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Abstract. Traditionally, psychological research has focused on negative states, their determinants, and consequences. Theoretical con-
ceptions of coping focus on strategies used to diminish distress. This approach is derived from the perspective that coping is mainly
reactive, a strategy used once stress has been experienced. In contrast, proactive coping involves goal setting, having efficacious beliefs,
and is associated with resources for self-improvement, including social support. In the present research, atheoretical model was devel oped
in which coping and social support were seen in a synergistic relationship and were associated with a positive state that, in turn, was
expected to relate to better psychological functioning. The general theoretical model was tested in three different samples: First year
university students coping with depression (n = 68), rehabilitation patients mastering independent functioning following major surgery
(n = 151), and employee absenteeism (n = 313). Results of path analyses showed that proactive coping was a partial mediator of social
support on positive affect and that positive affect was associated with better psychological functioning. In students only, positive affect
mediated the relationship between proactive coping and depression. This research represents a contribution within the field of positive
psychology by empirically demonstrating how positive constructs contribute to improved psychological functioning. Theoretica and

applied implications of the results are discussed.
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In the past, coping was viewed as an adaptive reaction to
stressful experiences and was regarded as reactive, a strat-
egy to be used once stress had been experienced. Reactive
coping refersto the coping model put forth by Lazarus and
Folkman (1984), who identified problem-focused versus
emotion-focused coping. This has led to two distinctions,
(a) instrumental or attentive coping, and (b) avoidant, pal-
liative, and emotional coping. Coping is a process that un-
folds in the context of a situation appraised as personally
significant and exceeding one's resources for coping (Laz-
arus & Folkman, 1984). The coping processis initiated in
response to the individual’s appraisal that important goals
have been lost or threatened. Thus, psychologists have
evaluated coping mainly intermsof itseffectivenessin reg-
ulating distress. Recently, however, coping has been con-
ceptualized as something one can do before stress occurs.
Increasingly, coping is seen as having multiple positive
functions.

The idea that coping may have positive utility parallels
research highlighting the role of positive beliefsin the pro-
motion of health (Taylor, Kemeny, Reed, Bower, &
Gruenewald, 2000). It ishypothesized herethat coping, and
in particular, proactive coping, can predict positive out-
comesimportant to the promotion of health and well-being.
Proactive coping incorporates a confirmatory and positive
approach to dealing with stressors. In line with Folkman
and Moskowitz (2000), it is argued that by broadening
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models of stress and coping to include positive affect, it is
possible to change the kinds of questions psychol ogists ask
about coping, itsfunctions, its determinants, and outcomes.
Thefocuson positive coping isimportant becauseit locates
the focus away from mere responding to negative events
toward a broader range of risk and goal management that
includes active construction of opportunities and the posi-
tive experience of stress (Schwarzer & Knoll, in press).

There are several reasons for believing that positive be-
liefs contribute to the promotion of well-being. For exam-
ple, individualswith asense of self-worth and belief intheir
own ability to exert control may practice conscientious
health habits more, thus, promoting their well-being. Those
with well-developed psychosocia resources (including a
sense of personal control, high self-esteem, and optimism)
aremorelikely to cope proactively with their health, which
may minimize stressful effects (Aspinwall & Taylor, 1997).
Also, unredlistically high levels of optimism and control
beliefs may reflect psychopathology and may carry serious
liabilities (Baumeister, Smart, & Boden, 1996). According
to Scheier and Carver (1987), if individuals believe they
are always going to be safe or healthy, they may be less
likely to take health precautions, thus, making themselves
more vulnerable to accidents and illness.

Positive emotional states are also related to satisfying
socia relationships. Self-confident and optimistic individ-
uals may receive more social support and/or may be more
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effectivein mobilizing it when they experience stress (Tay-
lor & Brown, 1994). Thus, promotion of well-being is as-
sociated with positive beliefs.

This paper focuses on proactive coping and its function
in promoting positive moods, mental states, and well-be-
ing. Proactive coping isamultidimensional, forward-look-
ing strategy, integrating processes of persona quality-of-
life management with those of self-regulatory goal attain-
ment (Greenglass, Schwarzer, & Taubert, 1999). It differs
from traditional conceptions of coping in three main ways
(Schwarzer, 2000). First, traditional forms of coping tend
to be reactive. They deal with stressful events that have
already occurred and their purpose is to compensate for
past harm or loss. Proactive coping ismore future-oriented.
The second distinction is that reactive coping is regarded
as risk management whereas proactive coping is goal man-
agement. In proactive coping, people see risks, demands,
and opportunities in the future, but they do not appraise
these as threats. Instead, they perceive difficult situations
as challenges. Thus, proactive coping becomes goal man-
agement instead of risk management. Third, the motivation
for proactive coping is more positive; it results from per-
ceiving situations as challenging, whereas reactive coping
emanates from risk appraisal, that is, environmental de-
mands are appraised as threats.

The proactive individual accumulates resources, takes
steps to prevent resource depletion, and can mobilize re-
sources when needed. This approach recognizes theimpor-
tance of others' resourcesthat can be incorporated into the
individual’s coping repertoire. Linking social support and
coping, resources from one’s network, including informa-
tion, practical assistance, and emotiona support, can con-
tribute positively to the construction of individua coping
strategies (Greenglass, 2002). Individuals higher in coping
resources are morelikely to use proactive coping strategies.
The proactive individual also possesses highly developed
social skills to mobilize such resources. Proactive coping
entails processes through which people anticipate potential
stressors and act in advance to prevent them from occur-
ring; this can also be seen as proactive behavior. The Pro-
active Coping Inventory (PCl) consists of six subscal esthat
assess various aspects of proactive coping (Greenglass,
Schwarzer, & Taubert, 1999). These are: proactive coping,
strategic planning, reflective coping, preventive coping,
and instrumental and emotional support-seeking. Green-
glass (2002) reports acceptable psychometric propertiesfor
the subscales including their cross-cultural validity.

The proactive coping subscale of the PCI is positively
related to scores on an internal control scale in Canadian
students and Polish-Canadians (Greenglass, 2002). An es-
sential aspect of proactive coping is perceived control. Re-
search reports that situational appraisals of control are
linked to active problem-solving. Perceived control refers
to the belief that one has the ability to influence the envi-
ronment. Individualswith asense of perceived control may
be characterized by a “take charge” approach, which may
involve making aplan of action, focusing effortson solving
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a problem, and taking direct action. They are more likely
to employ coping strategies based on asense of control than
those who see outcomes as resulting by chance (Bandura,
1992; Schwarzer, 1992, 1993). Perceived control isassoci-
ated with decreased stress levels and improved worker
health. It also buffersthe potential effects of stress on men-
tal and physical health. If one feels confident enough to
control challengesor threats, then successful actionismore
likely to be taken (Schwarzer, 1993). The concept of con-
trol is contrasted with that of perceived self-efficacy, that
is, people’'sbeliefsin their capabilitiesto perform aspecific
action required to attain a desired outcome (Bandura,
1997). General self-efficacy is the belief in one’'s compe-
tence to cope with stressful or challenging demands
(Schwarzer & Jerusalem, 1995).

Research data attest to the advantages of proactive cop-
ing as assessed by the proactive coping PCI subscale
(Greenglass, Schwarzer, Jakubiec, Fiksenbaum, & Taubert,
1999). For example, in alongitudinal study with rehabili-
tation hospital in-patients, proactive coping was associated
with lessfunctional disability and agreater future cognitive
orientation in terms of planning and goal setting (Green-
glass, Marques, deRidder, & Behl, 2005). In this study, giv-
en that proactive coping predicted distance walked in
2min, thereisindirect evidence that proactive coping con-
tributesto physical health; that is, walking farther isusually
associated with better physical health. In a cross-sectional
study of community-dwelling seniors, proactive coping
was associated with less functional disability, less depres-
sion, and greater perceived socia support (Greenglass, Fik-
senbaum, & Eaton, 2006). In another cross-sectional study
with Canadian-Turkish immigrants, proactive coping was
associated with greater optimism, greater life satisfaction,
and less depression (Uskul & Greenglass, 2005); regres-
sion analyses showed that proactive coping accounted for
a significant degree of unique variance in depression
scores, over and above the variance attributabl e to trait op-
timism (Uskul & Greenglass, 2005). Proactive coping is
also associated with less burnout in German teachers
(Schwarzer & Knoll, 2003). Taken together, the data indi-
cate that proactive coping, as measured by the PCI (Green-
glass, Schwarzer, & Taubert, 1999), is positively associated
with an increase in well-being, as assessed by a variety of
different psychological measures.

Further research has documented that subjective feel-
ings of well-being are characterized by a positive mood,
feeling energetic and efficacious, and perceiving obstacles
as challenges that can be overcome (Greenglass, 2006).
Subjective reports of vitality, an indicator of healthy func-
tioning, are expressed as positive affect and moving for-
ward with life. Appraising demands as not exceeding one’s
coping resources relates to that individual’s appraisal of
demands as a challenge.

In the past, research on coping and social support has
tended to be separate, conceptually and empirically. In-
creasingly, research links coping and social support in or-
der to evolve an interpersonal theory of coping with stress.
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For example, DeLongis and O’ Brien (1990) discuss how
interpersonal factors may be important predictors of ability
to cope in families dealing with Alzheimer’s disease. They
talk about the importance of drawing on others' resources
in coping with difficult situations.

There are several advantagesto linking social support to
coping. First, in viewing social support as coping, one can
theoretically link areas that have been previously viewed
as conceptually distinct. Thisallows for elaboration of tra-
ditional constructs using theoretical developments in an-
other area. Second, conceptualization of social support as
coping broadens the concept of coping as it has been de-
fined to include interpersonal and relational skills. Third,
this approach recognizes the importance of others' resourc-
esthat can be transformed into the individual’s coping rep-
ertoire. Relational skillsare conceptualized as positive cop-
ing strengths, which can be devel oped. Further, social sup-
port and coping synergistically contribute to positive affect
and motivation to move ahead with life. Specifically, the-
oretical considerations suggest that social support contrib-
utes directly to proactive coping (Greenglass, 2002;
Schwarzer & Taubert, 2002). These ideas parallel Hobfoll,
Dunahoo, Ben-Porth, & Monnier (1994), who discuss the
dynamic relationship between coping and social support
acquisition. This approach further recognizes that resourc-
es (such asinformation, practical assistance, and emotional
support) can serve as important, positive contributions to
the individual’s behavioral and cognitive coping repertoire
(Greenglass, 1993).

With proactive coping, demands are interpreted as chal-
lengesrather than stressors. When individual sapproach ob-
stacles as challenges rather than stressors, one can identify
high levels of vitality. Thereis an integral relationship be-
tween proactive coping and vitality (Greenglass, 2006).
Challenges stimulate vitality, which leads to less negative
outcomes and more positive ones. Theideathat vitality can
lead to less negative outcomes is not new. The hypothesis
that positive emotions are incompatible with negative ones
has been demonstrated in earlier work on anxiety disorders
(e.g., systematic desensitization, Wolpe, 1958), motivation
(e.g., opponent-process theory, Solomon & Corbit, 1974),
and aggression (e.g., principle of incompatible responses,
Baron, 1976).

Hypotheses

The synergistic relationship between social support and
coping isexamined herein relation to apositive mental and
emotional state. A theoretical model was developed in
which social support was associated with proactive coping.
Moreover, proactive coping should function as a partial
mediator between social support and a positive emotional
or cognitive state. Social support should lead directly to a
positive state. Further, this positive state should be related
to increased levels of well-being (see Figure 1).

The general theoretical model was tested with data from
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Figure 1. General theoretical model relating social support,
proactive coping, positive affective-cognitive-motivational
states to outcome.

three different studies: first year university students coping
with depression, rehabilitation patients mastering inde-
pendent functioning following major surgery, and employ-
ee absenteeism. In al three studies, proactive coping was
assessed. In university studentsand employees, the positive
state assessed was positive affect. In rehabilitation patients,
a paralel cognitive-motivational construct was assessed,
namely, the extent to which individuals saw themselves
getting on with their lives following their hospital dis-
charge. In previous research, scores on the getting on with
life scale (Greenglass et a., 2005) correlated positively
with life satisfaction and with positive state of mind scale
scores (PSOM; Horowitz, Adler, & Kegeles, 1988). Indi-
viduals high on the PSOM scale experience high levels of
positive states of mind including being able to focus atten-
tion on a task, feeling they are doing what they should to
take care of themselves, and being able to enjoy bodily
sensations (Greenglass, 2002).

In students and employees, support and coping are seen
as leading to greater positive affect and proactive coping
should partially mediate the relationship between support
and positive affect. Positive affect should be associated
with lower depression in students and lower absenteeism
in employees. In rehabilitation patients, support and proac-
tive coping should relate to higher scores on the getting on
with life scale and proactive coping should partially medi-
ate the relationship between support and getting on with
life. Independent functioning should increase with higher
levels of getting on with life.

Method
Study 1

In thefirst study, which was longitudinal, the sample con-
sisted of 68 first year undergraduate students (81% fe-
male) recruited from a university participant pool who re-
ceived course credit for participating in research studies.
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The majority were full-time students (92%), with a mean
age of 18.65 years (SD = 2.41). Participants worked for
pay an average of 12.52 hours (SD = 7.05) per week, and
studied, on average, 13.65 hours (SD = 8.51) per week.
Data were collected in an Internet survey in which vari-
ables studied were proactive coping, positive affect, social
support, and depression. Proactive coping was assessed
using the 14-item proactive coping subscal e of the Proac-
tive Coping Inventory (PCl; Greenglasset al., 1999; Cron-
bach's o0 = .82). A sample item is “When | experience a
problem, | take the initiative in resolving it.” Positive af-
fect was measured using the positive affect scale (10
items) of the PANAS (Watson, Clark, & Tellegen, 1988;
Cronbach’s a = .87). Respondents indicated their feelings
by checking one alternative for each of 10 adjectives. A
sampleitemis“enthusiastic.” Social support was assessed
with a six-item adapted version of Caplan, Cobb, French,
Van Harrison, and Pinneau’s (1975) measure of social sup-
port (mainly informational and practical; Cronbach’'s o =
.91). An example of asocial support item is, “How much
do people go out of their way to make things easier for
you and your academic work?” All of these measureswere
administered at Time 1. Approximately 8 weeks later
(Time 2), depression (Cronbach’s o. = .81) was measured
with a 10-item measure (Hopkins Symptom Checklist:
Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, 1974). A
sample item is, “How often have you been feeling lone-
ly?’ In Study 1, the response rate at Time 2 was 45%; 68
participants responded at both Times 1 and 2.

Study 2

In the second study, the sample consisted of 313 volun-
teering employees (68.70% female), who responded anon-
ymously to an Internet study. Participants were recruited
on Internet web pages that maintain updated lists of online
research projects. Given this method of data collection, it
was not possible to obtain a response rate. Age ranged
from 16 to 60 years, with an average age of 27.60 years
(SD = 9.85). Slightly more than one-half of the sample
(59.20%) was employed full-time, working an average of
35.01 hours per week (SD = 14.17). Close to two-thirds
(65.7%) were white-collar workers, and 34.3% were blue-
collar workers. Approximately one-half of the participants
(51.80%) were university educated, 20.30% were univer-
sity or college graduates, and 24.40% had a high school
education. The majority were single (61.50%). Data were
collected in a confidential and anonymous cross-sectional
Internet survey. Variables were: proactive coping (Cron-
bach’s o = .83; see Study 1), perceived organizational
support, positive affect, and absenteeism. Perceived orga-
nizational support was assessed with an eight-item mea-
sure (Eisenberger, Huntington, Huchison, & Sowa, 1986;
Cronbach’s o = .90). A sample item is “My organization
really cares about my well-being.” Positive affect was
measured using the positive affect scale (10 items) of the
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PANAS (Watson et al., 1988; Cronbach’s o = .89; see
Study 1). Absenteeism was assessed with atwo-item mea-
sure (Greenglass & Burke, 2000; Cronbach’s o =.79). An
example of anitemis“How many days of scheduled work
have you missed in the past?’

Study 3

In this longitudinal study, rehabilitation inpatients were
the participants. There were 151 individuals who had un-
dergone major surgery a few weeks earlier (63 hip re-
placement, 42 knee replacement, and 37 motor vehicle ac-
cident patients with 9 participants having no specific di-
agnosis), with a mean hospital stay of 32.38 days (D =
32.75). They were predominantly female (67.50%), and
ranged in age from 15 to 88 years with an average age of
60.99 years (SD = 16.96). Approximately 16.60% were
widowed; 57% were married; and 23.80% were single,
separated, divorced, or common-law. Approximately one-
half of the sample (52.30%) had completed trade school,
community college, or university; 38.40% completed high
school; and only 9.30% reported less than a high school
education. Approximately one-quarter (21.90%) lived
alone; 58.90% lived with their spouse; and 19.20% lived
with relatives, friends, and/or paid help. Among those
who were employed, 71.20% had white-collar jobs. Par-
ticipants were recruited during their hospital stay. They
responded to a confidential and anonymous paper-pencil
survey while in hospital (Time 1). At Time 2, approxi-
mately 18 days later (the day prior to their hospital dis-
charge) their independent functioning was assessed by
hospital personnel. All data were collected in Canada.

Psychological variables assessed at Time 1 included
social support (mainly information and practical support
(Cronbach’s oo = .85; see Study 1), proactive coping
(Cronbach’s o = .79; see Study 1), and their beliefs re-
garding getting on with their life. Getting on with life
(Greenglass et al., 2005) consisted of 13 items that as-
sessed perceived motivation, probability, and difficulty
in getting on with life after their hospital stay (Cron-
bach’s o = .79). A sample itemis“l am looking forward
to getting on with my life.” Since the primary goal of
rehabilitation is to enhance functioning independently
following a hospital stay, independent functioning was
the outcome variable studied in this sample. Independent
functioning was evaluated at Time 2 (approximately 2
weeks later) in four categories (i.e., self-care, transfers,
locomotion, and social cognition) by hospital personnel
on arating scale from 1 = total assistance to 7 = complete
independence. Average ratings were obtained in each of
these four areas. A single score of independent function-
ing was obtained by computing the mean of these four
scores for each participant. In Study 3 with rehabilitation
patients, the response rate was 100%.
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Table 1. Zero-order correlation coefficients, means, and standard deviations

Measure 1 2 3 4
Employees
1. Social support -
2. Proactive coping 26%** -
3. Positive affect .3gF ¥ A5 ** -
4. Absentegism -10 —16** -13* -
Mean 4.48 42.46 33.37 3.01
D 1.48 6.28 8.73 1.56
Rehabilitation patients
1. Socid support =
2. Proactive coping 21%* -
3. Getting on with life 33xx* ABrxx -
4. Independence functioning -03 A2 .18* -
Mean 325 42.93 5.64 6.32
D .62 5.93 .83 .33
Students
1. Socia support -
2. Proactive coping 34+ -
3. Positive affect A0*** .64%** -
4. Depression =17 -15 —.28* -
Mean 2.65 41.85 32.25 19.78
D .75 5.74 7.38 5.08

Note. *p < .05, **p < .01, and ***p < .001.

Results

The means, standard deviations, and zero-order correla-
tions among the variables are presented in Table 1. In all
three samples, social support correlated positively with
proactive coping. A moderate positive correlation was
found between social support and positive affect in em-
ployees and students. Similarly, social support and getting
on with life correlated positively in rehabilitation patients.
Proactive coping correlated positively with positive affect
and getting on with life, and negatively with absenteeism.
Positive affect was negatively related to absenteeism and
depression. Getting on with life was positively related to
functional independence.

Path analysis was used to examine how social support
and proactive coping related to behavioral and affective
outcomesin thisresearch. A general theoretical model was
tested in the three samples. Social support is seen asrelated
to proactive coping, and coping should mediate between
socia support and a positive affective-cognitive-motiva-
tional state, which should lead to the outcome measure.
Social support is hypothesized to be directly related to a
positive affective-cognitive motivational state (see Figure
1).

It was hypothesized that proactive coping would medi-
ate between socia support and positive affect in students
and employees, and between social support and getting on
with lifein rehabilitation patients. It was al so hypothesized
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that positive affect would be directly related to depression
in students and absenteeism in employees. Further, it was
expected that getting on with life would be directly related
to functional independence in rehabilitation patients. All
analyses were conducted in AMOS 7 (Arbuckle, 2007) us-
ing maximum likelihood parameter estimation with list-
wise deletion of missing cases. To evaluate overall model
fit, several fit indices were used: The %2 goodness-of-fit
statistic, the goodness-of-fit index (GFl), the adjusted
goodness-of-fit index (AGFI), the comparative fit index
(CFI), and the root mean square error of approximation
(RMSEA). A model is considered to have very good fit if
the 2 statistic is nonsignificant, the GFl, AGFI, and CFI
are greater than 0.95, and the RMSEA is below 0.05. Ac-
cording to Browne and Cudeck (1993), RM SEA valuesless
than .08 correspond to an acceptablefit. The general model
fit was very good in the rehabilitation and student samples,
and satisfactory in the employee sample (Table 2).

The unstandardized parameter estimates and standard
errors for the general theoretical model are presented in
Table 3. The standardized parameter estimates are present-
ed in Figure 2. Social support was significantly predictive
of proactive coping in all three samples and proactive cop-
ing was positively and significantly predictive of positive
affect in students and employees, and of getting on with
lifein rehabilitation patients. In addition, the path from so-
cial support to positive affect was significant in students
and in employees as was the path from social support to
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Table 2. General theoretical model —fit indices of path models by sample

Sample ¥? df GFI AGFI CFl RMSEA
Study 1 (students) 0.42 2 0.81 .99 .98 1.00 .00
Study 2 (employees) 4.23 2 0.12 .99 .96 .98 .06
Study 3 (rehabilitation patients) 2.08 2 0.35 .99 .96 .99 .02
Alternative model — fit indices of path models by sample

Study 1 (students) 0.32 1 0.52 .99 97 1.00 .00
Study 2 (employees) 0.57 1 0.45 .99 .99 1.00 .00
Study 3 (rehabilitation patients) 1.66 1 0.19 .99 .94 .98 .06

Note. GFI = goodness of fit index; AGFI = adjusted goodness of fit index; CFl = comparative fit index; RMSEA = root mean square error of

approximation.

Study #1: Students

Social support 20%
-28%
34 Positive ) Depression
- A4 Affect " (Time 2)
Proactive ST
coping
Study #2: Employees
Organizational 28
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-13*%
o Positive Absenteeism
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\ 4
37eee N
Proactive
Coping

Study #3: Rehabilitation Sample

Social gy
Support
18*
214 Getting on .| Independence
Y with Life "|  Functioning
T (Time 2)

Proactive

Coping

Note. *p< .05, %+ < 001

Figure 2. General theoretical model relating social support,
proactive coping, positive affective-cognitive-motivational
states to outcome: standardized parameter estimates.
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getting on with life in rehabilitation patients. In summary,
proactive coping was a partial mediator of socia support
on positive affect and on getting on with life.

In university students, higher levels of positive affect
were related to less depression, whereas in employees, in-
creased levels of positive affect were negatively related to
reported absenteeism. In the rehabilitation sample, patients
with greater motivation to get on with lifewere morelikely
to engage in independent functioning.

To assess whether mediation was present in the general
theoretical model, the significance of the indirect effects
were tested using the bias-corrected bootstrap confidence
intervals (Cls). MacKinnon, Lockwood, and Williams
(2004) conducted simulation studies to examine the accu-
racy of various tests on mediation effects, and advocated
the bias-corrected approach as the best way to test indirect
paths in mediation analysis. Although the bias-corrected
bootstrap can be conducted in AMOS, specific indirect ef-
fects cannot be specified (MacKinnon, 2008). Consequent-
ly, Mplus 4.21 (Muthen & Muthen, 1998, 2007) was used
to generate 2000 bootstrap sampl es and 95% bias-corrected
Cls. Table 4 displays the estimates for specific indirect ef-
fects and bias-corrected 95% CI. All indirect pathways
were significant for each sample (i.e., none of the estimated
95% Cls contained the value of zero).

Although the general theoretical model fit the observed
data well, an aternative model was aso tested. This al-
lowed usto directly test whether the positive affective-cog-
nitive-motivational state mediated between coping and the
outcome measure. Specifically, in the alternative model a
direct path from proactive coping to outcomes was added.
The unstandardized parameter estimates and standard er-
rors for the aternative model are presented in Table 5. Al-
though al fit indices were within an acceptable range (see
Table 1), this added path, from proactive coping to out-
comes, was not significant in any of the three samples (see
Figure 3). In contrast to the general theoretical model, in
the alternative model, the path between positive affect and
absenteeism in employees was not significant, and the path
from getting on with life to independent functioning was
only marginally significant (p < .08).

A %2 difference test in each sample further revealed that
the original, more parsimonious theoretical model was the
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Table 3. Unstandardized path coefficients, standard errors, and t-values for general theoretical model

Path Estimate £ t p
Employees
Social support to proactive coping 1.118 232 4.808 <.001
Social support to positive affect 1671 .296 5.648 <.001
Proactive coping to positive affect .518 .070 7.444 <.001
Positive affect to absenteeism —-024 .010 —2.390 .017
Rehabilitation patients
Social support to proactive coping 2.032 759 2.676 .007
Social support to “getting on with life” 334 .097 3.454 <.001
Proactive coping to " getting on with life” .052 .010 5.171 <.001
“Getting on with life” to independence functioning .071 .032 2.231 .026
Students
Social support to proactive coping 2.610 .879 2.970 .003
Social support to positive affect 1.974 .953 2.072 .038
Proactive coping to positive affect 735 125 5.902 <.001
Positive affect to depression —195 .081 —2.419 .016

Table 4. Specific indirect effects and their respective confidence intervals for the path model for each sample

Path Indirect effect Bias-corrected 95% Cl
Employees

Social support — Positive affect — Absent —0.040* -0.084, -0.008

Social support — Proactive coping — Positive affect — Absent -0.014* -0.033, -0.003

Social support — Proactive coping — Positive affect 0.579* 0.326, 0.902
Rehabilitation patients

Social support — Getting on with life — Independence functioning 0.024* 0.004, 0.054

Social support — Proactive coping — Getting on with life — Independence functioning 0.008* 0.001, 0.021

Social support — Proactive coping — Getting on with life 0.106* 0.028, 0.224
Students

Socia support — Positive affect — Depression —0.385* —0.938, -0.048

Social support — Proactive coping — Positive affect — Depression -0.374* -1.081, -0.051

Social support — Proactive coping — Positive affect 1.918* 0.616, 3.693

Note. * Significant indirect effect (i.e., confidence interval does not include zero).

better one, compared to the alternative model: in students,
¥3(1) = 0.108, p = .742; in employees, x3(1) = 3.665, p =
.056; and in rehabilitation patients, }3(1) = 0.414, p = .520.
The nonsignificant x2 difference values show that the more
parsimonious model did not fit the data worse than the less
constrained model with the additional path in any of the
three samples.

Discussion

It is argued here that the function of coping should be
broadened to include promotion of positive mood and cog-
nitions. The present focus is on the role of coping in pro-
moting a perspective on life that involves positive feelings
about future events. It is also held that coping does not
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occur in a cognitive vacuum; rather it is in a reciprocal
relationship with socia support, which contributes to cop-
ing strategies. In the present study, two of the social support
measures (with students and rehabilitation patients) in-
volved assessment of mainly informational and practical
support from others. In the third study with employees, the
socia support measure was perceived support from the or-
ganization. In contrast to previous research, where effec-
tive coping was conceptualized as independent, theoretical
and empirical considerationsin this study point to the syn-
ergistic relationship of social support and coping and their
determination of positive mood.

A general theoretical model was put forth where coping
and social support were seen in a synergistic relationship
to each other. In the model, both support and coping were
associated with a positive state that was expected to relate
to better psychological functioning. Datafrom three differ-
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Table 5. Unstandardized path coefficients, standard errors, and t-values for alternative model

Path Estimate SE t p
Employees
Social support to proactive coping 1.118 232 4.808 <.001
Social support to positive affect 1.671 .296 5.648 <.001
Proactive coping to positive affect 518 .070 7.444 <.001
Positive affect to absenteeism —-.014 .011 -1.294 .196
Proactive coping to absentegism —-.030 .015 -1.921 .055
Rehabilitation patients
Social support to proactive coping 2.032 759 2.676 .007
Social support to “getting on with life” 334 .097 3.454 <.001
Proactive coping to “getting on with life” .052 .010 5171 <.001
“Getting on with life” to independence functioning .062 .035 1.744 .081
Proactive coping to independence functioning .003 .005 .644 .520
Students

Social support to proactive coping 2.610 .879 2.970 .003
Social support to positive affect 1.974 .953 2.072 .038
Proactive coping to positive affect 735 125 5.902 <.001
Positive affect to depression =217 105 -2.071 .038
Proactive coping to depression .044 135 .329 742

ent spheres were presented: first-year university students
coping with depression, rehabilitation patients mastering
independent functioning following major surgery, and em-
ployee absenteeism. In university students and employees,
the positive state was positive affect and in rehabilitation
patients, the positive state was a cognitive-motivational
one, namely, getting on with life. In all three studies, social
support and coping contributed significantly to an increase
in positive states. The significant role of positive affect was
seen in its relationship to depression and absenteeism, in
university students and employees, respectively. That is, to
the extent that individuals reported greater positive affect,
they were less likely to be depressed later (Study 1) and
they were also less likely to be absent from work (Study
2). Thus, positive affect may be seen assignificantly related
to lower negative affect (depression) and less avoidance
behavior (absenteeism).

These data are consistent with previous research report-
ing that positive affect promotes creativity and flexibility
in problem solving (Isen & Daubman, 1984). In rehabilita-
tion patients, social support and proactive coping were as-
sociated with greater motivation to get on with life, that is,
the extent to which individuals were likely to see arolefor
themselvesfollowing hospital discharge. Thisentailsapos-
itive perspective of the future, including anticipation of ful-
filling future roles, findings consistent with Fredrickson
(2001) who discusses a broaden-and-build model of the
function of positive emotions. In contrast to the narrowing
of attention associated with negative emotions, Fredrickson
argues that positive emotions broaden an individual’s at-
tentional focus and behavioral repertoire and as a conse-
guencethey build social, intellectual, and physical resourc-
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es. In arehabilitation setting, independence functioning is
the main goal following hospital discharge so that individ-
ualswill be able to get on with their lives and resume daily
activities. In the present study, coping and social support
(both directly and indirectly) contribute to the person’s mo-
tivationto get onwith life. Thus, socia support from others
is an important resource in determining one's motivation
for the future probably because it increases one's efficacy
in dealing with daily situations. The motivational aspect
associated with wanting to get on with life at Time 1 con-
tributed to greater independent functioning at Time 2, ap-
proximately 3 weeks later.

Results showed that social support was associated with
positive affect (in employees and in students) and with mo-
tivation to get on withlife (in rehabilitation patients). These
findings coincide with othersindicating that social support
increases vitality levels (Kasser & Ryan, 1999; Reis, Shel-
don, Gable, Roscoe, & Ryan, 2000). Since social support
involves provision of useful help, individuals with more
support would report more vitality and positive mood,
probably because of the greater belief in one’s efficacy en-
gendered by social support.

Additional data indicate that coping is associated with
mood and moativation. Thus, coping may have additional
functions to that of reducing distress. For example, proac-
tive coping is conceptualized here more broadly as an ap-
proach to life in which an individua’s efforts are directed
toward goal management and where demands are seen
more as challenges than stressors (Greenglass, Schwarzer,
& Taubert, 1999). This explains the finding in the rehabil-
itation sample that proactive coping was related to greater
motivation to get on with life. Thus, proactive copersreport
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greater motivation, as well as higher probability and less
difficulty in getting on with life after their hospital stay,
probably because they perceive future demands associated
with life outside the hospital as challenges. At the same
time, the data reported here reinforce the idea that coping
and social support function synergistically in their relation-
ship to positive outcomes and approach behavior. Asindi-
cated earlier, with proactive coping, demands are reap-
praised as challenges. Folkman, Chesney, and Christopher-
Richards (1994) argue that positive reappraisal involves
values activated during a stressful event. This may explain
why proactive coping promotes greater motivation to get
on with lifein arehabilitation setting where the salient val -
ue is achieving independence. Thus, coping has a motiva
tional function in that it is associated with behavioral ten-
dencies consistent with the values adopted in a particular
situation. The relationship of changing values as afunction
of stress and coping could be developed in future research.
Taken together, these data indicate that proactive coping
was a partial mediator of social support on positive affect
and on getting on with life.

An alternative model was put forth here that allowed us
to directly test whether the positive affective-cognitive-
motivational state mediated between coping and the vari-
ous outcome measures. Specifically, in the alternative mod-
el adirect path from proactive coping to the outcomes was
added, but this path was not significant in any of the three
samples. Further, the path from positive affect to the out-
come measure was significant in only one of the three sam-
ples — in university students positive affect led to lower
depression. Therefore, positive affect (at Time 1) wasafull
mediator of proactive coping on depression (at Time 2) in
university students. Further, the original, more parsimoni-
ous theoretical model was the better one, compared to the
alternative model.

These findings have both theoretical and practical im-
plications. From a theoretical perspective, coping is seen
as promoting a positive mood that, over time, may inhibit
depression. Interventions designed to help alleviate depres-
sion in students may incorporate programs that promote
positive moods, for example, by increasing their self-es-
teem and/or their optimism. The findings of this study rep-
resent a contribution to the emerging field of positive psy-
chology in that they demonstrate that social support, cop-
ing, and positive affective and motivational states are
associated with psychological well-being. A theoretical
model integrates these constructs in a way that allows for
the prediction of outcomesin various spheres from the syn-
ergistic relationship of positive constructs, thus, providing
avehiclefor futureresearch in the area of positive psychol-
ogy.

One limitation of the models tested was that they had
one or two degrees of freedom. As McCallum (1995) sug-
gests, models with few degrees of freedom tend not to be
disconfirmable, that is, there is a small possibility that the
model will have a bad fit to the data. The major aim of the
present study was to identify whether paths in the hypoth-
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esized model were the same across three different samples,
i.e., university students, employed persons, and physical
rehabilitation patients and across samples that employed
longitudinal and cross-sectional designs. Despite the low
number of degrees of freedom, results of path analyses
showed that the alternative model (Figure 3) differed from
the general model (Figure 2) in that different paths were
significant, results that were replicated among the three in-
dependent samples. Another limitation of the present re-
search isthe response rate in the student sample at Time 2.
Since students' participation in this research was part of a
course requirement, they were more likely to have fulfilled
this requirement later in the term (at Time 2) than at Time
1, which was closer to the beginning of the term, thus, de-
creasing their motivation to fill out the questionnaire at
Time 2. It is aso worth noting that the students who filled
out the questionnaire at both times were representative of
the sample who responded at Time 1, thus, making the re-
sponserate less of aconcern. For example, in both samples,
students were approximately 19 years old, the majority
were women (approximately 80-83%), they reported
spending approximately 13-14 h studying per week, and
their entrance grade average was 82%. Taken together,
these data suggest that the participants who responded to
the survey at Times 1 and 2 are representative of the Time
1 sample.

Inthe present study, perceived social support wasrelated
to other variables. However, there are other aspects of so-
cial support that could be measured. For example, Norris
and Kaniasty (1996) discussthe differential implications of
perceived versus received social support for psychological
well-being and the importance of distinguishing between
them. In future research, it would be theoretically interest-
ing to assess the rel ationship between proactive coping and
these two kinds of social support, particularly inrelation to
various measures of psychological health in longitudinal
studies. This paper included two longitudinal studies and
one cross-sectional study; the latter study precludes infer-
ences of causality. While collecting data at two points in
time was a strength, as seen in the data reported with stu-
dents and rehabilitation patients, a greater number of fol-
low-up points would help to find more longitudinal rela-
tionships among variables.

Conclusions

This paper reports atheoretical model in which social sup-
port and coping are related to positive mood and cognitive
states associated with greater well-being. Data from three
different spheres were presented to support the model. In
contrast to theoretical conceptions of coping that focus on
negative states, the present research focuseson therel ation-
ship between coping strategies and positive moods. Sub-
jective feelings of well-being are characterized by a posi-
tive mood, feeling energetic and efficacious, and perceiv-
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ing obstacles as challenges rather than to threats. This ap-
proach derives from the concept that positive affect facili-
tates approach behavior and continued action. In line with
the suggestion that coping theory needs to be broadened to
incorporate positive mood states and their relationship to
well-being, data are presented here to indicate how proac-
tive coping promotes positive mood and motivational
states. Proactive coping involves goal setting, having effi-
cacious beliefs, and is associated with resources for self-
improvement. Since it is associated with self-efficacy and
vigor, demands are perceived as a challenge rather than a
threat. The trgjectory in this study suggeststhat the process
of reappraisal may involve values activated during a stress-
ful event. With proactive coping, the salient values activat-
ed in a given setting are independence, activity, and ap-
proach behavior. Thus, coping is seen as having motiva-
tional attributes that promote positive mood and values
congruent with indices of well-being. Explication of these
processes could be carried out in future research on the
functions of coping.
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