
INTRODUCTION

lobally, exploration of positive Gdimensions of mental health has 
been  inv igora ted .  The  current 
developments within the field of mental 
health lead to an all-inclusive definition 
of positive mental health encompassing 
wellbeing dimensions i.e. emotional, 

psychological and social well-being. 
Previously mental wellbeing term had 
been equated with absence of disease 
or infirmity. These current advances 
within conceptualization of positive 
wellbeing recognized it as measurable 
dimension distinct from psychological 

1 , 2i l l n e s s  g r o u n d e d  i n  a  s o c i a l 
determinants health model supporting 

3,4populace health promotion.  In recent 
times, World Health Organization 
(WHO) defined mental health as a 
“state of well-being in which an 
individual realizes his or her own 
abilities, can cope with the normal 
stresses of life, can work productively 
and is able to make a contribution to his 

5
or her community”.   This led to an 
increased recognition of mental health 
as an integral part of the over health and 
wellbeing. The concept of well-being 
along with basic subcomponents of 
positive mental health has been 
illustrated comprehensively by hedonic 

6and eudiamonic tradition.  The hedonic 
tradition relates to emotional and 
cognitive appraisal of life satisfaction and 
p o s i t i v e  a f f e c t i v i t y.  H o w e v e r, 
eudiamonic perspective captures 
ind iv idua l ' s  potent ia l  that  fue ls 
fulfillment and peak functioning. Positive 
m e n t a l  h e a l t h  i s  t h e o r i z e d  a s 
encompassing wellbeing dimensions i.e. 
emotional, psychological and social 

7,8,well-being  while integrating both 
approaches. The dual-continua model 
advocates presence of two related yet 
distinct continua representing mental 

9 ,10health and mental dysfunction.  
Consequently effective interventions 
aimed at enhancing wellbeing can alter 
positive mental health levels, even 
though there were no indications of 
psychological illness. 

Empirical literature has considered 
positive mental health as a protective 

11factor , as gains in positive indicators of 
wellbeing i.e. positive mental health 
anticipated deterioration in occurrence 
and prevalence of mental illness. 
Conversely deterioration in positive 
mental health levels envisages upsurge 
in occurrence and prevalence of mental 

12illness.  Some aspects of positive 
mental health are found to be linked 
with positive affectivity yielding higher 
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ABSTRACT

OBJECTIVE: To investigate prevalence of mental health states (positive mental 
wellbeing levels) across professional groups working in diverse work settings in 
indigenous context. 

METHODS: This cross-sectional study was conducted at public tertiary care 
hospitals (J innah Hospital Lahore, Combined Military Hospital), 
telecommunication companies (Warid, Telenor), Multinational firms, 
consultancy firms, Askari bank, Muslim Commercial Bank located at Islamabad 
and Lahore, Pakistan from February  2016 to December 2016. Data was 
collected from professionals (N=509) through purposive sampling technique. 
The present research employed Mental Health Continuum Short Form (MHC-
SF) and Brief Symptom Inventory (BSI) for measuring positive mental wellbeing 
levels and psychological distress (complete mental health). 

RESULTS: Descriptive statistics revealed satisfactory psychometrics of MHC-
SF (α=0.86) and BSI (α=0.97) and its subscale results of ANOVA showed 
significant mean difference across professional groups in social wellbeing F 

2(4,616=4.20; p<.001), somatization F (4,566=4.58 p<0.01), η = 0.03, 
interpersonal sensitivity F (4,599) =5.23; p<0.001 and paranoid ideation F 
(4,585=2.88; p<.02). Post-hoc analysis using Tukey followed by ANOVA 
further revealed mean differences between specific professional groups on 
social wellbeing dimension i.e., bankers and telecom officers (-1.89; p<0.03), 
doctors and telecom officers (-3.07; p<05).  

CONCLUSION: Higher level of positive mental health buffers impact of 
negative stressors in personal and work domains. This also reflects a dire need 
to shift focus towards engaging mental health promotion strategies in order to 
develop flourishing, productive workforce, rather than solely focusing on 
assuaging mental illness and psychological distress.

KEY WORDS: Mental Health (MeSH); Positive mental health levels (Non-
MeSH); Moderate mental health (Non-MeSH); Psychological distress (Non-
MeSH); Flourishing (Non-MeSH); Languishing (Non-MeSH).
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15care and other fields.

Across the globe, empirical studies 
reported higher prevalence of burnout 

16among mental health professionals , 
due to work environment while 
emphasizing role of sociodemographic 
variables such as age, gender, marital 
status and staff position along with job 
satisfaction to significantly impact 
mental health. Likewise, results of   

17recent study  showed high level of 
stress and burnout experienced by staff 
members to be linked with low level of 
job satisfaction, high turnover rate, and 

18-21reduced work efficiency.  Health care 
professionals, financial consultants, 
bankers due to highly demanding nature 
of their work, long working hours are 
more vulnerable towards experiencing 
mental strain causing anxiety and 
depression. 

17Within indigenous context, studies  
confirmed factors such as job insecurity, 
work schedules, pay package, job 

level of life satisfaction and global 
13functioning.  In addition, lower levels of 

posit ive mental  health increase 
propensity towards developing severe 
psychological dysfunction symptom 
manifestations e.g. depression, anxiety 

14and stress across various cultures.  
Workplace environment has been 
recognized as  key feature that 
determine employees mental health 
a n d  o v e r a l l  w e l l b e i n g .  Wo r k 
environment has been increasingly 
recognized for buffering mental health 
and mental illness experienced by 
workforce through both promoting or 
hindering mental wellness and mental 
dysfunction. Recently, health care 
profess iona l ,  bankers ,  f inanc ia l 
consultants own mental health has been 
a focus of research worldwide. It has 
been recognized that high occupational 
stress, high work demands, low work 
control, high emotional demands, 
personal and organizational factors had 
a detrimental impact on mental health 
states of professionals working in health 

description to be significantly related to 
higher level of psychological distress, 
job dissatisfaction among doctors and 

22health care providers. Another study  
conducted at tertiary care hospitals 
located at Lahore explored the 
existence of hidden stress among health 
care professionals, found significant 
impact of gender, education, service 
y e a r s ,  w o r k i n g  h o u r s  a n d 
socioeconomic status. These factors 
were revealed to have an impact on 
psychological distress experienced by 
one-third of the doctors. Earlier studies 
conducted in Karachi reported that 
25% to 30% of population was 
suffering from mental dysfunction of 
some sort  such as  anx iety  and 

23depression.  While specifically higher 
vulnerability about two folds was 
reported among family practitioners 
and physicians for developing anxiety, 

24depression even suicidal ideation.  
However, effective screening of 
doctors, other professionals is not 
possible with these scant evidences.

Given, mental health from positive 
perspect ive has emerged as  an 
understudied area of investigation 
specifically with regard to diverse 
workforce. In this regard, exploration of 
positive mental health would yield 
insight in the light of new developments 
within mental health field i.e. dual 
continua model of positive mental 
health which considers mental health 
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TABLE I: POSITIVE MENTAL HEALTH THREE CATEGORIES DIAGNOSIS 
OF POSITIVE MENTAL HEALTH ON DESIGNATIONS (n=509)

Consultants
(n= 256)

Telecom 
Officers 
(n =29)

Bankers
(n =129)

Healthcare 
Professionals

(n =95)

Positive Mental 
Health Categories

Professional Categories

Moderate mental health

Flourishing

Languishing mental health

46 (48.4%)

36 (37.9%)

13 (13.7%)

62 (48.1%)

55 (42.6%)

12 (9.3%)

8 (27.6%)

15 (51.7%)

6 (20.7%)

49 (19.1%)

52 (20.3%)

155 (60.6%)

TABLE II: COMPARISON OF POSITIVE MENTAL HEALTH LEVELS AND
PSYCHOPATHOLOGY ACROSS PROFESSIONAL CATEGORIES (n=509)

211

0.257

0.002

0.001

0.739

0.000

0.254

0.173

0.658

0.022

0.424

0.427

1.46

1.33

4.20

4.58

.496

5.23

1.33

1.60

.60

2.88

0.968

0.964

3.46

5.09

5.19

7.86

6.05

2.09

2.62

2.61

5.96

1.88

2.40

2.30

12.85

26.89

18.03

16.12

15.47

13.61

18.58

18.40

11.34

16.64

16.40

14.94

-

-

0.02

0.03

-

0.01

-

-

-

0.01

-

-

Emotional wellbeing

Psychological wellbeing

Social wellbeing

Somatization

Obsessive compulsive

Interpersonal sensitivity

Depression

Anxiety

Phobic anxiety

Paranoid ideation

Hostility

Psychoticism

3.15

6.77

3.22

8.88

3.30

1.88

2.00

2.18

4.89

1.90

2.61

2.11

12.96

25.89

15.96

22.92

16.66

14.96

19.62

18.11

12.58

17.35

16.62

15.78

3.24

5.79

4.95

8.28

6.64

1.86

2.54

2.52

5.51

2.14

2.21

2.26

12.76

26.34

17.42

16.81

15.65

13.88

18.60

18.76

11.21

16.14

16.00

15.07

3.99

5.76

5.02

7.38

5.96

2.67

2.45

2.77

5.78

2.40

2.63

2.30

12.40

25.56

19.03

16.25

15.86

13.12

18.42

18.54

12.08

16.15

16.00

14.94

0.84

0.82

0.76

0.88

0.82

0.79

0.84

0.84

0.95

0.77

0.89

0.77

Healthcare 
professionals

(n =95)

Bankers

(n =129)

Telecom 
officers
(n =29)

Consultants

(n= 256)

a Mean Mean MeanSD SD SD Mean SD F p 2η

Variables



positive and negative indicators of 
mental wellbeing (complete mental 
health) along with categorical diagnosis 
of mental health levels (flourishing, 

moderate mental health & languishing 
mental health). Since mental health 
levels directly relate to optimal or less 
than optimal functioning states, scant 
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and mental illness along two continua 
which are moderately negatively 
correlated with each other. This also 
allows for combined assessment of both 
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TABLE III: POST-HOC ANALYSIS OF PROFESSIONAL CATEGORIES ON POSITIVE MENTAL HEALTH 
AND PSYCHOPATHOLOGY (n=509)

Dependent 
Variable

(I) Professional
category

(J) Professional 
category

Mean Difference 
(I-J) S. E LL UL

Telecom 

Doctors

Consultants 

Bankers 

Doctors 

Consultants 

Bankers 

Telecom 

Consultants

Bankers 

Telecom 

Doctors 

Telecom 

Doctors 

Consultants

Bankers 

Doctors 

Consultants  

Bankers 

Telecom 

Consultants

Telecom  

Doctors 

Consultants 

Bankers 

Doctors 

Consultants 

Managers 

Telecom 

Consultants 

Bankers 

Telecom 

Doctors 

Telecom 

Doctors 

Consultants 

Bankers 

Doctors 

Consultants 

Mangers 

Telecom 

Consultants

 Managers 

Telecom 

Doctors 

1.474

-1.603

.651

-1.474

-3.078*

-2.126

1.60

3.078*

0.952

0.651

2.126

-.952

-6.11**

0.558

0.684

6.11**

6.67**

6.79**

-0.558

-6.67**

.126

-1.07

0.760

0.274

1.07

1.83**

1.35*

-0.760

-1.83**

-0.486

-0.274

-1.35**

0.486

-10.21

-0.007

-0.50214

1.21198

1.20497

0.70984

0.00701

-1.20497

-0.49513

0.50214

-0.70984

0.49513

1.04

0.699

0.555

1.04

1.08

0.995

0.699

1.08

0.621

0.555

0.995

0.621

1.68

1.10

0.881

1.68

1.74

1.60

1.10

1.74

0.991

0.441

0.293

0.233

0.44193

0.45670

0.42106

0.29306

0.45670

0.26053

0.23367

0.42106

0.26053

0.44454

0.29235

0.23480

0.44454

0.45856

0.42420

0.29235

0.45856

0.26037

0.23480

0.42420

0.26037

-1.38

-3.51

-2.17

-4.33

-6.04

-4.85

-0.310

0.116

-0.747

-0.868

-0.598

-2.65

-10.7

-2.477

-1.72

1.51

1.90

2.40

-3.59

-11.44

-2.58

-2.28

-0.041

-0.364

-0.133

0.586

0.198

-1.56

-3.08

-1.1989

-0.9140

-2.5025

-0.2268

-2.4284

-0.8070

-1.1446

-0.0044

-0.0498

-0.4509

-0.7929

-2.4597

-1.2076

-0.1404

-1.8706

-0.2173

4.33

0.310

0.868

1.38

-0.116

0.598

3.51

6.04

2.65

2.17

4.85

0.747

-1.51

3.59

3.09

10.7

11.4

11.1

2.47

-1.90

2.83

0.133

1.56

0.914

2.28

3.08

2.50

0.041

-0.586

0.226

0.364

-0.198

1.19

0.004

0.792

0.1404

2.4284

2.4597

1.8706

0.8070

0.0498

0.2173

1.1446

0.4509

1.2076

Social well being

Somatization

Interpersonal sensitivity

Paranoid ideation

Bankers 

Telecom 

Doctors 

Consultants 

 Bankers

Telecom 

  Consultants 

Bankers 

Telecom 

Doctors 

Consultants 

Bankers 

Telecom 

Doctors 

Consultants 

*p <0.05, ** p <0.01
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13every day', or 'every day').  

Besides measuring global  mental 
wellbeing, MHC-SF also allows for 
categorical diagnosis of mental health 
levels i.e., flourishing, moderate and 
languishing mental health. Individuals 
who endorsed “everyday” and “almost 
every day” on three of the emotional 
wellbeing items and minimum six of the 
eleven items of positive functioning were 
characterized as having flourishing 
mental health. On the other hand, 
individuals who endorsed (never or once 
or twice) at least one of emotional 
wellbeing item along with low scoring on 
six dimensions of  positive functioning 
were characterized to have languishing 
mental health. Those individuals who did 
not meet criteria for flourishing and 
moderate mental health category were 
designated to have moderate mental 
health level. 

Brief symptom inventory (BSI) had been 
25used for screening psychopathology.  It 

consisted of 53 items, having nine 
subscales (depression, anxiety, phobic 
anxiety,  interpersonal sensit iv ity, 
obsessive-compulsive disorder, hostility, 
paranoid ideation, psychoticism, & 
somatizat ion).  Al l  nine subscales 
measured different dimensions of mental 
i l l ne s s .  Each  i t em o f  i nd i v idua l 
psychological distress was responded on 
6 point response options ranging from 
not at all =1, a little bit = 2, moderately 
= 3, quite a bit =4, extremely = 5, 
Refuse to answer = 6. The study 
participants were approached in their 
prospective work organizations. The 
purpose of study was explained and 
informed consent was taken from the 
participants. After seeking informed 
consent, questionnaire booklet were 
handed over to them. Both validated 
instruments i.e., MHC-SF and BSI were 
used for measuring study variables.  
Permission was sought for use in our 
culture from the original authors of these 
measures. These instruments MHC-SF 
and BSI had been administered primarily 
for tryout on professionals for checking 
their suitability and item relevance with 
regard to indigenous organizational 
context. The results of tryout assured 
that these measures were suitable for use 
in our culture. 

The data was entered on SPSS version 20 
and cross validated by random checking. 
Frequency and percentages of mental 

health levels across professionals groups 
were computed. A p-value of <0.05 was 
considered significant for interpreting 
mean differences on positive mental 
health and psychological distress across 
professional categories.

RESULTS

Out of 550 distributed questionnaire 
booklets, 509 professionals responded. 
Amongst these 509 respondents, there 
were (n=95) health care professionals, 
(n=129) bankers, (n=29) telecom 
officers and (n=256) consultants. The 
study participants were working in their 
s p e c i a l i z e d  f i l e d  i n  n u m e r o u s 
organizations i.e., Jinnah Hospital Lahore, 
Combined Military hospital, Telenor, 
M o b i l i n k ,  A s k a r i  B a n k ,  M u s l i m 
Commercial Bank (Lahore), located at 
Islamabad and Lahore, Pakistan. The 
descriptive of the study variables 
revealed satisfactory psychometrics for 
MHC-SF (α=0.86) total and its subscales 
i.e., emotional wellbeing (α=0.84), 
psychological wellbeing (α=0.82) and 
social wellbeing (α=0.76) and brief 
symptom inventory total (α =0.97) and 
subscales. Both measures MHC-SF and 
BSI had shown good reliability and validity 
for assessment of positive mental 
wellbeing and psychological dysfunction. 
The present data met the assumptions of 
normality, values of skewness and 
kurtosis were found within acceptable 
range. 

Frequencies and percentages of mental 
health level were computed for exploring 
prevalence of flourishing, moderate and 
languishing mental health levels across 
professional groups. The findings of 
present study indicated bankers to have 
highest proportion of flourishing mental 
health level followed by consultants, 
doctors, telecom officers (Table I). 
Moreover, Analysis of Variance (ANOVA) 
was carried out for analyzing mean 
differences in positive mental health 
(MHC-SF, measure of positive mental 
health) and psychopathology (BSI, 
measure of psychopathology) across 
professional categories. Results of 
ANOVA (Table II) showed significant 
mean difference across professional 
groups in social wellbeing F (4,616=4.20; 
p<.001), somatization F (4,566=4.58; 

2p<0.01) ,  η = 0.03, interpersonal 
sensitivity F (4,599=5.23; p<0.001) and 
paranoid ideation F (4,585=2.88; p<.02) 

empirical evidence stresses the need to 
bridge existing gap in indigenous 
literature by exploring positive mental 
health dimensions i.e. emotional, 
psychological and social well-being 
comprehensively in general public as 
well as across professional groups. This 
study was conducted to investigate 
prevalence of mental health states 
(positive mental wellbeing levels) across 
professional groups working in diverse 
work settings in indigenous context.

METHODS

This cross sectional study was conducted 
at public tertiary care hospitals (Jinnah 
Hospital Lahore, Combined Military 
Hospital), telecommunication companies 
(Warid telecom, Telenor), Multinational 
firms, consultancy firms, Askari, bank, 
Muslim Commercial Bank located at 
Islamabad and Lahore, Pakistan  from 
February 2016 to December 2016. 
Participants were included by utilizing 
p u r p o s i v e  c o n v e n i e n t  s a m p l i n g 
technique. A sample comprised of (N= 
509) employed men (n= 301) 59.14%, 
women (n= 208) 40.86% with age range 
24-64. Their work experience ranged 
from 1 to 40 years. Their average age was 
(M= 30.72 years, SD= 7.03). The 
inclusion criteria entailed minimum six 
months of experience in respective 
organization. The current study seeked 
ethical approval from the advanced board 
of research studies of Quaid-I-Azam 
University. Informed consent was taken 
from study participants.

Metal health continuum short form 
(MHC-SF) comprised of 14 theoretically 
derived items, representing three 
dimensions of well-being i.e. emotional 
(hedonic), psychological and social 
we l l be ing .  Emot iona l  we l l be ing 
dimension was measured by items 
reflecting individual's level of positive 
affectivity and cognitive evaluations of life 
sat is fact ion.  Whi le  psychologica l 
wellbeing dimensions was measured by 
s i x  i t ems  based  on  Ry f f  (1989) 
theorization revealing individual's peak 
funct ion ing  leve ls  ensur ing  se l f -
actualization. Furthermore, social 
wellbeing was measured by five items 
encompass ing  ind iv idua l ' s  soc ia l 
functioning domains. MHC-SF (six-point) 
Likert scale had response options ranged 
from ('never', 'once or twice', 'about once 
a week', '2 or 3 times a week', 'almost 
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d o w n s i z i n g ,  a n d  t u r b u l e n c e  o f 
organizational demands along with fast 
paced technological evolution that all has 
led to increased vulnerability towards 
psychological strain affecting the mental 
health of diverse workforce. Evidence 
highlight progressive deterioration of 
working conditions and subjective 

27wellbeing among European countries.  
Over the last decade, the steady rise in 
mental ill health issues among health care 
personnel and professionals working in 
diverse organizations seems challenging 
despite presence of a strong social 
security system in developed countries. 
Moreover, shift towards excessive work 
load, imbalance between demand and 
resources, service jobs, lack of personal 
autonomy in making decisions, and 
increasing computerized tasks have 
significantly augmented susceptibility 
towards sharp rise in psychological and 

28,29mental health problems.  Empirical 
literature in developed countries (e.g. 
United States, United Kingdom, Canada, 
New Zealand & Switzerland) has also 
shown high incidence of depression 
(74% South African workforce) bipolar 
disorder, burn out, anxiety disorders, 
high suicide rates three times more 
prevalent in general practitioners and 
surgeons as compared to general 

30population.  At workplace mental health 
problems like depression, anxiety, high 
s t r e s s  l e v e l s  l e a d s  t o  s e r i o u s 
consequences for both individual's well-
being and organizational outcomes. 

In accord with these findings, numerous 
studies that explored variables of 
p s y c h o l o g i c a l  d i s t r e s s ,  a n x i e t y 
depression among organizat ional 
employees, doctors reported similar 

17,20-22trends within indigenous context.  
The lack of the sound infrastructure of 
hospitals, excessive work load, long 
hours of duty, exposure to physical 
attacks and poor work conditions make it 
difficult for health care professionals to 
pursue their responsibilities in a fully 
efficient way as a flourishing workforce. 
The present study found that 36% of the 
health care professionals were having 
flourishing mental health level, while 
46% came within moderate mental 
health category. However, Pakistan has 
dominant collectivistic culture where 
people enjoy high level of social 
connectivity and networking, keeping 
jo int  ventures  super ior  to  the ir 

11individualistic goals.  This might reflect 

highest frequency of flourishing mental 
health levels among mangers followed by 
consultants in present study though they 
were also exposed to stressors like long 
w o r k i n g  h o u r s ,  j o b  i n s e c u r i t y, 
competitiveness, weak infrastructure 
causing instability and distress among 
employees. High level of emotional and 
p s y c h o l o g i c a l  w e l l b e i n g  w h i l e 
pronounced low level of social wellbeing 
among western nationalities has been 
found experience due to prevalent 

11individualistic norms.  On subscales of 
Brief Symptom Inventory somatization, 
interpersonal sensitivity and paranoid 
ideation telecom employees reported 
higher means reflecting high level of 
psychological distress experienced by 
employees working in telecom sector as 
compared to  other  profess iona l 
categories.

Findings of the current study revealed 
lower percentage of health care 
professionals falling in flourishing mental 
health category in contrast to other 
profess ional  groups.  The mental 
wellbeing and optimal functioning of 
health care professionals gets affected 
due to the multiple occupational roles 
and sensitive nature of their work.  
Professional pursuits take a substantial 
toll on the mental capacities of health 
care professionals making them more 
vulnerable towards psychological distress 
inst i l l ing anxiety and depress ion 
compared to organizational workforce. 
Few studies conducted in indigenous 
context supports improved work 
environment lead to higher level of 
psychological wellbeing and motivation 
e x p e r i e n c e d  b y  o l d e r  m e d i c a l 
professionals as compared to younger 
professionals.

Cross cultural studies using MHC-SF 
have reported wide var iat ion in 
prevalence rates of flourishing from 8% 

31among South Korean adults  to 49% 
28among US college students,  20% 

30flourishing among adult South Africans,  
and 44% flourishing among Chinese 
adults. Moderate mental health entails 
functioning at level less than optimal 
leading to reduce an individual capacity to 
fully utilize their capability. Moreover, a 
considerable body of evidence exists to 
support the reliability of MHC-SF for 
predicting future risk of mental illness 

5
among adul ts  and work-re lated 

29productivity and health care use.  Within 
indigenous context no published study 

(Table II). Post-hoc analysis using Tukey 
(Table III) followed by ANOVA further 
revealed mean differences between 
specific professional groups on social 
wellbeing dimension i.e., bankers and 
telecom officers (-1.89; p<0.03), 
doctors and telecom officers (-3.07; 
p<05). Similarly, significant mean 
difference were also found between 
Bankers and telecom officers (6.11; 
p<0.05), doctors and telecom officers 
(6.67; p<0.001), telecom officers and 
consu l tants  (6 .79 ;  p<0.001)  on 
somatization subscale of BSI. For 
i n t e r p e r s o n a l  s e n s i t i v i t y,  m e a n 
differences were found significant 
between telecom officers and doctors 
(1.83; p<0.01), telecom officers and 
consultants (1.35; p<0.01). However, 
mean difference were found significant 
between mangers and telecom officers 
on paranoid ideation (1.21; p<0.05).

DISCUSSION

In recent decades, the term mental health 
is conceptualized as presence of certain 
positive indicators that ascertain high 
l e v e l  o f  s o c i a l ,  e m o t i o n a l  a n d 
psychologica l  wel lbeing (opt imal 
functioning of the individual). These 
d e v e l o p m e n t s  w i t h i n  t h e 
conceptualization of mental health allows 
for comprehensive evaluat ion of 
individual functioning levels in personal 
and social realms. Keyes' polythetic 
approach for classifying flourishing 
mental health entails presence of high 
levels of emotional, psychological and 
social wellbeing that leads towards high 
level of efficiency and productivity. 
Mental health states diagnosis was 
modeled after the DSM–III–R approach 

13
to detecting MDE.  According to Keyes, 
positive mental health signifies presence 
of clusters of positive indicators related 
to both affectivity and functioning 
(Syndrome of positive affectivity) in 
s im i l a r  way,  DSM-R  ( c l u s te r  o f 
symptoms) proposed presence of 
specific set of symptoms for diagnosing 
Major Depression. Cross culturally Keyes 
model of mental health has generated 
support across varied nationalities e.g. US 

2MIDUS data , U.S. adolescent, Dutch 
12adults  and Setswana-speaking South-

26
African adults.

Globally, industrialized countries have 
experienced substantial shifts with regard 
t o  c o m p e t i t i v e n e s s ,  m e r g e r s , 
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continuum: From languishing to 
flourishing in life. J Health Soc Behav 
2002;43(2);207-22. 

9. Wang X, Zhang D, Wang J. Dual-
factor model of mental health: 
Surpass the traditional mental health 
model .  Psychology 2011 Nov 
4;2(08):767-72. DOI:10.4236/ 
psych.2011.28117. 

10. Keyes CL. Promoting and protecting 
mental health as flourishing: A 
c o m p l e m e n t a r y  s t r a t e g y  f o r 
improving national mental health. Am 
Psychol 2007 Feb;62(2):95-108. 
DOI: 10.1037/0003-066X.62.2.95.

11.  Westerhof GJ, Keyes CL. Mental 
illness and mental health: The two 
continua model across the lifespan. J 
Adult Dev 2010 Jun 1;17(2):110-19. 
DOI: 10.1007/s10804-009-9082-y.

12. Seow LSE, Vaingankar JA, Abdin E, 
Sambasivam R, Jeyagurunathan A, 
Pang S, et al. Positive mental health in 
outpatients with affective disorders: 
Associations with life satisfaction and 
general functioning. J Affect Disord 
2016 Jan 15;190:499-507. DOI: 
10.1016/j.jad.2015. 10.021. 

13. Schönfeld P, Brailovskaia J, Bieda A, 
Zhang XC, Margraf J. The effects of 
daily stress on positive and negative 
mental health: Mediation through 
self-efficacy. Int J Clin Health Psychol 
2 0 1 6  J a n ; 1 6 ( 1 ) : 1 - 1 0 .  D O I : 
10.1016/j.ijchp.2015.08.005.

14. Thompson WT, Cupples ME, Sibbett 
CH, Skan DI, Bradley T. Challenge of 
culture, conscience, and contract to 
general practitioners' care of their 
own health: qualitative study. Br Med 
J 2001 Sep 29;323(7315):728-31. 
DOI: 10.1136/bmj.323.7315.728.

15. Dowell AC, Hamilton S, McLeod DK. 
Job satisfaction, psychological 
morbidity and job stress among New 
Zealand general practitioners. N Z 
Med J 2000 Jul 14;113(1113): 269-72.

16. Ali BS, Rahbar MH, Naeem S, Tareen 
AL, Gul A, Samad L. Prevalence of 
and factors associated with anxiety 
and depression among women in a 
lower middle class semi-urban 
community of Karachi, Pakistan. J Pak 
Med Assoc 2002 Nov; 52(11):513-7.

17. Khuwaja AK, Qureshi R, Andrades M, 
Fatmi Z, Khuwaja NK. Comparison 
of job satisfaction and stress among 

positive organizational outcomes.

CONCLUSION

Higher level of positive mental health 
buffers impact of negative stressors in 
personal and work domains. Prevention 
within the mental health field needs to 
shift focus towards enhancing positive 
qualities of daily functioning. Mental 
health promotion strategies need to be 
employed for  r i s ing  f lour i sh ing , 
productive workforce. As prior focus 
solely on eliminating diseases and 
disability has not brought any positive 
change in elevating mental resilience and 
also fostering positive organizational 
outcomes.
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