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Abstract

Background: Individual subjective well-being (SWB) is essential for creating and
maintaining healthy, productive societies. The literature on SWB is vast and dispersed
across multiple disciplines. However, few reviews have summarized the theoretical
and empirical tenets of SWB literature across disciplinary boundaries.

Methods: We cataloged and consolidated SWB-related theories and empirical
evidence from the fields of psychology and public health using a combination of
online catalogs of scholarly articles and online search engines to retrieve relevant
articles. For both theories and determinants/correlates of SWB, PubMed, PsychINFO,
and Google Scholar were used to obtain relevant articles. Articles for the review
were screened for relevance, varied perspectives, journal impact, geographic location
of study, and topicality. A core theme of SWB empirical literature was the
identification of SWB determinants/correlates, and over 100 research articles were
reviewed and summarized for this review.

Results: We found that SWB theories can be classified into four groups: fulfillment
and engagement theories, personal orientation theories, evaluative theories, and
emotional theories. A critical analysis of the conflicts and overlaps between these
theories reveals the lack of a coherent theoretical and methodological framework
that would make empirical research systematically comparable. We found that
determinants/correlates of SWB can be grouped into seven broad categories: basic
demographics, socioeconomic status, health and functioning, personality, social
support, religion and culture, and geography and infrastructure. However, these are
rarely studied consistently or used to test theories.
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Conclusions: The lack of a clear, unifying theoretical basis for categorizing and
comparing empirical studies can potentially be overcome using an operationalizable
criterion that focuses on the dimension of SWB studied, measure of SWB used,
design of the study, study population, and types of determinants and correlates.
From our review of the empirical literature on SWB, we found that the seven
categories of determinants/correlates identified may potentially be used to improve
the link between theory and empirical research, and that the overlap in the
determinant/correlates as they relate to multiple theory categories may enable us to
test theories in unison. However, doing so in the future would require a conscious
effort by researchers in several areas, which are discussed.

Keywords: Subjective well-being, Theories, Determinants and correlates, Interdisciplinary
review, Public health, Psychology, Happiness, Life evaluation, Affective, Cognitive

Background
Well-being has long been considered key to the creation and maintenance of healthy,

productive societies [1, 2]. To this end, many countries utilize objective proxies of well-

being, such as income, literacy, and life expectancy, as well as subjective measures, such

as how life is perceived and experienced by individuals [2]. This approach to measuring

perceptions and life experiences has been characterized as subjective well-being (SWB).

Diener [3], one of the leading scholars in SWB research, defines SWB as “a person feel-

ing and thinking his or her life is desirable regardless of how others see it.” This defin-

ition highlights the thinking and feeling dimensions of SWB:

� Feeling refers to the emotional/affective dimension (EMO) of SWB, where a

preponderance of positive emotion over negative emotion leads to higher SWB.

� Thinking refers to the evaluative/cognitive dimension (EVA) of SWB, where the

evaluation of individuals’ lives in predominantly positive terms leads to higher SWB.

To avoid nomenclature confusion, in the following review, SWB refers to both evalu-

ative and emotional SWB, EVA refers to the evaluative aspect, and EMO refers to the

emotional aspect.

Diener’s [3] focus on the subjectively reported feeling and thinking states adheres to

a hedonic view of well-being [4–6]. In contrast, the eudemonic view emphasizes the

realization of a person’s potential [7, 8]. According to the eudemonic view, well-being

is a normative construct regarded as the possession of certain desirable qualities. As

Diener [3] points out, eudemonic well-being does not reflect “the actor’s subjective

judgment, but the value framework of the researcher.” In this review, we chose not to

focus on eudemonic well-being—an external assessment of whether someone is living a

desirable or purposeful life—but rather on hedonic well-being—the individual’s own

sense of his or her well-being, as designated by EVA and EMO.

The literature on SWB is vast and dispersed across multiple disciplines. SWB-related

studies appear in traditional disciplines, such as philosophy, economics, and psych-

ology, as well as in emerging fields, such as public health and human ecology. Previous

literature reviews of SWB [9–11] tended to focus on a single discipline. Given that the-

oretical and empirical SWB studies are often scattered across disciplinary boundaries,
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reviews within a single discipline rarely consolidate theories and empirical evidence to-

gether for new insights into research directions. To address this gap, the current paper

attempts to provide a consolidated review of SWB-related theoretical and empirical

studies across the psychology and public health disciplines with the intent to develop a

theoretical and methodological framework that would make empirical research com-

parable in a systematic way.

The focus on the disciplines of psychology and public health was selected largely be-

cause of the complementary analytical frameworks and methods of the two disciplines

when it comes to understanding SWB, especially the emphasis of the former on indi-

viduals and of the latter on populations. The theoretical underpinning of SWB concepts

have historically drawn on many disciplines, but it is generally acknowledged that

psychology has been the most important contributor discipline for identifying theoret-

ically relevant determinants of SWB and the mechanisms through which determinants

influence SWB [12]. In contrast, SWB studies in the public health discipline have fre-

quently been criticized for being atheoretical [13–16] and have primarily focused on

empirically identifying relevant determinants and correlates of SWB. Over time, a more

sophisticated and consolidated view of the psychological theories and the empirical

public health research is needed for advancing both the theoretical development and

empirical examination of SWB.

Based upon a consolidated review of the psychology and public health literature, we

summarize and classify theoretical SWB studies into four major categories: fulfillment

and engagement theories, personal orientation theories, evaluative theories, and emo-

tional theories. We provide a critical analysis of the conflicts and overlaps between

these theories. The analysis helps to reveal that the SWB literature lacks a coherent

theoretical and methodological framework that would make empirical research com-

parable in a systematic way. Instead of trying to generate a coherent framework (that is

currently theoretically and methodologically impossible) to inform the review of the

empirical literature, we propose an operationalizable criterion that focuses on dimen-

sion of SWB studied, measure of SWB used, design of the study, study population, and

types of determinants and correlates to organize and summarize the empirical

literature.

We find that although many theories of SWB originate in psychology, empirical studies

identifying SWB determinants and correlates are dispersed across psychology and public

health research. Our review of the empirical literature revealed that psychology and public

health studies focus on diverse sets of SWB determinants and correlates, ranging from

demographics, personality, geography, and supportive relationships to health status [17,

18]. Based on our criterion for categorizing and comparing empirical studies, we find nu-

merous challenges limiting comparability including inconsistencies in the dimension of

SWB studied, the measures of SWB used, design of studies, the samples used to collect

data, and the determinants and correlates included in studies. In addition, very few empir-

ical studies closely follow SWB theories. Most of the empirical studies focus on examining

how determinants or correlates influence EVA and EMO. Although theoretical studies in-

dicate that SWB determinants and correlates may interact according to different context-

ual factors [19], very few empirical studies explore these interactions.

The findings from the review of empirical studies are not surprising and align with

the findings from the review of the theories: there is a lack of congruence of basic
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categories of analysis, epistemological assumptions, and a number of competing and

overlapping theories about SWB and its determinants, within which there are poten-

tially contradictory claims or incommensurable elements. Given the difficulties in using

theories to generate comparable empirical studies, we make an argument toward the

end of the paper that an empirical summary of determinants/correlates of SWB can po-

tentially be used to improve the link between theory and empirical research and that

the overlap in the determinant/correlates as they relate to our four theory categories

may enable us to conduct theoretical testing across theories in unison. However, to do

so in the future requires a conscious effort by researchers in several areas which are

discussed.

Methodology
We used a combination of scholarly article online catalogs and online search engines to

retrieve relevant articles by discipline. The search was conducted in two stages, first for

SWB theories and then for determinants. PubMed, PsychINFO, and Google Scholar

were used to obtain relevant articles. Articles were first screened by title, abstract, and

keywords. For SWB theories, the inclusion criteria were phrases such as “subjective

well-being” and “subjective well-being theories.” For determinants, the inclusion criteria

were phrases such as “subjective well-being predictors” and “subjective well-being de-

terminants.” For determinants, a second query was crafted based on keywords com-

monly found among the results from the first search. For example, “subjective well-

being determinants” returned many articles on age and SWB, so a follow-up search was

conducted using the keywords “age and subjective well-being.” Abstracts were reviewed

for relevance, varied perspectives, avoidance of overlap, journal impact, geographic lo-

cation of study, and topical area. This process led to the selection of 35 (of 68 retrieved)

articles related to theories and 105 (of 158 retrieved) articles related to determinants

and correlates, all of which were reviewed in detail. The articles selected were published

between 1965 and 2018. It is important to distinguish our review from a systematic re-

view of SWB theories and empirical literature. The intent of this review is to identify

areas of congruence and incongruence in the theoretical and empirical bodies of litera-

ture that can inform the future development of a framework that would make empirical

research comparable and aid systematic reviews in the future.

Results
The theoretical foundations of SWB

We found that SWB theories tend to originate from psychology and focus on the

mechanisms through which individual SWB is affected by internal (personal) and exter-

nal (social) factors.

We group SWB-related theories into four major categories: fulfillment and engage-

ment theories, personal orientation theories, evaluative theories, and emotional theor-

ies. Figure 1 summarizes the intermediate constructs and mechanisms that underlie the

causes and effects of SWB among the theories. Our categorization of theories and the

associations between them (as shown in Fig. 1) is a preliminary attempt at integration

or synthesis of theories to understand them in unison rather than in isolation. As re-

searchers work toward the creation of comprehensive testable propositions which can
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be linked to potential determinants and correlates of SWB in existing literature, we ex-

pect this figure to evolve significantly.

According to these theories, any factors that affect personal orientation, goals, needs,

activities, evaluations, or emotions are determinants of SWB. Each category of theories

focuses on a different mechanism in which SWB is affected:

� Fulfillment and engagement theories focus on explaining the influences of goals,

needs, and activities on SWB.

� Personal orientation theories focus on explaining the influence of temperament on

SWB by dynamically affecting the process of fulfillment and engagement as well as

how the dynamic process leads to the readjustment of personal orientation.

� Evaluative theories focus on how personal evaluations of life (i.e., the cognitive

aspect of SWB) are interconnected with the process of fulfillment and emotions.

� Emotion theories focus on how experiences of emotions (i.e., the affective aspect of

SWB) are interconnected with the process of fulfillment, engagement, and

evaluations.

Fulfillment and engagement theories

The first subset, fulfillment and engagement theories, are telic theories. These theories

contend that SWB increases when certain needs or goals are met. Such theories are

highlighted in the works of Maslow [20] and Wilson [21]. As defined by Wilson [21],

the “satisfaction of needs causes happiness, and conversely, the persistence of unful-

filled needs causes unhappiness.” Telic theories can be need-focused or goal-focused.

Need-based theories deal with certain inborn or learned needs that a person may or

may not be aware of but which, once met, lead to SWB. Goal-based theories focus on

specific desires that a person is aware of and the actions taken to fulfill them; the fulfill-

ment of these desires ultimately leads to SWB [22].

Another subset of fulfillment and engagement theories focuses on how emotions can

be both determinants and outcomes of SWB. These theories emphasize that pleasure

and pain are often associated with need and goal fulfillment. Pleasure and pain are

thereby connected concepts that rely on an individual’s psychological engagement with

the goal or need they wish to fulfill [23]. The greater the psychological engagement, the

greater the pleasure when it is achieved, or dissatisfaction when it is not. While most of

these theories have to do with psychological gains and losses, including positive and

Fig. 1 Associations between theories of SWB
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negative emotions through activities to achieve needs and goals, some theories extend

gains and losses to include physical resources. For example, physical deprivation has

been theorized as a prerequisite to psychological engagement with a need or goal [3,

24]. Solomon’s [25] opponent process theory postulates that the loss of something good

causes pain, while the loss of something bad causes pleasure.

The final subset of fulfillment and engagement theories focuses not on an outcome,

such as evaluations and emotions resulting from an occurrence, but on the process of

the occurrence itself. With roots tracing as far back as Aristotle, such theories suggest

that SWB is a byproduct of human activity wherein deeper engagement in an activity

performed satisfactorily that fits an individual’s skillset leads to higher SWB. Csikszent-

mihalyi’s [26] theory of flow purports that activities are most pleasurable when the

challenge of activity demands deep engagement and matches an individual’s skills. Con-

centrating on gaining happiness and SWB, in and of oneself, can be self-defeating;

scholars suggest that focusing on goals- or needs-driven activities leads to SWB as an

unintended byproduct [27].

While fulfillment and engagement theories are frequently mentioned in the literature,

such mentions are often ambiguous; few have been systematically formulated or empir-

ically tested. For telic theories, several universal human needs, including efficacy, self-

approval, and understanding, have been proposed and contested [28]. The lack of clar-

ity in defining universal needs or goals, however, makes these theories difficult to test.

Nonetheless, it is worth noting that fulfillment and engagement theories could be used

to bring together two related but often disparate conceptualizations of SWB: eudemo-

nic and hedonic. As mentioned earlier, the hedonic view of SWB focuses on subjective

feelings and thinking states, while the eudemonic view emphasizes the realization of a

person’s potential and the possession of certain desirable qualities. There is a long-

standing debate within psychology about the independence of eudemonic and hedonic

SWB. Fulfillment and engagement theories uncover the important overlaps and conver-

gences between these two conceptualizations.

Personal orientation theories

Although demographic variables, such as health, income, educational background, and

marital status, have been widely considered as both determinants and proxies for needs,

goals, and activities, an exploration of these demographic variables demonstrates that

they only account for small variations in SWB [29, 30]. The search for better determi-

nants has led researchers to delve deeper into personal temperament and how it may

impact SWB. Many of these theories suggest that SWB is primarily determined by our

inborn predispositions [18, 31]. Personal orientation theories propose that while SWB

may be associated with need or goal fulfillment, personality and personality–environ-

ment fit can be just as important.

Headey and Wearing’s [32] dynamic equilibrium model suggests that everyone has a

unique baseline level of SWB, primarily determined by their personal orientation. Cir-

cumstances may result in swinging above or below this baseline, but all eventually re-

turn to it. Similarly, set-point theory also suggests that the effects of life events on SWB

are only temporary and eventually regress to a baseline (default) determined by person-

ality and genetics [31, 33].

Das et al. Public Health Reviews           (2020) 41:25 Page 6 of 32



Others have theorized that personality not only influences the likelihood of the events

encountered (e.g., marriage or employment) but also causes people to react to certain

events emotionally in ways that impact their SWB. Based on research focused on the

Big Five personality traits of extroversion, agreeableness, openness, conscientiousness,

and neuroticism [34], the two most prominent personality traits in relation to SWB are

extroversion and neuroticism [35, 36]. Neuroticism has been linked to a higher inci-

dence of negative emotions, such as anxiety, fear, frustration, anger, loneliness, and de-

pression. Extroversion has been linked to being more social, gregarious, cheerful, and

excitement-seeking. Resting on Gray’s [37] theory of personality, Tellegen [38] and

Rusting and Larsen [39] theorized that extraverts are more reactive to pleasant emo-

tional stimuli than are introverts, and neurotic individuals are more reactive to unpleas-

ant emotional stimuli than are stable individuals. The role of personal orientation is

critical to SWB, as it may determine one’s baseline SWB, activity engagement, the

events or situations faced in life, and how they are experienced.

Evaluative theories

Evaluative theories view SWB as a mental comparison between an individual’s life,

conditions, or circumstances with a specific objective or subjective standard. Personal

conditions exceeding this standard result in higher SWB, and vice versa. These compar-

isons and their related levels of SWB can be conscious, as in life evaluation, or uncon-

scious, as in emotional processes. As such, evaluative theories consider evaluations to

be both key outcomes and determinants of SWB.

Evaluative theories can be further divided into two sub-groups based upon how the

standard used for comparison is formulated. In social construction theory, peers are

often used as the standard for comparison. If an individual thinks of himself or herself

better off than others, he or she will have higher SWB [22, 40, 41]. In adaptation and

range–frequency theory, an individual’s past is often used to set this standard [42–44].

If his or her current life exceeds this standard, that person will have higher SWB.

Others, such as Meadow et al. [45], focus on income and suggest a combined effect

where the standard is invariably a combination of one’s past and the situation of others.

Social construction theory also suggests that this standard is an individual’s assessment

of what life ought to be [46]. This standard views SWB as a shared societal or collective

notion such as “beauty” or “fairness” that frames how people make social comparisons.

Under social construction theory, SWB is the gap between perceptions of what life is

and ideas of how life should be [47]. The standard for comparison is not experience-,

event-, or feeling-driven; instead, it is driven by the notion of what SWB is.

Adaptation theory deserves a special mention, as it relates to an individual’s formula-

tion of standards. The theory postulates that there is an individual baseline for SWB

that moves up or down based on one’s life conditions, situations, and experiences. In

this way, it differs from both the dynamic equilibrium model and set-point theory men-

tioned above, which focus on personality as the driving factor of the baseline. Adapta-

tion theory suggests that when events first occur, they can have a positive or negative

impact on SWB. Over time, however, a person adapts to such events, and their impact

on SWB lessens [42, 48]. For example, if events in one’s personal life are above the

current standard, this will improve SWB, but as these positive events continue, the
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person adapts to them and their standard will rise until these positive events become

the new standard.

Emotion theories

Emotion theories focus on how positive and negative emotions are not only outcomes

but also intermediate and direct determinants of SWB. Although this set of theories

overlaps somewhat with fulfillment and engagement theories that emphasize the rela-

tion of pleasure and pain to need and goal fulfillment, emotion theories represent im-

portant extensions that demonstrate additional mechanisms through which emotions

affect activities and reinforce SWB.

Fredrickson’s [49, 50] broaden-and-build theory of positive emotions is one of these

extensions. The theory explores the form and function of a subset of positive emotions

that include joy, interest, contentment, and love [50]. The theory posits that positive

emotions broaden an individual’s momentary thought–action repertoire. Frederickson

[50] contended that joy sparks an urge to play, while interest sparks an urge to explore.

The second key element of this theory proposes the consequentiality of positive emo-

tions, suggesting that these emotions build on an individual’s enduring personal re-

sources, ranging from physical and intellectual to social and psychological resources

[49]. These newly built resources and newly broadened activities further reinforce SWB

and form a positive feedback loop between long-term SWB and short-term emotions.

Other theories look at affective experiences through the lens of associative memory

networks. Positive experiences trigger positive memories, which contribute to higher

SWB. Bower [51] has shown that people recall memories that are affectively congruent

with their current emotional state. Based on frequent affective experiences, individuals

are affectively conditioned, and this conditioning can be extremely resistant to extinc-

tion. Thus, happy people might be those who have had positive affective experiences as-

sociated with frequent positive stimuli. Zajonc [52] contends that affective reactions

occur independently of, and more rapidly than, the cognitive evaluation of stimuli and

are compatible with a conditioning approach to happiness.

Conflicts and overlaps between theories

Our review of theories revealed three important issues. First, we found that in many

cases, there is a lack of conceptual development of theories to measurable and testable

frameworks. For example, when it came to fulfillment and engagement theories, a lack

of systematic formulation has left several questions unanswered. Are there universal

sets of needs and goals that can best tested across populations and compared? How do

an individuals’ goals and needs vary based on factors such as age, economic status,

family structure, social structure, etc.? Are people aware of their needs and goals? Can

these needs and goals be measured directly or do they require proxy measures? Simi-

larly, with personal orientation theories, there is little agreement on what aspects of the

personality should be tested in relation to SWB with some studies focusing on the Big

Five personality traits and others focusing on more nuanced traits such as optimism

and self-efficacy.

Second, we find that theories can be both competing and overlapping with few at-

tempts to synthesize theoretical/conceptual frameworks. This could potentially result in
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empirical studies related to SWB following specific theoretical directions and limiting

comparability and synthesis across this area of research. This seems counterintuitive to

calls from leading researchers in the field to test multiple theories and their proposi-

tions simultaneously to gain a more cohesive view on the structure of SWB [3]. For ex-

ample, there are gaps in understanding how personal orientation, standards of

comparison, and ones’ culture influence goal and need formation and the level of SWB

associated with completing or accomplishing them. Little is known about how emo-

tions that build an individual’s enduring personal resources, ranging from the physical

and intellectual to social and psychological, impact ones’ ability to formulate and meet

goals and needs. Personal orientation theories rarely mention the potential impacts of

social and economic resources, culture, and access to activities (to meet needs and

goals) in influencing SWB. It would be beneficial to understand if the influence of per-

sonality on SWB is moderated by the environment (social conditions, economic condi-

tions, or other life circumstances) one lives in or if the extent of this influence depends

on the ability to conduct trait congruent behaviors and activities. Similarly, for evalu-

ative theories, it would be important to understand if the standards of comparison

people use to assess their SWB are absolute or relative in terms of where a person

stands in life (in terms of age, economic status, family structure, social structure, etc.)

or if a persons’ tendency to compare upwards or downwards (based on their life situ-

ation) depends on their personal orientation. Finally, for emotional theories, it would

be important to know how personal orientation influences thought-action repertoire

and building of resources and does ones’ ability to conduct activities congruent with re-

source building influence how emotions influence SWB.

Finally, while not the focus of this research, it is important to point out that eudemo-

nic theories can be argued to overlap with almost all theories mentioned here, a com-

mon problem with a priori theories. For example, the broaden and build theory looks

at the role of emotion in building resources and resilience. These are related to both

emotions and eudemonia. Similarly, theories such as Maslow’s hierarchy of needs (and

its SWB iterations) identify specific needs that one must fulfill for higher SWB which

relate to both fulfillment theories and eudemonic theories.

In summary, we used a few examples to illustrate plausible connections between the-

ories that need to be explored and questions that cannot be answered unless these the-

ories are tested in unison. One of the key challenges in accomplishing this is that there

is a lack of a clear basis for categorizing and comparing empirical studies for systematic

reviews that can help fill these gaps. In the next section, instead of trying to generate a

coherent framework (that is currently theoretically and methodologically impossible) to

inform the review of the empirical literature, we propose an operationalizable criterion

that focuses on dimension of SWB studied, measure of SWB used, design of the study,

study population, and types of determinants and correlates to organize and summarize

the empirical literature.

Determinants and correlates of SWB

SWB theories have led to the identification of potential determinants/correlates and

their empirical testing. Factors potentially influencing personal orientation, fulfillment

and engagement, evaluations, and emotions are considered determinants/correlates of
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SWB. We found that, despite the extensive theoretical studies, very few empirical stud-

ies closely follow SWB theories. Most of the empirical studies focus on examining how

determinants and correlates influence EVA and EMO.

Unlike SWB theories grounded in psychology, empirical studies are found in both

public health and psychology. However, the two disciplines have different empirical

aims and interests. Public health studies tended to highlight how specific health condi-

tions affect SWB, and psychology studies tended to highlight how personality traits

affect SWB.

Based on our review and consideration of all identified determinants/correlates, we

found that they fall into seven broad categories:

1. Basic demographics: gender, age, and race/ethnicity

2. Socioeconomic status (SES): income, education, employment, family structure, and

immigration status

3. Health and functioning: general or self-reported health, diseases, mental and physical

disability, obesity, sleep deprivation, and physical activity

4. Personality: the Big Five personality traits and nuanced traits, such as self-efficacy,

optimism, and self-esteem

5. Social support: the number of contacts, quality of contacts, friends, family, family

satisfaction, social satisfaction, and discrimination

6. Religion and culture: conceptualization of SWB, formulation of comparison

standards, religiosity, and visits to houses of worship (mosque, temple, synagogue,

etc.)

7. Geography and infrastructure: conditions at various levels of disaggregation,

including nation, region, community (city, town, or parish), neighborhood, and

home, and access to infrastructures, such as food, water, sanitation, transportation,

greenery, leisure, and ecosystems

Next, we formulated a criterion to group existing empirical literature to assess com-

parability that could aid in conducting systematic reviews in the future. This involved

looking at studies based on:

1. Dimension of SWB studied: Conceptualization of SWB varies across the literature.

While there is consensus in literature about the existence and independence of

EVA and EMO dimensions of SWB, most studies focus on one or the other. If the

dimension of SWB being measured across studies is not consistent, it limits their

comparability.

2. Measurement of SWB used: There is little agreement on the structure of SWB and

therefore the scales used to measure it vary significantly. The use of numerous

tools with varying components to measure SWB and its dimensions could impact

comparability of studies.

3. Design of study: Most empirical studies aim to identify determinants of SWB;

therefore, the use of longitudinal or experimental study designs would be best

suited to tease out causal relationships. The use of cross-sectional designs would at

best, be able to identify correlates of SWB. Hence, studies with varying temporal

designs would hinder comparability.
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4. Study population: If we hope to generalize from or compare studies, it is very

important that the samples used are comparable. In addition, if the

conceptualization of SWB and its structure varies across groups of people based on

culture, religion, etc., even if SWB is measured using the same measurement tool,

the results may not be comparable.

5. Determinants or correlates used: To be able to systematically compare studies, they

would need to test similar determinants or correlates of SWB. For example, in

terms of comparing potential effect sizes, consistent specifications of models are

crucial. Using consistent model specification across different samples would also be

critical to identifying any universal drivers of SWB.

Next, we look at how the existing literature fits into this criterion. Figures 2 and 3

show the distribution of the reviewed studies across key areas, including study design,

SWB type (EVA, EMO, or both), determinants and correlates, and study population.

Dimension of SWB studied Of the 105 studies reviewed for determinants, only 36

looked at both EVA and EMO. The use of both dimensions of SWB is more prevalent

in psychology (44% of the studies reviewed) than it is in public health (26% of the stud-

ies reviewed). Overall, the dominant SWB dimension studied was EVA, being featured

in 42% of psychology studies and 65% of public health studies.

Measurement of SWB used A common distinction when it comes to the use of mea-

sures of SWB is the use of single-item versus multi-item questions. For the studies

reviewed, the use of multi-item questions was more common (90%) compared to

Fig. 2 Distribution of reviewed studies (published between 1965 and 2018) by temporal coverage, SWB
dimension studied, and determinants and correlates
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single-item questions (14%). The distribution was relatively similar for studies from

psychology and public health and across EVA and EMO. In the studies reviewed, 139

distinct measures were used to measure EMO and EVA. The most common measure

of EVA was the Satisfaction With Life Scale (SWLS) and the most common measure of

EMO was the Positive And Negative Affect Scale (PANAS). The SWLS was used in

22% of the studies in public health and 40% of the studies in psychology. Similarly,

PANAS was used in 4% of the studies in public health and 18% of the studies in

psychology.

Design of study In terms of study design, 83 (a majority) of the studies were cross-

sectional, 15 were longitudinal, and 7 employed both designs. Cross-sectional studies

were more common in psychology (81%) than they were in public health (77%). None

of the studies used an experimental or quasi-experimental design.

Study population In terms of study populations (Fig. 3), 23 studies focused on adults;

22 focused on the elderly (ages 50 and above); 16 focused on patients with a medical

condition such as obesity, mental illness, or cancer; 9 focused exclusively on college

students; and only three utilized geographically representative samples. A focus on pa-

tients with a given condition was more prevalent in public health studies, while a focus

on college students was limited to psychology studies.

Table 1 provides information on the 105 studies reviewed.

Determinants or correlates used The seven broad categories of SWB determinants/

correlates we identified are basic demographics, SES, health and functioning, personal-

ity, social support, religion and culture, and geography and infrastructure. Sixty-nine

Fig. 3 Distribution of studies by studied population
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studies included basic demographics, 65 included SES, 74 included health and function-

ing, 27 incorporated personality, 35 included social support, 17 incorporated religion

and culture, and only 9 included geography and infrastructure. A focus on basic demo-

graphics, SES, and health and function was more prevalent in public health studies,

while a focus on personality was more prominent in psychology studies. Only 59 stud-

ies focused on three or more determinant/correlate categories.

In addition to the issues identified, when assessing existing studies based on our com-

parability criterion, we also found that of the studies reviewed only 21% included dis-

cussions of SWB theories (while not necessarily testing them). Inclusion of theories was

more common in psychology (27%) than in public health (17%) and more common

when exploring EMO (28%) than EVA (17%).

To better understand if and how information from existing studies can be used to

test SWB theories and improved to encourage comparability, we delve deeper into how

these determinants and correlates influence the two SWB outcomes of EVA and EMO.

One thing we would like to make clear is the distinction between determinants and

correlates of SWB. The term determinant has the implicit connotation of causality

which may not necessarily be the case between all variables and SWB. While this study

was initially aimed at looking at determinants of SWB, a lack of longitudinal research

which aids in such causal inferences led us to realize that what studies often referred to

as determinants of SWB were at best correlates.

Basic demographics

Basic demographics include age, gender, and race/ethnicity. For the studies reviewed,

we found that basic demographics were mostly used as control variables. In studies ex-

plicitly focused on basic demographics (indicated by a “D” under the “determinants and

correlates” columns in Table 1), age was investigated the most, followed by gender and

race/ethnicity. We found that age- and race/ethnicity-centered studies tended to focus

more on EVA, while gender-focused studies were more concerned with EMO.

Studies of the direct influence of age on SWB have typically focused on EVA, and

they were found to have inconsistent results. Some studies showed a U-shaped relation-

ship, typically flattened at age 40 [88, 138], while others showed a positive association

[66, 71, 118, 139, 150], a negative association [59, 63, 101, 138], or no association [56,

100, 112, 117]. While these studies relied on absolute age, other studies focused on the

process of aging and suggested that changes in socioeconomic circumstances, personal-

ity, and health related to age are what truly influence SWB [67, 99, 132, 134]. For in-

stance, in the elderly, aging has been associated with physical decline, continuous

personal development, change in familial responsibilities, retirement, and social loss, all

of which have been found to influence SWB [57, 68, 92, 103, 132, 137].

Gender-focused studies have also shown mixed results; for example, being female has

been found to be both positively [101, 102, 118, 132] and negatively [63, 107, 132] asso-

ciated with SWB. General agreement, however, surrounds the idea that women are

more susceptible to intense affective responses because they report greater negative

and positive emotions compared to men in similar situations [61, 69, 151]. Gender dif-

ferences in certain personal characteristics—such as self-efficacy, self-esteem, gratitude,

optimism, and propensity to conditions such as depression and anxiety—have also been
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shown to create discrepancies in the emotions experienced [75, 111, 148]. Limited re-

search in the United States (US) has suggested that minorities, such as African American,

Asian, and Hispanic women, report lower SWBs than do their White counterparts [56,

60, 141]. Overall, discrepancies in findings about how basic demographics influence SWB

may be attributable to the fact that SES-, health-, and personality-related factors are in-

consistently controlled for in these studies [67, 99, 132].

SES

SES includes income, education, employment, immigration status, and family structure.

Similar to basic demographics, we found that most studies used some SES correlates as

control variables. Within SES-focused studies, income received the most attention,

followed by family structure, employment, education, and immigration status. Measures

of SES tended to be objective in nature, such as income, being married, and being

employed; however, in many cases, subjective measures, such as wealth satisfaction, in-

come adequacy, and satisfaction with marriage, were also used. In general, SES studies

focused more on EVA compared to EMO. Of all SES determinants/correlates, family

structure–related studies paid the most attention to EMO.

There is a consensus that income positively influences SWB [73, 94]. How it does so,

however, is constantly debated. Some suggest that higher income may not necessarily in-

crease SWB but does buffer the impacts of negative emotions, such as worry [105, 147,

152]. Income may also exert a greater influence on SWB at extreme levels of poverty, but

once basic needs are met, the influence wanes [93]. Income can also relate to specific as-

pects of life that may lead to higher EVA, such as satisfaction with material status, social

status, health, achievement, and future security [82, 94, 105, 121, 144]. Education has been

found to be weakly related to EVA [101, 118, 119], and this relationship is influenced sig-

nificantly by income and other socioeconomic variables [59, 63, 73, 103, 118, 131, 150].

Unemployment has been found to have a detrimental impact on SWB that extends be-

yond the obvious financial difficulties to include loss of self-esteem, social stigma, stress,

anxiety, unhealthy behaviors, and other health issues [64, 81, 101, 102, 138, 141, 153].

Limited research also suggests that immigrants typically have lower SWB than do less

recently settled residents, which can be attributed to assimilation needs and the avail-

ability of resources, but these differences decrease with time of residence [125, 138]. In

terms of family structure, being married or living with a partner—and being satisfied

with the relationship—have a positive influence on SWB [22, 64, 80, 82, 88, 101, 116,

144, 150]. However, the influence varies based on age and gender [104]. Studies on hav-

ing children are generally limited and inconclusive [56, 82], with a few studies finding

that living with children may lead to higher EVA and negative emotions [132, 147]. In-

formal caregiving for children, parents, relatives, or the disabled has a negative impact

on SWB if the care-receiver is disabled or if the caregiver has a full-time job in addition

to having caregiver responsibilities [87, 139]. A combination of family structure and in-

come satisfaction has also been found to influence emotions in terms of what one wor-

ries about and how one thinks these worries can be resolved [61, 66, 82, 88, 94, 105].

The combination of determinants/correlates that constitute SES also influence EVA

by determining an individual’s standard of comparison and the resources available to

cope with adversity in life [81].
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Health and functioning

Health and functioning include general health status, body weight, physical activity,

sleep, disability, and specific diseases. Across all studies reviewed, the use of general or

self-reported health as a control variable was very common. Within health and

functioning-focused studies, specific diseases received the most attention, followed by

general health, physical activity, disability, body weight, and sleep. Measures of health

and functioning tended to include both objective and subjective measures. The most

common subjective measure was general or self-reported health, followed by perceived

intrusiveness of any health condition and perceived physical and mental functioning.

Once again, we found these studies to have an EVA focus, with some attention being

paid to EMO. Studies related to specific diseases and physical activity typically paid

more attention to EMO.

There is a consensus that general health status and self-reported health are positively

and strongly associated with EVA, even after controlling for other determinants/corre-

lates [11, 82, 101, 102, 123]. The perception of intrusiveness in terms of reduced cogni-

tive and physical functioning influences this association [78, 154]. Developmental

disabilities, physical disabilities, and mental disorders (e.g., bipolar, depression, or anx-

iety) all influence SWB primarily through the impairments they cause to functioning

[75, 76, 107, 118, 130, 140, 149, 155]. Specific medical conditions and diseases, such as

pre-term birth, HIV-positive status, and cancer, have negative impacts on SWB [10, 89,

143]. Insomnia, day-to-day variability in sleep, subjective sleep quality, and average

sleep duration have all been found to influence EVA [86, 103, 156–158]. The increased

severity of all the conditions mentioned above has also been consistently associated

with lower SWB [53, 74, 86, 138, 159, 160]. Such conditions cause physical, psycho-

logical, economic, and social suffering, which impact SWB [122, 161]. Body weight, in

terms of high and low body mass index (BMI), lowers SWB [106], with women report-

ing more significant effects from weight-related issues on SWB, in general [77, 112].

Physical activity has consistently been found to influence EVA and EMO positively [58,

146, 160] through its direct effect on physical health and its ability to counteract de-

pression, stress, and anxiety [95, 113, 127, 146].

In addition to their direct effects on EVA and EMO, health and function determi-

nants/correlates can also have indirect effects through their influence on other aspects

of life, such as personal control, social engagement, social satisfaction, discrimination,

stigma, marriage, employment, income, independence, and self-esteem [62, 76, 77, 79,

112, 120, 140, 141]. Gender, SES, culture, social support, personality, and differences in

resource availability have also been found to influence the relationship between health

and functioning and SWB [11, 17, 75, 79, 114, 136].

Personality

Studies on personality fell into one of two distinct groups: those that looked at the Big

Five personality traits (i.e., extroversion, agreeableness, openness, conscientiousness,

and neuroticism) and those that investigated more nuanced personality attributes (e.g.,

optimism, self-esteem, and self-efficacy). Both groups tended to be well researched, and

equal attention was paid to EVA and EMO. Personality was typically measured using

subjective personality scales.
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There seems to be a consensus on how the Big Five and more nuanced personality

attributes influence SWB. For the Big Five, conscientiousness is positively associated

with EVA, extroversion is associated with positive emotions, and neuroticism is associ-

ated with negative emotions [72, 83, 135, 162]. Extraverted individuals tend to have a

stronger emotional reaction to positive events, while neurotic people tend to have

stronger reactions to negative events [129]. More nuanced personality traits, such as

self-efficacy, self-esteem, and optimism, also mediate the effect of personality on EVA

[96, 133]. Adaptation has been found to influence both EVA and EMO [72, 162]. Some

studies have also found evidence of a reciprocal relationship between SWB and person-

ality traits, in which people who are initially extraverted, agreeable, conscientious, and

emotionally stable report higher EVA, and people with higher EVA become more

extraverted, agreeable, conscientious, and emotionally stable over time [129].

Social support

Studies in this category tended to measure social support using both objective means

(e.g., number of social contacts or frequency of interaction) and subjective means (e.g.,

quality of social contacts or satisfaction with social contacts). Equal attention was paid

in such studies to EVA and EMO aspects of SWB.

Studies have consistently found that perceived social support from family, commu-

nity, and friends and acquaintances yielded a positive effect on SWB [73, 96, 100]. Stud-

ies indicate that the size of the social network [117], quality of relationships [121, 126],

and interaction frequency [69] all influence EVA. Moreover, a lack of social support

and discrimination (e.g., based on age, gender, or immigration status) exerts downward

pressure on EMO [88, 90]. These findings also identify potential mediators between so-

cial support and SWB, such as loneliness, self-esteem, and stress [100, 137]. Social sup-

port may also be more critical to EVA for the elderly or for individuals with health

challenges or disabilities as compared to the general population [69, 114, 121, 132].

Religion and culture

Religion and culture receive equal attention in the literature reviewed for this study,

and the two determinates often tend to be intertwined. They are typically measured

using both subjective means (e.g., religiosity or individualist vs. collective culture) and

objective means (e.g., number of visits to a place of worship). These studies tended to

focus on EVA. Due to the limited number of studies in this category, it may be prema-

ture to make claims regarding the consistency of the findings.

Current research suggests that religion and culture impact SWB through a variety of

pathways, including psychological ramifications, coping mechanisms, and conceptualization

of SWB. Studies on religion tended to focus on non-US populations and rarely controlled

for socio-demographic variables. Ellison [163] suggested that religion may yield psycho-

logical benefits that result in better SWB, such as helping individuals deal with and resolve

problematic situations, and supporting self-esteem and self-efficacy. EVA is most often

found to be positively associated with religiosity (defined as identifying as being actively reli-

gious) and frequent visits to places of worship [54, 85, 98]. Religion and culture also impact

EVA through their influence on how SWB is conceptualized (e.g., if is it an individual or

collective concept), how comparison standards are formulated for EVA, and
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optimism [66, 109, 128]. Religions and cultures also influence EMO through opti-

mism, coping with life events and stress, and how individuals feel they fit within

the larger cultural context [98, 128].

Geography and infrastructure

Studies in this category tended to rely on both objective means (e.g., physical location

or economic conditions) and subjective means (e.g., perception of access) to measure

geography and infrastructure. The primary focus was EVA. Once again, due to the lim-

ited number of studies in this category, it may be premature to make claims regarding

the consistency of the findings.

The studies focused on EVA and tended to be comparative by nature, looking at dif-

ferent neighborhoods or communities and comparing the EVA of their inhabitants.

Lower EVA has been reported for urban residents compared to rural residents [134]

and for residents living in economically disadvantaged areas [110]. EVA is also influ-

enced by location-based (e.g., country-specific or state-specific) life priorities and com-

parison standards that lead to certain aspirations and worries [66]. Limited studies also

indicate that access disparities for basic services, such as food, water, and sanitation; liv-

ing conditions in the home; and opportunities for recreation and transportation can in-

fluence SWB [84, 95, 110].

Due to our focus on public health and psychology, studies from other disciplines re-

lated to geography and infrastructure were not included in this review. However, it is

of value to highlight some findings from other disciplines to identify potential research

directions for public health and psychology. In terms of geography, studies have found

that distinct SWB determinants/correlates arise at multiple geographical scales. At the

national level, Veenhoven and Ehrhardt’s [164] livability theory suggests that certain

characteristics exist across cultures that make the quality of life in some countries

higher than it is in others. This is supported by research that suggest that the nations

with the highest SWB tend to experience economic development and wealth; a strong

rule of law and human rights; lower corruption; effective and efficient governments;

progressive taxation laws; income and job security programs; political freedoms and

protection; lower levels of unemployment; better overall health; and income equality

[165]. At the regional level, those in urban areas (larger counties and metropolitan

areas in particular) have been reported to have lower EVA due to higher pollution, traf-

fic, crime, living costs, congestion, and alienation, and a lack of green spaces [166].

Similarly, local labor market conditions, the local price of goods and services, and re-

gional amenities have been found to influence SWB [166, 167].

Studies related to infrastructure can be combined with studies looking at city/neigh-

borhood level determinants/correlates of SWB, as the geographic scale of these studies

typically overlaps [167, 168]. At the city/neighborhood level, parks, safety, amenities

(such as grocery stores and cultural facilities), social support (such as interacting with

neighbors), economic features (such as the cost of living and commuting times), institu-

tional features (such as the quality of government services), and environmental condi-

tions (such as pollution) have all been linked to SWB [167, 168]. Peoples’ subjective

appraisals of the environment in which they live have also been found to impact SWB

[169]. Finally, numerous aspects related to the natural environment at multiple
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geographical scales—such as access to natural spaces, panoramas and landscapes, bio-

diversity, lower air and noise pollution levels, cultural and recreational value, health-

related services, and aesthetic experiences—have all been linked to higher SWB [154,

165, 168, 170]. Conversely, climate change and the degradation of nature have negative

effects on SWB at both the local and global scale [171]. With climate change comes

biodiversity loss, food contamination, invasive species, and environmental pollution,

which are all associated with lower SWB [171, 172].

Overall, the studies reviewed in this section highlighted the potential determinants/

correlates of SWB and how they might interact with one another. Given that most of

these studies included a limited number of determinants/correlates and control vari-

ables—only 59 of 105 studies focused on 3 or more determinant categories—the find-

ings lack consistency, and opportunities for comparisons are rare. This issue also brings

into question the relatively consistent findings regarding how SWB is influenced by in-

come, general health, disability, physical activity, personality, and social support. In

addition, the pathways through which these determinants/correlates influence SWB re-

main insufficiently researched.

Based on our review, we find that the seven categories of determinants/correlates of

SWB can potentially be used to improve the link between theory and empirical re-

search and that the overlap in the categories as they relate to our four theory categories

enables us to conduct theoretical testing across theories in unison. While given the lack

of systematic reviews at this point it is premature to suggest conceptual frameworks,

we can still highlight how theory and empirical literature potentially connect.

Fulfillment and engagement theories Basic demographics, SES, and personality play

a role in goal and need formulation, engagement in various activities, and the resources

available (personal, social or monetary) to meet goals and needs. In addition, personal-

ity influences how people adapt to their situations and cope with goal and need fulfill-

ment or lack thereof. Health can significantly influence need and goal fulfillment by

enabling or restricting activities while social support can act as a resource and coping

mechanism. Religion and culture can shape need and goal formulation, influence SWB

consequences of meeting or not meeting them, impact the value associated with con-

ducting activities, and be a resource for coping with life events and stress. Finally, geog-

raphy and infrastructure influences access to activity opportunities and resources to

meet goals and needs.

Personal orientation theories Basic demographics can influence personal orientation.

In particular, the process of aging and gender can influence more nuanced personality

traits such as optimism and self-efficacy. SES and social support can act as a resource

and coping mechanism influencing more nuanced personality traits such as self-

esteem. Aspects of health and functioning such as disability and the intrusiveness of

medical conditions can also influence personal orientation. Religion and culture can in-

fluence personal orientation through their impact on long-term self-esteem, self-

efficacy, and optimism. Finally, by promoting beneficial behaviors such as physical ac-

tivity and access to beneficial settings such as nature, geography and infrastructure also

influence personal orientation.
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Evaluative theories Basic demographics, SES, personality, health and functioning, reli-

gion and culture, and geography and infrastructure impact evaluation by playing a role

in influencing standards of comparisons a person uses. SES also provides one with re-

sources to cope with difficulties in life. Personality plays a role in determining whether

people compare themselves to higher or lower standards and how they process the re-

sults of these comparisons. Social support impacts evaluation by acting as a resource

and coping mechanism. Religion and culture also determine what is valued in the

process of comparison as well as how people cope with results of the comparison.

Geography and infrastructure influences who people compare themselves with in terms

of proximity.

Emotion theories Basic demographics such as age and gender influence the propensity

to experience positive emotions while SES and health and functioning influence issues

and worries one faces in life that determine the opportunities one has to experience

positive emotions. Personality plays an important role in how we experience life events

and experiences (e.g., optimists vs. pessimists) and how we adapt to these emotions. So-

cial support is an important resource and coping mechanism for various life events. Re-

ligion and culture influence values systems that determine if we see experiences as

positive or negative as well as provide support to cope with stressful events. Finally,

geography and infrastructure influences localized experiences and stressors that influ-

ence emotions (e.g., crime, economy).

While initial, these findings suggest the potential of a comprehensive set of determi-

nants or correlates to test theories. Systematic reviews in the future can help provide

more evidence for these potential connections and aid in the creation of more holistic

frameworks on the drivers of SWB.

Discussion
Although we began with our review efforts with intent to develop a theoretical and

methodological framework that would make empirical research comparable in a sys-

tematic way, our efforts end up providing more value in revealing the ways that SWB

literature lacks a coherent theoretical and methodological framework than attempting

to develop such a framework. In our review, we found that existing theories on SWB

can be both contradictory and overlapping and that there is a need to explore connec-

tions between theories by developing unified propositions that can be tested. Further,

there is a lack of a clear, unifying theoretical basis for categorizing and comparing em-

pirical studies. As a result, we did not formulate a theoretically informed criterion to

group existing empirical literature, but rather operationalized the organization of em-

pirical literature based upon the dimension of SWB studied, measure of SWB used, de-

sign of the study, study population, and types of determinants and correlates to

organize and summarize the empirical literature. Based on our review of empirical lit-

erature on SWB, we found that the seven categories of determinants/correlates identi-

fied can potentially be used to improve the link between theory and empirical research

and that the overlap in the determinant/correlates as they relate to multiple theory cat-

egories enables us to conduct testing of theories in unison. However, to do so in the fu-

ture would require a conscious effort by researchers in several areas.
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First, this review identified several determinants and correlates that have not received

adequate attention in existing research, including race/ethnicity, education, immigra-

tion status, religion and culture, and geography and infrastructure. Among the public

health studies reviewed, 15% focused on a single determinant category, and 67% in-

cluded three or more determinant categories. Among the psychology studies reviewed,

20% focused on a single determinant category, and only 42% included three or more

determinant categories. Even when similar categories were used, different determi-

nants/correlates within them were analyzed. For instance, for SES, some studies evalu-

ated income while others evaluated income adequacy, or, for social support, some

studies used the number of social contacts while others used the perceived quality of

social contacts. We also included a few studies on geography and infrastructure from

disciplines other than public health and psychology and found that these studies

highlighted the fact that understanding the spatial nature of SWB is important because

peoples’ needs, desires, and potential methods to improve their SWB are all context

sensitive. Therefore, future studies in public health and psychology should build on and

further such research. Several inter-determinant relationships are suggested in this re-

view, such as disability with social networks; age with physical decline, social loss, and

personal development; and gender with self-efficacy, which are critical to understanding

SWB and cannot be realized until holistic frameworks of determinants/correlates are

tested. Future studies should focus on using a comprehensive set of SWB determi-

nants/correlates to increase comparability across studies, enable researchers to progress

from discovering SWB correlates to exploring effect sizes, and facilitate empirically

testing theories. There is also a need for more comparative methods of analysis. In all

the studies reviewed for this paper, no single prevalent analysis method in either discip-

line or across disciplines emerged; methods ranged from descriptive and simple correl-

ation to structural equation modeling, confounding comparisons between them.

Second, there is a need to focus on data collection. The availability of data related to

SWB is a constant problem and often a deterrent for research, especially at the local

level; most studies, such as the World Values Survey and the Gallup World Poll, focus

on macro-level analyses. The use of the macro datasets is restrictive, as researchers can-

not control for variables which hampers comparability across datasets. Moreover, most

of the reviewed studies relied on secondary data, and studies that collected original data

contained homogeneous samples. For example, nine psychological studies focused just

on data from college students, while only three—two from public health and one from

psychology—used a geographically representative sample. Other homogenous samples

were based on age, obesity, disease, or disability. While these studies are extremely

valuable for specific demographics, the findings are inherently non-generalizable and

non-comparable. The associated costs of primary data collection are also restrictive for

academic researchers. However, to advance SWB research, more sophisticated, SWB-

focused data needs to be collected, as opposed to relying on existing datasets.

Another issue related to reliance on secondary data is the inconsistency in the SWB

dimension studied and use of SWB measures. Of the 105 studies reviewed for determi-

nants, only 36 looked at both EVA and EMO. The use of both dimensions of SWB is

more prevalent in psychology (44% of the studies reviewed) than it is in public health

(26% of the studies reviewed). Overall, the dominant SWB dimension studied was EVA,

being featured in 42% of psychology studies and 65% of public health studies. This
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EVA focus leads to a lack of research that looks at how EMO is influenced by determi-

nants such as age, race/ethnicity, income, education, employment, immigration status,

general health, body weight, disability, sleep, religion and culture, and geography and

infrastructure. EVA measures are typically much simpler to collect, which may account

for this research focus; however, favoring one aspect of SWB can be problematic. For

instance, Morrison [173] indicated that place of residence would affect people’s judg-

ments of EMO more than of EVA. Looking only at one or the other may overestimate

or underestimate the effects of different SWB determinants and limits comparability of

empirical research. Therefore, there is a need for more studies that incorporate both

the EVA and EMO to determine factors influencing SWB more accurately Moreover,

even when looking at similar dimensions of SWB, we found a significant amount of

variation in the measures used. The most commonly used measures were the Satisfac-

tion with Life Scale for EVA, and the Positive and Negative Affect Schedule for EMO.

While we do not prescribe the use of any one measure for either, the use of so many

different measures also impedes comparisons among these studies.

Finally, the current state of data collection does not lend itself to longitudinal re-

search, as very few longitudinal surveys collect SWB data. Of the studies reviewed for

this paper, only 23% of public health studies and 19% of psychology studies were longi-

tudinal. More longitudinal studies are needed to elucidate the direction, effect size, and

mediating or moderating relationships between SWB and its determinants. This type of

research would also allow for the exploration of adaptation and SWB, and from the

perspective of aging and lifecycle-based research in a rapidly changing world, longitu-

dinal research might tease out temporal changes in SWB. Also, longitudinal data collec-

tion would enable the conducting of experimental research to facilitate interventions to

improve SWB. As pointed out by other researchers [3] and evident in our review of

empirical research, there seems to be adequate research on the correlates of SWB.

What is needed now are longitudinal studies focused on assessing causality to identify

determinants of SWB.

In progressing the study of SWB, it is necessary to understand how each field assesses

and measures it and how research can be categorized and compared across disciplines

in a systematic manner to build a better understanding of SWB over time. Defining a

set of determinants for SWB creates the opportunity for a standardized study protocol

in this emerging field. While we feel that the recommendations discussed above would

help conducting studies that are more comparable in the future, for those pursuing

more immediate systematic reviews of SWB determinants/correlates, we recommend

assessing studies for inclusion based on the criterion discussed in this paper. This re-

view examines SWB literature in psychology and public health, and future studies

should consider how other fields are assessing SWB to yield a more thorough evalu-

ation of both the state of SWB and its future directions. While this study begins to

unpack these intricacies, continuing this methodology will ensure SWB and its determi-

nants and correlates are appropriately and comprehensively delineated.

It is important to acknowledge the limitations of this review. The first limitation is its

focus on only two disciplines. Much of the use of SWB within public health stems from

psychological theories, and this degree of overlap provided a logical pairing. The two

disciplines also presented a wealth of literature on determinants and correlates. How-

ever, we do intend to add more disciplines in future research. Another limitation of this
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review is that it is heavily focused on individual SWB at the expense of macro-societal

forces that could be affecting SWB in entire communities. This focus leads to highly

resource-intensive, individualized interventions, such as prescribing a specialized diet to

reduce an individual’s BMI versus broader interventions that could improve SWB for a

larger percentage of the population, such as revising policies to allow for urban agricul-

ture. This focus on the individual can also lead to an ecological fallacy, wherein upon

finding a relationship between individual SWB and individual BMI, one assumes a simi-

lar relationship between community SWB and community BMI. These limitations per-

colate through much of the literature base and thus must be accounted for when

interpreting the findings. Finally, due to concerns of brevity, in this review we explicitly

focus on empirical literature on how determinants and correlates influence EVA and

EMO. Literature on the relationships between EVA and EMO, between determinants/

correlates and specific theories (however rare), while equally important, were not ex-

plored in detail. Using the categories described in this study to systematically compare

SWB studies, we hope to do this in the future.

Abbreviations
SWB: Subjective well-being; EMO: Emotional/affective dimension of SWB; EVA: Evaluative/cognitive dimension of SWB;
SES: Socioeconomic status; BMI: Body mass index; PANAS: Positive and Negative Affect Schedule; PH: Public health;
PSY: Psychology; CROSS: Cross-sectional; LONG: Longitudinal; EVA+EMO: Evaluation and emotions; D: Dominant or
primary study determinant

Acknowledgements
Not applicable.

Authors’ contributions
KD was main author and researcher for the review. KD and CJ contributed to acquisition and screening of articles
collected for this review. YF, AR, BO, and NB made substantial contributions to the conception and design of the work,
and substantively revised it. YF provided primary advising to KD and CJ for this paper. All authors read and approved
the final manuscript.

Funding
This review was funded by the Sustainable Research Network project of the National Science Foundation of USA:
Integrated Urban Infrastructure Solutions for Environmentally Sustainable, Healthy and Livable Cities. (Award #:
1444745).

Availability of data and materials
Not applicable.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare they have no competing interests.

Author details
1Department of Civil and Environmental Engineering, Princeton University, E208 Engineering Quadrangle, Princeton, NJ
08544, USA. 2Rollins School of Public Health, Emory University, 1518 Clifton Rd, Atlanta, GA 30322, USA. 3Hubert H.
Humphrey School of Public Affairs, University of Minnesota, 301 19th Avenue South, Minneapolis, MN 55455, USA.
4School of International and Public Affairs, Columbia University, New York, NY 10027, USA. 5College of Design, Georgia
Tech, 245 4th Street, NW, Suite 204, Atlanta, GA 30332, USA.

Received: 6 November 2019 Accepted: 4 November 2020

References
1. Diener E, Suh E. Measuring quality of life: Economic, social, and subjective indicators. Social indicators research. 1997;

40(1-2):189–216.
2. Durand M. The OECD better life initiative: How's life? and the measurement of well-being. Review of Income and

Wealth. 2015;61(1):4–17.

Das et al. Public Health Reviews           (2020) 41:25 Page 27 of 32



3. Diener E. The science of well-being: The collected works of Ed Diener: Springer; 2009.
4. Kahneman D, Diener E, Schwarz N. Well-being: foundations of hedonic psychology: Russell Sage Foundation; 1999.
5. Ryan RM, Deci EL. On happiness and human potentials: a review of research on hedonic and eudaimonic well-being.

Annual review of psychology. 2001;52(1):141–66.
6. Sirgy MJ, Michalos AC, Ferriss AL, Easterlin RA, Patrick D, Pavot W. The qualityity-of-life (QOL) research movement: past,

present, and future. Social indicators research. 2006;76(3):343–466.
7. Ryff CD. Happiness is everything, or is it? Explorations on the meaning of psychological well-being. Journal of

personality and social psychology. 1989;57(6):1069.
8. Vanhoutte B, Nazroo J. Cognitive, affective and eudemonic well-being in later life: measurement equivalence over

gender and life stage. Sociological Research Online. 2014;19(2):1–14.
9. Jin RL, Shah CP, Svoboda TJ. The impact of unemployment on health: a review of the evidence. CMAJ: Canadian

Medical Association Journal. 1995;153(5):529.
10. Moskowitz JT, Hult JR, Bussolari C, Acree M. What works in coping with HIV? A meta-analysis with implications for

coping with serious illness. Psychological bulletin. 2009;135(1):121.
11. Zautra A, Hempel A. Subjective well-being and physical health: a narrative literature review with suggestions for future

research. The International Journal of Aging and Human Development. 1984;19(2):95–110.
12. Murphy S, Bennett P. Psychology and health promotion. Health promotion: Routledge; 2003. p. 45-66.
13. Bunton R, Macdonald G. Health promotion: disciplines and diversity: Routledge; 2003.
14. Bennett P. Psychology and health promotion: McGraw-Hill Education (UK); 1997.
15. Diener E. Subjective well-being. Psychological bulletin. 1984;95(3):542.
16. Patrick DL, Bergner M. Measurement of health status in the 1990s. Annual review of public health. 1990;11(1):165–83.
17. Persoskie A, Ferrer RA, Nelson WL, Klein WM. Precancer risk perceptions predict postcancer subjective well-being. Health

Psychology. 2014;33(9):1023.
18. Tay L, Diener E. Needs and subjective well-being around the world. Journal of personality and social psychology. 2011;

101(2):354.
19. Binder M, Coad A. I'm afraid I have bad news for you…. Estimating the impact of different health impairments on

subjective well-being. Social Science & Medicine. 2013;87:155–67.
20. Maslow A, Lewis KJ. Maslow's hierarchy of needs. Salenger Incorporated. 1987;14:987.
21. Wilson WR. An attempt to determine some correlates and dimensions of hedonic tone; 1961.
22. Michalos AC. Satisfaction and happiness. Social indicators research. 1980;8(4):385–422.
23. Tatarkiewicz W. Analysis of happiness. The Hague, the Netherlands: Martinus Nijhoff. Diener, E(1984) Subjective well-

being Psychological Bulletin. 1976;95(3):558.
24. Houston J. The Pursuit of Happiness (Scott Foresman, Glenview, IL). 1981.
25. Solomon RL. The opponent-process theory of acquired motivation: the costs of pleasure and the benefits of pain.

American psychologist. 1980;35(8):691.
26. Csikszentmihalyi M. Beyond boredom and anxiety. San Francisco. Jossey-Bass.: CA, US; 1975.
27. Csikszentmihalyi M, Figurski TJ. Self-awareness and aversive experience in everyday life. Journal of personality. 1982;

50(1):15–9.
28. Wahba MA, Bridwell LG. Maslow reconsidered: a review of research on the need hierarchy theory. Organizational

behavior and human performance. 1976;15(2):212–40.
29. Diener E, Suh EM, Lucas RE, Smith HL. Subjective well-being: three decades of progress. Psychological bulletin. 1999;

125(2):276.
30. Siedlecki KL, Tucker-Drob EM, Oishi S, Salthouse TA. Life satisfaction across adulthood: Different determinants at different

ages? The Journal of Positive Psychology. 2008;3(3):153–64.
31. Lykken D, Tellegen A. Happiness is a stochastic phenomenon. Psychological science. 1996;7(3):186–9.
32. Headey B, Wearing AJ. Understanding happiness: a theory of subjective well-being: Longman Cheshire; 1992.
33. Conceição P, Bandura R. Measuring subjective wellbeing: a summary review of the literature. United nations

development programme (UNDP) development studies, working paper. 2008.
34. Goldberg LR. An alternative" description of personality": the big-five factor structure. Journal of personality and social

psychology. 1990;59(6):1216.
35. DeNeve KM, Cooper H. The happy personality: a meta-analysis of 137 personality traits and subjective well-being.

Psychological bulletin. 1998;124(2):197.
36. Diener E, Oishi S, Lucas RE. Personality, culture, and subjective well-being: emotional and cognitive evaluations of life.

Annual review of psychology. 2003;54(1):403–25.
37. Gray JA. The psychophysiological basis of introversion-extraversion. Behaviour research and therapy. 1970;8(3):249–66.
38. Tellegen A. Structures of mood and personality and their relevance to assessing anxiety, with an emphasis on self-

report; 1985.
39. Rusting CL, Larsen RJ. Extraversion, neuroticism, and susceptibility to positive and negative affect: a test of two

theoretical models. Personality and individual differences. 1997;22(5):607–12.
40. Carp FM, Carp A. Test of a model of domain satisfactions and well-being: equity considerations. Research on Aging.

1982;4(4):503–22.
41. Emmons RA, Diener E. Factors predicting satisfaction judgments: a comparative examination. Social Indicators Research.

1985;16(2):157–67.
42. Brickman P, Coates D, Janoff-Bulman R. Lottery winners and accident victims: Is happiness relative? Journal of

personality and social psychology. 1978;36(8):917.
43. Parducci A. The relativism of absolute judgments. Scientific American. 1968;219(6):84–93.
44. Parducci A. Category ratings: still more contextual effects. Social attitudes and psychophysical measurement. 1982:89–105.
45. Meadow HL, Mentzer JT, Rahtz DR, Sirgy MJ. A life satisfaction measure based on judgment theory. Social Indicators

Research. 1992;26(1):23–59.
46. Berger P, Luckmann T. The social construction of reality anchor books. New-York: Garden City; 1966.
47. Michalos AC. Multiple discrepancies theory (MDT). Social indicators research. 1985;16(4):347–413.

Das et al. Public Health Reviews           (2020) 41:25 Page 28 of 32



48. Brickman P. Hedonic relativism and planning the good society. Adaptation level theory. 1971:287–301.
49. Fredrickson BL. The role of positive emotions in positive psychology: the broaden-and-build theory of positive

emotions. American psychologist. 2001;56(3):218.
50. Fredrickson BL. The broaden–and–build theory of positive emotions. Philosophical Transactions of the Royal Society of

London Series B: Biological Sciences. 2004;359(1449):1367–77.
51. Bower GH. Mood and memory. American psychologist. 1981;36(2):129.
52. Zajonc RB. Feeling and thinking: Preferences need no inferences. American psychologist. 1980;35(2):151.
53. Abbott GR, Do M, Byrne LK. Diminished subjective wellbeing in schizotypy is more than just negative affect. Personality

and individual differences. 2012;52(8):914–8.
54. Abdel-Khalek AM. Subjective well-being and religiosity in Egyptian college students. Psychological Reports. 2011;108(1):

54–8.
55. Allen AB, Goldwasser ER, Leary MR. Self-compassion and well-being among older adults. Self and Identity. 2012;11(4):

428–53.
56. Andrews F. Research on the Quality of Life (Ann Arbor. Survey Research Center, Institute for Social Research, University

of Michigan Press. 1986.
57. Ardelt M, Edwards CA. Wisdom at the end of life: an analysis of mediating and moderating relations between wisdom and

subjective well-being. Journals of Gerontology Series B: Psychological Sciences and Social Sciences. 2015;71(3):502–13.
58. Arent SM, Landers DM, Etnier JL. The effects of exercise on mood in older adults: a meta-analytic review. Journal of

Aging and physical Activity. 2000;8(4):407–30.
59. Bradburn NM, Caplovitz D. Reports on happiness: a pilot study of behavior related to mental health: Aldine Pub. Co.; 1965.
60. Bradburn NM. The structure of psychological well-being; 1969.
61. Braun PMW. Psychological well-being and location in the social structure; 1978.
62. Brdarić D, Jovanović V, Gavrilov-Jerković V. The relationship between body mass index and subjective well-being: the

moderating role of body dissatisfaction. Medicinski pregled. 2015;68(9-10):316–23.
63. Calys-Tagoe B, Hewlett SA, Dako-Gyeke P, Yawson AE, Bad-Doo NA, Seneadza NAH, et al. Predictors of subjective well-

being among older Ghanaians. Ghana medical journal. 2014;48(4):178–84.
64. Campbell A, Converse PE, Rodgers WL. The quality of American life: perceptions, evaluations, and satisfactions: Russell

Sage Foundation; 1976.
65. Campbell A. The sense of well-being in America: recent patterns and trends1981.
66. Cantril H. Pattern of human concerns; 1965.
67. Chen X, Page A. Stability and instability of subjective well-being in the transition from adolescence to young adulthood:

longitudinal evidence from 20991 young Australians. PloS one. 2016;11(5):e0156399.
68. Cheng S-T. Age and subjective well-being revisited: a discrepancy perspective. Psychology and Aging. 2004;19(3):409.
69. Chou K-L. Social support and subjective well-being among Hong Kong Chinese young adults. The Journal of Genetic

Psychology. 1999;160(3):319–31.
70. Clemente F, Sauer WJ. Racial differences in life satisfaction. Journal of Black Studies. 1976;7(1):3–10.
71. Clemente F, Sauer WJ. Life satisfaction in the United States. Social Forces. 1976;54(3):621–31.
72. Costa PT, McCrae RR. Influence of extraversion and neuroticism on subjective well-being: happy and unhappy people.

Journal of personality and social psychology. 1980;38(4):668.
73. Cramm J, Møller V, Nieboer A. Improving subjective well-being of the poor in the Eastern Cape. Journal of Health

Psychology. 2010;15(7):1012–9.
74. Cubí-Mollá P, De Vries J, Devlin N. A study of the relationship between health and subjective well-being in Parkinson’s

disease patients. Value in Health. 2014;17(4):372–9.
75. Derdikman-Eiron R, Indredavik MS, Bratberg GH, Taraldsen G, Bakken IJ, Colton M. Gender differences in subjective well-

being, self-esteem and psychosocial functioning in adolescents with symptoms of anxiety and depression: findings from
the Nord-Trøndelag health study. Scandinavian Journal of Psychology. 2011;52(3):261–7.

76. Deserno MK, Borsboom D, Begeer S, Geurts HM. Multicausal systems ask for multicausal approaches: a network
perspective on subjective well-being in individuals with autism spectrum disorder. Autism. 2017;21(8):960–71.

77. Dierk J-M, Conradt M, Rauh E, Schlumberger P, Hebebrand J, Rief W. What determines well-being in obesity?
Associations with BMI, social skills, and social support. Journal of psychosomatic research. 2006;60(3):219–27.

78. Edelstein K, Coate L, Massey C, Jewitt NC, Mason WP, Devins GM. Illness intrusiveness and subjective well-being in
patients with glioblastoma. Journal of neuro-oncology. 2016;126(1):127–35.

79. Emerson E, Hatton C. Self-reported well-being of women and men with intellectual disabilities in England. American
Journal on Mental Retardation. 2008;113(2):143–55.

80. Freudiger P. Life satisfaction among three categories of married women. Journal of Marriage and the Family. 1983:213–9.
81. Frey BS, Stutzer A. Happiness and economics: how the economy and institutions affect human well-being: Princeton

University Press; 2010.
82. George LK, Landerman R. Health and subjective well-being: a replicated secondary data analysis. The international

journal of aging and human development. 1984;19(2):133–56.
83. Grant S, Langan-Fox J, Anglim J. The big five traits as predictors of subjective and psychological well-being.

Psychological reports. 2009;105(1):205–31.
84. Guite H, Clark C, Ackrill G. The impact of the physical and urban environment on mental well-being. Public health. 2006;

120(12):1117–26.
85. Gull F, Dawood S. Religiosity and subjective well-being amongst institutionalized elderly in Pakistan. Health promotion

perspectives. 2013;3(1):124.
86. Hamilton NA, Gallagher MW, Preacher KJ, Stevens N, Nelson CA, Karlson C, et al. Insomnia and well-being. Journal of

consulting and clinical psychology. 2007;75(6):939.
87. Hammond T, Weinberg MK, Cummins RA. The dyadic interaction of relationships and disability type on informal carer

subjective well-being. Quality of Life Research. 2014;23(5):1535–42.
88. Hnilica K. Discrimination and subjective well-being: protective influences of membership in a discriminated category.

Central European journal of public health. 2011;19(1):3.

Das et al. Public Health Reviews           (2020) 41:25 Page 29 of 32



89. Ickovics JR, Milan S, Boland R, Schoenbaum E, Schuman P, Vlahov D, et al. Psychological resources protect health: 5-year
survival and immune function among HIV-infected women from four US cities. Aids. 2006;20(14):1851–60.

90. Jia X, Liu X, Shi B. Perceived discrimination and subjective well-being in Chinese migrant adolescents: collective and
personal self-esteem as mediators. Frontiers in psychology. 2017;8:1213.

91. Jivraj S, Nazroo J, Vanhoutte B, Chandola T. Aging and subjective well-being in later life. Journals of Gerontology Series
B: Psychological Sciences and Social Sciences. 2014;69(6):930–41.

92. Ju H, Shin JW. Kim C-w, Hyun M-h, Park J-w. Mediational effect of meaning in life on the relationship between
optimism and well-being in community elderly. Archives of Gerontology and Geriatrics. 2013;56(2):309–13.

93. Kahneman D, Deaton A. High income improves evaluation of life but not emotional well-being. Proceedings of the
national academy of sciences. 2010;107(38):16489–93.

94. Lipovčan LK, Brkljačić T, Šakić V. Monthly income and subjective well-being of Croatian citizens. Croatian medical
journal. 2007;48(5):727.

95. Kasl SV, Harburg E. Mental health and the urban environment: Some doubts and second thoughts. Journal of Health
and Social Behavior. 1975:268–82.

96. Khan A, Husain A. Social support as a moderator of positive psychological strengths and subjective well-being.
Psychological Reports. 2010;106(2):534–8.

97. Kim Y-H, Cai H, Gilliland M, Chiu C-Y, Xia S, Tam K-P. Standing in the glory or shadow of the past self: cultures differ in
how much the past self affects current subjective well-being. Emotion. 2012;12(5):1111.

98. Krause N. Religious meaning and subjective well-being in late life. The Journals of Gerontology Series B: Psychological
Sciences and Social Sciences. 2003;58(3):S160–S70.

99. Kunzmann U, Little TD, Smith J. Is age-related stability of subjective well-being a paradox? Cross-sectional and
longitudinal evidence from the Berlin Aging Study. Psychology and aging. 2000;15(3):511.

100. Kutek SM, Turnbull D, Fairweather-Schmidt AK. Rural men's subjective well-being and the role of social support and
sense of community: evidence for the potential benefit of enhancing informal networks. Australian Journal of Rural
Health. 2011;19(1):20–6.

101. Lamu AN, Olsen JA. The relative importance of health, income and social relations for subjective well-being: an
integrative analysis. Social Science & Medicine. 2016;152:176–85.

102. Lee A, Browne MO. Subjective well-being, sociodemographic factors, mental and physical health of rural residents.
Australian Journal of Rural Health. 2008;16(5):290–6.

103. Lemola S, Ledermann T, Friedman EM. Variability of sleep duration is related to subjective sleep quality and subjective
well-being: an actigraphy study. PloS one. 2013;8(8):e71292.

104. Li T, Fung HH. How avoidant attachment influences subjective well-being: an investigation about theageandgender
differences. Aging & mental health. 2014;18(1):4–10.

105. Li B, Li A, Wang X, Hou Y. The money buffer effect in China: a higher income cannot make you much happier but
might allow you to worry less. Frontiers in psychology. 2016;7:234.

106. Linna MS, Kaprio J, Raevuori A, Sihvola E, Keski-Rahkonen A, Rissanen A. Body mass index and subjective well-being in
young adults: a twin population study. BMC public health. 2013;13(1):231.

107. Liu Z, Wu D, Huang J, Qian D, Chen F, Xu J, et al. Visual impairment, but not hearing impairment, is independently
associated with lower subjective well-being among individuals over 95 years of age: a population-based study. Archives
of gerontology and geriatrics. 2016;62:30–5.

108. Lu N, Liu J, Lou VW. Caring for frail elders with musculoskeletal conditions and family caregivers’ subjective well-being:
the role of multidimensional caregiver burden. Archives of gerontology and geriatrics. 2015;61(3):411–8.

109. Lu L. " Cultural fit": individual and societal discrepancies in values, beliefs, and subjective well-being. The Journal of
Social Psychology. 2006;146(2):203-221.

110. Ludwig J, Duncan GJ, Gennetian LA, Katz LF, Kessler RC, Kling JR, et al. Neighborhood effects on the long-term well-
being of low-income adults. Science. 2012;337(6101):1505–10.

111. Ma Z-W, Zeng W-N, Ye K-Y. Gender differences in Chinese adolescents' subjective well-being: the mediating role of self-
efficacy. Psychological reports. 2015;116(1):311–21.

112. Magallares A, de Valle PB, Irles JA, Jauregui-Lobera I. Overt and subtle discrimination, subjective well-being and physical
health-related quality of life in an obese sample. The Spanish journal of psychology. 2014;17.

113. Malathi A, Damodaran A, Shah N, Patil N, Maratha S. Effect of yogic practices on subjective well being. Indian journal of
physiology and pharmacology. 2000;44(2):202–6.

114. McDonough MH, Sabiston CM, Wrosch C. Predicting changes in posttraumatic growth and subjective well-being
among breast cancer survivors: the role of social support and stress. Psycho-Oncology. 2014;23(1):114–20.

115. Medley ML. Life satisfaction across four stages of adult life. The International Journal of Aging and Human
Development. 1980;11(3):193–209.

116. Mhaoláin AMN, Gallagher D, Connell HO, Chin A, Bruce I, Hamilton F, et al. Subjective well-being amongst community-
dwelling elders: what determines satisfaction with life? Findings from the Dublin Healthy Aging Study. International
psychogeriatrics. 2012;24(2):316–23.

117. Olsson LA, Hurtig-Wennlöf A, Nilsson TK. Subjective well-being in Swedish active seniors and its relationship with
physical activity and commonly available biomarkers. Clinical interventions in aging. 2014;9:1233.

118. Ozcakir A, Dogan FO, Cakir YT, Bayram N, Bilgel N. Subjective well-being among primary health care patients. PloS one.
2014;9(12):e114496.

119. Palmore E. Predictors of successful aging. The gerontologist. 1979;19(5_Part_1):427-31.
120. Pérez-Garín D, Molero F, Bos AE. Internalized mental illness stigma and subjective well-being: the mediating role of

psychological well-being. Psychiatry research. 2015;228(3):325–31.
121. Pinquart M, Sörensen S. Influences of socioeconomic status, social network, and competence on subjective well-being

in later life: a meta-analysis. Psychology and aging. 2000;15(2):187.
122. Reis ACRdS, Guerra MNP, Lencastre LMdFQe. Treatment adherence and subjective well-being in HIV/AIDS infection.

AIDS care. 2013;25(12):1604-1611.

Das et al. Public Health Reviews           (2020) 41:25 Page 30 of 32



123. Riddick C. The life satisfaction of retired and employed older women. A (Doctoral dissertation, Opensylvanian State
University, 1980). Dissertation Abstracts International. 1980;41:80–24.

124. Rijken M, Komproe IH, Ros WJ, Winnubst JA, van Heesch NC. Subjective well-being of elderly women: conceptual
differences between cancer patients, women suffering from chronic ailments and healthy women. British Journal of
Clinical Psychology. 1995;34(2):289–300.

125. Sand G, Gruber S. Differences in subjective well-being between older migrants and natives in Europe. Journal of
immigrant and minority health. 2018;20(1):83–90.

126. Sandstrom GM, Dunn EW. Social interactions and well-being: The surprising power of weak ties. Personality and Social
Psychology Bulletin. 2014;40(7):910–22.

127. Sharma R, Gupta N, Bijlani RL. Effect of yoga based lifestyle intervention on subjective well-being. Indian J Physiol
Pharmacol. 2008;52(2):123–31.

128. Shiah Y-J, Chang F, Chiang S-K, Tam W-CC. Religion and subjective well-being: Western and Eastern religious groups
achieved subjective well-being in different ways. Journal of religion and health. 2016;55(4):1263–9.

129. Soto CJ. Is happiness good for your personality? Concurrent and prospective relations of the big five with subjective
well-being. Journal of personality. 2015;83(1):45–55.

130. Spinhoven P, Elzinga BM, Giltay E, Penninx BW. Anxious or depressed and still happy? PloS one. 2015;10(10):e0139912.
131. Spreitzer E, Snyder EE. Correlates of life satisfaction among the aged. Journal of gerontology. 1974;29(4):454–8.
132. Steverink N, Westerhof GJ, Bode C, Dittmann-Kohli F. The personal experience of aging, individual resources, and subjective

well-being. The Journals of Gerontology Series B: Psychological Sciences and Social Sciences. 2001;56(6):P364–P73.
133. Strobel M, Tumasjan A, Spörrle M. Be yourself, believe in yourself, and be happy: self-efficacy as a mediator between

personality factors and subjective well-being. Scandinavian Journal of Psychology. 2011;52(1):43–8.
134. Strózik D, Strózik T, Szwarc K. The subjective well-being of school children. The first findings from the children’s worlds

study in Poland. Child Indicators Research. 2016;9(1):39–50.
135. Tanksale D. Big Five personality traits: Are they really important for the subjective well-being of Indians? International

Journal of Psychology. 2015;50(1):64–9.
136. Taylor SE, Kemeny ME, Reed GM, Bower JE, Gruenewald TL. Psychological resources, positive illusions, and health.

American psychologist. 2000;55(1):99.
137. Tian Q. Intergeneration social support affects the subjective well-being of the elderly: mediator roles of self-esteem and

loneliness. Journal of health psychology. 2016;21(6):1137–44.
138. Uppal S. Impact of the timing, type and severity of disability on the subjective well-being of individuals with disabilities.

Social science & medicine. 2006;63(2):525–39.
139. van Campen C, de Boer AH, Iedema J. Are informal caregivers less happy than noncaregivers? Happiness and the

intensity of caregiving in combination with paid and voluntary work. Scandinavian journal of caring sciences. 2013;27(1):
44–50.

140. Vos P, De Cock P, Petry K, Van Den Noortgate W, Maes B. What makes them feel like they do? Investigating the
subjective well-being in people with severe and profound disabilities. Research in developmental disabilities. 2010;31(6):
1623–32.

141. Wadsworth T, Pendergast PM. Obesity (sometimes) matters: the importance of context in the relationship between
obesity and life satisfaction. Journal of Health and Social Behavior. 2014;55(2):196–214.

142. Wang X. Subjective well-being associated with size of social network and social support of elderly. Journal of health
psychology. 2016;21(6):1037–42.

143. Winstanley A, Lamb ME, Ellis-Davies K, Rentfrow PJ. The subjective well-being of adults born preterm. Journal of
Research in Personality. 2015;59:23–30.

144. Wolinsky FD, Coe RM, Miller DK, Prendergast JM. Correlates of change in subjective well-being among the elderly.
Journal of Community Health. 1985;10(2):93–107.

145. Wyller TB, Sveen U, Sødring KM, Pettersen AM, Bautz-Holter E. Subjective well-being one year after stroke. Clinical
rehabilitation. 1997;11(2):139–45.

146. You S, Shin K. Relationships among exercise beliefs, physical exercise, and subjective well-being: Evidence from Korean
middle-aged adults. Health care for women international. 2017;38(12):1263–74.

147. Yu Z, Chen L. Income and well-being: relative income and absolute income weaken negative emotion, but only relative
income improves positive emotion. Frontiers in psychology. 2016;7:2012.

148. Yue XD, Hiranandani NA, Jiang F, Hou Z, Chen X. Unpacking the gender differences on mental health: the effects of
optimism and gratitude. Psychological reports. 2017;120(4):639–49.

149. Zank S, Leipold B. The relationship between severity of dementia and subjective well-being. Aging & mental health.
2001;5(2):191–6.

150. Jivraj S, Nazroo J. Determinants of socioeconomic inequalities in subjective well-being in later life: a cross-country
comparison in England and the USA. Quality of Life Research. 2014;23(9):2545–58.

151. Cameron P. Mood as an indicant of happiness: Age, sex, social class, and situational differences. Journal of Gerontology.
1975;30(2):216–24.

152. Diener E, Biswas-Diener R. Will money increase subjective well-being? Social indicators research. 2002;57(2):119–69.
153. Catalano R. Dooley CD. Journal of Health and Social Behavior: Economic predictors of depressed mood and stressful life

events in a metropolitan community; 1977.
154. Bryce R, Irvine KN, Church A, Fish R, Ranger S, Kenter JO. Subjective well-being indicators for large-scale assessment of

cultural ecosystem services. Ecosystem Services. 2016;21:258–69.
155. Altamura AC, Porcellana M, Marinaccio PM, Ciabatti M, Nocito EP, Magri L, et al. Is it possible to assess subjective well-

being among bipolar inpatients? An 18-week follow-up study. General hospital psychiatry. 2011;33(2):185–90.
156. Sherman LKG. THE CORRELATES OF HAPPINESS IN POST-SEPARATION ADJUSTMENT. 1980.
157. VanCoevering VGR. An exploratory study of middle-aged and older widows to investigate thosevariables which

differentiate high and low life satisfactioN; 1974.
158. Wiltsey RG. Some relationships between verbal reports of pleasant and unpleasant moods, sleep duration and sleep

quality variables in college students; 1968.

Das et al. Public Health Reviews           (2020) 41:25 Page 31 of 32



159. Abbott GR, Byrne LK. Schizotypy and subjective well-being in university students. Psychiatry research. 2012;196(1):154–6.
160. Fox KR. The influence of physical activity on mental well-being. Public health nutrition. 1999;2(3a):411–8.
161. Emerson E, Kariuki M, Honey A, Llewellyn G. Becoming disabled: the association between disability onset in younger

adults and subsequent changes in productive engagement, social support, financial hardship and subjective wellbeing.
Disability and health journal. 2014;7(4):448–56.

162. Librán EC. Personality dimensions and subjective well-being. The Spanish journal of psychology. 2006;9(1):38–44.
163. Ellison CG. Religious involvement and subjective well-being. Journal of health and social behavior. 1991:80–99.
164. Veenhoven R, Ehrhardt J. The cross-national pattern of happiness: test of predictions implied in three theories of

happiness. Social Indicators Research. 1995;34(1):33–68.
165. Diener E, Oishi S, Lucas RE. National accounts of subjective well-being. American Psychologist. 2015;70(3):234.
166. Winters JV, Li Y. Urbanisation, natural amenities and subjective well-being: evidence from US counties. Urban Studies.

2017;54(8):1956–73.
167. Moro M, Brereton F, Ferreira S, Clinch JP. Ranking quality of life using subjective well-being data. Ecological Economics.

2008;65(3):448–60.
168. Węziak-Białowolska D. Quality of life in cities–empirical evidence in comparative European perspective. Cities. 2016;58:

87–96.
169. Cao X, Wu X, Yuan Y. Examining built environmental correlates of neighborhood satisfaction: a focus on analysis

approaches. Journal of Planning Literature. 2018;33(4):419–32.
170. Assessment ME. Ecosystems and human well-being: Island press Washington, DC; 2005.
171. Summers J, Smith L, Case J, Linthurst R. A review of the elements of human well-being with an emphasis on the

contribution of ecosystem services. Ambio. 2012;41(4):327–40.
172. QUALITY OF LIFE (QOL) [Internet]. European Union. 2016. Available from: https://ec.europa.eu/eurostat/web/gdp-and-

beyond/quality-of-life.
173. Morrison PS. Subjective wellbeing and the city. Social Policy Journal of New Zealand. 2007;31:74.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Das et al. Public Health Reviews           (2020) 41:25 Page 32 of 32

https://ec.europa.eu/eurostat/web/gdp-and-beyond/quality-of-life
https://ec.europa.eu/eurostat/web/gdp-and-beyond/quality-of-life

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methodology
	Results
	The theoretical foundations of SWB
	Fulfillment and engagement theories
	Personal orientation theories
	Evaluative theories
	Emotion theories
	Conflicts and overlaps between theories

	Determinants and correlates of SWB
	Basic demographics
	SES
	Health and functioning
	Personality
	Social support
	Religion and culture
	Geography and infrastructure


	Discussion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

