbian, gay, and bisexual individuals, compared to 

heterosexual/straight, will have lower levels of mastery, with a moderate difference in effect 

size; lower levels of self-esteem, with a moderate difference in effect size; higher levels of 

depression, with a moderate to strong difference in effect size; lower levels of psychological 

well-being, with a moderate to strong difference in effect size; and lower levels of social 

well-being with a moderate difference in effect size.  

Hypothesis 1b: African-American/Black and Latinx individuals, compared to White 

individuals, will have lower levels of mastery, self-esteem, psychological well-being, and 

social well-being with a moderate difference in effect sizes as well as higher levels of 

depression with a moderate difference in effect size.  

Aim 2: To examine the individual effects of mastery on psychological well-being, social 

well-being, and depression in sexual minorities. 

Hypothesis 2: Higher levels of mastery will be associated with higher levels of 

psychological well-being, higher levels of social well-being and will be associated with 

lower levels of depression.  



 

 

Aim 3: To examine the individual effects of self-esteem on psychological well-being, social 

well-being, and depression in sexual minorities. 

Hypothesis 3: Higher levels of self-esteem will be associated with higher levels of 

psychological well-being and social well-being and will be associated with lower levels of 

depression.  

Aim 4: To examine the unique effects of mastery and self-esteem on psychological well-

being, social well-being, and depression when mastery and self-esteem are both predictors in 

the same model.  

Hypothesis 4: Mastery will be a stronger predictor of psychological well-being than 

self-esteem. Self-esteem, compared to mastery, will be a stronger predictor of social well-

being and depression.  

Methods 

Procedures 

 The present study utilized data from the baseline portion of a large-scale Stress, 

Identity, and Mental Health Study (Project STRIDE; Meyer, 2004-2005). Baseline data were 

obtained from February 2004 to January 2005. The aim of the study was to recruit a diverse 

sample of lesbian, gay, and bisexual (LGB) and heterosexual participants. Recruitment took 

place in New York City, by research workers approaching potential participants in one of 

five types of venues: bars, non-bar establishments, outdoors, groups, and events. Participants 

were compensated $80 for completing the baseline interview. An additional $10 gift card was 

given to participants for each successful referral to peers.  

Participants 



 

 

 Data from 524 New York City LGB and heterosexual adults who completed the 

paper-and-pencil and computer-assisted baseline interview were included in the current 

analyses. This sample was 49.8% female. 20.4% of participants were 21-25 years of age, 

21.8% were 26-30 years of age, and 18.9% were between the ages of 31-35. 21.2% of the 

sample was lesbian, 34 % was gay male, 13.5 % bisexual, 7% identified as queer or other 

non-heteronormative sexuality, and 24.4 % was heterosexual. The ethnic/racial makeup of 

the sample was 25% Black/African American, 25% Latin/Hispanic, and 50% White.  

Measures 

 Mastery. Mastery was measured with the Mastery Scale developed by Pearlin and 

Schooler (1978). The Mastery Scale consisted of 7 items measuring levels of mastery, or the 

degree to which one feels they have control over outcomes. The present study used a 3-point 

Likert scale (“not true”, “somewhat true”, “very true”) which was coded so that higher scores 

represented greater levels of mastery. This scale has demonstrated acceptable internal 

consistency in studies examining mastery in LGB and racial minority samples (Assari & 

Lankarani, 2017; Lehavot, Walters, & Simoni, 2009). The reliability of the mastery scale in 

this study was α = 0.64 for the current sample.  

 Self-Esteem. Self-esteem was measured with the Rosenberg Self-Esteem Scale 

(Rosenberg, 1965). The Self-Esteem Scale consisted of 10 items rated on a 4-point Likert 

scale (“strongly agree” to “strongly disagree”), and was coded so that higher scores 

represented higher levels of self-esteem.  The Rosenberg Self-Esteem scale has been used in 

other studies examining mental health in samples of sexual minorities and demonstrated 

acceptable reliability (Hu et al., 2016; Lambe, Cerezo, & O’Shaughnessy, 2017). In the 

present study, this scale had an internal consistency of 0.86.  



 

 

 Psychological Well-Being. The present research used a measure adapted from the 

Psychological Well-Being Scale, which the project titled “Personal Well-Being” (Ryff, 

1989). Participants responded using a 7-point Likert scale, with higher scores representing 

greater psychological well-being (1“strongly disagree” to 7 “strongly agree”). Items were 

coded so that higher scores represented high levels of psychological well-being. This version 

of the Psychological Well-Being Scale consisted of 6 subscales representing the 6 theoretical 

dimensions of psychological well-being proposed by Ryff (1989): self-acceptance, positive 

relations with others, autonomy, environmental mastery, purpose in life, and personal 

growth. Each subscale was comprised of 3 items, with the full measure having a total of 18 

items. This scale has also been shown to be reliable in another study examining 

psychological well-being in a sexually diverse sample (Riggle, Rostosky, & Danner, 2009). 

The internal consistency in the current study for the 6 scales ranged from 0.25 to 0.55, and 

the internal consistency for all of the items was .75.  

 Social Well-Being. The Social Well-Being Scale measured one’s view of their social 

environment (Keyes, 1998). Participants rated how much they agree with each item using a 

7-point Likert Scale, (1“strongly disagree” to 7“strongly agree”). Items were coded so that 

higher scores represented higher levels of social well-being. The measure was separated into 

5 subscales, with 3 items per subscale: social-acceptance, social actualization, social 

contribution, social coherence, and social integration. The individual scales had an internal 

consistency which ranged from .33 to .77. This 15-item scale had an internal consistency of 

0.78. 

 Depressive Symptoms. Levels of depression were measured with the Center for 

Epidemiological Studies Depression Scale (CES-D; Radloff, 1977). The CES-D consists of 



 

 

20 items on a 4-point scale measuring the number and frequency of depressive symptoms 

experienced during the week prior to the baseline interview (0 = “rarely or none of the time” 

to 3 = “most or all of the time”). The CES-D has been used in numerous studies to examine 

depression in sexual minorities (Gomez & McLaren, 2017; Henderson, Lehavot, & Simoni, 

2009). Items were coded so that higher scores are consistent with a greater number and 

frequency of depressive symptoms. The internal consistency of the CES-D for the entire 

sample was 0.92.   

Analytic Plan 

 Descriptive statistics were calculated using IBM SPSS version 24.0. Means and 

standard deviations of mastery, self-esteem, psychological well-being, social well-being, and 

depressive symptoms were calculated for the total sample.  

 The first portion of the analyses consisted of examining mean differences between 

sexual orientation groups and racial/ethnic groups in the levels of self-esteem, mastery, well-

being, and depression. An effect size analysis was conducted by calculating Cohen’s d in 

order to standardize the mean differences between groups. For estimating mean differences 

between sexual orientation groups, the outcome variables were calculated for five groups: 

heterosexual/straight, gay and lesbian, bisexual, queer, and other non-heteronormative. The 

non-heteronormative individuals were those who identified their sexual orientation as either 

“homosexual” or “other-LGB”, which are more ambiguous orientations. The queer and other 

non-heteronormative groups make up approximately 2.9% and 4.1% of the entire 524 

participants, which called for effect sizes involving comparisons between either of these two 

groups to be analyzed with caution. For the estimation of mean differences between 

racial/ethnic groups, the outcome variables were calculated for three groups: White 



 

 

(European-American), Black/African-American, and Latinx. Clinical importance was 

determined based on the effect size results for the mean differences. ANOVAs were then 

conducted to provide information about statistical significance of between group differences. 

The statistical significance of the differences in the effects of self-esteem and mastery on the 

outcome variables was determined at an alpha level of .05 with a 95% confidence interval. 

 Hypotheses 2-4 were tested with structural equation modeling using Mplus version 8 

(Muthén & Muthén, 1998-2018). The sample for these analyses only included individuals 

who do not identify as heterosexual, resulting in a sample of 396. First, the correlations 

between the latent and manifest constructs and the model’s goodness of fit to the data were 

analyzed through confirmatory factor analysis (CFA). Associations between the latent 

constructs, psychological and social well-being, and the manifest variables, self-esteem, 

mastery, and depression, were calculated (Figure 1.). Item-level data were not available for 

self-esteem, mastery, and depression scales, therefore they were identified as manifest, 

instead of latent, constructs. Correlations between constructs and between manifest variables 

were examined using the magnitude of effect sizes and confidence intervals in order to focus 

on clinical significance and precision of estimates rather than statistical significance alone. 

Psychological and social well-being were specified as latent constructs indicated by the totals 

of the subscales of their respective measures (Figure 1.). Self-esteem, mastery, and 

depression were specified as manifest variables; each is represented by the total score of the 

respective scale. Goodness of fit was tested using the Root Mean Square Error (RMSEA), the 

Comparative Fit Index (CFI), the Tucker-Lewis Index (TLI), and chi-squared (𝜒2). Based on 

widely used guidelines, the model would be a good fit to the data if the RMSEA value is less 



 

 

than 0.06 (Hu and Bentler, 1998), and the CFI and TLI are greater than .90 (Marsh, Hau, & 

Wen, 2004). 

 After conducting CFA, a series of structural models was specified in order to test the 

effects of mastery and self-esteem on psychological well-being, social well-being, and 

depressive symptoms. The first analyses consisted of estimating the individual effects of 

mastery and self-esteem on psychological well-being, social well-being, and depressive 

symptoms (Figures 2 and 3) when examined in separate models. Standardized beta estimates 

were used to quantify the magnitude of the relationship between the predictor and dependent 

variables. The relationship between constructs would be statistically significant if the 95% 

confidence intervals for the standardized estimates do not include 0. In addition, total 

variance explained in the outcome variable was calculated through R2. After specifying 

separate models for the effects of mastery and self-esteem on the outcome variables, a 

structural model examining the unique effects of mastery and self-esteem when examined 

simultaneously was specified. As can be seen in Figure 4, mastery and self-esteem were 

modeled to both be predictors in the same model in order to examine the unique effect 

mastery and self-esteem have on the outcomes when both are specified as predictors.  

Results 

Demographics 

  The demographic makeup of both the entire sample (n=524) and the non-

heterosexual sample (LGBQO; n=396) is reported in Table 1. In both groups, gender (male 

vs. female) was split quite evenly (Total Female = 49.8%; LGBQO Female = 50%). The 

largest sexual orientation group was the homosexual group (n =289), which included both 

gay and lesbian individuals. The questionnaire measured age in discrete bins, therefore we 



 

 

can determine that most of the total (n = 320) and the LGBQO (n =233) were between the 

ages of 21-35 years. Approximately 92% of the total sample completed their high school 

education or received a high school equivalent degree.  

Differences between Sexual Orientation and Racial/Ethnic Groups 

The total sample was used for the first aim, in which we examined the mean 

differences of self-esteem, mastery, psychological well-being, social well-being, and 

depression between sexual orientation groups and then again among racial/ethnic groups. 

Results of these analyses are in tables 3 and 7. My hypothesis that LGBQO individuals 

would have lower levels of depression and self-esteem compared with heterosexual 

individuals was partially supported. When comparing heterosexual and combined LGBQO 

groups, the differences between the groups on the depression, well-being, or resilience 

variables were small in magnitude. The differences between groups for depression and self-

esteem were small in magnitude and not statistically significant for any comparison. 

However, there were differences between some groups in levels of mastery, psychological 

well-being, and social well-being. Heterosexual individuals had higher levels of mastery 

compared to bisexual individuals, with a weak to moderate magnitude in effect size (d = 

0.31, 95% CI [0.01, 0.60]), partially supporting my hypothesis. There were no statistically 

significant differences in levels of psychological well-being between heterosexual and sexual 

minority groups; individuals who identified as queer reported higher levels of psychological 

well-being compared to those who identified as other, however these results may not be as 

meaningful due to the small number of individuals in each of these groups. The sexual 

orientation groups differed the most in levels of social well-being. Heterosexual individuals 

reported moderately higher levels of social well-being compared to bisexual individuals (d = 



 

 

0.5, 95% CI [0.2, 0.8]). The bisexual group had lower levels of social well-being compared 

to the homosexual and queer groups, with weak to moderate and strong magnitudes of 

difference, respectively (d = 0.44, 95% CI [0.18, 0.71]; d = -0.8, 95% CI [-1.34, -0.2]). 

Finally, individuals in the queer group reported higher levels of social well-being than those 

in the other group, demonstrating a strong magnitude in difference (d = -1.3, 95% CI [-2.41, -

0.23). The confidence interval of this effect size is very large, due to the small sample sizes. 

Therefore, the magnitude of the effect size between the queer and other groups should be 

interpreted with more caution. In addition, one-way ANOVAs for each variable were 

calculated to supplement the Cohen’s d effect size analysis between sexual orientation groups 

(Table 4). The only statistically significant mean difference was found in social well-being 

(F(4, 513) = 3.90, p<0.05), therefore confirming that the greatest mean differences were 

observed in social well-being between sexual orientation groups. Consistent with the Cohen’s 

d effect size analysis, there were no statistically significant differences in means between 

heterosexual and sexual minority individuals (Table 5). These results partially supported my 

hypothesis with respect to differences between groups in levels of mastery and social well-

being. In addition, there appear to be differences in levels of mastery, psychological well-

being, and social well-being among LGBQO groups, demonstrating that while individuals 

who identify themselves as a sexual minority may experience common stressors, there may 

be between-group differences in levels of psychological resources.    

In addition to differences in the levels of variables among sexual orientation groups, I 

also computed effect sizes for differences in self-esteem, mastery, psychological well-being, 

social well-being, and depression among racial groups. Table 6 summarizes the descriptive 

statistics for each variable, separated into the following racial groups: White or European-



 

 

American, Black or African American, and Latinx. I hypothesized that white individuals 

would have higher levels of mastery, self-esteem, psychological well-being, social well-

being with moderate differences in effect sizes compared to both African-American and 

Latinx individuals. In addition, I hypothesized that white individuals would have lower levels 

of depression compared to the other racial groups.  

The effect size analysis demonstrated differences between racial groups in self-

esteem, mastery, psychological well-being, social well-being, and depression (Table 7). 

African-American individuals had higher average levels of self-esteem compared to white 

individuals (d = 0.26, 95% CI [0.05, 0.47]). White individuals reported higher levels of 

social well-being compared to African-American individuals, although the effect size for this 

difference was small (d = -0.2, 95% CI [-0.41, 0.01]). Individuals in the Latinx group 

reported lower levels of self-esteem compared to those in the African-American group with a 

weak to moderate magnitude in effect size. Levels of mastery were lower in the Latinx group 

compared to both the white and African American groups, with moderate and weak to 

moderate magnitudes of effect sizes, respectively (d = -0.49, 95% CI [-0.27, -0.73]; d = -

0.38, 95% CI [-0.73, -0.04]). In addition to mastery, the Latinx group had lower levels of 

psychological and social well-being, with weak and small to moderate magnitudes in effect 

sizes, respectively (d = -0.41, 95% CI [-0.62, -0.20]; d = -0.26, 95% CI [-0.47, -0.05]). 

Finally, individuals in the Latinx group reported higher levels of depression compared to 

white and African-American groups, with both effect sizes demonstrating small to moderate 

magnitudes (d = 0.41, 95% CI [0.20, 0.62]; d = 0.42, 95% CI [0.18, 0.67]). Additional one-

way ANOVA analyses was conducted to examine general mean differences among variables 

between racial/ethnic groups (Table 8).  There were significant mean differences between 



 

 

groups among all of the variables, which is consistent with the Cohen’s d effect size 

analyses. 

Based on the results of these analyses, Latinx individuals for this sample report higher 

levels of depression and lower levels of well-being and resilience factors. There may be an 

additional component of the Latinx experience above that of African-American individuals 

(e.g., acculturative stress) that may influence levels of mental illness and mental health. 

CFA of Outcomes in the LGB Sample 

 The aim of the planned CFA (Figure 1) was to calculate the goodness of fit of a 

measurement model with all of the variables of interest correlated with one another in the 

LGBQO sample. The CFA model, results depicted in Figure 5, demonstrated acceptable fit 

(χ2 (70, n =396) = 171.84, CFI = 0.93, TLI = 0.91, RMSEA = 0.06). The factor loadings of 

social well-being were all in the moderate range (0.52 – 0.62). In contrast, the factor loadings 

of psychological well-being were more varied compared to those in social well-being (0.28-

0.71). The scale of autonomy had the lowest magnitude whereas self-acceptance had the 

highest magnitude out of the six-factor loadings. Social well-being and psychological well-

being were positively and strongly correlated with one another (r=0.74). While the 

relationships between both types of well-being and depression were negative, the correlation 

between psychological well-being and depression was slightly stronger (r=-0.67) compared 

to that between social well-being and depression (r=-0.49). The resilience factors of mastery 

and self-esteem were strongly and positively correlated with one another (r=0.51). Mastery 

and esteem were both strongly and negatively correlated with depression (r=-0.51 and r=-

0.55, respectively). Finally, while the correlations between social well-being and both 

resilience factors were comparable (r =0.58 for self-esteem; r=0.54 for mastery), self-esteem 



 

 

had a stronger association with psychological well-being (r=0.84) compared to that 

association between mastery and psychological well-being (r=0.69). It is notable that the 

relationship between self-esteem and psychological well-being has a higher magnitude even 

compared to that of psychological well-being and social well-being, two variables that one 

would think would have the strongest relationship with one another due to them being two 

types of well-being. Based on this CFA, all of the outcomes are associated with one another 

at moderate to strong magnitudes and in expected directions (i.e., mastery and self-esteem are 

negatively associated with depression). In addition, the CFA also demonstrates that while the 

overall model is a good fit to the data, the factor loadings on psychological well-being are 

widely varied. This could be indicative of possible measurement error in this measure, which 

is also reflected in the low internal consistency of both psychological and social well-being 

scales. 

Mastery Individually Predicts Well-Being and Depression  

 Analyses to test hypotheses 2-4 were conducted using only individuals who identified 

as LGBQO.  My second hypothesis was that higher levels of mastery would be associated 

with higher levels of psychological well-being, higher levels of social well-being and would 

be associated with lower levels of depression.  

 Overall, my hypothesis was supported by the structural analysis (Figure 6). The 

model for this analysis showed acceptable fit (χ2 (61, n =396) = 141.20, CFI = 0.93, TLI = 

0.91, RMSEA = 0.06). As described in Figure 6 mastery had the greatest effect on 

psychological well-being with a moderate to strong, positive magnitude [β = 0.69, 95%CI 

(0.61 0.76)]. Mastery had a moderate, positive relationship with social well-being [β = 0.54, 

95%CI (0.44, 0.64)] and a moderate, negative relationship with depression [β = -0.51, 95%CI 



 

 

(-0.60, -0.42)]. Mastery predicted 47%, 29%, and 26% of the variance in psychological well-

being, social well-being, and depression, respectively. These results indicate that mastery is a 

robust predictor of psychological well-being, social well-being, and depression in an 

LGBQO sample.  

Self-Esteem Individually Predicts Well-Being and Depression 

My third aim was to examine the individual effects of self-esteem on social well-

being, psychological well-being, and depression (Figure 3). The results are depicted in Figure 

7. The structural model demonstrated acceptable fit to the data (χ2 (61, n =396) = 169.70, 

CFI = 0.91, TLI = 0.89, RMSEA = 0.06). In line with my hypotheses, self-esteem had the 

greatest effect on levels of psychological well-being with a strong, positive effect [β = 0.84, 

95%CI (0.78, 0.90)]. In addition, self-esteem had a moderate, positive effect on social well-

being [β = 0.58, 95%CI (0.49, 0.67)] and a moderate, negative effect on depression [β = -

0.56, 95%CI (-0.62, -0.47)]. Self-esteem predicted 69%, 34%, and 30% of the variance in 

psychological well-being, social well-being, and depression, respectively. Based on these 

results, self-esteem is highly predictive of psychological well-being, social well-being, and 

depression in an LGBQO sample. 

Self-Esteem is a More Robust Predictor of Well-Being and Depression 

 My final aim consisted of investigating the unique effects of mastery and self-esteem 

on social well-being, psychological well-being, and depression when both predictors were 

placed in the same structural model. I hypothesized that compared to self-esteem, mastery 

would be a stronger predictor of psychological well-being. Furthermore, I predicted that 

compared to mastery, self-esteem would be a stronger predictor of social well-being and 



 

 

depression. The structural model demonstrated acceptable fit (χ2 (70, n =396) = 171.84, CFI 

= 0.92, TLI = 0.90, RMSEA = 0.06).  

 Self-esteem had a more robust effect than mastery on all of the dependent variables; 

however, the unique effect of self-esteem was most robust when predicting psychological 

well-being (Figure 8). Mastery had a positive, moderate effect on psychological well-being 

[β = 0.35, 95% CI (0.27, 0.43)] while self-esteem had a positive, moderate to strong effect on 

psychological well-being [β = 0.66, 95% CI (0.58, 0.73)]. Social well-being was moderately 

and positively predicted by both self-esteem [β = 0.41, 95%CI (0.30, 0.52)] and mastery [β = 

0.33, 95%CI (0.22, 0.44)]. Finally, both mastery and self-esteem had moderate, negative 

relationships with depression. Self-esteem had a slightly more robust effect [β = -0.56, 

95%CI (-0.62, -0.47)] compared to mastery [β = -0.31, 95%CI (-0.41, -0.21)]. Together, 

mastery and self-esteem explained 78%, 42%, and 37% of the variance in psychological 

well-being, social well-being, and depression, respectively. These results indicate that 

mastery and self-esteem both uniquely predict depression, social, and psychological well-

being. Furthermore, mastery and self-esteem have the most robust relationship with 

psychological well-being. The results of these analyses demonstrate that mastery and self-

esteem, while related, also are good predictors of well-being and depression in an LGBQO 

sample. 

Discussion 

 The primary aim of this study was to quantify the unique effects of self-esteem and 

mastery on depression, social, and psychological well-being in a sexually and racially diverse 

sample. Both factors were strong predictors in isolation, however I found that when placed in 

the same model, self-esteem was a more robust predictor of all of the outcome variables, 



 

 

particularly when examining psychological well-being compared to mastery. In addition to 

this main aim, I also examined the differences in effect sizes of self-esteem, mastery, 

depression, social well-being, and psychological well-being among different sexual 

orientation and racial groups.  

Mental Health and Depression Outcomes Vary among Sexual Orientation Groups 

 The effect size analyses between sexual orientation groups did not support my 

hypothesis that the heterosexual group would have lower levels of depression and higher 

levels of self-esteem compared to sexual minority groups. Firstly, when comparing 

heterosexuals compared to a combined sample of LGBQO individuals, the magnitude of 

differences of variables were very small, which is contrary to previous literature (Cochran & 

Mays, 2000). Levels of depression did not largely vary among any sexual orientation groups, 

however there were some small effect size differences, particularly between heterosexual and 

bisexual groups as well as between homosexual and bisexual groups. These results are 

inconsistent with previous research conducted around the time that the current study’s data 

were collected demonstrating a higher prevalence of depression in sexual minority 

individuals compared to their heterosexual counterparts (Cochran & Mays, 2000; Cochran, 

Sullivan, & Mays, 2003). As a difference in levels of depression among these two major 

groups has been found in past research, the aim of this hypothesis was to investigate whether 

levels of depression also differed between sexual minority groups.    

 In line with my hypothesis, heterosexual individuals did report higher levels of 

mastery compared to non-heterosexual individuals. However, the only sizeable difference 

between levels of mastery was observed between the heterosexual and bisexual groups. 

There is support for the premise that bisexual individuals experience additional and unique 



 

 

stressors compared to gay and lesbian individuals (Kertzner et al., 2009).These stressors may 

come from possible stigma that identifying as bisexual is a rejection of lesbian or gay 

identities (Herek, 2002). Previous research has also demonstrated that bisexual individuals 

are less likely to disclose their sexual orientation and are more likely to report confusion 

regarding their identity compared to lesbian and gay individuals (Balsam & Mohr, 2007). 

These additional stressors may be related to mastery via identity confusion and stigma from 

multiple sexual orientation groups. If an individual who identifies as bisexual experiences 

increased uncertainty regarding their orientation as well as how they fit in amongst peers of 

the sexual minority community, it is natural that this uncertainty may generalize to their 

control over outcomes, resulting in less levels of mastery in bisexual compared to 

heterosexual and homosexual individuals. As mental health has been shown to be impacted 

by mastery in previous literature as well as the current study, it is not surprising that the 

bisexual group had the highest mean level of depressive symptoms compared to 

heterosexual, homosexual, and queer groups. This is line with epidemiological research 

finding that bisexual individuals have the highest prevalence of mood and anxiety disorders 

compared to heterosexual and lesbian and gay individuals (Bostwick et al., 2010). 

 The effect size comparisons for psychological and social well-being yielded different 

results among sexual orientation groups. Contrary to my hypothesis, queer individuals had 

the highest levels of psychological well-being compared to other sexual orientation groups. 

There was a strong, negative effect size between the queer and other groups; however, this 

group had the lowest sample size, which may have an influence on this result. The effect size 

comparison for social well-being was more consistent with my hypothesis in that the 

heterosexual group did report higher levels of social well-being compared to the homosexual, 



 

 

bisexual, and other group. The queer group did report the highest level of social well-being; 

however, the group’s small number could have impacted these results. There were multiple 

large social well-being effect size differences among different pairings of sexual orientation 

groups, demonstrating that social well-being may be a mental health outcome that varies 

among specific sexual minority groups. This variance could be explained by differential 

social discrimination and stigma among sexual minority groups (Herek, Gillis, & Cogan, 

2009), however further exploration is needed.  

Self-Esteem as a Source of Resilience Among Sexual Minority Groups 

 Results of the effect size analysis indicated that, contrary to my hypothesis, self-

esteem did not differ among sexual minority groups or between heterosexual and LGBQO 

individuals. These results are consistent with research finding that sexual orientation did not 

have a main effect on self-esteem in a sample of college students (Shepler & Perrone-

McGovern, 2016). The minimal difference in self-esteem between groups maintains 

empirical support that sexual minority individuals may have sources of resilience that protect 

against many of the additional stressors that they face (Meyer, 2013; (Smith, 2017). One of 

these may come from identifying and focusing on positive aspects of their sexual orientation 

identities such as having more insight and acceptance of themselves or being able to be 

positive role models for others (Riggle et al., 2008). Higher self-esteem may also be a result 

of more visibility of LGB role-models and information in the media as well as more LGB-

positive media being available to individuals (Savin-Williams, 2005). This finding is not 

meant to diminish the large number of stressors that sexual minority individuals face 

including discrimination, prejudice, and stigma from families of origin, communities, and the 

government. The lack of variance in self-esteem levels among sexual orientation groups does 



 

 

not indicate that sexual minority individuals’ resilience is an equalizer in terms of promoting 

well-being or reducing mental illness. Rather, protective factors such as self-esteem are 

resources that sexual minority individuals may use to develop coping skills in the face of 

minority stress while awaiting government policies that may have a larger impact on their 

well-being (Smith, 2017).  

Resilience Factors and Depression Levels Differ among Racial Groups 

 After calculating additional effect sizes comparing the levels of resilience factors, 

well-being, and depression among racial groups, my results were inconsistent with my 

hypothesis that white individuals would report the lowest levels of depression compared to 

the other racial groups. African-American individuals had the lowest mean depression levels 

and the Latinx group reported the highest levels of depression compared to the other two 

groups. This is inconsistent with prior literature demonstrating that white individuals would 

have the lowest levels of depression (Kessler, 2003). However, the results are consistent with 

one study finding that Latinx individuals experience higher levels of depression compared to 

other White Americans (Gonzalez et al., 2010). In addition, Latinx had lower levels of 

mastery, psychological, and social well-being compared to the white group.  This could 

possibly be due to additional stressors placed on the Latinx community, such as acculturation 

in addition to discrimination (Gonzalez, et al., 2010). Two things to consider when making 

inferences about the results are possible interaction effects and heterogeneity within 

racial/ethnic groups. There may be an interaction between race and sexual orientation when 

comparing the levels of depression, social and psychological well-being, mastery, and self-

esteem. In addition, it is important to acknowledge that each ethnic/racial group is not a 

monolith; different communities within a racial group (e.g. immigrants and non-immigrants) 



 

 

may have different cultural beliefs that impact acceptance and support of non-heterosexual 

identities.  While this was not the main aim of the current study, this warrants further 

investigation of this interaction among resilience factors.  

Previous research has demonstrated a negative relationship between mastery and 

depression among samples that consist of mainly older, white individuals (Raeifar, Halkett, 

Lohman, & Sirey, 2017; Steunenberg et al., 2007). This relationship was additionally 

supported by the SEM I conducted where mastery alone predicted well-being and depression. 

These results are consistent with past research, particularly those that demonstrated mastery’s 

negative relationship with depression. The current study established that mastery’s large 

effects on depression are also present in a sexually diverse sample. Therefore, mastery 

appears to be robustly related to depression in both sexual minority individuals as well as 

heterosexual individuals (which was demonstrated in previous studies). These results further 

demonstrate that mastery may be a protective factor against depression. Mastery could lower 

vulnerability to depression by promoting better coping skills such as problem-solving 

(Gallagher et al., 2019).  

Mastery and Self-Esteem Both Predict Well-Being and Depression 

The positive, moderate relationships between mastery and social well-being and 

psychological well-being are additional evidence that mastery promotes better overall 

functioning. Previous research has found that traits similar to mastery, such as proactive 

personalities and hope, predict higher levels of social well-being (Gallagher & Lopez, 2009; 

Zambianchi, 2016). If an individual is more likely to believe they have control over their 

outcomes, they may be more likely to have positive appraisals of their part in society 

compared to individuals with lower levels of social well-being. Mastery had the most robust 



 

 

relationship with psychological well-being compared to the other outcomes. While a possible 

explanation could be that mastery is highly comparable to the environmental mastery scale in 

the Psychological Well-Being measure (Ryff & Singer, 1996), environmental mastery is 

theoretically distinct from personal, or general mastery in that it consists of a feeling that one 

can manipulate their own environment. Furthermore, environmental mastery is only one of 

the six indicators of psychological well-being. If overall mastery was indeed 

indistinguishable from the environmental mastery scale, then one would assume the 

relationship between personal mastery and environmental mastery would be robust or that 

psychological well-being would be more robust compared to other resilience factors. The 

findings actually revealed the correlation between mastery and environmental mastery to be 

0.18. In addition, self-esteem predicted more variance in psychological well-being than 

mastery (Figures 6 and 7).  

Individuals with higher levels of self-esteem have been shown to have higher levels 

of psychological well-being in previous studies (Paradise & Kernis, 2002). This was further 

supported by the current research. As levels of psychological well-being did not largely vary 

among sexual orientation groups, this association appears to hold regardless of sexual 

orientation. Furthermore, this study has also added to well-being research by examining the 

relationship between self-esteem and social well-being. Prior to this study, results have been 

mixed in determining whether self-esteem impacts positive interpersonal functioning. The 

results of this study have supported a positive, moderate relationship between self-esteem 

and social well-being. Levels of social well-being did differ between the white and Latinx 

groups and levels of self-esteem differed between African-Americans and Latinx groups, 



 

 

suggesting that additional study may be needed to examine how race impacts this 

relationship.  

 Also in line with my hypothesis, and previous research, is the moderate, negative 

association between self-esteem and depression (APA, 2013; Sowislo & Orth, 2013). 

Through using a sexually and ethnically diverse sample, the findings are able to support the 

premise that lower self-esteem predicts higher levels of depression in a non-heterosexual 

sample. Based on the fact that levels of self-esteem did not majorly differ between sexual 

orientation groups, the relationship between self-esteem and depression appears robust across 

sexual orientation. Future studies could investigate how this relationship is moderated by 

race to see determine how intersectionality can impact self-esteem’s effect on depression 

levels.  

Self-Esteem has a Robust, Unique Relationship with Well-Being and Depression 

The SEM analyses quantifying the individual effects of mastery and self-esteem on 

well-being and depression allowed me to determine how these factors of resilience impact 

the dependent variables on their own before placing them in the same model. My main 

hypothesis was partially supported by the results of the current study. Self-esteem did have a 

stronger relationship than mastery with social well-being and depression. However, self-

esteem also was a more robust predictor of psychological well-being compared to mastery. 

These results are contrary to the hypothesis that mastery would promote more feelings 

specific feelings of agency and autonomy compared to the more general self-esteem, 

therefore being associated with even higher psychological well-being. However, a previous 

study did find that having greater levels of self-esteem had a stronger relationship with 

psychological well-being compared to coping, a behavior that is highly associated with 



 

 

mastery (Gallagher et al., 2019; Rosenberg, 1995). Another study found that self-esteem was 

correlated with higher levels of autonomy, environmental mastery, and purpose in life 

(Paradise & Kernis, 2002). As mastery is a more specific view of one’s control over their 

circumstances, it may affect only part of psychological well-being, particularly autonomy 

and environmental mastery. Self-esteem is an overall view of the self. Therefore having a 

more generally positive view of the self may affect more parts of psychological well-being, 

which consists of components that are highly related to how one views themselves (i.e. 

personal growth, autonomy, and self-acceptance). There is limited research on how self-

esteem and mastery uniquely predict psychological well-being. Self-esteem may be more 

beneficial for this LGBQO sample due to the amount of discrimination experienced by 

sexual minority individuals (Meyer, 2013). As this construct is a more general view of 

oneself compared to mastery, this resource may have a slightly higher effect in buffering 

against negative views of self often perpetuated by discrimination and stigma from others.  

Limitations and Directions for Future Research 

 A limitation of this study is that data were collected approximately 15 years prior to 

the current study. This especially impacts how individuals were divided into specific sexual 

orientation groups. As we go further into the 21st century, the distinction between sexual 

orientation and sexual orientation identity, a conscious labeling of identity, has deepened 

(Worthington & Reynolds, 2009). Thus, there may be individuals who identified as 

homosexual in 2004 that now identify as queer or other. In addition, other orientations and 

identities have become more widely used (i.e. asexual, pansexual; Galupo et al., 2014). It 

would be dismissive not to acknowledge that the surveys asking about sexual and gender 

identity used in data collection in 2020 would look quite different from the current study’s 



 

 

survey. Improving measurement of gender and sexual orientation identity could also impact 

replication of the current study’s findings. For example, effect size differences between queer 

and other groups may be smaller for psychological and social well-being if there is a larger 

number of individuals who identify as queer due to the sample n increasing. One goal of 

future research aiming to replicate the current study will be to update materials so that 

measures of sexual orientation identity will be able to cover the different groups and 

identities in the sexual minority community, possibly even measuring sexual orientation on a 

spectrum in addition to using categorical measures.  

 Another limitation of the study is that there were only two latent variables in the 

proposed models. This was due to the unavailability of item-level data for the other 

constructs. If there were item-level data, a full confirmatory factor analysis of all of the 

variables could be conducted and more information about the measurement error in the self-

esteem, mastery, and depression measures could be surmised thus providing more precise 

estimates of latent relationships.  

 Lastly, the scales of the shortened version of the Psychological Well-Being scale 

(Ryff, 1989) and the Social Well-Being Scale had low internal consistency, which may have 

affected the fit of the data in the confirmatory factor analyses and the proposed structural 

model analysis. Low internal consistency demonstrates that the validity of the measures was 

compromised in some way (e.g., method of measurement, sample characteristics). If this 

study were to be replicated, utilizing the longer versions of the Psychological and Social 

Well-Being scales may improve internal consistency.  

Strengths and Implications 



 

 

This study’s strengths are mainly tied to the amount of diversity in its sample. Three-

fourths of the entire sample identified as a sexual minority and half of the sample identified 

as a racial minority. Furthermore, the sexual minority sample (n = 396) consisted of 

approximately equal parts White, Black/African-American, and Latinx individuals. The study 

also provided a comparison of levels of resilience, well-being, and depression among groups 

of sexual minority individuals. While one study has compared levels of psychological well-

being, social well-being, and depression among homosexual and bisexual individuals 

(Kertzner et al., 2009), there was no previous study comparing levels of self-esteem and 

mastery among these groups as well as comparing them among queer and other-non-

heterosexual groups. This study acknowledges that experiences often differ between 

particular groups of sexual minority individuals, and therefore attempted to determine 

whether this impacted levels of resilience, well-being, and depression (Worthington & 

Reynolds, 2009).  

 I conducted an analysis using a sample consisting only of sexual minority individuals 

in order to determine whether the established relationship among mainly heterosexual 

samples would also be reflected in sexual minority individuals. This is important in order to 

ensure that the conceptualization of the effects of resilience factors on mental well-being and 

symptoms of depression is the same for all individuals. Therefore, we can also ensure that 

research is not missing differences among sexual minority individuals, a population that has 

been shown to experience greater levels of distress compared to their heterosexual 

counterparts (Meyer, 2013).  

 The results of this study indicate that both self-esteem and mastery are important 

sources of resilience that clinicians can foster in clients in order to protect against symptoms 



 

 

of depression, a syndrome that has been shown to have an increased prevalence in the LGBQ 

community (Cochran, Sullivan, & Mays, 2003). Furthermore one could focus on specific 

self-esteem related to one’s sexual orientation, as perceptions of the self can vary depending 

on the domain one is focusing on (Pachankis & Goldfried, 2010; Rosenberg et al., 1995).  

Interventions focused on improving self-esteem through classical conditioning or cognitive 

restructuring in sexual minority individuals have had mixed results (Fleming & Burns, 2017). 

This could be due to the difficulty in changing implicit associations that have been ingrained 

in one’s schemas (Fleming & Burns, 2017) However, strengths-focused and transdiagnostic 

therapies focused on social support and minority stressors have been shown to increase self-

esteem in sexual minority individuals (Craig et al., 2012; Pachankis et al., 2015). This 

supports literature underlining the importance of community such as forming support 

systems (i.e. families of choice), advocacy, and developing a sense of belonging promotes 

resilience in the face of minority stressors (Riggle et al., 2008; Smith, 2017). Thus, assisting 

the individual in coping with discrimination and stigma as well as helping them to foster a 

community may increase their self-esteem, thus improving one’s well-being. 

Conclusions 

This study is one of the first of its kind to examine the unique effects of self-esteem 

and mastery on measures of mental well-being and illness in a sample consisting of only 

sexual minority individuals. This research demonstrated that mastery and self-esteem were 

both strong unique predictors of well-being and mental illness. Furthermore, self-esteem was 

a more robust predictor of social well-being, psychological well-being, and depression 

compared to mastery in a sexually and racially diverse sample. The implications of these 

results lie in resilience and intervention research and practical applications. Sexual minorities 



 

 

do not appear to have substantial low levels of psychological resources compared to their 

heterosexual counterparts. This may be indicative of sexual minorities’ overall resilience in 

the face of stressors. Furthermore, fostering well-being and reducing the prevalence of 

depression in sexual minority individuals may prove to be more successful when there is an 

emphasis on developing stable, positive self-esteem in the individual compared to developing 

mastery. Based on the results promoting self-esteem may be more impactful on reducing 

depression than increasing psychological and social well-being. While mastery is also 

evidently important in improving functioning in sexual minorities, how one views themselves 

in a more general matter may have an effect beyond that of mastery in protecting against 

stressors faced by sexual minority individuals.   

  

  

  

 

 

 

 

 

 

 

 

 

 



 

 

Tables and Figures 

Figure 1 

Confirmatory Factor Analysis  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Figure 2 

Hypothetical Structural Model of Individual Effects of Mastery 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Figure 3 

Hypothetical Structural Model of Individual Effects of Self-Esteem 

 

 

 

 

 

  

 

 

 

 

 



 

 

Figure 4 

Proposed Structure of Unique Effects of Mastery and Self-Esteem 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Table 1 

Demographics  

Variable Total Sample LGBQO Sample 

N 524 396 

Age (%)    
     Under 21 years 39 (7.4) 31 (7.8) 

     21-35 years 320 (61.1) 233 (58.8) 

     36-50 years 139 (26.5) 112 (28.3) 

     Over 50 years 26 (5.0) 20 (5.1) 

Gender (%)   
     Female 261 (49.8) 198 (50) 

     Male 263 (50.2) 198 (50) 

Race/Ethnicity (%)   
     White  262 (50) 134 (33.8) 

     Black/African-American 131 (25) 131 (33.1) 

     Latinx/Hispanic 131 (25) 131 (33.1) 

Sexual Orientation (%)  
     Heterosexual/Straight 128 (24.4)  
     Gay & Lesbian 289 (55.2) 289 (55.2) 

     Queer 15 (2.9) 15 (2.9) 

     Bisexual 71 (13.5) 71 (13.5) 

     Other 21 (4.1) 21 (4.1) 

Education (%)   
     More than 6 years but less than high school diploma 41 (7.8) 39 (9.8) 

     High School Diploma/High School Equivalent 53 (10.1) 46 (11.6) 

     Some College 128 (24.4) 104 (26.3) 

     Associate's Degree 19 (3.6) 16 (4.0) 

     Bachelor's Degree 168 (32.1) 119 (30.1) 

     Some Postgraduate Work 23 (4.4) 19 (4.8) 

     Master's Degree 75 (14.3) 42 (10.6) 

     Doctoral Degree 13 (2.5) 9 (2.3) 

     Other 4 (0.8) 2 (0.5) 

Relationship Status (%)  
     Not in a Relationship 278 (53.1) 212 (53.5) 

     In a Relationship 204 (38.9) 157 (39.6) 

     Married/Domestic Partnership 41 (7.8) 26 (6.6) 



 

 

Table 2 

Means, Standard Deviations, and Size of Sexual Orientation Group. 

 

 

Table 3   

Effect Sizes of Sexual Orientation Groups 

Variables Heterosexual LGBQO Homosexual Bisexual Queer Other  
n M SD n M SD n M SD n M SD n M SD n M SD 

Self-Esteem 128 3.30 0.49 396 3.31 0.31 305 3.33 0.57 71 3.20 0.53 15 3.27 0.52 5 3.10 0.58 

Mastery 128 2.67 0.28 396 2.63 0.10 305 2.64 0.35 71 2.60 0.32 15 2.63 0.84 5 2.60 0.20 

Social Well-Being 128 4.86 0.87 394 4.78 0.76 305 4.85 0.88 69 4.50 0.77 15 5.06 0.77 5 4.20 0.25 

Psychological Well-Being 128 5.46 0.74 396 5.37 0.58 305 5.40 0.77 71 5.30 0.74 15 5.57 0.63 5 4.80 0.82 

Depression 128 0.67 0.49 395 0.71 0.32 304 0.69 0.57 71 0.80 0.56 15 0.66 0.40 5 0.80 0.20 

 Sexual Orientation Pairs Self-Esteem Mastery 

Psychological  

Well-Being Social Well-Being Depression 

 d 95% CI d 95% CI d 95% CI d 95% CI d 95% CI 

LGBQO & Heterosexual -0.01 (-0.21, 0.19) 0.13 (-0.07, 0.33) 0.08 (-0.12, 0.29) 0.11 (-0.08, 0.31) -0.08 (-0.28, 0.12) 

Homosexual & 

Heterosexual -0.06 (-0.26, 0.15) 0.09 (-0.12, 0.30) 0.08 (-0.13, 0.29) 0.01 (-0.2, 0.22) -0.04 (-0.24, 0.17) 

Bisexual & Heterosexual 0.12 (-0.17, 0.41) 0.31 (0.01, 0.60) 0.26 (-0.03, 0.55) 0.50 (0.2, 0.80) -0.29 (-0.58, 0.00) 

Queer & Heterosexual 0.06 (-0.47, 0.60) 0.11 (-0.43, 0.64) -0.15 (-0.69, 0.38) -0.23 (-0.77, 0.30) 0.02 (-0.52,0.56) 

Other & Heterosexual 0.41 (-0.49, 1.30) 0.14 (-0.75, 1.04) 0.89 (-0.01, 1.79) 0.83 (-0.07, 1.73) -0.25 (-1.14, 0.65) 

Bisexual & Homosexual 0.16 (-0.10, 0.42) 0.17 (-0.08, 0.43) 0.17 (-0.09, 0.43) 0.44 (0.18, 0.71) -0.23 (-0.49, 0.03) 

Queer & Homosexual 0.11 (-0.41, 0.62) 0.03 (-0.49, 0.54) -0.22 (-0.74, 0.30) -0.24 (-0.76, 0.28) 0.05 (-0.47, 0.57) 

Other & Homosexual 0.40 (-0.48, 1.29) 0.03 (-0.86, 0.91) 0.78 (-0.11, 1.66) 0.80 (-0.09, 1.69) -0.18 (-1.06, 0.71) 

Queer & Bisexual -0.06 (-0.61, 0.50) -0.11 (-0.67, 0.45) -0.42 (-0.98, 0.15) -0.77 (-1.34, -0.20) -0.06 (-0.96, 0.85) 

Other & Bisexual 0.26 (-0.65, 1.17) -0.16 (-1.06, 0.75) 0.63 (-0.28, 1.55) 0.43 (-0.48, 1.34) 0.06 (-0.85, 0.96) 



 

 

Note. Results represent Cohen’s d from effect size analysis. Effects in bold are statistically significant at p < .05. 

 

 

 

 

 

Table 4 

One-Way Analysis of Variance between Sexual Orientation Groups 

Measure df F p 𝜂2 (%) 

Self-Esteem 4, 519 0.59 0.67 0.45 

Mastery 4, 519 0.88 0.47 0.67 

Social Well-Being 4, 513 3.9 <.05 2.95 

Psychological Well-Being 4, 519 1.72 0.14 1.31 

Depression 4, 516 1.02 0.4 0.78 

 

 

 

 

Table 5.  

One-Way Analysis of Variance between Heterosexual and LGBQO Groups 

 

Measure df F p 𝜂2 (%) 

Self-Esteem 1, 522 0.005 0.95 0.00 

Queer & Other -0.32 (-1.34, 0.70) 0.00 (-1.01, 1.01) -1.14 (-2.21, -0.07) -1.32 (-2.41, -0.23) 0.36 (-0.66, 1.37) 



 

 

Mastery 1, 522 1.43 0.23 0.30 

Social Well-Being 1, 516 0.66 0.42 0.13 

Psychological Well-Being 1, 522 1.25 0.26 0.24 

Depression 1, 519 0.65 0.42 0.12 

 

 

 

 

 

 

 

Table 6  

Means, standard deviations, and size of racial group. 

 

Variables White  African-American Latinx 

 n M SD n M SD n M SD 

Self-Esteem 262 3.30 0.51 131 3.43 0.49 131 3.20 0.61 

Mastery 262 2.68 0.26 131 2.66 0.28 131 2.53 0.39 

Social Well-Being 257 4.90 0.86 130 4.73 0.84 131 4.67 0.91 

Psychological Well-Being 262 5.49 0.72 131 5.41 0.71 131 5.18 0.84 

Depression 260 0.65 0.50 130 0.63 0.53 131 0.87 0.62 

 

 

 

 

Table 7 

Effect sizes and confidence intervals by racial group. 

 

Ethnicity/Race Self-Esteem Mastery 
Psychological 

Well-Being 
Social Well-Being Depression 



 

 

 d 95% CI d 95% CI d 95% CI d 95% CI d 95% CI 

White & African-American 0.26 0.05, 0.47 
-

0.08 
-0.29, 0.14 

-

0.11 
-0.32, 0.10 

-

0.20 
-0.41, 0.01 

-

0.04 

-0.25, 

0.17 

White & Latinx 
-

0.18 
-0.40, 0.03 

-

0.49 

-0.70, -

0.27 

-

0.41 

-0.62, -

0.20 

-

0.26 

-0.47, -

0.05 
0.41 0.20, 0.62 

African-American & 

Latinx 

-

0.42 

-0.76, -

0.07 

-

0.38 

-0.73, -

0.04 

-

0.30 
-0.64, 0.01 

-

0.07 
-0.31, 0.17 0.42 0.18, 0.67 

Note. Results represent Cohen’s d from effect size analysis. Effects in bold are statistically significant at p < .05. 

 

 

 

 

Table 8  

One-Way Analysis of Variance between Racial/Ethnic Groups 

 

Measure df F p 𝜂2 (%) 

Self-Esteem 2, 521 5.97 <.01 2.20 

Mastery 2, 521 10.03 <.01 3.70 

Social Well-Being 2, 515 3.62 0.03 1.40 

Psychological Well-Being 2, 521 7.62 <.01 2.80 

Depression 2, 518 8.93 <.01 3.30 



 

 

Figure 5 

Confirmatory factor analysis of predictor and outcome variables in the LGB sample. 

 
Note. (χ2 (70, n =396) = 171.84, CFI = 0.93, TLI = 0.91, RMSEA = 0.06. Results represent 

factor loadings of psychological and social well-being latent constructs in model consisting 

of self-esteem, mastery, depression, social well-being and psychological well-being. Also 

depicted are correlations between latent constructs and manifest variables. 

 



 

 

Figure 6 

Effects of mastery on psychological and social well-being and depression. 

 
Note. (χ2 (61, n =396) = 141.20, CFI = 0.93, TLI = 0.91, RMSEA = 0.06). Results depict 

completely standardized beta coefficients between mastery and psychological and social 

well-being and depression with 95% confidence intervals in parentheses. 

 

 

 

 

 

 

 

 

 



 

 

Figure 7 

Effects of self-esteem on psychological, social well-being and depression. 

 
Note. (χ2 (61, n =396) = 169.70, CFI = 0.91, TLI = 0.89, RMSEA = 0.06). Results depict 

completely standardized beta coefficients between self-esteem and psychological and social 

well-being and depression with 95% confidence interval in parentheses. 

 

 

 

 

 

 

 

 

 



 

 

Figure 8 

Effects of Self-Esteem and Mastery on Outcome Variables. 

     
Note. (χ2 (70, n =396) = 171.84, CFI = 0.92, TLI = 0.90, RMSEA = 0.06). Results depict 

completely standardized beta coefficients between mastery and self-esteem and 

psychological and social well-being and depression with 95% confidence intervals in 

parentheses. Correlation between mastery and self-esteem is depicted. 
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Appendix A: List of Measures 

MASTERY 

(Self-Administered, Version 9) 

 

MAS1. You have little control over the things that happen 

to you. (Please tell me whether this is not true, 

somewhat true, or very true for you at this time. 

[CARD A]) (Choose one) 

1 Not true 

2 Somewhat true 

3 Very true 

7 Don’t Know 

8 Refuse to Answer 

MAS2. There is really no way you can solve the problems 

you have. (Please tell me whether this is not true, 

somewhat true, or very true for you at this time. 

[CARD A]) (Choose one) 

1 Not true 

2 Somewhat true 

3 Very true 

7 Don’t Know 

8 Refuse to Answer 

MAS3. There is little you can do to change many of the 

important things in your life. (Please tell me 

whether this is not true, somewhat true, or very 

true for you at this time. [CARD A]) (Choose 

one) 

1 Not true 

2 Somewhat true 

3 Very true 

7 Don’t Know 

8 Refuse to Answer 

MAS4. You often feel helpless in dealing with problems 

in life. (Please tell me whether this is not true, 

somewhat true, or very true for you at this time. 

[CARD A]) (Choose one) 

1 Not true 

2 Somewhat true 

3 Very true 

7 Don’t Know 

8 Refuse to Answer 

MAS5. Sometimes you feel that you are being pushed 

around in life. (Please tell me whether this is not 

true, somewhat true, or very true for you at this 

time. [CARD A]) (Choose one) 

1 Not true 

2 Somewhat true 

3 Very true 

7 Don’t Know 

8 Refuse to Answer 

MAS6. What happens to you in the future mostly depends 

on you. (Please tell me whether this is not true, 

somewhat true, or very true for you at this time. 

[CARD A]) (Choose one) 

1 Not true 

2 Somewhat true 

3 Very true 

7 Don’t Know 

8 Refuse to Answer 

MAS7. You can do just about anything you set your mind 

to. (Please tell me whether this is not true, 

somewhat true, or very true for you at this time. 

[CARD A]) (Choose one) 

1 Not true 

2 Somewhat true 

3 Very true 

7 Don’t Know 

8 Refuse to Answer 

* Items were coded so that higher scores indicated greater levels of mastery 

 

 

 

 

SELF-ESTEEM 



 

 

(Self-Administered, Version 9) 

 

EST1. I feel I am a person of worth, at least on an equal 

basis with others. 

1 Agree strongly 

2 Agree somewhat 

3 Disagree somewhat 

4 Disagree strongly 

EST2. I feel that I have a number of good qualities. 1 Agree strongly 

2 Agree somewhat 

3 Disagree somewhat 

4 Disagree strongly 

EST3. All in all I am inclined to feel that I am a failure. 1 Agree strongly 

2 Agree somewhat 

3 Disagree somewhat 

4 Disagree strongly 

EST4. I am able to do things as well as most people. 1 Agree strongly 

2 Agree somewhat 

3 Disagree somewhat 

4 Disagree strongly 

EST5. I feel I do not have much to be proud of. 1 Agree strongly 

2 Agree somewhat 

3 Disagree somewhat 

4 Disagree strongly 

EST6. I take a positive attitude toward myself. 1 Agree strongly 

2 Agree somewhat 

3 Disagree somewhat 

4 Disagree strongly 

EST7. On the whole, I am satisfied with myself. 1 Agree strongly 

2 Agree somewhat 

3 Disagree somewhat 

4 Disagree strongly 

EST8. I wish I could have more respect for myself. 1 Agree strongly 

2 Agree somewhat 

3 Disagree somewhat 

4 Disagree strongly 

EST9. I certainly feel useless at times. 1 Agree strongly 

2 Agree somewhat 

3 Disagree somewhat 

4 Disagree strongly 

EST10. At times I think I am no good at all. 1 Agree strongly 

2 Agree somewhat 

3 Disagree somewhat 

4 Disagree strongly 

* Items were coded so that higher scores indicated greater levels of self-esteem. 

 

 

PSYCHOLOGICAL WELL-BEING 



 

 

(Computer-Administered, Version 9) 

 

READ: Now I’m going to turn over the computer to you so you can answer the next set of 

questions by yourself. Please follow the directions on the screen and let me know if you have 

any questions or problems. The computer will tell you when to stop answering questions. 

Ready? The first screen will allow you to practice using the computer to answer questions. 

[CLICK NEXT QUESTION AND TURN COMPUTER.] 

 

PWB1. PRACTICE: Please click on the number 3. 1 one 

2 two 

3 three 

4 four 

If PWB1 is not equal to 3 then READ: “Using the computer to answer questions can be 

tricky. Please ask the interviewer to give you more instruction.” skip to PWB1.  

 

That’s good! Now let’s continue… 

 

Please indicate how strongly you agree or disagree with each of the next statements.  

 

Click “Next Question” when you are ready to begin.  

Self-Acceptance 

PWB22. I like most parts of my personality. 01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

PWB3. When I look at the story of my life, I am pleased 

with how things have turned out so far. 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

PWB6. In many ways I feel disappointed about my 

achievements in life (R).  

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 



 

 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

 

Personal Growth 

PWB12. For me, life has been a continuous process of 

learning, changing, and growth. 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

PWB13. I think it is important to have new experiences 

that challenge how I think about myself and the 

world. 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

PWB15. I gave up trying to make big improvements or 

changes in my life a long time ago (R).  

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

 

Environmental Mastery 

PWB5. The demands of everyday life often get me down 

(R). 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 



 

 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

PWB9. In general, I feel I am in charge of the situation in 

which I live. 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

PWB10. I am good at managing the responsibilities of 

daily life. 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

 

Positive Relations with Others 

PWB7. Maintaining close relationships has been difficult 

and frustrating for me (R).  

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

PWB14. People would describe me as a giving person, 

willing to share my time with others. 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 



 

 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

PWB17. I have not experienced many warm and trusting 

relationships with others (R). 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

 

Purpose in Life 

PWB4. Some people wander aimlessly through life, but I 

am not one of them.  

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

PWB8. I live life one day at a time and don’t really think 

about the future (R).  

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

PWB11. I sometimes feel as if I’ve done all there is to do 

in life (R). 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 



 

 

99 Not Applicable 

 

Autonomy  

PWB16. I tend to be influenced by people with strong 

opinions (R). 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

PWB18. I have confidence in my own opinions, even if 

they are different from the way most other people 

think. 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

PWB19. I judge myself by what I think is important, not 

by the values of what others think is important.  

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

* Items were coded so that higher scores indicated greater levels of psychological well-

being. 

 

 

 

SOCIAL WELL-BEING 

(Computer-Administered, Version 9) 

 

Social-Acceptance  

SWB3. People who do a favor expect nothing in return. 01 Strongly agree 



 

 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

SWB10. People do not care about other people's problems 

(R). 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

SWB14. I believe that people are kind. 01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

 

Social Actualization  

SWB5. The world is becoming a better place for 

everyone. 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

SWB9. Society has stopped making progress (R). 01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 



 

 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

SWB13. Society isn't improving for people like me (R). 01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

 

Social Contribution  

SWB4. I have something valuable to give the world. 01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

SWB7. My daily activities do not create anything 

worthwhile for my community (R). 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

SWB15. I have nothing important to contribute to society 

(R).  

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 



 

 

99 Not Applicable 

 

Social Coherence 

SWB1. The world is too complex for me (R). 01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

SWB8. I cannot make sense of what's going on in the 

world (R). 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

SWB12. I try to think about and understand what could 

happen next in our country. 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

 

Social Integration  

SWB2. I don’t feel I belong to anything I’d call a 

community (R). 

01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

SWB6. I feel close to other people in my community. 01 Strongly agree 



 

 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

SWB11. My community is a source of comfort. 01 Strongly agree 

02 Agree somewhat 

03 Agree a little 

04 Don’t know 

05 Disagree a little 

06 Disagree somewhat 

07 Strongly disagree 

77 Don’t Know 

88 Refuse to Answer 

99 Not Applicable 

* Items were coded so that higher scores indicated greater levels of social well-being. 

 

DEPRESSION 

(Self-Administered, Version 9) 

 

Instructions: Now I’m going to read a list of the ways you might have felt or behaved in the 

past week. Please tell me how often if at all you have felt the following ways during the past 

week. Use card H and tell me 1, 2, 3, or 4.  

 

CES1. You were bothered by things that 

don't usually bother you. 

1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES2. You did not feel like eating; your 

appetite was poor. 

1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 



 

 

CES3. You felt that you could not shake 

off the blues even with help from 

your family or friends. 

1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES4. You felt that you were just as good 

as other people. 

1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES5. You had trouble keeping your mind 

on what you were doing. 

1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES6. You felt depressed. 1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES7. You felt that everything was an 

effort. 

1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES8. You felt hopeful about the future. 1 Rarely or none of the time (<1 day) 



 

 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES9. You thought your life had been a 

failure. 

1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES10 You felt fearful. 1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES11. Your sleep was restless. 1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES12. You were happy. 1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES13. You talked less than usual. 1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 



 

 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES14. You felt lonely. 1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES15. People were unfriendly. 1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES16. You enjoyed life. 1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES17. You had crying spells 1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES18. You felt sad. 1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 



 

 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES19. You felt that people dislike you. 1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

 

CES20. You could not get going. 1 Rarely or none of the time (<1 day) 

2 Some or a little of the time (1-2 days) 

3 A moderate amount of the time (3-4 

days) 

4 Most or all of the time (5-7 days) 

7 Don’t Know 

8 Refuse to Answer 

9 Not Applicable 

* Items were coded so that higher scores indicated greater levels of depression.



 

 

 

 


