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ABSTRACT: Background: Self-esteem, life satisfaction, resilience, and coping strategies are closely linked to
depression; however, their interrelationships and relative contributions to depressive outcomes remain insufficiently
understood. This study aimed to examine these associations in individuals with major depressive disorder (MDD)
and healthy controls and to evaluate their predictive and mediating roles in depression. Methods: This analytical
cross-sectional study included 311 participants (158 patients with MDD and 153 healthy controls) recruited from
the Psychiatry Outpatient Clinics of Mugla Training and Research Hospital. Psychiatric diagnoses were confirmed
using the Structured Clinical Interview for DSM-5 (SCID-5). Groups were balanced for age, sex, and education
using propensity score matching (PSM). Participants completed the Rosenberg Self-Esteem Scale, Satisfaction with
Life Scale, Brief Resilience Scale, Brief COPE Inventory, and Beck Depression Inventory. Results: Compared with
healthy controls, individuals with MDD reported significantly lower life satisfaction and resilience and higher
depressive symptom severity, whereas self-esteem did not differ significantly between groups. Emotion-focused
coping decreased with increasing depression severity, while avoidant coping showed a modest but significant increase
in severe depression. Logistic regression analyses identified life satisfaction (OR = 0.95, p = 0.004) and resilience
(OR = 0.92, p = 0.002) as significant protective predictors of depression. Mediation analyses demonstrated that life
satisfaction partially mediated the relationship between self-esteem and depression, whereas resilience exerted a
predominantly direct effect. Conclusion: Life satisfaction and resilience emerge as key protective factors against
depression. Self-esteem appears to influence depressive outcomes indirectly through life satisfaction rather than
through a direct effect. These findings underscore the importance of interventions that enhance resilience and
promote positive evaluations of life in individuals at risk for depression.
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1 Introduction

Depression is one of the most common psychiatric disorders worldwide and remains a leading
contributor to the global burden of disease. According to recent estimates, more than 332 million people are
affected globally, making depression a major source of disability, premature mortality, and reduced quality of
life [1,2]. Beyond affective symptoms, depression is strongly associated with cognitive dysfunction, impaired
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social functioning, and significant occupational and interpersonal difficulties [3]. Despite substantial
progress in understanding its biological and psychosocial underpinnings, depression remains highly
heterogeneous, suggesting that a wide range of vulnerability and protective factors are involved in its onset,
course, and treatment response. This complexity has led to increasing interest in examining psychological
strengths—such as self-esteem, life satisfaction, resilience, and coping strategies—as potential buffers that
may mitigate the risk of depression or reduce its severity [4,5].

Self-esteem, defined as a person’s overall evaluation of self-worth, has consistently been shown to
protect against depression. Low self-esteem is not only a risk factor for the development of depressive
symptoms but also predicts poor treatment response and higher relapse risk [6]. Mediation models further
suggest that self-esteem exerts both direct and indirect influences on depression outcomes. For instance,
Awad et al. [7] demonstrated that depression partially mediated the relationship between self-esteem and
health-related behaviors, supporting the notion that self-esteem influences psychological outcomes through
intermediary processes even outside clinical depression contexts. Notably, cross-cultural studies suggest
that the role and expression of self-esteem in psychological well-being may vary across contexts, being
stronger in individualist cultures and weaker in collectivist societies, where relational well-being is more
central [8,9].

Life satisfaction, representing the cognitive-evaluative dimension of subjective well-being, has also
been closely linked to depression. Recent evidence suggests that lower life satisfaction predicts increases in
depressive symptoms over time, while higher life satisfaction is associated with resilience and improved
recovery from mental health difficulties [5,10,11]. In addition, life satisfaction may function as an important
explanatory pathway linking other psychological resources, such as self-esteem and resilience, to depression
severity [4,11]. This positions life satisfaction as both a protective factor and a potential explanatory pathway
in depression research.

Psychological resilience, often defined as the ability to adapt and maintain functioning despite
adversity, has emerged as another crucial determinant of mental health. Meta-analytic findings confirm that
resilience is moderately and negatively correlated with depression and other mood symptoms [3]. Moreover,
resilience buffers the impact of both acute and chronic stressors, including pandemic-related adversities,
on psychological outcomes [10,12]. Importantly, resilience is not a static trait but a dynamic process that
interacts with coping strategies, life satisfaction, and self-esteem [13]. Neurobiological evidence also links
resilience to more adaptive hypothalamic–pituitary–adrenal axis functioning and lower inflammatory
reactivity, underscoring its biopsychosocial relevance [14].

Coping strategies represent another set of mechanisms through which individuals manage
psychological distress [4]. Coping is typically categorized into problem-focused, emotion-focused, and
avoidant styles. Evidence suggests that maladaptive coping strategies, such as avoidant or ruminative
coping, are strongly associated with greater depression severity, whereas adaptive coping styles, such as
problem-focused strategies, are generally protective [3,4]. However, findings remain inconsistent, and the
effectiveness of coping appears to depend on stressor controllability—known as the “fit hypothesis [15].
Thus, the role of coping strategies in depression may vary according to situational and cultural contexts.

Guided by subjective well-being frameworks and stress–vulnerability models, psychological resources
can be conceptualized as operating at interconnected levels. Self-esteem reflects a core self-evaluative
resource, whereas life satisfaction represents a higher-order cognitive appraisal of one’s overall life
circumstances and serves as a proximal indicator of subjective well-being [3,8]. Resilience encompasses
adaptive capacity in the face of adversity, and coping strategies reflect behavioral regulation in response to
stress. From this perspective, depressive outcomes are shaped not only by the presence of single risk or
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protective factors but also by how these resources cohere and interact, with distal self-evaluations plausibly
influencing depression partly through more proximal cognitive appraisals of life [4,13]. Importantly,
longitudinal research has demonstrated that depressive symptoms and related aspects of psychological
functioning are dynamic processes that evolve, rather than static traits. Cross-lagged and prospective studies
indicate that depressive symptoms and broader indicators of psychological functioning show reciprocal and
time-dependent associations, with substantial heterogeneity across developmental stages and population
groups. For example, longitudinal evidence from cross-lagged panel designs suggests that the strength
and direction of associations between depressive symptoms and functional outcomes may vary across
individuals and contexts, underscoring the complexity of these relationships [16].

Although these psychological constructs have each been investigated in relation to depression, there is
a notable gap in the literature regarding their theoretically grounded combined and mediational effects. Few
studies have simultaneously evaluated self-esteem, life satisfaction, resilience, and coping strategies within
the same analytic framework, particularly in clinical adult populations. Moreover, whether self-esteem
exerts its influence on depression directly or indirectly through life satisfaction remains insufficiently
addressed, especially in non-Western and collectivist contexts.

Building on this theoretical framework, the study hypotheses were informed by established models of
subjective well-being and cognitive appraisal. Within this perspective, self-esteem can be conceptualized as
a relatively distal self-evaluative resource, whereas life satisfaction represents a more proximal cognitive
evaluation of overall life quality and is more directly associated with emotional outcomes, including
depressive symptoms. Accordingly, self-esteem was expected to be associated with depression both directly
and indirectly through life satisfaction. In contrast, resilience was conceptualized as an adaptive capacity
that may exert a more immediate and direct protective effect against depression, rather than operating
primarily through global life evaluations. This hierarchical conceptualization guided themediation pathways
examined in the present study [4,8].

The present study was designed to address these gaps by examining the interplay between self-esteem,
life satisfaction, resilience, and coping strategies in adults with and without depression. By integrating
comparative analyses, logistic regression, and mediation models, we sought to clarify both the direct and
indirect associations of these constructs with depression presence and severity.

We hypothesized that: (Hypothesis 1) Participants with depression would report lower self-esteem,
life satisfaction, and resilience, and show differences in coping strategies compared to healthy controls.
(Hypothesis 2) Life satisfaction and resilience would emerge as the strongest protective factors against
depression. (Hypothesis 3) The relationship between self-esteem and depression would be partially
mediated by life satisfaction. (Hypothesis 4) Maladaptive coping (emotion-focused and avoidant) would
be associated with higher depression severity, whereas problem-focused coping would show weaker or
non-significant associations.

By testing these hypotheses, this study aims to provide a comprehensive assessment of protective
psychological resources in depression, highlight the mediational role of life satisfaction, and contribute to a
multidimensional understanding of factors associated with depression severity.

2 Methods

2.1 Study Design and Setting

This was an analytical cross-sectional study conducted between May and September 2025 at the
Psychiatry Outpatient Clinics of Mugla Training and Research Hospital. The study aimed to compare
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self-esteem, life satisfaction, coping strategies, and psychological resilience between individuals with and
without depression, and to examine correlations and mediation effects among these variables.

The study protocol was reviewed and approved by the Mugla Sıtkı Koçman University Medical and
Health Sciences Ethics Committee (Approval No: 250060/86, Date: 16/04/2025). All procedures were carried
out in accordance with the ethical standards of the Helsinki Declaration.

2.2 Participants

The sample consisted of patients diagnosed with major depressive disorder (MDD) and healthy controls,
aged 18–65 years. An a priori power analysis (effect size = 0.25, α = 0.05, power = 0.99) using G*Power 3.1.2
indicated a minimum of 148 participants per group. To account for 1:1 matching and an anticipated 30%
exclusion rate among controls, the final target sample size was set at ≥148 patients with MDD and ≥192
controls (total ≥340 participants).

Depression diagnoses were established using the Structured Clinical Interview for DSM-5
(SCID-5), whereas healthy controls were confirmed to have no psychiatric diagnosis through the same
structured interview.

Inclusion Criteria:
MDDgroup: (1) age 18–65 years, (2) adequate literacy and cognitive capacity to complete questionnaires,

(3) no psychotropic medication use within the last month, and (4) fulfillment of DSM-5 diagnostic criteria
for MDD as assessed by the Structured Clinical Interview for DSM-5 (SCID-5).

Control group: (1) age 18–65 years, (2) adequate literacy and cognitive capacity, (3) no current
psychiatric diagnosis or treatment, and (4) absence of psychiatric disorders confirmed through SCID-5.

Exclusion Criteria (both groups): (1) severe physical illness affecting quality of life, (2) current use of
psychotropic medication, and (3) insufficient literacy or cognitive ability to complete the study instruments.

2.3 Recruitment and Procedure

Patients meeting the inclusion criteria and providing consent were evaluated by a psychiatrist using
the SCID-5. After diagnostic confirmation, participants completed the study instruments in a quiet setting
under supervision. Healthy controls were recruited among hospital staff, patients’ relatives, and companions
from other clinics. Each underwent an SCID-5 interview to rule out psychiatric disorders before completing
the same battery of instruments under comparable conditions.

All participants completed the full assessment battery under supervision. No questionnaires were
excluded due to missing data, incomplete responses, or invalid answer patterns. The only exclusions in
the analytic sample occurred during the propensity score matching (PSM) procedure, where unmatched
control participants were removed.

2.4 Instruments

All scales are self-administered and widely validated for use in Turkish populations.

2.4.1 Structured Clinical Interview for DSM-5 (SCID-5)

A semi-structured diagnostic interview is used to confirm psychiatric diagnoses according to DSM-5
criteria. The Turkish adaptation has demonstrated good reliability [17].
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2.4.2 Sociodemographic Data Form

The research team designed this form to collect sociodemographic and clinical information, including
age, gender, marital status, educational level, income, psychiatric background, and prior treatment history.

2.4.3 Rosenberg Self-Esteem Scale (RSES)

Developed by Rosenberg [18], it is widely used to assess global self-esteem. The Turkish version was
validated by Çuhadaroğlu [19]. In this study, each of the 10 items was rated on a 4-point scale (0–3), with
higher total scores indicating lower self-esteem. For ease of interpretation, mean scores were calculated,
ranging from 0 to 3. In the present study, the internal consistency of the scale was satisfactory, with a
Cronbach’s alpha coefficient of 0.82.

2.4.4 Brief COPE Inventory

A 28-item short form developed by Carver (1997) to assess coping strategies [20]. It evaluates
problem-focused, emotion-focused, and avoidant coping. Turkish adaptation was conducted by Bacanlı
et al. [21]. Each item is scored on a 4-point Likert scale ranging from 1 (“I haven’t been doing this at
all”) to 4 (“I’ve been doing this a lot”). Subscale scores are obtained by summing relevant items, with
higher scores reflecting greater use of the corresponding coping strategy. In the present study, Cronbach’s
alpha coefficients were 0.79 for problem-focused coping, 0.81 for emotion-focused coping, and 0.74 for
avoidant coping.

2.4.5 Brief Resilience Scale (BRS)

A 6-item scale developed by Smith et al. [22] to assess the ability to recover from stress. The Turkish
version was validated by Doğan [23]. Items are rated on a 5-point scale from 1 (“Strongly disagree”) to 5
(“Strongly agree”). Three items are reverse-scored, and then all items are averaged. Higher mean scores
indicate greater resilience. For descriptive and analytical purposes, summed scores were used in group
comparisons. The scale demonstrated good internal consistency in this study, with a Cronbach’s alpha
of 0.85.

2.4.6 Satisfaction with Life Scale (SWLS)

A 5-item scale developed by Diener et al. [24], to measure global life satisfaction. The Turkish
adaptation was validated by Köker [25]. Each item is rated on a 7-point Likert scale (1 = “Strongly disagree”,
7 = “Strongly agree”). Scores range from 5 to 35, with higher scores reflecting greater life satisfaction. In
the current sample, the Cronbach’s alpha coefficient was 0.88, indicating high internal consistency.

2.4.7 Beck Depression Inventory (BDI)

A 21-item scale developed by Beck et al. [26] to assess depressive symptoms. The Turkish version
was validated by Hisli [27]. Each item is scored on a 0–3 scale, with higher total scores indicating greater
symptom severity. For this study, BDI scores were categorized into three levels: mild depression (10–16),
moderate depression (17–29), and severe depression (30–63). In the present study, the internal consistency
of the BDI was high, with a Cronbach’s alpha coefficient of 0.90.
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2.5 Statistical Analysis

All statistical procedures were carried out using SPSS software (version 27.0; IBM Corp., Armonk,
NY, USA), while R software (version 4.5.1; R Foundation for Statistical Computing, Vienna, Austria) was
utilized for PSM and mediation analyses. PSM was performed using the MatchIt package, and mediation
analyses were conducted using the mediation package in R. The distribution of continuous variables was
evaluated using the Kolmogorov-Smirnov test. Group differences were examined with independent-samples
t-tests when normality assumptions were met, and with Mann-Whitney U tests when distributions deviated
from normality; categorical variables were analyzed using chi-square tests. Differences among levels of
depression severity were assessed using one-way analysis of variance (ANOVA) or the Kruskal–Wallis test,
as appropriate. When the Kruskal–Wallis test indicated significant group differences, post-hoc comparisons
were performed using Dunn’s test with Bonferroni correction. Effect sizes were calculated as Cohen’s
r for binary group comparisons and eta squared (η2) for comparisons involving more than two groups.
Descriptive data were presented as mean ± standard deviation, median with interquartile range, or number
and percentage, depending on variable type. Statistical significance was defined as a two-sided p-value
below 0.05.

To minimize selection bias, PSM was performed to balance age, sex, and education between the MDD
and control groups. Propensity scores were estimated using logistic regression, and 1:1 nearest-neighbor
matching without replacement was applied. Participants who could not be matched were excluded from
further analyses.

Predictors of depression were explored using logistic regression models, with results reported as
odds ratios (ORs) accompanied by 95% confidence intervals (CIs). Subsequently, mediation analyses were
conducted to investigate whether life satisfaction mediated the relationships between self-esteem, resilience,
and depression. Indirect effects were evaluated using a bootstrapping approach with 5000 resamples, and
bias-corrected 95% confidence intervals were calculated.

3 Results

Initially, 350 individuals were assessed for eligibility between April and September 2025, including 158
patients diagnosed with MDD and 192 healthy controls. Following PSM based on age, sex, and education,
39 control participants could not be matched and were excluded. The final analytic sample, therefore,
consisted of 311 participants: 158 individuals with MDD and 153 healthy controls (Fig. 1).

Figure 1: Flow diagram of participant recruitment, eligibility, and final sample analyzed.
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The mean age was 39.6 years (SD = 10.9) in the MDD group and 38.8 years (SD = 11.2) in the control
group, with no significant difference between groups (p = 0.51). Gender distribution was comparable,
with women comprising 55.2% of the MDD group and 55.4% of the control group (p = 0.93). Educational
attainment did not differ significantly between groups (p = 0.64), with high school education being the most
common level, followed by university and postgraduate education (Table 1).

Comparisons of psychological variables showed that individuals with MDD reported significantly
higher depressive symptom severity and significantly lower life satisfaction and psychological resilience
compared to healthy controls (all p < 0.001), whereas no statistically significant group difference was
observed for self-esteem (p = 0.086) (Table 1).

Table 1: Demographic, clinical, and psychological characteristics of participants.

Variable MDD (n = 158) Control (n = 153) Test Statistic p-Value Effect Size (r)

Age (years), mean ± SD 39.6 ± 10.9 38.8 ± 11.2 t = 0.65 0.51 —
Female, n (%) 87 (55.2) 85 (55.4) χ2 = 0.01 0.93 —
Education, n (%) χ2 = 0.89 0.64 —

High school 71 (44.9) 66 (43.1)
University 55 (34.8) 57 (37.3)
Postgraduate 32 (20.3) 30 (19.6)

Psychological scales
BDI, mean ± SD 20.11 ± 8.25 10.76 ± 5.80 t = 12.4 <0.001 0.42
SWLS, mean ± SD 17.85 ± 5.72 21.67 ± 6.10 t = −5.6 <0.001 0.25
BRS, mean ± SD 15.95 ± 4.55 18.68 ± 4.90 t = −5.2 <0.001 0.23
RSES, mean ± SD 0.74 ± 0.45 0.64 ± 0.41 t = 1.72 0.086 0.10

Brief COPE subscales
Problem-focused coping, mean ± SD 18.9 ± 4.7 19.3 ± 4.2 t = −0.65 0.51 0.04
Emotion-focused coping, mean ± SD 31.2 ± 6.9 35.6 ± 6.5 t = −6.0 <0.001 0.32
Avoidant coping, mean ± SD 19.9 ± 5.0 19.2 ± 4.9 t = 1.2 0.22 0.07

Note: Values are presented as mean ± SD or n (%). Independent-samples t tests or χ2 tests were used as appropriateEffect size r
values were interpreted as small (approximately 0.10 to <0.30), medium (0.30 to <0.50), and large (≥0.50). Abbreviations: MDD,
Major depressive disorder; BDI, Beck Depression Inventory; SWLS, Satisfaction with Life Scale; BRS, Brief Resilience Scale; RSES,
Rosenberg Self-Esteem Scale.

Within the MDD group, 53 participants (33.5%) were classified as having mild depression, 58 (36.7%)
moderate depression, and 47 (29.8%) severe depression according to Beck Depression Inventory cut-off
scores. Life satisfaction differed significantly across severity groups, showing a graded decline from controls
to severe depression, with a large effect size (η2 = 0.33) (Table 2).

Table 2: Life satisfaction (SWLS) scores across groups.

Group Mean ± SD H p-Value η2 Pairwise Comparisons

Controls (n = 153) 24.69 ± 5.82 — — — —
Mild depression (n = 53) 20.11 ± 5.60 — — — —
Moderate depression (n = 58) 15.33 ± 5.12 — — — —
Severe depression (n = 47) 13.92 ± 4.88 103.9 <0.001 0.33 Controls > Mild > Moderate > Severe*

Note: Group differences were examined using the Kruskal-Wallis test (H statistic), followed by Dunn-Bonferroni post hoc
comparisons. Effect size is reported as η2, with values of approximately 0.01 to <0.06 indicating small effects, 0.06 to <0.14
indicating medium effects, and ≥0.14 indicating large effects. *All pairwise comparisons were significant at p <0.001, except for
Moderate vs. Severe (p = 0.042). Dashes (—) indicate not applicable. Abbreviations: SWLS, Satisfaction with Life Scale.

Self-esteem scores also differed significantly across severity levels, with RSES scores increasing
progressively from mild to severe depression, indicating lower self-esteem with increasing depression
severity (η2 = 0.24) (Table 3).
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Table 3: Self-esteem (RSES) scores across groups.

Group Mean ± SD H p-Value η𝟐 Pairwise Comparisons

Controls (n = 153) 0.52 ± 0.35 — — — —
Mild depression (n = 53) 0.51 ± 0.38 — — — —
Moderate depression (n = 58) 0.73 ± 0.42 — — — —
Severe depression (n = 47) 1.17 ± 0.50 77.4 <0.001 0.24 Controls & Mild < Moderate < Severe*

Note: Group differences were examined using the Kruskal-Wallis test (H statistic), followed by Dunn-Bonferroni post hoc
comparisons. Effect size is reported as η2, with values of approximately 0.01 to <0.06 indicating small effects, 0.06 to <0.14
indicating medium effects, and ≥0.14 indicating large effects. *All pairwise comparisons were significant at p < 0.001, except for
Moderate vs. Severe (p = 0.018). Abbreviations: RSES, Rosenberg Self-Esteem Scale.

Coping strategies varied across severity groups (Table 4). Problem-focused coping did not differ
significantly, whereas emotion-focused coping decreased significantly with increasing depression severity,
with large group differences (η2 = 0.14). Avoidant coping showed a small but significant difference, with
higher scores observed in the severe depression group compared to controls.

Table 4: Coping strategies across groups.

Coping

Style

Control (n = 153),

Mean ± SD

Mild Depression

(n = 53), Mean ± SD

Moderate

Depression (n =

58), Mean ± SD

Severe

Depression (n =

47), Mean ± SD

H p-Value η2 Pairwise

Comparisons

Problem-focused 19.1 ± 4.2 19.4 ± 4.5 18.5 ± 4.7 18.6 ± 4.8 3.21 0.359 0.01 Not significant

Emotion-focused 35.6 ± 6.5 34.1 ± 6.2 31.4 ± 6.8 29.4 ± 6.9 27.8 <0.001 0.14
Controls > Mild >
Moderate = Severe*

Avoidant 19.2 ± 4.9 19.6 ± 5.1 19.2 ± 4.8 20.1 ± 5.0 8.1 0.034 0.03 Severe > Controls†

Note: Group differences were examined using the Kruskal–Wallis test (H statistic), followed by Dunn-Bonferroni post hoc
comparisons. Effect size is reported as η2, with values of approximately 0.01 to <0.06 indicating small effects, 0.06 to <0.14
indicating medium effects, and ≥0.14 indicating large effects *All pairwise comparisons were significant at p < 0.001. †Severe vs.
Controls (p = 0.042).

Multivariate logistic regression analysis identified lower life satisfaction (OR = 0.95, p = 0.004) and
lower resilience (OR = 0.92, p = 0.002) as significant independent predictors of depression status, while
self-esteem and coping strategy subscales were not significant predictors after adjustment (Table 5).

Mediation analyses indicated that the association between resilience and depression was primarily
direct, with no statistically significant indirect effect via life satisfaction (p = 0.402). In contrast, life
satisfaction significantly mediated the relationship between self-esteem and depression, accounting for
approximately 24% of the total effect (Table 6). These mediation pathways are illustrated in Fig. 2.

Table 5: Multivariate logistic regression predicting depression (MDD vs. control).

Predictor OR 95% CI p-Value

Life satisfaction (SWLS) 0.95 0.92–0.98 0.004
Resilience (BRS) 0.92 0.88–0.97 0.002
Self-esteem (RSES) 1.12 0.83–1.51 0.463
Problem-focused coping (COPE_PF) 0.98 0.94–1.03 0.482
Emotion-focused coping (COPE_EF) 1.01 0.98–1.04 0.692
Avoidant coping (COPE_AV) 1.05 0.99–1.11 0.088

Note: Multivariate logistic regression (Wald χ2) was used to identify predictors of depression (MDD vs. control). Abbreviations:
MDD, major depressive disorder; OR, odds ratio; CI, confidence interval; SWLS, Satisfaction with Life Scale; BRS, Brief Resilience
Scale; RSES, Rosenberg Self-Esteem Scale; COPE, Brief COPE Inventory.
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Table 6: Mediation analysis of self-esteem, resilience, and life satisfaction on depression.

Model Total Effect Direct Effect Indirect Effect Proportion
Mediated

Resilience (BRS) → Life satisfaction
(SWLS) → Depression (BDI) −1.26 (p = 0.002) −0.95 (p < 0.001) −0.31 (p = 0.402) 23.6%

Self-esteem (RSES) → Life satisfaction
(SWLS) → Depression (BDI) 14.53 (p < 0.001) 11.07 (p < 0.001) 3.46 (p < 0.001) 23.8%*

Note: Mediation analyses were conducted using bootstrapped regression with 5000 resamples and bias-corrected 95% confidence
intervals. *The indirect effect was statistically significant. Abbreviations: RSES, Rosenberg Self-Esteem Scale; SWLS, Satisfaction
with Life Scale; BRS, Brief Resilience Scale; BDI, Beck Depression Inventory.

Figure 2: Mediation model of self-esteem, life satisfaction, resilience, and depression. Note: Higher self-esteem was
associated with greater life satisfaction, which in turn predicted lower depression scores. Life satisfaction significantly
mediated the relationship between self-esteem and depression, accounting for 23.8% of the total effect. Resilience
showed a significant direct effect on depression, but no significant indirect effect through life satisfaction. Path
coefficients (β) and p-values are displayed on the arrows. NS indicates a non-significant indirect effect.

4 Discussion

The present study examined the interrelationships among self-esteem, life satisfaction, resilience,
and coping strategies in individuals with and without MDD, with the aim of testing a set of predefined
hypotheses. Overall, the findings largely supported the proposed hypotheses. In partial support of
Hypothesis 1, individuals with depression reported significantly lower life satisfaction and resilience
and showed differences in coping strategies compared to healthy controls; however, self-esteem did not
differ significantly between groups. Consistent with Hypothesis 2, life satisfaction and resilience emerged as
the strongest protective factors against depression. Hypothesis 3 was supported, as life satisfaction partially
mediated the relationship between self-esteem and depression. Finally, Hypothesis 4 received partial support:
maladaptive coping strategies, particularly avoidant coping, were associated with greater depression
severity, whereas problem-focused coping did not emerge as protective. Together, these findings provide an
integrative framework clarifying the distinct and interacting roles of psychological resources and coping
processes in depression. Building on these overall findings, one of the most notable results of the present
study was the mediating role of life satisfaction in the relationship between self-esteem and depression.
Approximately one-quarter of the total effect of self-esteem on depressive symptoms was explained by
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life satisfaction, supporting previous models of subjective well-being as a cognitive appraisal mechanism
that integrates personal traits with environmental conditions [4,11]. Longitudinal studies indicate that life
satisfaction predicts a lower incidence of depressive symptoms over time [5], and meta-analytic evidence
has confirmed its protective role across diverse populations, particularly in adolescent and young adult
populations [12]. These findings underscore the clinical relevance of interventions that directly target life
satisfaction. Positive psychology interventions, such as gratitude training, savoring, and meaning-oriented
therapies, have demonstrated moderate-to-large effects on both well-being and depressive symptoms [28,29].
Taken together, the present findings suggest that life satisfaction may represent a modifiable therapeutic
target that bridges self-appraisals and long-term outcomes.

Resilience emerged as a robust independent protective factor. Unlike self-esteem, its effect was not
mediated by life satisfaction, which highlights the unique contribution of resilience to depression. Systematic
reviews and meta-analyses consistently show that resilience is moderately and negatively associated with
depression and other mood symptoms [3,12]. The lack of mediation suggests that resilience protects
against depression through direct adaptive mechanisms, including stress-response regulation, cognitive
flexibility, and social connectedness. Neurobiological research has linked resilience to more efficient
hypothalamic–pituitary–adrenal axis functioning and reduced inflammatory reactivity to stress [3,14].
Importantly, resilience is not a static trait; intervention studies demonstrate that resilience-building programs
in schools, workplaces, and clinical settings produce sustained improvements in resilience and reductions
in depressive symptoms [28,30]. These converging findings support the prioritization of resilience-focused
strategies in both preventive and clinical contexts.

Contrary to traditional assumptions, self-esteem alone did not differ significantly between depressed
and non-depressed groups (Table 1). However, when depression severity was considered, self-esteem scores
progressively increased from mild to severe groups (Table 3). Given that higher scores on the RSES indicate
lower self-esteem, this pattern reflects a decline in self-esteem as depression severity worsens. Importantly,
mediation analysis demonstrated that the impact of self-esteem on depression was largely indirect, operating
through life satisfaction. This is consistent with recent studies showing that depression can mediate
the relationship between self-esteem and other psychological outcomes, such as eating behavior [7,11],
suggesting that self-esteem’s influence may operate through intermediary processes. Clinically, these
findings suggest that self-esteem enhancement should not be pursued as an isolated therapeutic goal.
Instead, interventions should ensure that improvements in self-worth translate into enduring positive life
evaluations in order to yield meaningful clinical benefits.

Coping strategies revealed differentiated associations across depression severity. Maladaptive
components of emotion-focused coping, particularly rumination and self-blame, were associated with
higher depression severity, in line with previous work identifying maladaptive emotion regulation as a risk
factor [15,31]. Interestingly, emotion-focused coping decreased with severity, possibly reflecting emotional
blunting or withdrawal processes in severe depression. Avoidant coping showed a small but significant
increase in severe cases, consistent with its role in maintaining symptoms. Surprisingly, problem-focused
coping was not protective, which may be explained by the “fit hypothesis” that coping effectiveness depends
on stressor controllability [15,32]. Since depressive stressors are often internal and less controllable,
problem-focused strategies may not yield benefits in this context. Interventions such as rumination-focused
cognitive-behavioral therapy (RFCBT) and acceptance and commitment therapy (ACT) have demonstrated
efficacy in reducing maladaptive coping and improving psychological flexibility [33,34]. These approaches
may help patients adaptively match coping strategies to the controllability of stressors.
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The cultural context also provides insight into the observed findings. In collectivist societies such as
Turkiye, relational well-being and global evaluations of life may play a stronger role in predicting mental
health outcomes compared to individual-focused constructs like self-esteem. Cross-cultural studies indicate
that self-esteem has a weaker protective role in interdependent contexts, whereas life satisfaction and
social connectedness are stronger predictors [8,35]. This perspective helps explain why life satisfaction,
rather than self-esteem, emerged as the central factor in this sample. Future research should test cultural
moderators, including family cohesion, community integration, and interdependent values, to clarify how
protective resources operate across societies.

The clinical implications of this study are noteworthy. Interventions for depression should extend
beyond symptom reduction to actively cultivate psychological resources. In particular, approaches that
enhance overall well-being, strengthen resilience, and address maladaptive coping patternsmay be especially
beneficial. At the policy level, public health initiatives that improve quality of life, reduce social inequality,
and strengthen social support systems may help reduce population-level depression risk.

This study has several methodological strengths. Diagnostic accuracy was ensured through structured
clinical interviews (SCID-5), and PSM was applied to balance key sociodemographic variables between
groups. The relatively large and well-matched sample increases confidence in the findings, and mediation
analyses with bootstrapping provided robust estimates of indirect effects.

Nevertheless, several limitations should be acknowledged. First, the cross-sectional design precludes
causal inference among the examined variables. Second, all psychological constructs were assessed using
self-report measures, which may introduce common method bias as well as recall or social desirability
effects, potentially inflating observed associations despite the use of validated instruments and supervised
data collection. Third, coping strategies were assessed independently of specific situational contexts, which
may limit interpretation regarding coping flexibility. Finally, the single-center nature of the study conducted
in Turkiye may restrict the generalizability of the findings to other cultural or clinical settings.

In addition, although the present study examined mediation pathways across the overall sample, it
did not formally test whether these mechanisms differed between clinical and non-clinical groups. Future
research could extend these findings by using moderated mediation or network-based analytic approaches
to examine whether the structure and strength of these relationships vary as a function of diagnostic
status. Such analyses were beyond the scope of the current study but represent important directions for
future research.

From a practical perspective, the present findings have implications for preventive and
intervention-oriented mental health practices. Psychological resources such as life satisfaction, resilience,
and adaptive coping skills are potentially modifiable targets that can be incorporated into preventive
programs and psychosocial interventions. In line with recent developments in digital mental health,
artificial intelligence–supported tools may offer novel opportunities to identify individuals at risk and to
deliver personalized, scalable interventions. For example, AI-based screening systems and digital platforms
integrating self-report data with behavioral indicators could potentially help monitor changes in well-being
and resilience over time, while delivering tailored psychoeducational or skills-based interventions [36],
although further empirical validation of such approaches remains necessary.

5 Conclusions

In conclusion, this study demonstrates that life satisfaction and resilience are distinct but
complementary protective factors against depression, with self-esteem exerting an indirect effect through
life satisfaction. Coping strategies contribute in more complex ways, with maladaptive emotion-focused
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and avoidant coping linked to greater severity. By demonstrating the mediating role of life satisfaction
and the independent contribution of resilience, this study offers an integrative framework that links
psychological resources with depression across clinical contexts, while highlighting the potential relevance
of cultural factors. Clinically, these results suggest that integrative interventions combining resilience
training, positive psychology, and coping flexibility enhancement may inform the development of strategies
aimed at mitigating depression risk.
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