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ABSTRACT

Background: Adjustment to college life and attending a university for the first
time can be a stressful experience for college students. Because dllbeges faced
when adapting to these life changes, college students are at risk of developisgidepre
symptomology. The development of depressive symptoms can lead to negative life
events in the lives of college students, the most significant of which is suicide,

Purpose: This study examined whether stress and other factors (sootat sup
and spirituality) predicted depressive symptoms and high risk behaviors in college
freshmen students. In addition, the mediating role of coping on the relationshiprbetwee
stress and the development of depressive symptoms was explored.

Methods: The theoretical framework that guided this study was based upon
Lazarus and Folkman’s conceptualization of stress, appraisal and coping. A cross-
sectional, descriptive correlational design was used. Freshmen studentsdrom
religiously affiliated, Midwestern private colleges participatedia study. The
convenience sample consisted of 188 freshmen students able to read and write in
English, both male and female, and between the ages of 18 to 20 years. This study was
approved by the institutional review boards at Loyola University Chicageelaas the

institutions where the data was collected.
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Measurements: Participants in this study completed questionnaire bookitets wi
measures of the following variables: stress (Inventory of College StuéRedsit Life
Experiences); coping (Ways of Coping Questionnaire); depressive syoipgym
(Center for Epidemiological Studies of Depression Scale); risky behd®¥idepted
Youth Risk Behavior Survey); spirituality (Daily Spiritual Experienceal®¢ and social
support (Multidimensional Scale of Perceived Social Support).

Data Analysis: The SPSS version 17 was used to perform statisticaianaly
Descriptive statistics were used to describe the levels of stress, eoplngpressive
symptoms among college freshmen. The relationships among stress, copirggidepre
symptoms, as well as the positive influences (spirituality, family supp@it,sog@port)
was explored using correlational tests. Regression analysis (sincphedtiple linear)
was used to determine the factors that are most predictive of depresspteragm
college freshmen. Finally, analysis was completed to test the medifiecyof coping
on the relationship between stress and the development of depression in college
freshmen.

Results Study participants consisted of males (42.6%), females (57.4%), who
were mainly 18 years of age (SD = .47), white, Catholic, living in university prdvide
housing. Participants were evenly divided between University A (50.5%) and Utyiversi
B (49.5%). A total of 84 students (44.7%) of the students were demonstrating greater
than average levels of stress as measured by the ICSRLE. A total of 90 individua
(47.87%) scored greater than or equal to 16 on the CES-D, thus considered to be

demonstrating significant depressive symptomology. A strong relationskipexi
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between stress and depressive symptoms (r =.701, p <.01). Significant relationships
also existed between perceived social support, as measured by the MSPS8ssuid=str
-.380, p <.01) and depressive symptoms (r = -.398, p < .01). No statistically significant
relationships (at the p < .01 level) existed between spirituality, as redasythe DSES,
and stress or depression. Two emotion focused forms of coping as measured by WOC
guestionnaire subscales, keep to self and wishful thinking, significantly mediated t
relationship between stress and depression in this study.

Implications for Nursing Practice and Research: This study providetea b
understanding of factors that are predictive of depression in freshmerecilieignts.
Results suggest that targeting stress reduction in college freshman mgpobant in
decreasing the incidence of depressive symoptomology. Interventions tdrashisien
in adjusting to their early college experience can be developed to help studens bec

more successful in their personal as well as academic lives.
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CHAPTER ONE
INTRODUCTION

The incidence of depressive symptoms has been increasing among college
students. According to a study of college students receiving counselingesdretaveen
the years of 1988 and 2001, a 20% increase occurred in the number of students seeking
help for depressive symptoms during that time period (Benton, Robertson, Tseng,
Newton, & Benton, 2003). In a survey of university counseling center directors
completed in 2006, it was noted that 91.6% of the respondents reported that they had
observed an increase in the number of students experiencing psychological pmoblems
the recent years (Blanco, et. al, 2008). The development of depressive symptoms may
have a significant impact on the ability of college students to successfulpletem
academic requirements. In a nationwide study, 43% of college studentsddpelitey
so depressed that it was difficult for them to study (American CollegeiHeal
Association, 2009).

Depressive symptoms can negatively impact the lives of college students.
Students experiencing depressive symptoms report greater amounts of emotional
suffering. This suffering may impact life satisfaction and academiorpgance (Brown
& Schiraldi, 2004). A large national study (n=4,092) focused upon a comparison of the

mental health of college students and their non-college attending peersil & £1.88



students between the ages of 19 to 25 years who were currently attendigeg, eoite

2,904 of their peers who were not attending college were surveyed to determine the
prevalence of psychiatric disorders and the rate of treatment receivtbdderdisorders

in each of thgroups. The results demonstrated that the incidence of mood disorders and
anxiety disorders were high in both groups. An alarming result of this investiges

that almost 50% of all of the individuals from both groups met the criteria faasitdae
psychiatric disorder during the past 12 months (Blanco, et. al, 2008).

In a nationwide survey conducted by the American College Health Association in
2008, 94% of the students reported feeling overwhelmed by the demands of college life
(American College Health Association, 2009). Chronic levels of high anxiety are
associated with the development of depressive symptoms in college students (Reed,
McLeod, Randall, & Walker, 1996). College students face unique stressors intrinsic t
the academic system that differ from their peers who are not in college. Sthessors
include fear of failure, demands on time, loneliness, financial pressures, fastseim,
and poor coping strategies (Hirsch & Ellis, 1996).

A consistent finding in the literature is the relationship between simesha
development of depressive symptoms in the college student (Dyson & Renk, 2006).
Adjustment to college life and attending a university for the first timebeaa stressful
experience for college students. The stress that students face durimgdho$ transition
will require the use of previously developed coping mechanisms, as well as the
development of new strategies to effectively adjust to university life. udeaaf the

challenges faced when adapting to these life changes, as well astglifijuisting to the



changes, college students are at risk of developing depressive symptomaidiegy.
incidence of depressive symptoms can lead to negative life events in the livdegd col
students, the most significant of which is suicide.
Depression and Depressive Symptomology
The American Psychiatric Association provides specific symptomateriarior
the medical diagnosis of Major Depressive Episode in the hiagnostic and
Satistical Manual of Mental Disorders, Fourth Edition, Test Revision (American
Psychiatric Association, 2000). The symptoms indicative of a Major Deprégsisede
include the following:
(1) depressed mood for most of the day, nearly every day as indicated by eithe
subjective report of observation made by others;
(2) markedly diminished interest or pleasure in all, or almost all, aesivitost
of the day, nearly every day;
(3) significant weight loss when not dieting or weight gain, or decrease or
increase in appetite nearly every day;
(4) insomnia or hypersomnia nearly every day;
(5) psychomotor agitation or retardation nearly every day;
(6) fatigue or loss of energy nearly every day;
(7) feelings of worthlessness or excessive or inappropriate guily eeary
day;
(8) diminished ability to think or concentrate, or indecisiveness, nearly every
day;
(9) recurrent thoughts of death, recurrent suicidal ideation without a specific
plan, or a suicide attempt or a specific plan for committing suicide (356).
To meet the criteria for the medical diagnosis of Major Depressive Epigode, a
least five of these symptoms must be present for at least a two week penmd, afrtd
cause distress or impairment in the individual’s life (American Psyahiassociation,
2000). The occurrence of any of these depressive symptoms may increaseahe ris

developing a major depressive episode (Peden, Hall, Rayens, & Beebe, 2000).



Depressive symptomology is defined as the behavioral manifestations of
depression (Beck, et al., 1961). Individuals demonstrating depressive symptomology
may or may not present with behavioral manifestations severe enough to meitiiae c
for the medical diagnosis of Major Depressive Episode. Individuals demonstestsng |
than five of the symptoms noted above, or demonstrating five or more depressive
symptoms for less than a two week period of time would not meet the criteriajor Ma
Depressive Episode. Although the medical diagnosis of Major Depressive Episode is
based upon these behavioral manifestations, they may also be evident in otherrgsychiat
disorders, as well as considered normal when present at a lesser degrefé, (FRad1).

Factors Impacting College Adjustment

Three factors felt to impact the adjustment to college life include ticep@n of
social support (both from family and peers), spirituality, and coping. To begin with,
perception of strong social support is important for success in school and hites deen
reported that the greater an individual’s perception of family support, friendgipprs,
and a supportive school environment, the lower incidence of depressive symptoms in
college freshmen (Hall, Peden, Rayens, & Beebe, 2004; Rayle & Chung, 2007t Reed e
al., 1996; Saltzman & Holahan, 2002; Way & Robinson, 2003). Secondly, studies have
demonstrated an inverse relationship between spirituality and depressiversgmpt
college students. Thus, higher levels of spirituality may be a protectiee &ainst the
development of depressive symptoms in college students (Maton, 1989; Muller &
Dennis, 2007; Turner-Musa & Lipscomb, 2007; Young, Cashwell, & Shcherbakova,

2000). Finally, an individual’'s ability to cope in a stressful situation may havec dire
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effect on his or her physical and emotional health. People respond differently togbotenti
causes of psychological stress, and cope with psychological stress in diffaysnt
(Lazarus & Folkman, 1984). The ability to adaptively cope with stressors has bee
shown to impact an individual’'s adjustment to college life (Grant, 2004; Nolan, Roberts,
& Gotlib, 1998; Alfeld-Liro & Sigelman, 1998; Chaplin, 2006; Dyson & Renk, 2006;
VanBoven & Espelage, 2006; Reed et al., 1996).

Study Conceptualization

The theoretical framework for this study is based upon Lazarus and Folkman’s
conceptualization of stress, appraisal and coping (see Figure 1). Accortaxatas
and Folkman, how a person appraises a stressor influences how he or she will cope, as
well as the emotional reaction that will result (1984). Stressors facedshynfea
students as they adjust to college life include academic demands, firmasglres, and
separation from their usual support network. Spirituality and social support (&amaily
friends), as well as the multiple stressors being faced by the studenigveed as
antecedents in this framework. These antecedents directly influence homtstude
appraise the stressors their lives. Individuals may use different methanjsred i
different situations, based upon their unique appraisal of the stressors. Copingserves
mediator between the antecedents and the outcomes of depressive symptoms and high
risk behaviors in college freshmen. This framework allows for the examination of
multiple antecedents that may influence how freshmen students apprhisgoanvith
the stressors in their lives. When using this framework, each of these antecaddrgs c

assessed for the amount of impact they have on the ability to cope, both individually and
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in combination. Through a comprehensive examination of multiple factors that may be
predictive of coping, further information can be gained into the development of
depression in college freshmen.
Research Aims and Hypotheses

The major goals of this study included:

Aim 1. to describe the levels of stress, coping and depressive symptoms among
college freshmen.

Aim 2: to explore the relationships among stress, coping, depressive symptoms,
as well as the positive influences (spirituality, family support, peer suppolrt)egative
influences (financial pressure, separation from family) and the impact ofviaeskles
on college freshmen.

Aim 3: to determine the factors that are most predictive of depressiytmys
in college freshmen.

Aim 4: to test the mediating effect of coping on the relationship betwees stres
and the development of depressive symptoms in college freshmen.

The testable hypotheses included the following:

Hypothesis 1: College freshmen reporting more positive influences aptyit
family support, peer support) will demonstrate lower levels of stress and prsssiee
symptoms.

Hypothesis 2: College freshmen reporting more negative influences {ghanc
pressure, separation from family) will demonstrate higher levels o stresmore

depressive symptoms.
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Hypothesis 3: College freshmen demonstrating higher levels of depressive
symptoms will report greater levels of high risk behaviors (eating disorcsual sexual
relationships, misuse of alcohol, and smoking).

Hypothesis 4: Higher levels of stress in the lives of college freshmeleadlto
less adaptive methods of coping, which will increase the incidence of depressive
symptoms.

In summary, college students face stressors unique to the academic sysgflem. H
levels of anxiety may result when students feel overwhelmed by thesestreStudents
facing chronic high levels of high anxiety are at risk of developing depressive
symptomology. These depressive symptoms may negatively affect thety qtiafe as
well as their academic performance. Perception of social support (both frasndach
peers), spirituality, and coping are important factors that may impact tnstradpnt to
college life. Each of these factors may serve as a protective factostabeai

development of depressive symptomology.



CHAPTER TWO
LITERATURE REVIEW

To provide focus for the literature review, electronic database searcrees we
conducted with the assistance of a librarian at Loyola University MedesgkeCLibrary.
All database searches were restricted to articles published in thelEagiyuage.
Electronic databases utilized in the literature review process includéAHC,
PsycINFO, Medline, and ERIC database. The search terms utilized in itie gexess
included: college freshmen and depression; college freshmen and high risk behaviors;
college freshmen and social support; college freshmen and vulnerability; and college
freshmen and spirituality (see Table 1). The reference lists of alkarthat were
obtained were reviewed to allow for further expansion of possible sources of inéorma
Overlap in articles reviewed from each of the databases was discovered, asusumer
articles were cited in more than one database searched for this analysis.

Stressors Unique to College Students

The college years provide a time of academic as well as personal goowth f
students. College students face stressors that differ from their peersewtod &
college. Some of these stressors include academic demands, financiabpresslr

separation from their usual support network.



Psychosocial Development of College Freshmen

One gqualitative investigation examined the social experiences of a group of
freshmen (N = 34) and how social integration influences the students’ choices to
withdraw or continue at the university. Twenty-two of the participants had stidbess
completed their first year of college, and 12 of the students withdrew from thesityive
during their first year. Three themes emerged during the qualitativei@ws as the
major reasons that influenced the students’ decisions to withdraw from the university
These themes included: difficulty making friends; difficulty with accomrmodaand
finding independent study to be problematic (Wilcox, Winn, & Fyvie-Gauld, 2005).
There was a 35% drop out rate for participants during their freshmen peawduld be
considered an average drop out rate for freshmen students, as the nationwideisverag
30% to 40% for students in their freshmen year of college (DeBerard, Spielmans, &
Julka, 2004).

Often college freshmen face academic pressures and expectaticare that
considered greater than what they had experienced in high school (Rayle & Chung,
2007). It has been reported that as many as one-third of college freshmen are,
“frequently overwhelmed by all they have to do” (Brown & Schiraldi, 2004, p. 158). In
an investigation of undergraduate students (N = 2,495) it was noted that 44.3% of the
subjects reported experiencing emotional difficulties that directbctdtl their academic
performance during the past four weeks (Eisenberg, Gollust, Golberstegin&rH
2007). Similar results were discovered when evaluating the results of the 2@fifaNat

College Health Assessment Survey. Analysis of this data demonstratda.t?at of
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college students reported feeling so depressed it was difficult to functiow dioei past
academic year (Taliaferro, Rienzo, Pigg, Miller, & Dodd, 2008). Students who feel
overwhelmed may demonstrate general malaise about completing theneccadek that
is required, leading to poor study habits. An investigation of undergraduate students
taking an introductory psychology course (N = 129) reported a significarelatown (r =
-.24, p< .01) between poor study habits and depression (Drozd, Robinson, & Saarnio,
1994). Students who report depressive symptoms may also demonstrate “a reduction in
learning opportunities, a decrease in the level of information absorbed and/oeasdec
in their ability to demonstrate learning” (Hysenbegasi, Hass, & Rowland, 2005, p. 146).
One study examined the relationship between depression and the academicapegorm
of undergraduate college students (N = 330). The results of this study dexteohittat
students reporting depressive symptoms missed significantly more dlbé&gbverses
2.99 for non-depressed students), and experienced on average a 0.49 drop in their grade
point average than their peers that did not report depressive symptoms. ltedas not
however, that students who received treatment for their depressive symptaabieer
to raise their grade point averages back to a level that was similar toetbesr p
(Hysenbegasi, Hass, & Rowland, 2005).

Separation from their well established social networks has been identiftesl i
literature as a stressor for college freshmen. When students leave honia tobege,
they leave behind the people who have been familiar and supportive as part of their
transition to university life (Alfeld-Liro & Sigelman, 1998). Sociologist Nancy

Schlossberg developed a theory of mattering for college students based uEseieh
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into the development of self-concept in college students. According to Schlgssberg
mattering is defined as “the experience of others depending on us, beindadteress,
and being concerned with our fate; while the experience of marginalitysr@sopposite
feelings-the feeling of not fitting in and not being needed or acceptedbESblerg,

1989, p. 8).Schlossberg reported that college freshmen often feel marginal, as though
they do not matter in their new social environment. This feeling of not mattering to
others can lead to increased stress, and thus, negatively affect the livésgef stnldents
(Schlossberg, 1989).

Financial issues may also be a significant stressor for college studieais
investigation of undergraduate students (N = 351) in the United Kingdom, the
relationship between depression, anxiety, stress, and achievement of students was
examined. Over 20% of the participants reported a major financial crcgisying them
to go without food or other essential items due to a lack of money. The results
demonstrated that financial difficulties had a significant effect on thdagewent of
symptoms of both depression and anxiety in the students. The results also demonstrated
that students experiencing both depressive symptoms and financial pressuis earne
lower exam scores than students not reporting these issues (Andrews & Wilding, 2004).

In summary, there are many stressors faced by college freshrnearitze
detrimental to their physical and mental wellbeing. The most common stresstedepor
by college students is academic demands, followed by financial pressures aaticsepar
from their usual support network. These stressors can place college studshtsfat

developing both acute and chronic depressive episodes.
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Adolescent Development

Growth and development, as described by Erikson, Piaget and Kohlberg, has an
important impact on the adolescent stage of life. To begin with, Erik Erikson deéscribe
eight components of psychosocial development. According to Erikson, the development
of a healthy personality involves the ability to successfully overcome a @btenis
during each of the eight developmental stages of life. Erikson describeshy heal
personality as “containing elements which are most noticeably absent cideiie
neurotic patients and which are most obviously present in the kind of man that the
educational and cultural systems seem to be striving, each in its own wayj¢otorea
support, and to maintain” (Erikson, 1959, p.51).

Erikson'’s first four stages of development (see Table 2) occur in children before
they reach the age of 12 years. According to Erikson, college students between the ages
of 18 to 20 years of age would fall under one of two stages of development. The first of
these stages is identity verses role confusion. Ildentity verseorilesion is considered
the stage of adolescence, including individuals between the ages of 12 to 20 years.
Erikson states the adolescent’s mind, “ is essentially a mind of moratorium, a
psychosocial stage between childhood and adulthood, and between the morality learned
by the child and the ethics to be developed by the adult”, (Erikson, 1963, p.263). The
ability to successfully overcome the crisis presented in this stageasdkyg upon the
extent to which earlier tasks were completed. These developmental csidesse
individuals encounter “a radical change in perspective” (Erikson, 1959, p. 55) as their

personality grows throughout their lifespan. The ability to successfullyawerearlier
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crises influences the adolescent’s ability to establish identity and devaide s
principles that will be carried into adulthood (Erikson, 1963). Individuals that are not
able to successfully overcome the crisis of this stage may develop fesdl@igmation
from others, as well as a lack of clear goals in life. Erikson uses the tgrathétically
lost,” to describe these individuals (Erikson, 1963, p. 263).

The second of Erikson’s stages that would include college students is intimacy
verses isolation. During this stage, individuals are prepared to develop psychosocial
intimacy with others. Individuals that have successfully overcome the afriie
previous stage and emerge with a clear identity, are now able to fuse thay ,éhtif
others. This fusing involves the development of relationships with others that include
trust and reciprocal expression of affection. Individuals that are not able tesulige
overcome the crisis of this stage may develop feelings of emotional distamcethers
and become overly self-absorbed (Erikson, 1963).

Jean Piaget developed a theory to describe the progression of cognitive
development throughout childhood. According to Piaget, the cognitive development of
children can be divided into four stages: sensorimotor; preoperational; concrete
operational; and formal operations. All individuals progress through these foes stag
the same order, beginning with the sensorimotor stage at birth, and ending with the
formal operations period during adolescence. According to Piaget, college student
would be in the stage of formal operations, the final stage of cognitive development.
During this stage adolescents develop the ability to think abstractly, reasgn us

hypotheses and reason beyond the present (Piaget, 1976). “There seems to beg a capacit
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or inclination to consider and examine possibilities that are not immediatebnpfethat
is unique to individuals who have achieved this stage of cognitive development (Adelson,
p. 212, 1980). This ability to think beyond the present continues throughout adulthood.

Lawrence Kohlberg developed a theory, based upon the previous work by Piaget,
to describe the moral development of human beings. According to Kohlberg, the moral
development of individuals can be divided into three main levels: preconventional level;
the conventional level; and the postconventional level. College students would fall under
the conventional level of moral development, as this is the typical level foisadots.
It is during this stage that individuals judge the morality of actions based upon thei
interpretation of society’s views and expectations. Following establishesiant norms
of behavior is very important to individuals in the conventional stage. “Morality is
defined as maintaining the social order and conforming to expectations of others;
adherence to established norms is the essence of moral obligatiorsddEd80, p.
296).

Relationship of Depression, Stress, and Coping

A consistent finding in the literature is the relationship between stremsoithe
development of depressive symptoms in the college student. In addition, the coping
skills of an individual significantly impacts his or her response to stress. dodlsi
experience stress when they are faced with demands that may excealilibeto cope
(Dyson & Renk, 2006). When faced with these stressors, students must utilize coping
strategies to manage and effectively adapt to the pressures in treeirTive inability to

effectively manage these stressors may lead to chronic levels of hightydox college
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students. Chronic levels of high anxiety have been associated with the development
depressive symptoms in college students (Reed et al., 1996). In a nationwide survey
conducted by the American College Health Association, 94% of the students reported
feeling overwhelmed by the demands of college life (American CollegéiHe
Association, 2009). This statistic suggests that the potential for the development of
depressive symptoms in college students is significant.

The type of coping strategies college students utilize to manage stnessors
their ability to promote positive adaptation. It has been noted in the literaatm@ale
and female students utilize different coping methods. Several studies haveted goet
female college students have less adaptive coping skills than male s{@Gtants 2004;
Nolan, Roberts, & Gotlib, 1998; Alfeld-Liro & Sigelman, 1998; Chaplin, 2006; Dyson &
Renk, 2006; VanBoven & Espelage, 2006; Reed et al., 1996). In one study examining
gender and depressive symptoms, ruminative coping was found to be more common
among female college students (Grant, 2004). Ruminative coping was defined as
“focusing on negative mood, negative aspects of self, or stressors” (p. 525). Ina
longitudinal study of undergraduate students (N = 135) from a private institufiah, 6
which who were female, higher levels of ruminative coping were found to be predictive
of higher levels of depressive symptoms. Data for this investigation wégetedlat
two time points, approximately 8 to 10 weeks apart. Path analysis was completed on the
data collected. This analysis supported a path model in which ruminative resptanse sty

mediated the effect of neuroticism on depression (Nolan, Roberts, & Gotlib, 1998).
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In another longitudinal investigation of college students (n = 287), rumination,
defined as a more internal method coping, was examined in both male and femaée colleg
students. Data were collected at two time periods, first during the sumnmdatoie
prior to the beginning of college classes, and secondly at the end of the feesteseoh
classes. The majority of the subjects in this investigation were Cau¢ésta),
followed by Asian (14%), African American (5%), and other (8%). Ruminative coping
was found to be more common in female college students. As an internal coping method,
individuals who utilized ruminative coping were more likely to blame thems@&ves
negative events in their lives, avoiding blame to external people and events. This self-
blame was felt to increase the development of depressive symptoms in fellegle c
students (Alfeld-Liro & Sigelman, 1998). Internal coping methods were alsd twbe
more common among female students in a study of first and second year calliegésst
(N = 100), the majority whom were Caucasian (80%). The researcher deatexhstat
feeling anger internally, but not outwardly displaying this anger may plecfemale
students at higher risk of developing depressive symptoms (Chaplin, 2006).
In another study of the relationship between depressive symptoms, stress, and

coping in college freshmen, differences were also noted in the coping skillsdubyize
male and female students. A total of 74 college freshmen (23 male and 51 female)
participated. The majority of the participants were Caucasian (62%).eStksr
demonstrated that male students, who utilized more problem-focused coping skills
demonstrated lower levels of depressive symptoms, and female students who utilized

more emotion-focused coping skills demonstrated higher levels of depresaptos)s
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(Dyson & Renk, 2006). In one longitudinal study of undergraduate women from a large
midwestern university (N = 322) a lack of problem-focused coping was found to be
associated with an increase of depressive symptoms. The women in this ineestigat
were mostly sophomores (41%), and Caucasian (74%). The sample utilized in this
investigation was representative of the demographic make-up at this iostituti
(VanBoven & Espelage, 2006). The relationship between a lack of problem-focused
coping methods and the tendency to avoid social support from others was examined in a
study of African-American female college students (N = 78). Resultsmsnated that
women who used fewer problem-focused coping methods, and had less social support,
demonstrated greater levels of depressive symptoms (Reed et al., 1996).

Another risk factor reported in the development of depressive symptoms in
college students was low self-esteem. In a longitudinal study of collegfenien (N =
629), the relationship between external self-worth, defined as the level of dhe’s se
esteem depending upon other’s views or external events, and the development in
depressive symptoms was examined. Data were collected at two time pointg tloeiri
freshmen orientation prior to the beginning of classes; and during the first tie ofee
the second semester. The study demonstrated that individuals who develop their self-
esteem based upon events that are out of their control, reported lower levels of self
esteem and greater levels of depressive symptoms than individuals who develop thei
self-esteem based upon internal events that are under their control. Theyrogjorit
students (N = 280) were Caucasian (45%), followed by Asian-Americang,(8iéo

African-Americans (18%) (Sargent, Crocker, & Luhtanen, 2006). One randbmize
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control study examined the relationship between depressive symptoms, negalineg thi
and self-esteem in women aged 18 to 24 years (N = 92) enrolled at a large public
university. Women were randomly assigned to either the experimental gfcupq) or
the control group (N = 46). The experimental group received a six-week cognitive-
behavioral group intervention to decrease negative thinking. Data was colleithexbat
time points: prior to the randomization into groups; one month after the intervention; and
six months after the intervention. The incidence of depressive symptoms wasadeas
by both the Beck Depression Inventory (scei® and the Centers for Epidemiological
Studies of Depression Scale (scorg6). There was a significant reduction in depressive
symptoms in the treatment group. At baseline, 89% of the women were determined to be
demonstrating significant depressive symptoms. One month following the intervention
only 25% of the participants in the experimental group demonstrated significant
depressive symptoms, with only a 14% incidence at six months following the
intervention. In the control group depressive symptoms actually increased by 10%
between baseline and the six-month follow-up. The results of this study demonstrated
that less frequent negative thinking and higher self-esteem resulted ireasgecf
depressive symptoms reported for the experimental group (Peden et al., 2000).

A major limitation in the literature regarding the relationship betw&essors
and the development of depressive symptoms in college students is the lack of diversity
of the participants. For most studies, the subjects were Caucasian, \@d lim
individuals from other racial and ethnic groups. This lack of diversity, however, is

representative of the population of college students in the United States. According t
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the National Center for Education Statistics, during the 2006 to 2007 academic year,
72.2% of all college students in the United States were White, followed by @l&€k),
Hispanic (7.5%), Asian/Pacific Islander (6.9%), American Indian/Ald&kiave (0.8%),
and nonresident alien (3%) (United States Department of Education, 2009). Similar
results were found in the American College Health Association’s stwdiving 80,121
students from 106 college campuses across the United States in 2008. The majority of
the participants in this study were reported as White (75.5%), followed by ésia
Pacific Islander (11.6%), Hispanic (6.2%), Black (5.0%), American Indian akata
Native (1.6%), and other (3.8%) (American College Health Association, 2009).

A second limitation is that most studies included college students at various
points. Evidence indicates that freshmen students experience the greatestaiumber
changes as they adjust to university life. Therefore the need to examialatioaship
between stressors and the development of depressive symptoms in this most vulnerable
population is crucial.

Negative Outcomes of Depression in College Students

Literature demonstrates serious consequences of depression in collegésstud
Negative outcomes may occur as a result of depressive symptoms. Thegmbeast
negative outcome associated with depressive symptoms is suicide. Sui@tahitias
been reported in as many as 44% of college students during the previous year (Abramson,
et al., 1998). According to McCarthy and Salotti (2006), approximately 10% of college
students have seriously thought about committing suicide. There appears to be a

relationship between student attitudes toward suicide and depressive symptoms. The
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greater the number and intensity of depressive symptoms experienced g colle
students, the greater their risk of suicide (Gibb, Andover, & Beach, 2006; Hirsch,
Conner, & Duberstein, 2007; Talaiferro, et al., 2008). Stressors in the lives of college
students that are not effectively managed may lead to suicidal behavior. Stualgnts m
become so discouraged by unresolved stressors that they become increasingly
overwhelmed and hopeless, seeing suicide as the only escape.

In a cross-sectional investigation of stressors that may place cdllelgats at
greater risk of suicidal ideation, several were identified as significdcademic
stressors, social stressors, and financial stressors were found to begimedsire
significant factors that may place these students at risk of suicidabr@dtrsch &

Ellis, 1996). Unfortunately, many of these students do follow through with their duicida
thoughts, represented by suicide as the second leading cause of death iragellege
students (McCarthy & Salotti, 2006). According to Silverman (1993, p. 329):

There is no more painful disruption of the rhythm of campus life than that of a

student suicide. Such an event brings to halt the daily pattern of teaching,

research, and scholarship that define university life, as well as brings istique
individual concerns about vulnerability and destiny.

In conclusion, suicide is considered the most significant negative outcome
associated with depressive symptoms in college students. The researclsshggest
individuals that are having the most difficulty coping with academic, social jrzemtfal

stressors are at the greatest risk of suicide. Although the most sign#igaitte is not

the only high risk behavior related to depressive symptoms in college students.
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High Risk Behaviors
High risk behaviors related to depressive symptoms in college students have been
reported. These behaviors include misuse of alcohol, smoking, eating disorders, and
casual sexual encounters. The misuse of alcohol has been identified as &high ris
behavior in college students that is related to depressive symptoms (Begk2 @&l
Eshbaugh, 2008). A study of almost 900 undergraduate students reported that students
who classified as depressed, reported drinking alcohol less frequently insgoeitions,
but more frequently in a context of emotional pain. It was suggested that troba st
were using alcohol as a means of coping with stress, thus self-medtoadiieyiate
their emotional pain (Beck, et al., 2008). Similar results were revealed in anaibgr cr
sectional study of alcohol practices of college students (N = 316). Sdwvenfyercent
of the participants in this investigation were either freshmen or sophomoresmnast a
all were Caucasian (98%). Significant correlations were presenedetepression (r =
.26, p< .001), loneliness (r = .12,9¢.05), stress (r =.19,4 001) and problematic
drinking. Twenty-nine percent of the subjects in this investigation reportethéat
alcohol intake had negatively affected their grades during the past acagamicThere
was not a statistically significant difference between gender. Howenersihalf £
40%) of both women and men indicated they had at least one binge drinking episode
during the past two weeks. Despite this finding, 80% of women and 77% of men
indicated they did not consider their drinking problematic, which is alarming éaghb

2008).
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Smoking has been identified as a high risk behavior related to depressive
symptoms (Kenney & Holahan, 2008; Ridner, 2005; Schleicher, et al., 2009¢rdssa
sectional investigation of college students (N = 204; 62% Caucasian), a significant
relationship was discovered between depressive symptoms and average dattg cigare
smoking. Students were divided into two groups based on their results on the Beck
Depression Inventory. The low depressive symptom group scored nine or below (N =
100); and the high depressive symptom group had scores greater than nine (N = 104).
Results demonstrated that students with fewer depressive symptoms smoked@as aver
of 27 fewer cigarettes per week than students who reported a greater number of
depressive symptoms €.05) (Kenney & Holahan, 2008). Higher depressive symptoms
significantly predicted a greater number of cigarettes being smoked dueipgst month
(p =.007) in another cross-sectional investigation of undergraduate smokers (N = 315).
Once again, this study had a homogeneous sample, with 94.2% of participants being
White and non-Hispanic (Schleicher, et al., 2009).

In another cross-sectional study, college students (N = 788) from a large public
university completed a questionnaire examining factors that predict smokingasizewc
students comprised the majority of participants (90%). Results indicateditrexitc
smokers demonstrated a greater level of depressive symptoms than non-siokers
study limitation was that depressive symptoms were measured utilizingtieeabWell-
Being Scale, and not by an instrument such as the Beck Depression Inventery or t

Centers for Epidemiological Studies of Depression Scale (Ridner, 2005).
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The relationship between depressive symptoms and eating disorders among
college women was examined in a study of undergraduate women (N = 322). Women
were largely Caucasian (N = 74%), and college sophomores (41%). Depressive
symptomgCenters for Epidemiological Studies of Depression Scale) and eating disorde
symptoms (Eating Disorder Inventory-2) were measured. Results deneshstrat
significant positive correlational relationship between depressive sympiansating
disorder symptoms (r = .52,40.001) (VanBoven & Espelage, 2006). A significant
relationship was also noted in a study examining depressive symptoms and weight
concerns in college students. Undergraduate students (N = 681) with higheosdbes
CES-D had significantly higher weight concerns as measured by the Stevdaght
Concerns Scale (a five-item self report scale designed to assesb\iegght gain, worry
about weight and body shape, importance of weight, diet history, and perceived fatness).
Participants classified as depressed (CES-D scores >= 16) snareérage of 51.6 on
the Stanford Weight Concerns Scale, participants classified as not ddf@sseD
scores < 16) scored an average of 40.0 on the same scale (p <.01). The panvepmant
largely Caucasian (95%) and female (74%) (Vickers, et al., 2003).

Casual sexual encounters are another negative outcome shown to be associated
with depressive symptoms. In a cross-sectional study of undergraduatess{iient
404), female students with significant depressive symptoms were more tilerigage
in casual sexual relationships. The participants were from a large public uypjv&r%o
were freshmen, and 88.2% were White/non-Hispanic ethnicity. Researchetsd¢pat

females with the greatest number of depressive symptoms had the greatlest of
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sexual partners. To explain these results, it was suggested that femtalbspnessive
symptoms may seek sexual relationships to decrease their feelings afnsahat to
increase their feelings of self-worth (Grello, Welsh, & Harper, 2006). dthan cross-
sectional investigation of students from a large public university (N = 648) the
relationship between depression and risky sexual behavior was also examined.
Participants were representative of the university’s population, which is 708tefem
61% European American, 8% Latina, 4% Asian American, and 6% from other ethnic
backgrounds. A significant positive correlation was reported between highes scor
the CES-D and reported risky sexual behavior (r =. X3,001) (Swanholm, Vosvick,

& Chng, 2009).

In conclusion, several high risk factors have been shown to be related to
depressive symptoms in college students. Although suicide is considered the deadliest
behavior, misuse of alcohol, cigarette smoking, eating disorders, and causal sexual
encounters have also been shown to be significant high risk behaviors assochated wit
depressive symptoms in college students.

Protective Factors to Decrease the Development of Depression

Two protective factors reported to decrease the development ofssigpre
symptoms in college students were found in the literature. Tlaeserd include the
perception of social support (both from family and peers) and spirituality.

Perception of Social Support
Perception of strong social support is important for success in school and life.

Several investigations have examined the relationship between social support and
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depressive symptoms in college students. It has been reported that theagreater
individual’'s perception of family support, friendship support, and a supportive school
environment, the lower incidence of depressive symptoms in college freshmen (N = 176)
(r =-.45, p< .001) (Way & Robinson, 2003). Similar results were found in a study of
African-American female college students (N = 78) where those watiigrievels of
social support from their family reported lower levels of depressive syngpfr = .56, p
<.001). The results indicated that the participants who had mothers that had attended
college reported fewer depressive symptoms. The researchers felt thetswdio had
attended college had been better able to assist their daughters to preparstfessbes
that they may face during the college experience (Reed et al., 1996).

The relationship between college women and their mothers has also been
examined relative to the development of depressive symptoms. In thisectesa
investigation, women (N = 246) were recruited from a large public univerditg. T
majority were Caucasian (94%). Depressive symptoms were measlizguguboth the
Beck Depression Inventory and the Centers for Epidemiological Studiespoé$ion
Scale; and the relationship between college women and their mothers wasetheasur
utilizing the Parental Bonding Instrument. Scores greater than 10 on the Beck
Depression and greater than 16 on the Centers for the Epidemiological Studies of
Depression Scale were indicative of significant depressive symptomolagy maternal
care was defined as affectionless and neglectful relationships betwesatter and her
daughter. College women who reported less maternal care had a four-foldemcrisees

incidence of significant depressive symptoms (Hall, Peden, Rayens, &, R2O€ida.
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Although not a focus of this investigation, the possibility of depressive symptoms in the
mothers, which may negatively impact the mother-daughter relationship, vaglsa
been predictive of the development of depressive symptoms in the participantster Grea
amounts of perceived social resources, defined as family and peer support, have been
found to be related to reduced depressive symptomology in undergraduate college
students from a large public university (N = 300: 118 female and 112 male) who were
mostly Caucasian (71%). Results demonstrated that greater amountslaesociaes
increased an individual's ability to positively adapt to the stressors facailege
(Saltzman & Holahan, 2002).

Rayle and Chung (2007) utilized Schlossberg’s Theory of College Students’
Perceptions of Mattering to study the relationship between family suppadterimg to
friends and family, and academic support in college freshmen from a large public
university (N = 533). Seventy-four percent of the participants were Caucasiah, whi
was representative of the campus population. Results demonstrated thatrireshme
students who felt supported by friends and family and felt they matteredrndsrand
the college, experienced significantly less academic stress thatutleats who reported
that they did not feel supported (F(4, 486) = 4.89, p <.03).

In conclusion, an inverse relationship has been reported between perceiaéd soci
support and the development of depressive symptoms in college students. In other
words, the more social support, the fewer depressive symptoms. Spiritualitly,mdnyc
reflect a different type of support, is another factor that has been examinisdéde in

the development of depressive symptoms in college students.
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Spirituality

The college years are an important time in the spiritual growth of yaduigs as
they begin to search for meaning in their lives. It is during this time trdergs may
begin to examine their own religions and spiritual beliefs (Bryant, Choi, &ntas
2003). Six stages of faith development have been described by Fowler. These stage
represent “faith as a way of construing, interpreting, and responding to tibwes faic
contingency, finitude, and ultimacy in our lives” (Fowler, 1984, p, 52). According to
Fowler, college students would be in the third stage of faith development, known as the
Synthetic-Conventional Faith. It is during this stage that the individual $yataili
develop hypothetical considerations and think using use abstract concepts, begins to
provide the foundation for faith development. Individuals in the Synthetic-Conventional
stage are beginning to develop their own belief systems, however, they malntg se
conform to the beliefs of individuals they relate to, such as family and peersusBeca
they have not fully developed their own belief systems, “there must be a deejoreflec
and examination of what one believes compared to what his/her religion believasrin or
to move on to the next stage” (Fowler, 1984, p. 63).

It has been proposed that, for college students, “spiritual support may be expected
to exert an influence on well-being independent of perceived social support” (Maton,
1989, p. 311). Studies have demonstrated a negative correlation between higher levels of
spirituality and depressive symptoms in college students (Maton, 1989; Muller &Denni
2007; Turner-Musa & Lipscomb, 2007; Young, Cashwell, & Shcherbakova, 2000).

There is a limited amount of research examining the relationship betwe&mnasipirand
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college students. One possible explanation may be difficulty in developing an
operational definition of spirituality (Hayman, et. al, 2007). Spirituality i@ggb all
human beings universally (Oldnall, 1996). Spirituality is described as nondemonihationa
and non-institutional, applying to both believers and nonbelievers (Baldacchino &
Draper, 2001). Spirituality is also viewed as an individualized experiencetu8lyi
can be defined as “the experience of an integration of meaning and purpose in life
through connectedness with self, others, art, music, literature, nature, or a pEater g
than oneself” (Burkhart & Solari-Twadell, 2001, p. 49). In contrast, religion vgedeas
an organized way of expressing spirituality for some individuals, often in tre soc
setting of a faith community (Gordon & Mitchell, 2004). Religion focuses upon a shared
belief system among a group of people that includes a variety of signifieaticps
(McEvoy, 2003). Thus, religion may be utilized as an expression of individual
spirituality, however, individuals who are not religious may still have strong individua
spiritual beliefs (Baldacchino & Draper, 2001).

Spirituality has been associated with coping and life changes for caliege-
students. In a longitudinal investigation of the adjustment of freshmen (N & é8lJdége
life, spirituality was found to be a significant factor in the ability to cojik stress (r =
A7, p< .01) (Maton, 1989). A large study of undergraduate students (N = 303) reported
a significant negative correlation between depressive symptoms and Bfyirjtu=a-.14,
p < .05). The authors used this negative correlation to support their hypothesis that
spirituality can serve as a moderator between negative life events amyéhepahent of

depression in college students (Young, Cashwell, & Shcherbakova, 2000). Another study
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(N = 180) reported those college students who reported greater levels of chémege in t
lives also had lower levels of spirituality. Among the students reporting lewas of
spirituality, however, there was a strong interest in developing greatés (&
spirituality. Thus, students may be seeking the development of deeper spirdanaigne
in their lives (Muller & Dennis, 2007). In African American college students @41),
lower levels of spiritual well-being have been related to increasedahlaoti cigarette
usage (Turner-Musa & Lipscomb, 2007). However, this study did not measure depressive
symptoms. Therefore it is unclear if these students are also demonstrategsepr
symptoms in this study. Because high risk behaviors (e.g. alcohol) deel tela
depressive symptoms, this would have been an important variable for study.

In conclusion, the college years are an important time of spiritual growth for
young adults. Although few in number, studies have demonstrated an inverse
relationship between spirituality and depressive symptoms in this age group. Thus,
higher levels of spirituality may be a protective factor against the dewelpof
depressive symptoms in college students. Although perceived social support and
spirituality have been demonstrated to serve as protective factors in thepteset of
depressive symptoms in college students, one limitation noted in the literaturkackthe
of concurrent evaluation of these factors. When perceived social support and gpiritual
are examined together they may provide a clearer picture of factogaian important

role in the development of depressive symptoms.
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Theoretical Framework

The theoretical framework guiding this study is based upon Lazarus and
Folkman’s conceptualization of stress, appraisal and coping (see FigurecbrdiAg to
Lazarus and Folkman, psychological stress “is a particular relationshipdretiane
person and the environment that is appraised by the person as taxing or exceeding his or
her resources and endangering his or her well-being” (1984, p. 19). People respond
differently to potential causes of psychological stress, and cope with psyichbkigess
in different ways. Individuals possess differences in their sensitivity, vbitigraand
interpretations of psychological stress. There are two processes thét tarenédiate
the relationship between the person and the stressor, these include cognitisakbgapdai
coping (Lazarus & Folkman, 1984).

Cognitive appraisal “reflects the unique and changing relationship takirg plac
between a person with certain distinctive characteristics (values, cowemtst, styles of
perceiving and thinking) and an environment whose characteristics must beepradidt
interpreted” (Lazarus & Folkman, 1984, p. 24). While completing cognitive aplpraisa
individuals attempt to understand the psychological stress and its signifaatioeir
well-being. How a person appraises a stressor influences how he or slopwiilas well
as the emotional reaction that will result. Cognitive appraisal can be dividegvint
steps, primary and secondary (Lazarus & Folkman, 1984).

During primary cognitive appraisal individuals determine what is at stakent&
in the environment are categorized as either irrelevant, benign-positivaressius. An

event that is not felt to require any action is categorized as irrelevants ¢vat may
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enhance and individual’s well-being are categorized as benign-positive, andtbaents
are viewed as harmful, threatening or challenging are categosztreasful (Lazarus &
Folkman, 1984).

During secondary cognitive appraisal, the individual evaluates all possible coping
actions when faced with a stressful event. Secondary appraisal is a compéss proc
during which the individual evaluates not only all coping options that are available, but
also the potential outcomes that may result when employing particular ayiogs,
and his or her ability to perform these coping strategies effectively. didila who
possess limited coping resources, or the inability to employ adaptive copiogspptie
considered vulnerable (Lazarus & Folkman, 1984).

There are several factors that may influence how a person appraiseatan eve
One of these factors is commitment, defined as how important the event is tcstive per
The greater the importance of an event to an individual, the greater the risk astuidivi
may be more vulnerable to stress in that area. A second factor is belhefispertsonal
or cultural possessed by an individual. Beliefs are preexisting notions that tegipide
what events are happening in the environment, and the understanding of their meaning.
Other factors that influence appraisal include the novelty, predictabiityigaity,
timing of the event in relation to the individual’'s developmental stage, asaell a
temporal factors (imminence, duration, temporal uncertainty) (Lazarusk&ngal
1984).

The second process felt to mediate the relationship between the person and the

stressor is the coping process. Coping is defined as “constantly changnitteand
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behavioral efforts to manage specific external and/or internal demandsethapaaised
as taxing or exceeding the resources of the person” (Lazarus & Folkman, 1984, p. 141)
Individuals may use different methods of coping in different situations, based upon
continuous appraisal of the stressors. There are two main forms of coping, emotion-
focused and problem-focused (Lazarus & Folkman, 1984).

Emotion-focused coping can assist the individual to change his or her perspecti
on a stressful situation without actually changing the situation. Some esawmhple
emotion-focused coping skills include avoidance, minimization, hope and optimism.
Problem-focused coping utilizes problem solving skills to attempt to overcome the
stressful situation. Some examples of problem-focused coping skills includepiergel
alternative solutions to the situation, weighing cost and benefits of potentiabissjut
followed by action to alleviate the stressor. These two types of copitegstsamay be
either adaptive or maladaptive depending upon the demands of the stressful situation
(Lazarus & Folkman, 1984).

An individual’'s ability to cope in a stressful situation may have a diredteffe
his or her physical and emotional health. When faced with difficulty coping, individuals
may experience increased neurochemical stress reactions, resultingaséac
susceptibility to various illnesses. Secondly, coping can have a negative impact upon
health when it involves the use of injurious substances, including alcohol, illicit drugs,
and tobacco. Coping may have a negative effect on health when it involves the use of

emotion-focused coping behaviors, such as when denial can delay seeking aeeded c
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Finally, coping may have an effect on an individual’'s morale, how he or she feels about
themselves and his or her life circumstances (Lazarus & Folkman, 1984).

The theoretical framework based upon the Lazarus and Folkman’s
conceptualization of stress, appraisal and coping allows for the examinatiortipfenul
factors that may have an impact on depressive symptoms in college freshmese. T
factors include perception of peer support, perception of family supportualsiyit and
coping. The stressors students face while they are adjusting to colertditiding
academic demands, financial pressures, and separation from their usual suppookt ne
will require the use of previously developed coping mechanisms, as well as the
development of new coping strategies. For freshmen students, these stragdoes m
viewed as exceeding their present coping resources, thus leading to whas vaaald
define as psychological stress. It is known that people respond differently toglotenti
causes of psychological stress, and cope with psychological stress in diffaysnt
When using Lazarus and Folkman’s model as a framework, perception of peer support,
perception of family support, and spirituality can be viewed as affeatimgdasidual’s
sensitivity, vulnerability, and interpretations of psychological stressh &ahese
factors can be assessed for the amount of impact they may have on the ability to cope
both individually and in combination. Through a comprehensive examination of
multiple factors that may be predictive of coping, further information can bedaito

the development of depression in college freshmen.



CHAPTER THREE
METHODOLOGY
The overall purposes of the study were to 1) Describe the levels of stress, coping
and depressive symptoms among college freshmen, 2) Explore the relationships among
stress, coping, depressive symptoms, as well as the positive influencesalgpirit
family support, peer support) and negative influences (financial pressure tisapaoan
family) and the impact of these variables on college freshmen, 3) Determiiaettrs
that are most predictive of depressive symptoms in college freshmen, and 4) Dadelop a
test a model of the mediating effect of coping on the relationship betweerestiethe
development of depressive symptoms in college freshmen. The design, setting, sampl
instruments, ethical considerations and limitations of this study will now bedeoedi
Design
The research design chosen for this investigation was a cross-sectionptidescr
correlational design. A cross-sectional study requires that all data eetedleither at
one time, or within a short period of time, and a correlational design is approprete wh
the available literature on particular topics demonstrates adequate ibormecessary
to suspect the nature of the relationship between variables (Brink and Wood, 1998).
Previous research has demonstrated the relationship between the variadtérestfin

this investigation while examining only one or two factors at a time. This study
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evaluated the relationships between multiple factors that have not previously been
investigated.

Several other aspects of this investigation were appropriate for ubizzta cross-
sectional descriptive correlational design. First, a correlationgjrdegsamines the
variables as they exist with no attempt to manipulate or change any ofitidesof
interest (Brink & Wood, 1998). This investigation assessed the variables ekinter
through the implementation of questionnaires. These questionnaires were cioyplete
the participants based upon their current life experiences, measuring #iegais they
exist in the real world. There was no attempt to initiate any manipulation of the
variables. Secondly, a correlational study is completed in the participaitisl
environment (Brink & Wood, 1998). The data collection procedures were completed on
the college campus. Finally, a descriptive correlational design muse atisample that
represents the population of interest (Brink & Wood, 1998). The population of interest
for this investigation was freshmen students at two private, religioudlateff four-year
universities in the Midwestern United States. Through the implementation witmesmt
techniques for participants, the sample was representative of the population as.a whol
Setting

Two private religiously affiliated four-year universities in the Midwesténited
States were utilized as the setting for this study. University A, isdd@mn 320 acres in
Northwest Indiana, and is a private, Lutheran university that was establish889. It

has over 70 undergraduate programs, 40 master’s degree programs, and a Sckool of La
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The overall faculty-student ratio is 13:1, with an average class size of 22 students
(University A, 2010).

The second setting is a private, Jesuit, Catholic University establishedOn 18
This university has five campuses. There are over 71 undergraduate majors, 85 master
degree programs, and 31 doctoral degrees. The overall faculty-studerst 14tib
(University B, 2010). Data collection for this study occurred on the Lake Shore Campus

Sample

A convenience sample was utilized in this investigation. First sems=stanfen
college students were recruited from two private religiously affdiataversities in the
Midwestern United States. The first sample was obtained from a population which
includes approximately 900 freshmen students at University A, a private amther
University located in Northwest Indiana. University A has a total enrotlimied, 980
students (2,885 undergraduate students, 1,095 graduate students). Forty-eight percent of
the students are male, and 52% are female. The majority of the studaMsitarenon-
Hispanic (74.7%), followed by Black, non-Hispanic (5.1%), Hispanic (3.7%), Asian or
Pacific Islander (1.7%), American Indian or Alaska Native (0.3%), andethogcity
unknown (8.3%). The most commonly reported religion for all undergraduate students at
University A is Lutheran (26%), followed by Catholic (20%). Sixty-six peroé¢iie
undergraduate students live in residence halls. Approximately 35 percent et s
are from Indiana, and 25 percent are from lllinois. The remaining studerftem the

other 48 states and over 40 international countries (University A, 2010).
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University A offers counseling services to all full-time undergraduatdests.
The counseling center is staffed by a director, who is a licensed psychalugjisealth
service provider in psychology, a consulting psychiatrist, and five sta#ists.
During the 2008-2009 academic year, the counseling center had a total of 220 students
present for first-time appointments (approximately 7.6% of undergraduate popyla
47 of which were freshmen students (approximately 5.2% of freshmen population) (S.
Cooper, personal communication, February 22, 2010).

The second sample was obtained from a population including approximately
2,076 freshmen at University B, a private Jesuit university. University B todsl a
enrollment of 15,879 students (10,077 undergraduate students, and 5,802 graduate
students). The majority of the students are White, non-Hispanic (69.0%), followed by
Asian or Pacific Islander (13.2%), Latin American (7.7%), African Ao@eTi(3.0%),
Puerto Rican (1.9%), Native American (0.2%), and other race/ethnicity (3.9%)madst
commonly reported religion for all undergraduate students at University B ialRom
Catholic (62.4%), followed by Protestant (8.7%), Muslim (4.8%), Eastern Orthodox
(2.6%), Hindu (2.6%), Jewish (1.7%), and Buddhist (0.2%). Eighty-six percent of the
freshmen live in residence halls (University B, 2010).

University B offers counseling services to all full-time undergraduatiests.
During the 2008-2009 academic year, there were a total of 4,302 visits to the Wellness
Center for mental health needs. This represents a total of 900 students (apielgxim
8.9% of undergraduate population) who received mental health services during that time

(D. Asaro, personal communication, March 15, 2010). Information on the number of
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first time appointments and the number of freshmen receiving mental healthsatvice
University B during the 2008-2009 academic year is not available (D. DeBoswnpé
communication, February 22, 2010).

There was no quota established to require a specific number of individuals from
specific ethnic groups, however, the sample obtained was representative of éhe entir
population of freshmen students at University A and University B.

Inclusion

The inclusion criteria for participants in this investigation included: $esnester
freshmen, full-time, first year on campus, college students; able to readismohw
English; both male and female students; and participants were between the ages of 18
thorough 20 years of age.

Exclusion

Exclusion criteria for participants in this investigation included students edroll
in graduate or doctoral programs of study.

Recruitment and Procedures

The recruitment of subjects at University A was completed in collaboraitt
the Freshmen Core: The Human Experience program. All first semestenéreat
University A participate in the Core program, which meets four days pér wee
throughout the first year of college. The focus of the Core program is “whaaiisn
what it has meant, and what it will mean in the future to be human,” (University A,

2010).
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There are approximately 35 sections of Core, and each section of Coresaoinsist
approximately 20 students. Subjects for this study were recruited from 6 randomly
sections of Core during the Fall 2010 semester. The investigator scheduled 8pexsf
with individual course faculty members to attend these classes during t2eHall
semester. During these visits, the investigator provided a brief prgsemiaout the
study to all of the students in the class (see Appendix F). Following the prieseriket
course faculty members dismissed students approximately 10 minutes rectlye a
investigator requested students to remain in the classroom if they would like to
voluntarily participate in the study. If students choose to participate, tneyleted a
guestionnaire booklet that took approximately 15-25 minutes (personal communication,
J. Ruff, February 11, 2010).

After each subject completed the booklet, they were provided with an envelope
containing a five-dollar coupon, which could be utilized at any of the dining locations on
campus. Written materials describing mental health services avaliedlgh the
university counseling center, as well as in the local community, were includieel i
envelope as well (see Appendix G).

The recruitment of subjects at University B was completed in collaborattbn wi
the First Year Seminar Program. All freshmen at University B paateein the First
Year Seminar Program, which meets one day per week. The focus of théehkirst
Seminar Program is “to provide a comprehensive and extended orientation thatics holis
in nature, but focuses on academic success and students’ transition to college”

(University B, 2010).
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Each section of the First Year Seminar Program consists of 20 students. sSubject
for this study were recruited from 6 sections of the First Year SeminaraRralyring
the Fall 2010 semester. The investigator scheduled specific times to attencdbses
during the Fall 2010 semester with the director of the First Year Seminaafrog
During these visits, the investigator provided a brief presentation about thecaldgf
the students in the class (see Appendix F). Following the presentation, the ccultge fa
member dismissed the students approximately 10 minutes early, and the ibmestiga
requested students to remain in the classroom if they would like to voluntaribipgzei
in the study. If students choose to participate, they completed a questionnaire habklet t
took approximately 15-25 minutes to complete. After completion, each student was
provided with an envelope containing a Rambler Buck card with a value of five-dollars
This Rambler Buck card can be utilized for purchases at several campusiecati
including copy centers, dining services, vending machines, and parking. Written
materials describing mental health services available through the ityicermseling
center, including after hours crisis care, were included in the envelopel ésagel
Appendix G).

Sample Size

It was determined that to complete the appropriate statistical anafydata, a
sample size of approximately 200 students will be required for this study. Tip&esa
size was estimated by using the correlation coefficient method for asaossaal study.
For this calculation, the level of significance, or alpha, was set at 0.05. An alpha of 0.05

will allow for a 5% risk of a Type | error (Polit & Beck, 2004). The betalfics t
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calculation was set at 0.20. The beta of 0.20, allows for a power of 80%. Because the
focus of this study is examining if relationships exist between the variables, not
predicting the direction of these relationships, a two-sided hypothesis masiehasen
(Hulley, Cummings, Browner, Grady & Newman, 2007).

The effect size, also an important determinant in calculation of sample size,
represents the strength of the relationships between variables (Polik&2Bed).
Previous research examining the relationships between several of tlideganahe
proposed study has yielded correlations ranging from .24 to .59 (see Table 3). No
previous research has examined the correlations between all of the vanabigstudy.
Based upon review of the research that has been completed between severalidy the st
variables, a conservative, small effect size between 0.20 and 0.25 was chosen.

When using the correlation coefficient method for this cross-sectional study wit
the chosen alpha of 0.05, beta of .20, and power of 80%, and an effect size between 0.20
and 0.25, it was estimated a total sample size of 160 subjects will be required for this
study (Hulley, et. al, 2007, p. 89). An additional 25% was added to account for missing
data, resulting in an approximate sample size of 200 students.

A total of 188 subjects participated in this study, 95 from University A, and 93
from University B. There were a total of 11 booklets found to be missing more than 20%
of the data. These booklets were deleted from further data analysis. Onersplojet!
an age of 17 years, and this booklet was deleted, as the focus of the study was on
freshmen students ranging form 18-20 years of age. Therefore, a total of 188 usable

booklets were utilized in the data analysis.
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Instruments

There were seven instruments for data collection. The seven instruments include:
Center for Epidemiologic Studies Depression Scale; Daily Spiritual Eexpexs Scale;
Multi-Dimensional Scale of Perceived Social Support Scale; Inventorpltéde
Students’ Recent Life Experiences; Ways of Coping Questionnaire; and echodi
version of the Youth Risk Behavior Surveillance System. The concepts as well as t
measurement of the concepts are presented in Figure 2. In addition, a table of all
measurements is included in Appendix E.

Center for Epidemiologic Studies Depression Scale

The Center for Epidemiological Studies Depression Scale (CES-B)$saé
Appendix E) was developed in 1977 to provide a scale to measure depressive
symptomology in the general population (Radloff, 1977). This was the first scale
developed to measure the epidemiology of depressive symptoms in the general
population, as previous scales were developed to measure depressive symptoms in the
clinical setting. The CES-D Scale is a 20 question self-report scal®thiaed upon the
current level depressive symptoms an individual may be experiencing (Radloff, 1977)

During development, this scale was tested for reliability, validity actdifa
structure when examining depressive symptoms in both psychiatric patients and the
general population. The researchers took several steps in the testing ofvthis ne
instrument. First, interviews lasting approximately one hour in length eeenpleted by
a lay interviewer in the homes of 1,173 individuals from Kansas City, Missouri, and

1,673 individuals from Washington County, Maryland. Probability samples that were felt
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to be representative of the communities were chosen from each of these locations.
Secondly, seventy patients from a private psychiatric facility in Washr@bointy,
Maryland, were also asked to complete the questionnaire. Immediately fgjltve
completions of the questionnaire, each of these patients was interviewed by onayf the
interviewers that completed the general population interviews in WashingtoryC
Maryland. Next, thirty-five individuals from an outpatient treatment progaam f
depression were also asked to complete the CES-D Scale. Clinicians workirigesé
patients were asked to complete both the Hamilton Rating scale and the Raskim on eac
these individuals for data comparison (Radloff, 1977).

The scores on the CES-D Scale were different between the general population
sample and the psychiatric patient model. Using the cutoff score of 16, 70% of the
individuals from the psychiatric setting demonstrated significant depressive
symptomology, whereas only 21% of the general population sample demonstrated
significant depressive symptomology. These results were felt to dentenstra
discriminate validity between the two groups. The authors felt the instrument
demonstrated content validity because all of the items were developed throefgh ca
evaluation and review of the symptoms of depression (Radloff, 1977).

The results of these investigations demonstrated high reliability, with a
Cronbach’s Alpha of .85 in the general population, and .90 in the patient sample. The
CES-D Scale measures current depressive symptomology, not the stabilpyesistes
symptoms over time, however, test-retest correlations were completed idstimgnent

development. The authors note that the time between test-retest data coltedtiarg
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from several weeks to several months, and unexpected life events for th@gatsici
could have impacted their scores. However, the correlations between thestsdst-ret
scores ranged from .32 to .54 for the data collected through re-interview, and .51 to .67
for the data collected through mail-backs (Radloff, 1977).

The questions on the CES-D Scale focus upon depressive symptomology during
the past week, and are rated on a scale of the following: “rarely or none ofél@)Xim
some or a little of the time (1); occasionally or a moderate amount of timen@nast
or all of the time (3)” (Radloff, 1977). The CES-D is scored by totaling the sfmres
each of the items. Four items on the instrument, numbers 4,8,12, and 16 are reversed
scored. Unlike other depression scales used prior to the CES-D Scale, &his soal
intended to be utilized as a clinical diagnostic tool. Individual scores should not be
interpreted as diagnostic criteria, however, groups with average high saofes ca
identified as at risk for depression (Radloff, 1977).

Daily Spiritual Experiences Scale

The Daily Spiritual Experiences Scale (DSES) is a 16 item self-reqaie s
developed in to measure an individual’s ordinary spiritual experiences in studies
examining health, both physical and emotional (see Appendix E). The DSES was
designed to be completed in less than two minutes. Because it does not measige specif
beliefs or behaviors, the DSES is designed to measure spirituality, regastibn
individual’s religious beliefs. It was hoped by the individuals who developed thes scal

that will assist with “the establishment of a pathway by which religiogsaed
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spirituality might influence physical and mental health” (Underwood &3ie2002, p.
23).

The DSES has demonstrated strong psychometric properties. To begin with, the
scale demonstrates strong content validity. In the development of the scaleewse
were conducted both with individuals and focus groups with persons from various
religious backgrounds. The qualitative data collected in these interviews wdrous
develop the items to be included on the scale. Then these items were then refined
through further qualitative interviews, as well as review by the expmgtesenting the
World Health Organization Working Group on Spiritual Aspects of Quality-of-Life
(Underwood & Teresi, 2002).

Initial evaluation of the psychometric properties took place during threeasepar
investigations with included the DSES. The first investigation took place at Rush
Presbyterian St. Luke’s Medical Center in Chicago, where the DSE&$eladed as an
instrument in the Study of Women Across the Nation. The second investigation took
place at Ohio University Medical Center in a study of the spiritual diroesgif patients
with arthritis. The third investigation took place at Loyola University and éstupon
individuals from the University of Chicago area (Underwood & Teresi, 2002).

The results of all three investigations demonstrated high levels of rigiait
validity for the DSES. The inter-item correlations for the instrument ramged.60 to
.80, with an overall Cronbach’s alpha of .94. Exploratory factor analysis of the data

collected in the initial investigations demonstrated the 14 of the items loading on one
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factor (.69 to .93) with two items loading on a second factor (.77 and .78) (Underwood &
Teresi, 2002).

The questions on the DSES focus upon the expression of spirituality in daily life.
The instrument does not provide a specific timeframe for individuals, leaving this as
open-ended for subjects. The first 14 items are rated on a scale of the follomang:
times a day (1); every day (2); most days (3); some days (4); once irea(syhénd
never or almost never (6)” (Underwood, 2006, p. 12). The final two items, numbers 15
and 16, are rated on a scale of the following: “not at all close (1); somewbkat(2);
very close (3); and as close as possible (4)” (Underwood, 2006, p.12). Item number 16
on the instrument is reversed scored. The DSES is scored by totaling the@ceaes f
of the items. Although there is no cutoff score for the instrument, individuals with lowe
scores are considered to be demonstrating a greater number of spiritui@negser
(Underwood, 2006).
Multi-Dimensional Scale of Perceived Social Support

The Multidimensional Scale of Perceived Social Support (MSPSS) was developed
to address an individual’s subjective perceptions of the adequacy of social supgort (se
Appendix E) (Zimet, Dahlem, Zimet, & Farley, 1988). Prior to the development of the
MSPSS, the instruments available mainly focused upon the objective measurement of
social support. The need for an instrument to focus upon the subjective assessment of
social support was first noted following an investigation of social support in 227
introductory psychology students at the University of Washington (Sarasonglevin

Basham, & Sarason, 1983). The results of this investigation indicated that an intividual
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perceived number of social supports and reported satisfaction with these sweaperts
two different aspects of the concept of social support. The investigators feltwues
factors should be evaluated separately in future research studies (Sagasua,
Basham, & Sarason, 1983). The MSPSS was the first instrument developed that could
measure the individual’s perception of satisfaction with their social supportnmy s
measure the objective measure of the number of social supports availablg (Zime
Dahlem, Zimet, & Farley, 1988).

The initial investigation utilizing the MSPSS was completed using 275 students

from an introductory psychology course at Duke University. The instrumenteditih
this investigation were completed in a group setting as a requirement for ¢t abory
psychology course. The subjects in this investigation included 136 women and 139 men
whose ages ranged from 17 years to 22 years of age, with the mean age beiagr8.6
One hundred and eighty-five of these individuals were freshmen, 67 were sophomores,
20 were juniors and 3 were seniors at the time of the investigation. Each of the 275
subjects completed the initial version of the MSPSS, which consisted of 24 itaresdoc
upon their perceptions of social support from their families, friends, and significant
others. This initial version asked subjects to rate their agreement or disagtdo each
statement on a 5-point Likert scale. Subjects were also asked to complete thesHopki
Symptom Checklist. The Hopkins Symptom Checklist is a 58 item, self-report
guestionnaire developed to measure the severity of symptoms associhtedrioiis
psychological problem areas. The five problem areas include: somatizatiosj\abses

compulsive behavior, interpersonal sensitivity, anxiety, and depression. Thas Soon
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two problem dimensions of the Hopkins Symptom Checklist, depression and anxiety,
were evaluated for their correlation to perceived social support scoteseéluation of
data from this initial investigation, two changes were implemented whicha@sulthe
currently available version of the MSPSS. First, repeated factor anafythie data from
this initial investigation indicated that 12 of the items did not directly address soc
support. Therefore, these 12 items were removed from the instrument. The current
MSPSS consists of a total of 12 items with each of the three subscales cons$isturg
items. These three subscales include perceived social support from fancibyy eer
social support from friends, and perceived social support from significant otleet,(Z
Dahlem, Zimet, & Farley, 1988).

The MSPSS utilizes a 7-point Likert-type scale to allow subjects to exjbreis
amount of agreement or disagreement with the statements presented on tbarcpiesti
Investigators can then calculate total scores for each of the subschled8RSS as
well as the total scale. There is no specific cut-off score for this instriunThe data can
be interpreted, however, as the higher the score of an individual on each of the subscale
and the total scale, the greater their perception of positive social suppaet,(Rehlem,
Zimet, & Farley, 1988). This information can assist researchers to disaterihe
amount of perceived social support among subjects in their investigations. kdsistat
the initial article published on this instrument that this hypothesis was segplorbugh
evaluation of the data collected. The scores from the perceived social support from
family subscale were significantly and inversely related to the scarestiie depression

subscale of the Hopkins Symptom Checklist, r = -.24, p < .01 and anxiety, r =-18, p <
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.01. The scores from the perceived social support from friends subscale were
significantly inversely related to the data from the depression subscaketebpikins
Symptom Checklist, r = -.24, p < .01, however, the data did not demonstrate a significant
relationship between the perceived social support from friends subscale andidtg
subscale of the Hopkins Symptom Checklist. The scores from the perceived social
support on the significant other subscale were significantly and negaglegigd to
scores from the depression subscale of the Hopkins Symptom Checklist, r =-.13, p < .05.
The overall MSPSS score was significantly and negatively related todies $rom the
depression subscale of the Hopkins Symptom Checklist, r = -.25, p < .01 (Zimet, Dahlem,
Zimet, & Farley, 1988).

The reliability of the scores obtained through use of the MSPSS in the initial
investigation was addressed by the individuals who developed the instrument. The
Cronbach’s coefficient alpha, a measure of internal consistency, wastadcidr each
of the three subscales as well as the overall scale scores. The Cronbdthisrdoe
alpha coefficients for the perceived social support from a significant bscale was
0.91, for the perceived social support from family subscale was 0.87, for the perceived
social support from friends was 0.85, and the overall scale was 0.88. The authors felt this
data indicated good internal consistency for the overall scale as wedl tgdh
subscales (Zimet, Dahlem, Zimet, & Farley, 1988).

Approximately two to three months following the initial investigation, 69 of the
275 subjects were asked to complete both the MSPSS and the Hopkins Symptom

Checklist in an evaluation of test-retest reliability. The data from thense
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investigation were then evaluated to determine the test-retest rgliabthe data. The
Cronbach’s coefficient alpha coefficients for the perceived social supportef
significant other subscale was 0.72, for the perceived social support from fabstate
was 0.85, for the perceived social support from friends was 0.75, and the overall scale
was 0.85. The authors felt this data indicated good internal reliability and aglequat
stability over time for the overall scale as well as the three sub¢Zatest, Dahlem,
Zimet, & Farley, 1988).

Inventory of College Students’ Recent Life Experiences

The Inventory of College Students’ Recent Life Experiences (ICSRLE) was
developed in 1990 to assist in the measurement of the effects of everyday stress on
physical and mental health of college students (see Appendix E). The ISCRIltEewa
first instrument developed for this specific population. The ISCRLE is a 49 question
self-report scale which focuses on life experiences of collegerdgtuoleer the past
month, and are rated on a scale of the following: “not at all part of my life (1); only
slightly part of my life (2); distinctly part of my life (3); very much paf my life (4)”
(Kohn, Lafreniere, & Gurevich, 1990, p. 628). The ICSRLE instrument is scored by
totaling the scores for each of the individual items. There is no cutoff score for the
ICSRLE, however, individual’'s with higher scores are felt to be experienobagey
effects of everyday stress (Kohn, Lafreniere, & Gurevich, 1990).

During development, this scale was tested for reliability, validity artdriac
structure. The initial investigation involving the ICSRLE included a total of 208

undergraduate students recruited form a psychology class at York Univiecsityd in
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Canada. The mean age of the subjects was 22.99 (SD = 5.66), 50 were male, 156 female,
and 2 subjects did not indicate their gender on the questionnaires. Each of the subjects
completed the initial version of the instrument, which contained a total of 85 items.
Subjects also completed the Perceived Stress Scale, which was felt tdidlgeaard
valid measure for perceived stress (Kohn, Lafreniere, & Gurevich, 1990).

The analysis of the data collected during initial investigation was cosdplising
100 randomly selected subjects to determine the item-selection subsamplieethen t
remaining 108 subjects for the cross-replication sub-sample. The 49 items ondhe initi
instrument which correlated with the Perceived Stress Scale at a @ukealptha of 0.5
were included in the item-selection subsample. This subsample then becasne item
subjected to further testing (Kohn, Lafreniere, & Gurevich, 1990).

The results of the initial investigation of the ICSRLE demonstrated strong
psychometric properties. First, a high reliability, with a Cronbach’s Alph@9%0ivas
reported. Secondly, construct validity was demonstrated through analysis of the
correlation with the Perceived Stress Scale, .67 (p <.0005). Finally, a total of seve
factors were discovered through the use of principal-axis factoring. E#oh séven
factors selected had a minumum eigenvalue of one. The seven factors include:
developmental change; time pressure; academic alienation; romantenpsphblksorted
annoyances; general social mistreatment; and friendship problems (Kohn, Lafr&nie
Gurevich, 1990).

The psychometric properties of the ICSRLE were analyzed in a study of 216

American undergraduate students from a midwestern university. Subjeetseamerited
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from psychology courses, with a mean age of 23.05 years (SD = 6.15), 69 male, 147
female, and 90.7% White. The subjects in this investigation completed the ICSRLE a
well as the Perceived Stress Scale, the Daily Hassles ScaledRé¢ves€ollege
Maladjustment Scale and the Brief Symptom Inventory (Osman, Barrios, Ldegné&c
Osman, 1994).

The results of this investigation demonstrated strong psychometric properties of
the ISCRLE in a group of American College Students. The Cronbach’s alpha fotaihe t
scale was .922. Correlations were also calculated for each of the seven faotprg
from .54 to .80. A seven factor-model was found to have a goodness-of-fit index greater
than the pre-established requirement of .90, and adjusted goodness-of-fit index of .80
(GFI = .94, AGF I=.93). The results also demonstrated construct validity, sesthis
from the ICSRLE significantly correlated (p < .001) with the results obther stress
measures utilized (Osman, Barrios, Longnecker, & Osman, 1994).

Ways of Coping Questionnaire

The Ways of Coping Questionnaire was developed in 1985 after revision of the
Ways of Coping Checklist (see Appendix E). The Ways of Coping Checklist was
developed in 1980 to assist in measuring how an individual thinks and acts to cope with
the demands of a specific stressful encounter. The Ways of Coping Checklisewas t
first instrument felt to examine how coping mediates the relationship betwessoss
and an individual’s well-being. The original checklist contained 68 items focused upon
daily stressors, and subjects answered these items in a yes-no forkagfFé&l

Lazarus, 1980).
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In 1985, the WOC questionnaire was developed following revision of the Ways of
Coping Checklist. There are several differences between these two inssuifiest,
the WOC questionnaire was adapted to contain a 4-point Likert scale, not the yes-
format. Second, nine items were eliminated from the original instrument bebayse
were felt to be unclear, and several items were reworded to provide greaier cla
Finally, several new items were added, resulting in the present 66 item ingtrume
(Folkman & Lazarus, 1985).

During development, the WOC questionnaire was examined for reliability,
validity and factor structure. The initial investigation using this instrumenséztupon
undergraduate students (N =108, 60% female) at the University of CalifornkdeyBer
This longitudinal study examined the changes in coping processes of the studesus rela
to an examination. Data were collected at three time points: two daysopther
examination; five days after the examination was completed, prior to the posting of
grades; and five days after the examination grades were posted (Folknaaar&is,

1985).

Analysis of the data resulted in eight factors, which have been divided into eight
individual scales on the instrument. Fifteen items that did not clearly refigcf ghe
factors were deleted from the instrument. These eight scales includdenpifocused
coping (items 62, 46, 39, 52, 35, 26, 64, 54, 39, 2, and 48); wishful thinking (items 55,
38, 57, 59, and 11); detachment (items 21, 13, 24, 12, 4, and 53); seeking social support
(items 45, 18, 28, 31, 8, 42, and 60); focusing on the positive (items 23, 38, 20, and 15);

self blame (items 9, 29, and 51); tension reduction (items 32, 33, and 66); and keep to self
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(items 14, 40, and 43) (see Appendix F). The results for each individual scale were
analyzed, there was no analysis completed on the total scale score edlcAladlysis of
the data from this investigation also demonstrated adequate reliabil@gdbrof the
eight scales. The Cronbach’s Alpha for the scales were reported as pfotlsed
coping (0.88), wishful thinking (.86), seeking social support (0.82), self blame (0.76),
focusing on the positive (0.70), keep to self (0.65), and tension reduction (0.59) (Folkman
& Lazarus, 1985).

An investigation was completed to compare the results from the origina ¥¥ay
Coping Checklist and the revised WOC questionnaire in various populations.
Participants in the study included psychiatric outpatients (N = 83), spouses ofsatie
with Alzheimer’s Disease (N = 62), and medical students 9 (N = 425). Partidipants
this investigation completed both instruments. The results of this investigation
demonstrated the revised WOC questionnaire provided higher or equal results for the
coping scales (see Table 4). Results also demonstrated strong concumlépt aali
examined in the medical student population. Medical students who were currently
undergoing group therapy on coping with stress scored higher on both the original and
revised instruments than the medical student who were not involved in group therapy.
Finally, the data demonstrated no demographic bias in either of the instrumiéadisqV
Russo, Carr, Maiuro, & Becker, 1985).

The WOC questionnaire is scored through analysis of each of the eight ssibscale
This analysis is completed by summing the scores for each of the eight ssbhSdatre

is no cutoff score for the WOC questionnaire (Folkman & Lazarus, 1985).
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Youth Risk Behavior Surveillance System

The Youth Risk Behavior Surveillance System (YRBSS) was developed by the
United States Center for Disease Control in 1991. The YRBSS contains a total of 98
items, and is a self-administered survey. The purpose of the YRBSS is “to monitor
priority health-risk behaviors that contribute substantially to the leadinges of death,
disability, and social problems among youth and adults in the United States&(Bet
al., 2004, p. 1). The YRBSS was developed to measure high risk behaviors in students in
grades nine through twelve. The results of the YRBSS provide longitudinal datd relate
Cronbach’s Alpha to high risk behaviors in this age group, as well as provide the ability
to compare incidence of high risk behaviors among different geographiotmscand
racial groups. The Centers of Disease Control provides financial fundinduoateonal
agencies throughout the United States to complete the survey students in grades nine
through twelve on a biennial basis (Brener, et al., 2004).

During the development of the YRBSS, the Centers for Disease Control
completed an analysis of the leading causes of morbidity and mortalitydfeidiuals in
this age group. It was determined that there were four major causesiof chedor
vehicle crashes; unintentional injuries; homicide; and suicide. Unintended preghancie
sexually transmitted infections, alcohol and drug usage were also identiSggphdisant
contributers to mortality and morbidity statistics in this age group. An ingigion of
the survey was developed in 1989 by a panel that was assigned by the Centera$ar Dise
Control. After review by educational experts from throughout the United States, a

revised second version was developed in 1990. After pilot testing was completed on the
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second version, several changes were made leading to the final version developed in
1991. Prior to each biennial survey, the Centers for Disease Control completes an
analysis which includes any necessary revisions on the survey (Brener, et al., 2004)

The Centers for Disease Control has completed two separate test-retest
reliabilities studies on the YRBSS. The first was completed in 1991, with micltiels
and high school students (N = 1,679) completing the survey 14 days apart. The results of
this study demonstrated “approximately three fourth of the items weteasteaving a
substantial or higher reliability, and no statistically significantedéhces were observed
between the prevalence estimates for the first and second times that tlegags was
administered” (Brener, et al., 2004, p. 5). The second was completed in 1999, with high
school students (N = 4,619) completing the survey approximately 14 days apart. The
results of this study demonstrated “approximately one in five items had sagilific
different prevalence estimates for the first and second times the queséomas
administered” (Brener, et al., 2004, p. 5). Following this second study, severabitems
the YRBSS were revised or deleted (Brener, 2004).

The validity of the YRBSS has been analyzed by the Centers for DiseaselContr
although no studies have been completed to review the validity of all of the items on the
survey. In 2000, an analysis of the items related to self-reported height ahtl weesg
completed. It was determined that high school students (N = 2,965) reported their height
2.7 inches over their actual height, and their weight 3.5 pounds under their actual weight
Therefore, it was concluded that the results of the YRBSS may not provide a cle

representation of overweight in this population. In 2003, an extensive review of the
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literature was completed to assess factors that may affect thiywadithe survey. It
was determined that the self-report of high risk behaviors as measured [RBESY
may be affected by cognitive and situational factors. It was felt, hoyntagit would
not be possible or feasible to complete objective measures for each of the behaviors
Because of the subjective nature of self-reporting, care must be utilizedrprating the
data from the YRBSS (Brener, 2004).

An adapted version of the YRBSS was utilized in this investigation into factors
predictive of depression in college freshmen (see Appendix E). Only the itetesl te
smoking, alcohol usage, sexual activity, and eating disorders will be includeduisBeca
each item on the YRBSS has been designed to stand alone, it has been deemed
appropriate to use just the items of interest (personal communication, L. Kamh, 222
2010).

Human Subjects’ Concerns and Ethical Considerations

Students were informed that their participation in the research would not affect
their grades at the University. The data collection method for this invisstigeas
through the use of self-report questionnaires, therefore, there were mechanisos in pl
to assist participants who may encounter unpleasant personal issues when ngthealeti
guestionnaires (Brink & Wood, 1998). The variables in this study, depressive symptoms,
spirituality, perceived social support from friends, perceived social supportfamily,
and coping may be sensitive issues for some individuals. Because the invest@gator w
not familiar with the participants’ personal histories prior to their pagimp in the

investigation, and did not have the routine opportunity to interact with the participants on
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a clinical basis, a mechanism was in place to provide assistance indivicai®resing
emotional distress. The investigator provided information to each subject about the
campus counseling center as well as the local community mental health resource

Each of the participants in this study received financial compensation. The
compensation was five-dollars provided in a method that can be used for purchases at
campus locations. This amount of compensation was chosen for the time and effort
required to complete the data collection packets.

All of the data collected during this investigation will remain confidentia. T
ensure confidentiality, the investigator assigned each data collectioet pacumber,
and this number was used for all further data identification. The names of sulgeets w
not collected, and thus, there is no mechanism to connect specific data to individual
subjects. Secondly, all of the data was directly handled by the lead invesagdtat]|
completed packets were stored in a locked file cabinet. Following finalsgiad of the
data, all data collection packets will be destroyed. Finally, the resulisof
investigation are reported only as aggregate data to protect the confitjeotitde
individual subjects.

Although this investigation does contain some inherent risk that some individuals
that may develop emotional distress related to self-discovery while caomgtiet
guestionnaires, the anticipated benefits from this investigation outweigh thagotent
risks. All subjects were provided with information about the campus counseling agnter
well as the local community mental health resources to provide assistadreewedre

experiencing emotional distress. In order to develop appropriate nursiegnasseand
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interventions to assist college-age students experiencing depressive sgnpayenmust
be a clear understanding of factors that are predictive of depressive sygnptcollege-

age students.



CHAPTER FOUR
RESULTS

The overall purposes of this study were: to describe the levels of stress, coping
and depressive symptoms among college freshmen; to explore the relationships among
stress, coping, depressive symptoms, as well as the positive influencesalgpirit
family support, peer support) and negative influences (financial pressure tisapaoan
family) and the impact of these variables on college freshman; to detehaifextors
that are most predictive of depressive symptoms in college freshmen; asicthe te
mediating effect of coping on the relationship between stress and the development of
depressive symptoms in college freshmen.

Description of the Sample

Freshmen students who participated in this study (N = 188) were evenly divided
between University A (50.5%) and University B (49.5%) (see Table 5). Indigidual
completing the booklets had an average age of 18.28 (range 18-20; SD = .47)nygkars, a
consisted of both males (42.6%) and females (57.4%). The majority of the students
(73.4%) were 18 years of age, not currently working (75.0%), white (70.2%), Catholic
(42.0%), and living in university provided housing (81.4%). Only 8 participants (4.3%)
were international students, with the majority (N = 4) from China. Participaarts
taking an average of 15.42 credit hours (range 12-21; SD = 1.59). The majority of the

students were receiving financial aid (86.2%), with the most commonly reporteshtm
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(25%) received as $10,000 to $15,000 in financial aid. Only 17 participants (9%)
reported being under care for a current physical problem, 11 (5.9%) reportethgecei
care for a current emotional problem, while 42 students (22.3%) reported they were
currently taking a medication. Oral contraceptives were the most commpalyec:
medication. Twenty-seven students (14.4%) reported a family history of meaital he
issues, with the most common issue reported as depression. The average number of
hours of sleep per week was reported as 35.10 (SD = 8.75), and the average BMI of the
participants was 24.19 (range 14-53, SD = 5.19).

Reported high risk behaviors measured in this study included cigarette smoking,
alcohol usage, casual sexual behavior, and eating disorders (see Tablm@yt 42% of
the students reported ever having tried cigarette smoking, however, only 17.4% reported
smoking cigarettes at least one day in the past 30 days. Almost half of thésstuden
reported having sexual intercourse with at least one partner in the past ¢imtés m
(40.6%), and more than half reported having at least one alcoholic beverage in the past 30
days (55.2%). In terms of weight behaviors, almost one-third (32.4%) reporteddreey w
slightly overweight, and over half (51.6%) reported they wanted to lose weight.

The participants from University A and University B differed in their regzbr
religions (see Table 5). The majority of the students from University A3N, 31.6%)
reported Lutheran as their religion, because University A is a LuthesatHastitution.

The majority of students from University B (N = 52, 55.9%) reported Catholfeas t

religion, because University B is a Catholic-based institution.
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Each of the following demographic variables: age; gender; employmerg; sta
race; religion; living arrangements; financial aid status; currentigalysroblems;
current emotional problems; currently taking medications; and number of credit hours
was examined for differences between groups on each of the study variatdethesi
independent t-test (see Appendix K). These results indicate there werd@nly a
differences between the demographic variables on the study variablestic8lig
significant differences were present between male (M = 65.94, SD = 13.88), and female
(M =70.95, SD = 12.08) patrticipants in relation to the total MSPSS score, t(186) = -.26,
p =.01), and the perceived support from friends subscale, male (M = 21.74, SD = 4.84),
female (M = 23.53, SD = 4.75) t(186) = -.254, p = .01) of the MSPSS. These results
indicate that female students reported significantly higher levels ofipedcsocial
support both overall as well as from friends. Participants who were workingrpart-ti
(M =21.50, SD = 6.06) reported significantly lower levels of perceived family support
the subscale of the MSPSS than students who were not working (M = 23.51, SD = 4.93)
t(185) = -2.26, p = .03) . A difference was also noted in the reported levels of spyitualit
as measured by the total score on the DSES, between participants reporenevdas
non-white as their race. These results indicate that individuals who are Mhit87.36,
SD = 16.07) reported significantly lower levels of spirituality than individudle were

not white (M = 51.09, SD = 17.17), (t(186) = 2.40, p < .05).



63
Data Analysis: Preliminary Comments
Data Management and Cleaning

All data was entered into the statistical analysis program, PASVgtist&al 7.0
for each instrument. All data was manually checked for errors and erra&sovezcted.
The assistance of a professional statistician was enlisted to guidalysisaaf the data.
It was determined that the data collected met the appropriate assumptioow torathe
use of parametric analysis. These assumptions included: normally distribated dat
homogeneity of variance; at least interval level data; and independengss It
determined there was no need for transformation of data prior to analysis. For the
correlational data, it was determined that the significance level wagegthan the
Bonferonni-adjusted alpha level (p = .006) and hence no adjustment was needed.

Missing Data

There were a total of 11 booklets found to be missing greater than 20% of the
data. These booklets were deleted from further data analysis. One subject reported a
age of 17 years, and this booklet was deleted, as the focus of the study was on freshmen
students ranging form 18-20 years of age. Therefore, a total of 188 usable boekdets
utilized in the data analysis.

Upon examination there was no pattern noted for missing data. A total of 10
booklets contained one or two missing pieces of data. Any missing data in the key

variables were replaced with the overall group mean for the missing item.
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Data Analysis

Data analysis was completed in relation to the aims and testable hypodmeses
model of the study. The reliability of each instrument (MSPSS, DSES UESEES-D)
was analyzed using Cronbach’s alpha measurements, as well as the sttisbatas
WOC questionnaire and the MSPSS (see Table 7). The Cronbach’s alpha for the total
instruments ranged from .91 to .93, and from .38 to .92 for the subscales of the MSPSS
and WOC questionnaire. The tension reduction subscale of the WOC questionnaire had
the lowest reliability (.38), but later did not emerge as a significant poeditt
depression in the stepwise regression.

Aim 1. To Describe the Levels of Stress, Coping,
and Depressive Symptoms among College Freshmen

The mean, mode, median, standard deviation and range for the scores on each of
the instruments utilized to measure these variables (ICSRLE, WOC quesgoandir
CES-D), and the impact of demographic variables on each of the instrument sz®res w
analyzed (see Table 8).
Sress

The ICSRLE was utilized to operationalize the concept of stress in college
freshmen. The ICSRLE is a 49 question self-report scale which focuses on life
experiences of college students over the past month, and are rated on a keale of t
following: “not at all part of my life (1); only slightly part of my life (&}istinctly part of
my life (3); very much part of my life (4)” (Kohn, Lafreniere, & Gurevi@B90, p. 628).

The ICSRLE instrument is scored by totaling the scores for each of the indiiésos
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There is no cutoff score for the ICSRLE, however, individual's with higher scordslta
to be experiencing greater effects of everyday stress (Kohn, lexke&i Gurevich,
1990). The mean score of the ICSRLE across two large studies was 95.31 (SD = 17.36)
(P. Kohn, personal communication, December 27, 2010). The mean score for this study
was 95.79 (range = 54-153; SD = 19.03; mode = 87). There were a total of 84 students
(44.7%) demonstrating scores greater than 95 in this study (see Appendix K). The
students demonstrating higher levels of stress also reported a greaber o@iphysical
problems (11.8% verses 6.8%), emotional problems (9.4% verses 2.9%), and fewer hours
of sleep per week (25% verses 12.5%) than students demonstrating lower levekssof st
Coping

The WOC questionnaire was used to operationalize the concept of coping in
college freshmen. The WOC questionnaire contains 66 items rated on a 4-point Likert
scale: not used (0); used somewhat (1); used quite a bit (2); used a great deal (3). The
WOC questionnaire contains a total of 8 subscales. One of the subscales (problem-
focused) represents problem-focused coping skills; six of the subscakeserdpr
emotion-focused coping skills (wishful thinking, detachment, focusing on the pgsitive
self-blame, tension reduction, and keep to self); and one subscale represents a
combination of problem-focused and emotion-focused coping skills (seeking social
support) (see Appendix F). The WOC questionnaire is scored through analysis of eac
the eight subscales, and can be completed using raw scores. Raw scores provide

information on the extent of usage for the eight subscales. Each subscalel&eby
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summing the specific items for that subscale (Folkman & Lazarus, 1988) (see Appendi
K).

There is no cutoff score for the WOC questionnaire, however the subscales with
the higher mean scores represent the most frequently utilized methods of coping
(Folkman & Lazarus, 1985). The two subscales with the highest means in thé overal
study sample were problem-focused, representing problem-focused coping nmeshanis
(mean 16.18; SD = 6.84) and seeking social support, representing a combination of
problem-focused and emotion-focused coping mechanisms (mean 10.27; SD = 5.30) (see
Appendix K). Similar results were found when the sample was broken down by gender
and level of depressive symptoms (see Appendix K).

The item from the problem-focused coping subscale used the most frequently
was, “I try to analyze the problem in order to understand it better” (ltem 2, Appénhdix
The item from the emotion-focused coping category demonstrating the higbestse
was, “Wish that the situation would go away or somehow be over with” from the wishful
thinking subscale (Item 58, Appendix K). Finally, the item demonstrating the highes
response from the seeking social support subscale was, “Talk to someone to find out
more about the situation” (Item 8, Appendix K).

Depressive Symptoms

The CES-D Scale was utilized to operationalize depressive symptoms gecolle
freshmen. The CES-D is a 20 question self-report scale that focused upon the current
level depressive symptoms an individual may be experiencing. The questions on the

CES-D Scale focus upon depressive symptomology during the past week, aneldare rat
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on a scale of the following: “rarely or none of the time (0); some or adittlee time
(1); occasionally or a moderate amount of time (2); and most or all of the tiine (3)
(Radloff, 1977). The CES-D is scored by totaling the scores for each of tise item
Higher scores on the CES-D indicate the presence of a greater number ofiekepress
symptoms. Individual scores should not be interpreted as diagnostic criteria, however,
groups with average high scores can be identified as at risk for depresstwvidubls
demonstrating scores greater than or equal to 16 on the CES-D are considered to be
demonstrating depressive symptomology (Radloff, 1977). In this study, the mean scor
on the CES-D was 18.29 (range 0-57; SD = 11.58) (see Table 8). A total of 90
individuals (47.87%) demonstrated scores greater than or equal to 16 (see Appendix K).
The students demonstrating higher levels of depressive symptoms also regoeziea
number of emotional problems (9.9% verses 3.1%), current medications (26.7% verses
18.4%), and a family history of emotional problems (21.1% verses 8.2%) than students
demonstrating lower levels of depressive symptoms.
Aim 2: To Explore the Relationships among Stress, Coping, Depressive Symptoms
as well as Positive Influences and Negative Influences
and the Impact of these Variables on College Freshmen

The positive influences are spirituality, family support and peer support; the
negative influences are financial pressure and separation from family. |dih@ships
between the total scale scores, as well as the subscale scores, werd espigre
correlations (see Tables 9 and 10). Correlations provide information about the

relationships that exist between variables, such as if they are positiagbdrenversely



68
related, or if no relationship exists. A positive correlation means that as dree of t
variables increases, the other also increases; a negative correlattanthag¢as one of
the variables increases, the other decreases; and no relationship meanstisahther
relationship between changes in the variables. Correlation coefficens between
negative one to positive one. The closer the correlational coefficient is to one, eithe
positive or negative, the greater the strength of the correlation betweemidintesa
Correlations do not provide information related to causality. The strength of the
relationship between two variables can also be determined using correlations
Correlations with values af .1 represent a low level of correlation between the
variables# .3 represents a medium correlation, an8 represents a large level of
correlation between the variables (Field, 2006). Two-tailed tests wer@anubede
analyses.
Relationships among Stress, Coping, and Depressive Symptoms

A strong statistically significant positive relationship existed betwae
emotional states of stress, as measured by the ICSRLE score, and degsgsptoms
as measured by the CES-D score (701, p < .01) (see Table 9). Thus, 49.14% of the
variability in depressive symptoms could be explained by the amount of stress the
students were facing. This indicates that as an individual's stressneresdsed, he or
she also experienced an increase in depressive symptoms.
A low to medium positive correlation relationship existed between the emotional

state of stress, as measured by the ICSRLE score, and four of the WOGhgaéest

subscales representing emotion-focused coping. These subscales inclidigd wis
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thinking (r = .372, p < .01), keep to self (r = .306, p <.01), self-blame (r = .251, p <.01),
and detachment (r = .247, p < .01) (see Table 10). Thus, as an individual’s stress levels
increased, he or she increased the use of these emotion-focused methods of coping.

Correlations were examined between score each of the eight WOC questionnaire
subscales, and depressive symptoms, as measured by CES-D scores ¢s&@).Tabl
Significant relationships were present between depressive symptoms anehtlateon-
focused coping subscales from the WOC questionnaire. These subscales inclyded: kee
to self (r = .401, p < .01); wishful thinking (r = .380, p <.01); and self-blame (r =.272, p
<.01). Thus, as an individual's depressive symptoms increased, the use of these emotion-
focused methods of coping increased.

Relationships among Sress, Coping, Depressive Symptoms, and the Positive Influences
(Spirituality, Family Support, Peer Support)

The positive influence of perceived social support, both overall, and perceived
support from friends and family, was measured with the MSPSS. The MSPS& atiliz
7-point Likert-type scale to allow subjects to express their amount ofragneéer
disagreement with the statements related to perception of social suppartquesethe
guestionnaire. Investigators can then calculate total scores for eachubtbalss
(perceived support from family and perceived support from friends) of the MSPSS as
well as the total scale. There is no specific cut-off score for this instriufsee Table 8).

For this study, the mean score was 68.82 (SD = 13.08), which is consistent with previous

research. The data can be interpreted, however, as the higher the score ofduraindivi
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on each of the subscales and the total scale, the greater their perceptionvef posdl
support (Zimet, Dahlem, Zimet, & Farley, 1988).

Inverse relationships were present between the positive influence alvpdrce
social support, as measured by the total MSPSS score, and stress as mgdbkared b
ICSRLE score (r =-.380, p <.01) (see Table 9). Similar relationships asedex
between the perceived family support subscale of the MSPSS and stress (r =-.347, p <
.01), and the perceived friends support subscale of the MSPSS and stress (r = -.406, p, <
.01). The results indicate that either as an individual’s stress levelssacheaor she
perceives a decrease in social support, both overall as well as from familyeadd;for
as an individual perceives a decrease in social support, his or her stresstegaksel
Because correlations represent the strength and direction of a relationshgusadity;
it is not possible to determine which of these scenarios is correct. InVetgmships
were present between the positive influence of overall perceived social supgport a
depressive symptoms, as measured by CES-D scores (r =-.398, p <.01). Sinmgar inve
relationships also existed between the perceived family support scaeMEPSS and
depressive symptoms (r = -.384, p < .01), and the perceived friends support subscale of
the MSPSS and depressive symptoms (r =-.369, p <.01). Thus, as an individual's
depressive symptoms increase, he or she perceives a decrease in socialtmtpport
overall as well as from family and friends. No statistically significalationships were
present between perceived social support, both overall or from friends, and coping, as

measured by each of the eight individual subscales of the WOC questionnaire.
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There was a statistically significant relationship between the fmcg®sitive
subscale of the WOC questionnaire and the perceived social support from familyesubscal
of the MSPSS (r =.229, p < .01), indicating that as an individual’s use of this emotion-
focused coping increased, he or she also perceived increased social supprinihpm

The influence of spirituality was measured by the DSES. The DSES is a 16 item
self-report scale developed in to measure an individual’s ordinary spaxpeatiences.
Because it does not measure specific beliefs or behaviors, the DSES isdi&signe
measure spirituality, regardless of an individual’s religious beliefs. Theiment does
not provide a specific timeframe for individuals, leaving this as open-ended fortsubjec
The DSES is scored by totaling the scores for each of the items. Althougisthere
cutoff score for the instrument, individuals with lower scores are considered to be
demonstrating a greater number of spiritual experiences (Underwood, 2006).

No statistically significant relationships existed between spiiiyy@s measured
by the DSES, and stress or depression. Significant relationships did exis¢tetw
spirituality and three of the WOC questionnaire subscales. These subscalsdncl
problem focused (r = -.196, p < .01), seeking social support (r = -.220, p <.01), and focus
on positive (r =-.287, p <.01). The results indicate that as an individual’'s level of
spirituality increased, the use of problem-focused coping mechanisms, emfumrsd
coping mechanisms, and a combination of both coping mechanisms all increased.

Significant relationships did not exist between the two positive influences of
social support, as measured by the MSPSS, and spirituality, as measuredBES.

There was a trend towards significance between spirituality and yetdetal social
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support (r = -.149, p < .05) and perceived support from family (r = -.196, p < .05),
however, when considering the Bonferroni correction level these results weidecets
nonsignificant.
Rel ationships among Stress, Coping, Depressive Symptoms, and the Negative Influences
(Financial Pressure, Separation from Family)

Single items were used to measure the negative influences of finansmingre
and separation from family. The concept of financial pressure was akass$f@ancial
burdens” (ICSRLE, item 21), and separation from family was representespgration
from people you care about” (ICSRLE, item 9).

Significant relationships existed between the influence of separation froity fa
and stress, as measured by the ISCRLE scores (r =.315, p <.01) and depressive
symptoms, as measured by the CES-D scores (r =.319, p <.01) (see Table 11). Thus, as
an individual's perception of separation from family increased, he or she also
experienced increased levels of stress and depressive symptoms. Slatiterstaps
existed between financial pressure and stress (r = .496, p < .01) and depregsigesym
(r=.314,p <.01) (see Table 11). Thus, as an individual’'s perception of financial
pressure increased, he or she also experienced increased levels ahstiassressive
symptoms. A significant relationship existed between financial pressurbeakedp to
self subscale of the WOC questionnaire (r =.195, p <.01) (see Appendix K). Thus, as an
individual's perception of financial pressure increased, he or she incrbasesktof this

emotion-focused coping mechanism.
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Finally, correlations were examined between high risk behaviors, as niehgure
the Adapted Youth Risk Behavior Score, and the other study variables (see Appendix J
and Table 12). Significant inverse relationships were present between tistatem
“During the past 3 months, with how many people did you have sexual intercourse?”
(Item 9), and total perceived social support, as measured by the MPSS (r =-.199, p <
.01). Similar relationships were present between the perceived family ssppscale of
the MPSS (r = -.255, p < .01) and the perceived friends support subscale of the MPSS (r
=-.150, p <.01). These results indicate as an individual perceived decreased social
support, both overall as well as from family and friends, her or she sought a greater
number of sexual partners. In addition, an inverse relationship was present between the
item stating: “Did you drink alcohol or use drugs before you had sexual intezdbers
last time?” (Item 10) and perceived support from family (r = -.240, p <.01). Thus,
individuals who perceived less support from his or her family were more likely to use
drugs or alcohol prior to sexual intercourse.

Significant relationships were also present between the item statimmtihe
past 30 days did you go without eating for 24 hours or more?” (Item 14) and depressive
symptoms as measured by the CES-D (r =-.279, p < .01); stress, as measuged by th
ICSRLE (r =-.166, p < .05); and perceived support from family (r = .184, p <.05).
These results indicate that as the number of depressive symptoms and stassdic
individuals were more likely to go without eating for 24 hours or more; whereas, as
perceived support from family increased, individuals were less likely tathowy

eating.
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Aim 3: To Determine the Factors that are Most Predictive of
Depressive Symptoms in College Freshmen

Regression analysis was used to determine the factors that are mosivpretlic
depressive symptoms in college freshmen. Both simple linear regression aptemulti
linear regression were utilized. With simple regression analysis, one independe
variable is used to predict a dependent variable, and with multiple linear regrbses
combination of factors most predictive of depressive symptoms can be determined.

First, a simple linear regression was completed to determine the pegmiver
of each individual predictor (perceived social support, perceived social support from
family, perceived social support from friends, spirituality, stress, and copimg) usi
scores from the instruments (MSPSS, perceived family support subscale;quepmsr
support subscale, DSES, ICRLE, and WOC questionnaire subscales) on the dependent
variable of depressive symptoms (CES-D scores) (see Table 13).
Stressas an Individual Predictor of Depressive Symptoms

The results of the linear regression revealed that stress was thegniistasit
predictor of depression® .49,F (1,186) = 179.31p < .001. This means that life
stressors, as measured by the ICSRLE, accounted for a total of 49%affidmee in
depression scores.
Coping as an Individual Predictor of Depressive Symptoms

A total of three of the WOC questionnaire subscales, all representingpemoti
focused coping, were shown to be significant predictors of depression. These include the

wishful thinking subscale (&= .144, F(1, 187) = 31.36, p<.001), the self-blame subscale
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(R*=.074, F(1, 187) = 14.81, p<.001), and the keep to self subscate (11, F(1,
187) = 35.71, p< .001). Out of these three subscales, the keep to self subscale had the
greatest contribution to depression, accounting for a total of 16.1% of the variance in
these scores, followed by wishful thinking at 14.4%, and self-blame at 7.4%.
Social Support as an Individual Predictor of Depressive Symptoms

Next, simple linear regression was completed to evaluate the predictivegfower
social support, as measured by the total MSPSS, and the family and friendsesutfsca
the MSPSS on depressive symptoms. The results indicated total social support
demonstrated the greatest amount of variance in depression scores (15.8%) %R,
F(1, 186) = 34.93, p <.001) which would be logical. When the subscales were examined,
perceived support from family (14.8%)%R .148, F(1, 186) = 20.8, p <.001)
contributed the greatest variance followed by perceived support from friEB6¢4) (R
= .136, F(1, 186) = 20.8, p <.001).
Spirituality as an Individual Predictor of Depressive Symptoms

Finally, the results of the linear regression revealed that spintighiot a
significant predictor of depressiorf R.02,F (1,186) = 3.766p = .054. Spirituality only
explained a small percent (2%) of the variance in depression scores.
The Combination of Factors Most Predictive of Depressive Symptoms

A stepwise multiple regression analysis was completed to determine the
combination of factors that are most predictive of depressive symptoms. When
completing a stepwise regression, the variables are entered into the modeidzase

mathematical criteria. The predictor demonstrating the highest predidtiemna is
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selected first, followed by the next higher predictor, and so on (Field, 2005). Ths res
of the regression indicated that 5 variables were capable of accounting fbcangni
increments of variance in the level of depressive symptoms (see Tablehb4k five
variables include stress, as measured by the ICSRLE; three subscaldsefidiOC
guestionnaire which included keep to self, focus on positive, and wishful thinking; and
perceived support from family, as measured by the family subscale of tR831SThree
of these variables demonstrated positive beta weights, including $tres321), keep to
self (3 = 1.093), and wishful thinking3(= .341). This means that as stress and the use of
the emotion focused coping mechanisms of keep to self and wishful thinking increased,
the incidence of depressive symptoms also increased. Two of these variables
demonstrated negative beta weights, including focus on pogitive.657) and family
support p =-.296). Thus, as the usage of focus on positive coping mechanisms and
perceived family support increased, the incidence of depressive symptoeeseelcr
The final regression model accounted for 58.7% of the variance in depressive symptom
levels (57.5% adjusted) (p < .001).

Aim 4: To Test the Mediating Effect of Coping on the Relationship betweersStres
and the Development of Depressive Symptoms in College Freshmen
An analysis was completed to test the mediating effect of coping on the
relationship between stress and the development of depression symptoms. A mediator is
defined as a variable that directly affects the relationship betweenliatpr variable and
the criterion. The function of mediator variables is to “explain how externalgaty

events take on internal psychological significance” (Baron & Kenny, 1986, p. 1176). In
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this study, the predictor variable is stress, as measured by the IC8&EE, &and the
criterion is depressive symptoms, as measured by the CES-D scores.orghénefgoal
of this analysis was to determine the direct effects of coping on the relgpidmetivieen
stress and depressive symptoms in college freshmen.

To begin the test of the mediation effect of coping on the relationship between
stress and the development of depressive symptoms, an analysis was conducted to
determine whether any subset of the eight WOC questionnaire subscalesatbdiate
relationship between stress, as measured by the ICSRLE, and deprespivarsyas
measured by the CES-D. The initial requirement for mediation to occur is that the
independent variable (ICSRLE scores), have a significant regression eofiici
predicting the dependent variable (CES-D) scores. The results did densoastrat
significant relationship (r = .427, p < .001). The next step was to determine if one or
more of the subscales of the WOC questionnaire qualify as a mediator using the fou
steps of analysis as described by Baron and Kenny (1986). These steps inshide: fir
variations in the independent variable, stress, must significantly accountifdiovesin
the potential mediator, the subscales of the WOC questionnaire; second, the independent
variable, stress, must directly affect the dependent variable, deprggsap@s; third,
the mediator, subscales of the WOC questionnaire, must affect the dependerd,variabl
depressive symptoms; and finally, the effect of the independent variable, stress, i
predicting the dependent variable, depressive symptoms, must be smaller géféecthe
when the mediator, coping, is included. The results demonstrate that three of the WOC

guestionnaire subscales (keep to self, wishful thinking, and focus on positive) etl pass
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the initial step to qualify as a subset of potential mediators between stdedspessive
symptoms (see Table 15). The next step was to perform the multiple mediati@isanaly
with this set of potential mediators.

As recommended by Preacher and Hayes (2008), Shrout and Bolger (2002), and
MacKinnon, Lockwood, and Williams (2004), a bootstrapping sampling procedure was
utilized to assess for indirect effects. Bootstrapping is a nonparamsaimping
procedure in which a large number of samples (5,000 for this study) were drawn with
replacement from the full data set. These samples produce an approximation of the
distribution of the indirect effects from which point estimates and confiderergaig
are calculated. In multiple mediation models, this procedure allows the ineffieszitof
a mediator to be estimated while controlling for the effects of the other @btenti
mediators. For this study, the bootstrap procedure was conducted using the SRPSS macr
provided by Preacher and Hayes (2004). A point estimate for an indirect eféect wa
considered significant if zero was not included in the 95% bias-corrected anel ateck!
confidence interval (see Table 16). The results of the multiple mediatiorsianaly
indicate that two of the WOC questionnaire subscales, keep to self and wishful thinking,
significantly mediate the relationship between stress and depressionstuthyis This
mediation effect accounts for approximately 18% of the total amount of variance in
depressive symptoms.

The following hypotheses were tested in this study.
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Hypotheses

Hypothesis 1. College freshmen reporting more positive influencesyapiyit
family support, peer support) will demonstrate lower levels of stress and pressiee
symptoms.

This hypothesis was patrtially supported by the data, as depressive symptoms
demonstrated a statistically significant inverse correlation with theM&RSS social
support, and both of the subscales for this tool, perceived support from friends subscales.
A statistically significant relationship was not evident between spitiushd depressive
symptoms.

Hypothesis 2: College freshmen reporting more negative influencesc{ihan
pressure, separation from family) will demonstrate higher levels asstred more
depressive symptoms.

This hypothesis was supported, as the negative influences of financial pressure
and separation from family demonstrated significant correlations witls stnels
depressive symptoms.

Hypothesis 3: College freshmen demonstrating higher levels of depressive
symptoms will report greater levels of high risk behaviors (eating disorcesual sexual
relationships, misuse of alcohol, and smoking).

This hypothesis was only partially supported by the data, as higher levels of
depressive symptoms demonstrated a significant correlation with the maladsting

behavior of fasting for more than 24 hours. No significant relationships were found
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between depressive symptoms and casual sexual relationships, misuse of aidohol, a
smoking.

Hypothesis 4: Higher levels of stress in the lives of college freshmeleadlito
less adaptive methods of coping, which will increase the incidence of depressive
symptoms.

This hypothesis was supported. The less adaptive methods of coping aredreflecte
by the following six emotion focused subscales of the WOC questionnaire: wishful
thinking; tension reduction; detachment; keep to self; focus on the positive; and self-
blame. Statistically significant relationships were noted betweesssirel four of the
six emotion-focused subscales (wishful thinking, detachment, keep to self, and self
blame). The regression model indicated that these varaibles were sigrpfiedictors
of depressive symptomology and accounted for 58.7% of the variance. In addition, the
mediation analysis demonstrated two emotion focused subscales of the WOC
guestionnaire, keep to self and wishful thinking, significantly mediated theoredhip

between stress and depressive symptoms.



CHAPTER FIVE
DISCUSSION

The overall purposes of this study were: to describe the levels of stress, coping
and depressive symptoms among college freshmen; to explore the relationships among
stress, coping, depressive symptoms, as well as the positive influencésalgyiri
family support, peer support) and negative influences (financial pressure tisapaoan
family) and the impact of these variables on college freshman; to determiiaettive
that are most predictive of depressive symptoms in college freshmen; artdhe tes
mediating effect of coping on the relationship between stress and the development of

depressive symptoms in college freshmen.
Description of the Sample

A convenience sample of 188 freshmen from two private religiously afiliat
four-year universities in the Midwestern United States composed the samiblis for
study. Freshmen students who participated in this study were evenly dividedrbetwee
University A (50.5%) and University B (49.5%). Participants had an avaggef 18.28
(range 18-20; SD=.472) years, and consisted of both males (42.6%) and females (57.4%).
The majority of the students (73.4%) were 18 years of age, not currently work®o (75

white (70.2%), Catholic (42.0%), and living in university provided housing (81.4%).

Reported high risk behaviors measured in this study included cigarette smoking,

81
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alcohol usage, casual sexual behavior, and eating disorders (see Tablen6xt 4%
of the students reported ever having tried cigarette smoking, however, only 17.4%
reported smoking cigarettes at least one day in the past 30 days. Almost ihalf of t
students reported having sexual intercourse with at least one partner in tthegeast
months (40.6%), and more than half reported having at least one alcoholic beverage in
the past 30 days (55.2%).

In terms of weight behaviors, almost one-third (32.4%) reported they were
slightly overweight, and over half (51.6%) reported they wanted to lose weight. These
results are consistent with the American College Health Associafgnisg 2010
Health Assessment, which measured high risk behaviors in a total of 95,712
college students across the United States (see Table 17). While this stisgylfopon
college freshmen, the American College Health Association’s Healtls#msat focused
upon college students at all levels in their undergraduate education (freshmen 25.2%,
sophomores 21.2%, juniors 19.8%, and seniors 15.7%) (American College Health
Association, 2010).

The lack of racial diversity in this study is similar to what has been notellan ot
studies involving college students. For example, the sample collected in the gdkmeric
College Health Association study involving a total of 95,712 students from 106 college
campuses across the United States in 2010 included a majority of participantsr&ho we
white (71.2%) (American College Health Association, 2010). This is also consigtent w
the National Center for Educational Statistics, who have reported 72.2% of edjecoll

students in the United States are white (United States Department of Edu2a€9).
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There was a difference noted in the reported religion between the subjects from
the two universities, however, these differences are representative of theipopula
from each university. University A is a Lutheran affiliated university, dniversity B
is a Catholic affiliated university. Overall, a total of 26% of all studentmaversity A
are Lutheran, followed by 20% Catholic; whereas 62.4% of students at Univeesiy B
Catholic, and only 8.7% are Protestant. As anticipated the majority of the stindents
University A (N=30, 31.6%) reported Lutheran as their religion, where as onlygldnés
(4.4%) from University B reported Lutheran as their religion. The majofisgudents
from University B (N=52, 55.9%) reported Catholic as their religion, whereg=2@nl
students (28.4%) from University B reported Catholic as their religion. Dthendata
analysis, independent t-tests were completed to assess for statifftecahces in any of
the study variables between subjects reporting these two religious, and ncagnifi
results were discovered.

Major Findings
Aim 1: To Describe the Levels of Stress, Coping,
and Depressive Symptoms among College Freshmen

The first aim of this study was to describe the levels of stress, coping and
depressive symptoms among college freshmen. Three instruments were utiliegd in t
study to operationalize these concepts, the ICSRLE, WOC questionnaire, and CES-D.
Sress

To begin with, the ICSRLE was utilized to operationalize the concept of.stres

The ICSRLE instrument is scored by totaling the scores for each of the inditos
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There is no cutoff score for the ICSRLE, however, individual’s with higher scardsltl
to be experiencing greater effects of everyday stress (Kohnnierke& Gurevich,
1990). The ISCRLE had a strong reliability in this study, with a Cronbach’s afpBa.
The mean score of the ICSRLE across two large studies (N =211, N = 216) focused upon
college students at various points in their undergraduate careers was 95.31 (SD = 17.36)
(P. Kohn, personal communication, December 27, 2010). The mean score for this study
was 95.79 (SD = 19.03). There were a total of 84 students (44.7%) demonstrating scores
greater than 95 in this study (see Table 10). Thus, 44.7% of the students in this study
reported greater than average levels of stressors in their lives.

Similar reported high levels of stress for college students have beeredejport
previous studies. A consistent finding in the literature is the relationship Imesivess
and the development of depressive symptoms in the college student (Dyson & Renk,
2006). Often college freshmen face academic pressures and expectatiores that ar
considered greater than what they had experienced in high school (Rayle & Chung,
2007). It has been reported that as many as one-third of college freshmieecarexitly
overwhelmed by all they have to do” (Brown & Schiraldi, 2004, p. 158). In an
investigation of undergraduate students (N = 2,495) it was noted that 44.3% of the
subjects reported experiencing emotional difficulties that directbctdtl their academic
performance during the past four weeks (Eisenberg, Gollust, Golbersteging&rH
2007). The results of this study are similar as a total of 44.7% of the particgpoted
higher than average levels of stress. The negative impact of this stregsfanty

academic performance, as students who feel overwhelmed may demonstrate general
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malaise about completing the academic work that is required, leading toymhor st
habits. In a nationwide survey conducted by the American College Healthigtgsom
2008, 94% of the students reported feeling overwhelmed by the demands of college life
(American College Health Association, 2009). Stressors in the lives of collelgntst
that are not effectively managed may lead to suicidal behavior. Students maglsecom
discouraged by unresolved stressors that they become increasingly ovesgvhabin
hopeless, seeing suicide as the only escape. The results of this studgtdai@almost
half of the students in this sample were suffering from high levels of stiessfare they
may be at risk of life complications related to stress.
Coping

Secondly, the WOC questionnaire was used to operationalize the concept of
coping in college freshmen. It has been recommended that the WOC questionnaire be
scored through individual analysis of each of the eight subscales. These &ight sc
include: problem-focused coping (items 62, 46, 39, 52, 35, 26, 64, 54, 39, 2, and 48);
wishful thinking (items 55, 38, 57, 59, and 11); detachment (items 21, 13, 24, 12, 4, and
53); seeking social support (items 45, 18, 28, 31, 8, 42, and 60); focusing on the positive
(items 23, 38, 20, and 15); self blame (items 9, 29, and 51); tension reduction (items 32,
33, and 66); and keep to self (items 14, 40, and 43) (see Appendix F). By analyzing each
of the subscales independently, the method of coping used to the greatestyextent b
subjects can be examined. There is no cutoff score for the Ways of Coping quagtjonnai
however, the subscales with the higher mean scores represent the most utiloets met

of coping (Folkman & Lazarus, 1985).
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Analysis was completed on each of the subscales of the instrument (see Appendix
K). The two subscales with the highest means were problem-focused (mean 16.18; SD =
6.84) and seeking social support (mean 10.27; SD = 5.30). Thus, problem-focused
coping and seeking social support were the most utilized coping methods in this sample
of college freshmen students. According to Lazarus, when using problem-focusegl copi
an individual is trying to adapt to the stressor through a direct action on either tei ones
or the environment, whereas, seeking social support, as a type of emotion-focused
coping, has the goal of changing the meaning of what is happening, not direcginghan
the stressful conditions (1993). These two types of coping strategies may be either
adaptive or maladaptive depending upon the demands of the stressful situation (Lazarus
& Folkman, 1984).

One of the subscales of the WOC questionnaire, tension reduction, demonstrated
a low reliability in this study (Cronbach’s alpha = .38). This subscale incthoss
items: item 32, | got away from it for awhile; item 33, | tried to make thpetter by
eating, drinking, smoking, using drugs or medication; and item 66, | jogged or egercis
When reviewing these three items, it appears they do not focus upon similar methods of
coping. For example, item 33 represents behaviors that may be considered more
negative, self-destructive methods of coping with stress, while item 66 nefsrese
behaviors that may be considered more positive methods of coping with stressldIt w
be unlikely that individuals would be utilizing both of these coping methods, and would
most likely demonstrate either one or the other. Therefore, the differeromim f

between these items may account for the low reliability on this subscale.
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There were no statistically significant differences noted betweé&nand female
participants on any of the individual subscale scores in this study. This findiag is
consistent with previous studiels.has been noted in the literature that male and female
students utilize different coping methods. Several studies have suggestenh#hat fe
college students have less adaptive coping skills than male students (Grant, 2004; Nolan,
Roberts, & Gotlib, 1998; Alfeld-Liro & Sigelman, 1998; Chaplin, 2006; Dyson & Renk,
2006; VanBoven & Espelage, 2006; Reed et al., 1996). In one study examining gender
and depressive symptoms, ruminative coping was found to be more common among
female college students (Grant, 2004). Ruminative coping was defined as, “famuising
negative mood, negative aspects of self, or stressors” (p. 525). In a longitudipalfstud
undergraduate students (N = 135) from a private institution, 67 of which who were
female, higher levels of ruminative coping were found to be predictive of highes tdvel
depressive symptoms (Nolan, Roberts, & Gotlib, 1998). In another longitudinal
investigation of college students (N = 287), rumination, defined as a more internal
method coping, was examined in both male and female college students. As an internal
coping method, individuals who utilized ruminative coping were more likely to blame
themselves for negative events in their lives, avoiding blame to external people and
events. This self-blame was felt to increase the development of depmsapt®ms in
female college students (Alfeld-Liro & Sigelman, 1998). Internal copirthods were
also noted to be more common among female students in a study of first and second year
college students (N = 100). The researcher demonstrated that feelinghéergaily,

but not outwardly displaying this anger may place the female students at isglef
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developing depressive symptoms (Chaplin, 2006). Although the literature has noted that
male and female college students may utilize different methods of copingstite of
this study did not support that difference. Eaton and Bradley (2008) note that not all
research has supported what they define as “stereotypical views of c{mi®g), and
the results can vary depending upon the methods utilized to measure coping. In another
study examining the adaptation of freshmen to college life (N = 74) no diferevere
found in coping strategies between male and female students. A possible explanation
provided by the authors for this finding was that college students, both men and women,
may be more liberal in their behaviors based upon changing sex role expsctatyson
& Renk, 2006).

Depressive Symptoms

Finally, the CES-D was utilized to operationalize the concept of depressive
symptoms in this study. The CES-D is scored by totaling the scores forfehehtems.
Individuals demonstrating scores greater than or equal to 16 on the CES-D arerednsid
to be demonstrating depressive symptomology (Radloff, 1977). In this study, the mean
score on the CES-D was 18.29 (SD=11.58). A total of 87 individuals (46.28%)
demonstrated scores greater than or equal to 16 (see Appendix K). This was isg alarm
finding as almost half of the freshmen students in this study were demawstrati
significant depressive symptomology.

The results from this study are similar to other studies that have been @amplet
In an investigation of undergraduate students (N = 2,495) it was noted that 44.3% of the

subjects reported experiencing emotional difficulties that directbctdtl their academic
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performance during the past four weeks (Eisenberg, Gollust, Golberstegin&rH
2007). Similar results were discovered when evaluating the results of the 2@fifaNat
College Health Assessment Survey. Analysis of this data demonstratda.t?at of
college students reported feeling so depressed it was difficult to function dioei past
academic year (Taliaferro, Rienzo, Pigg, Miller, & Dodd, 2008). Students who feel
overwhelmed may demonstrate general malaise about completing theneccadek that
is required, leading to poor study habits. An investigation of undergraduate students
taking an introductory psychology course (N = 129) reported a significarelatown (r =
-.24, p< .01) between poor study habits and depression (Drozd, Robinson, & Saarnio,
1994). Students who report depressive symptoms may also demonstrate “a reduction in
learning opportunities, a decrease in the level of information absorbed and/oeasdec
in their ability to demonstrate learning” (Hysenbegasi, Hass, & Rowland, 2005, p. 146).
One study examined the relationship between depression and the academicapegorm
of undergraduate college students (N = 330). The results demonstratéddeatss
reporting depressive symptoms missed significantly more classes (14564 2699 for
non-depressed students), and experienced on average a 0.49 drop in their grade point
average than their peers that did not report depressive symptoms. It was notedr,howeve
that students who received treatment for their depressive symptoms weeraide
their grade point averages back to a level that was similar to their peersljelgasi,
Hass, & Rowland, 2005).

The results of this study demonstrate almost half of the students in this sample

were suffering from significant depressive symptoms, therefore thgyenat risk for
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clinical depression. Because it was anticipated prior to data collectigothatstudents
may be experiencing significant depressive symptoms, a mechanism wa®itoplac
provide assistance for individuals experiencing emotional distress. Mfrtgerials
describing mental health services available through the university counsatiteys, as
well as in the local communities, were provided to each participant in this study.

Aim 2: To Explore the Relationships among Stress, Coping, Depressive Symptoms,
as well as Positive Influences and Negative Influences
and the Impact of these Variables on College Freshmen
The positive influences are spirituality, family support and peer support; the
negative influences are financial pressure and separation from family.
Relationships among Stress, Coping, and Depressive Symptoms
A statistically significant positive relationship existed between thetienal
states of stress, as measured by the ICSRLE score, and depressivensyaspioeasured
by the CES-D score. As an individual's stress level increased, he or clexadsienced
an increase in depressive symptoms. This relationship between stress assivdepre
symptoms is supported by previous research. A consistent finding in the litesahee
relationship between stressors and the development of depressive symptoms in the
college student. Individuals experience stress when they are faced wéahdietnat
may exceed their ability to cope (Dyson & Renk, 2006). The inability to effgctive
manage these stressors may lead to chronic levels of high anxiety for stlidgets.
Chronic levels of high anxiety have been associated with the development oStepres

symptoms in college students (Reed et al., 1996). The most common stressor reported by
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college students is academic demands, followed by financial pressureparadise
from their usual support network. As noted in this study, high levels of stressors can
place college students at risk of developing depressive symptoms.

Significant relationships existed between stress and four of the WOC
guestionnaire subscales. These subscales included wishful thinking (r = .372, p <.01),
keep to self (r =.306, p < .01), self-blame (r = .251, p <.01), and detachment (r =.247, p
<.01). Because these are all positive correlations, the results indicats #mat
individual's stress levels increased, he or she also increased the use efitbéea-
focused methods of coping. Coping strategies may be viewed as either adaptive or
maladaptive depending upon the demands of the situation (Lazarus & Folkman, 1984).
This increase in emotion-focused coping strategies when faced with irtstigEss may
be considered maladaptive for these freshmen college students. Because emotion-
focused coping assists the individual to change the way he or she thinks abesgfalstr
situation, not work overcome the situation, it may be maladaptive. This is esptally
case when academic demands, which are inherent to the college experience and
unavoidable for success, may the source of stress.

Correlations were examined between each of the eight subscales of the WOC
guestionnaire and depressive symptoms, as measured by CES-D scoresafignific
relationships were present between depressive symptoms and three emotixh focus
coping subscales. These subscales included: keep to self (r = .401, p< .01); wishful
thinking (r = .380, p< .01); and self-blame (r = .272, p<.01). Once again, this increase

in emotion-focused coping strategies when faced with increased depr&gsigtoms
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may be considered maladaptive for these freshmen college students. Acawrding t
Brougham, Zail, Mendoza, and Miller (2009), “College students’ use of problem solving
strategies was associated with positive outcomes, such as better hea#tweced
negative affect, and the use of emotion focused strategies, particularly thfe use
avoidance strategies, was associated with negative outcomes such as pooramndhealth a
increased negative affect” (p. 86). The results of this study are consigtettiev
literature, as it appears the increased use of emotion focused coping pldeatssat
greater risk of developing depressive symptoms.
Relationships among Sress, Coping, Depressive Symptoms, and the Positive Influences
(Spirituality, Family Support, Peer Support)

The positive influence of perceived social support, both overall, and perceived
support from friends and family, was measured with the MSPSS, which includes
subscales of the MSPSS as well as the total scale. There is no spediffcscote for
this instrument. The data can be interpreted, however, as the higher the score of an
individual on each of the subscales and the total scale, the greater their perakpti
positive social support (Zimet, Dahlem, Zimet, & Farley, 1988).

Inverse relationships were present between the positive influence alvpdrce
social support, as measured by the total MSPSS score, and stress as mgdbkared b
ICSRLE score (r =-.380, p <.01). Similar significant inverse relationshapsaisted
between the perceived family support subscale of the MSPSS and stress (r=-.347, p <
.01), and the perceived friends support subscale of the MSPSS and stress (r=-.406, p, <

.01). Because all of these relationships represent inverse correlationahséi@s, the
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results indicate that as an individual’'s stress levels increase, he or chiggsea
decrease in social support, both overall as well as from family and friends.

Separation from their well-established social networks has been identitieel i
literature as a stressor for college freshmen. When students leave homa tmhbege,
they leave behind the people who have been familiar and supportive as part of their
transition to university life (Alfeld-Liro & Sigelman, 1998). Perception obrsgy social
support is important for success in school and life. Therefore, separation frain soci
networks, thus decreased perception of social support, may have increasex$she str
levels for the participants in this study.

Significant inverse relationships were also present between the positiencél
of overall perceived social support and depressive symptoms, as measured by CES-D
scores (r =-.398, p < .01). Similar inverse relationships also existed between the
perceived family support scale of the MSPSS and depressive symptoms (r =-.384, p <
.01), and the perceived friends support subscale of the MSPSS and depressive symptoms
(r=-.369, p < .01). Because all of these represent inverse correlationahsélais,
the results indicate that as an individual's depressive symptoms increasehée or s
perceives a decrease in social support, both overall as well as from familyeadd.fr

Several investigations have examined the relationship between social support and
depressive symptoms in college students. It has been reported that theagreater
individual’'s perception of family support, friendship support, and a supportive school
environment, the lower incidence of depressive symptoms in college freshmen (N = 176)

(r =-.45, p< .001) (Way & Robinson, 2003). Similar results were found in a study of
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African-American female college students (N = 78) where those wetierlevels of
social support from their family reported lower levels of depressive synspfio= .56, p
<.001) (Reed et al., 1996). The results of this investigation are similar to previous
research, reinforce the importance of social support on the emotional well-being of
college students.

The positive influence of spirituality was measured by the DSES. The BSES
scored by totaling the scores for each of the items. Although there is nosoaieffor
the instrument, individuals with lower scores are considered to be demonstigtaaiex
number of spiritual experiences (Underwood, 2006). No statistically significa
relationships existed between spirituality, as measured by the DSES,emsdostr
depression. When examining these result in relation to Fowler's Stageshof Fait
Development, it is evident the students who participated in this study may not have
completed the personal reflection and examination necessary to develop their own
beliefs. Individuals in this age group would be in the Synthetic-Conventional stage of
faith development, conforming to the faith beliefs of important individuals in ikes.|
Because they have not developed their own faith beliefs, the students may not have fully
developed the ability rely upon their spiritual beliefs to guide and provide themselves
comfort during this time of transition. Thus, the lack of a relationship between
spirituality, stress and depressive symptoms in this sample could be a normal finding

Significant relationships did exist between spirituality and three of th€ WO
guestionnaire subscales. These subscales included problem focused (r =-.196, p < .01),

seeking social support (r =-.220, p < .01), and focus on positive (r =-.287, p < .01),
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indicating that as an individual’s level of spirituality increased, the use ofgmebl
focused coping mechanisms, emotional-focused coping mechanisms, and a combination
of both coping mechanisms all increased. The stress that students face durimg tofs t
transition to college requires the use of previously developed coping mechaassne|
as the development of new strategies to effectively adjust to universityTlife
development of new coping mechanisms when facing increased stress may aerve as
protective for these individuals, as individuals who possess limited coping resatgce
considered vulnerable to the negative effects of stress (Lazarus & Folkman, 1984)
Although a significant relationship did not exist between spirituality andssbres
depressive symptoms in this study, it does appear that individuals with higheokevels
spirituality were able to increase the use of all three types of capatgges, thus
decreasing their vulnerability to stress.

Statistically significant relationships did not exist between the twoipesit
influences of social support, as measured by the MSPSS, and spiritualitygsasedeoy
the DSES. There was a trend towards significance between spiritunalipeaceived
total social support (r = -.149, p < .05) and perceived support from family (r =-.196, p <
.05), but when considering the Bonferroni correction level, these results wergecedsi
nonsignificant. There is a limited amount of research examining the relaidoetween
spirituality and social support in college students. Although perceived social sapgor
spirituality have been demonstrated to serve as protective factors in thepteset of
depressive symptoms in college students, one limitation noted in the literaturkackthe

of concurrent evaluation of these factors. It has been proposed that “spiritual saigpor
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be expected to exert an influence on well-being independent of perceived social’suppor
(Maton, 1989, p. 311). The results of this study indicate there is a relationship between
perceived social support and spirituality in college students.

Finally, correlations were examined between high risk behaviors, as niehgure
the Adapted Youth Risk Behavior Score, and the other study variables (see Appendix K
and Table 12). It is noted that the reported incidence of high risk behaviorstfeigare
smoking, alcohol usage, casual sexual behaviors, and eating disorder) in thisestudy a
similar to the results of the American College Health Association’s Spring 2€4iethH
Assessment (see Table 17). Significant relationships were presen¢ietavitem
stating (“During the past 3 months, with how many people did you have sexual
intercourse”) (Item 9, see Appendix F) and total perceived social support, aseddasur
the MPSS (r =-.199, p <.01). Similar relationships were present betweeprthenid
the perceived family support subscale of the MPSS (r = -.255, p <.01) and the perceived
friends support subscale of the MPSS (r = -.150, p <.01). These results indicate as an
individual perceived decreased social support, both overall as well as from daahily
friends, her or she sought a greater number of sexual partners.

In addition, an inverse relationship was present between a second item measuring
risky behavior (“Did you drink alcohol or use drugs before you had sexual inter¢berse
last time”) (Item 10, see Appendix F) and perceived support from family.248,-p <
.01). Thus, individuals who perceived less support from his or her family were more
likely to use drugs or alcohol prior to sexual intercourse.

Casual sexual encounters are a negative outcome shown in the literature to be
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associated with depressive symptoms. In a cross-sectional study of unddegradua
students (N = 404), female students with significant depressive symptoms arere m
likely to engage in casual sexual relationships. Researchers reportietaiats with the
greatest number of depressive symptoms had the greatest number of sened. pdd
explain these results, it was suggested that females with depressive symaipseek
sexual relationships to decrease their feelings of isolation and to indreadeelings of
self-worth (Grello, Welsh, & Harper, 2006). In another cross-sectional inagstigof
students from a large public university (N = 648) the relationship between deprasd
risky sexual behavior was also examined. A significant positive correlaismeported
between higher scores on the CES-D and reported risky sexual behavior (r= .13, p
.001) (Swanholm, Vosvick, & Chng, 2009). Although the results of this study did not
find a significant relationship between depressive symptoms and risky bekaafiors,
there was an inverse relationship between perceived social support and thes& high ris
behaviors. Thus, as noted above, individuals who felt less of a social connection with
others may seek sexual relations to decrease their feelings of isolation.

Significant relationships were also present between an item statingntihe
past 30 days did you go without eating for 24 hours or more?” (Item 14, see Appendix F)
and depressive symptoms as measured by the CES-D (r = -.279, p < .01); stress, as
measured by the ICSRLE (r = -.166, p < .05); and perceived support from family (r =
184, p <.05). These results indicate that as the number of depressive symptoms and
stress increased, individuals were more likely to go without eating for 24 hours ¢r more

whereas, as perceived support from family increased, individuals were&édggdi go
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without eating. This finding is consistent with previous research. The retapons
between depressive symptoms and eating disorders among college womeamias@x
in a study of undergraduate women (N = 322). Women were largely Caucasian (N
74%), and college sophomores (41%). Depressive symptoms (Centers for
Epidemiological Studies of Depression Scale) and eating disorder symjiatimsg)
Disorder Inventory-2) were measured. Results demonstrated a sigmiisainte
correlational relationship between depressive symptoms and eating disongéorag (r
=.52, p<.001) (VanBoven & Espelage, 2006).

A significant relationship was also noted in a study examining depressive
symptoms and weight concerns in college students. Undergraduate students (N = 681)
with higher scores on the CES-D had significantly higher weight concernsaasned
by the Stanford Weight Concerns Scale (a five-item self report designed to assess
fear of weight gain, worry about weight and body shape, importance of weidht, die
history, and perceived fatness). Thus, consistent with the literature, the céghls
study indicate that as the number of depressive symptoms and stres®hcreas
individuals were more likely to report weight concerns as well as eatingléisor
symptoms.

No significant relationship was present between the misuse of alcohol and the
other study variables, although the misuse of alcohol has been identified terdiele
as a high risk behavior in college students that is related to depressive synigaokys (
et al., 2008; Eshbaugh, 2008). A study of almost 900 undergraduate students reported

that students who classified as depressed, reported drinking alcohol deenfigin
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social situations, but more frequently in a context of emotional pain. It was sajges
that these students were using alcohol as a means of coping with stress,thus self
medicating to alleviate their emotional pain (Beck, et al., 2008). Similaltsegere
revealed in another cross-sectional study of alcohol practices of csliefgnts (n=316).
Seventy-four percent of the participants in this investigation were &ésmen or
sophomores, and almost all were Caucasian (98%). Significant correlati@engresent
between depression (r = .26<p001), loneliness (r = .12,4¢.05), stress (r =.19,9
.001) and problematic drinking.

No significant relationship was present between smoking and other study
variables, although smoking has been identified in the literature as a kigleisvior
related to depressive symptoms (Kenney & Holahan, 2008; Ridner, 2005; Schleicher, et
al., 2009). In @ross-sectional investigation of college students (n=204; 62% Caucasian),
a significant relationship was discovered between depressive symptoms i alaely
cigarette smoking. Students were divided into two groups based on their results on the
Beck Depression Inventory. The low depressive symptom group scored nine or below (N
=100); and the high depressive symptom group had scores greater than nine (N = 104).
Results demonstrated that students with fewer depressive symptoms smoked@a aver
of 27 fewer cigarettes per week than students who reported a greater number of
depressive symptoms £.05) (Kenney & Holahan, 2008). Higher depressive symptoms
significantly predicted a greater number of cigarettes being smoked dueipgst month
(p = .007) in another cross-sectional investigation of undergraduate smokers (N = 315).

In another cross-sectional study, college students (N= 788) from a large pubdicsiiyi
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completed a questionnaire examining factors that predict smoking, and medicksed
that current smokers demonstrated a greater level of depressive synt@omert-
smokers.

Although the relationship between several high risk behaviors and depressive
symptoms has been well documented in the literature, it was not evident in thisAtudy
possible explanation for these findings is less than 20% (17.4%) of the students reported
smoking any cigarettes during the past 30 days. Therefore, the sample thize for
variable may not have been sufficient to detect a relationship with depresspt®sgm
(CES-D). It has also been noted in the literature that the smoking behaviorads frie
and family members may be strongly predictive of smoking behaviors in collsst
(Ridner, 2005). Because such a small number of the participants reported smoking
behaviors, it is possible the social environment on the campuses may not be supportive of
this behavior. When examining reported drinking behaviors, although over half (55.8%)
of the students in this study reported ingesting at least one drink in the past,3estays
than one fifth (18.5%) reported ingesting at least five or more drinks in a row on three or
more days during the past month. Problematic drinking, also know as binge drinking, in
college students has been defined as five or more consecutive drinks for males, and four
or more consecutive drinks for females (Eshbaugh, 2008). Research has demonstrated
problematic drinking has been related to depressive symptoms, as individuals may use
alcohol to alleviate emotional pain (Beck, et al, 2008). It is possible that although the
students may ingest alcohol, the majority are drinking small amounts on an infreque

basis. Thus, because such a small number of the participants reported problematic



101
drinking behaviors, the sample size may not have been sufficient to detetivaskip
with depressive symptoms.
Aim 3: To Determine the Factors that are Most Predictive of
Depressive Symptoms in College Freshmen

A stepwise multiple regression analysis was completed to determine the
combination of factors that are most predictive of depressive symptoms. When
completing a stepwise regression, the variables are entered into the modeldmase
mathematical criteria. The predictor demonstrating the highest predidtiemna is
selected first, followed by the next higher predictor, and so on (Field, 2005).

This regression model indicated that 5 predictor variables (stress, ke#p to se
focus on positive, wishful thinking, and perceived family support) accounted for 58.7%
of the variance in the dependent variable of depressive symptoms (57.5% adjusted) (p <
.001). Three of the variables demonstrated positive beta weights, includingfstress (
.321), keep to self3(= 1.093), and wishful thinking3(= .341). This means that as stress
and the use of emotion focused coping mechanisms of keep to self and wishful thinking
increased, the incidence of depressive symptoms also increased. This finding is
consistent with previous research. As stress increases for college sttiantsust
develop appropriate ways to cope with the stress to avoid negative consequences.
Individuals experience stress when they are faced with demands thatceay éeir
ability to cope (Dyson & Renk, 2006). The increase in emotion focused coping strategies
when faced with stress may be considered maladaptive, thus placing them rati$kghe

of developing depressive symptoms. Two of the variables demonstrated negative beta
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weights, including focus on positivpX -.657) and perceived family suppdst=(-2.96).
Thus, as the usage of focus on positive coping mechanisms and perceived family support
increased, the incidence of depressive symptoms decreased. This finding is als
consistent with previous research. Studies have demonstrated that students Wwileo are a
to utilize problem focused coping are better able to adapt to stress, thus dgdieasi
incidence of negative consequences of stress (Grant, 2004; Nolan, Robertsp& Gotli
1998; Alfeld-Liro & Sigelman, 1998; Chaplin, 2006; Dyson & Renk, 2006; VanBoven &
Espelage, 2006; Reed et al., 1996). Studies have also demonstrated the importance of
family support for college students. It has been reported that the gmreatdnadual’s
perception of family support, friendship support, and a supportive school environment,
the lower incidence of depressive symptoms in college freshmen (N = 17635, p<
.001) (Way & Robinson, 2003). Similar results were found in a study of African-
American female college students (N = 78) where those with greatds lof social
support from their family reported lower levels of depressive symptoms (r =<56, p
.001) (Reed et al., 1996).

In this study, spirituality was not shown to be a significant predictor of
depression, as it only accounted for 2% of the variance. This does not support what has
been documented in the literature. Several studies have demonstrated a negative
correlation between higher levels of spirituality and depressive symptorokeigec
students (Maton, 1989; Muller & Dennis, 2007; Turner-Musa & Lipscomb, 2007; Young,
Cashwell, & Shcherbakova, 2000). Although the Daily Spiritual Experiencesdidale

demonstrate a strong reliability in this study (Cronbach’s alpha = .94)yihatdave
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measured the concept of spirituality as intended. The questions on the DSES focus upon
the expression of spirituality in daily life. Because it does not measwHispeliefs or
behaviors, the DSES is designed to measure spirituality, regardless of an individua
religious beliefs. In a study focused upon the effect of religiosity on depees
symptomology in college students (N = 122), the DSES did demonstrated a negative
correlation to depressive symptoms (CES-D) ( -.263, p <.01) (Berry, 2005). Other
studies of spirituality in this population have used various instruments such as&he Lif
Attitude Profile-Revised (Mueller & Dennis, 2007), the Spiritual Well-beiogl&

(Turner, Musa & Lipscomb, 2007), and the Human Spirituality Scale (Young, State,
Cashwell, & Shcherbakova, 2000). Although the DSES has demonstrated a significant
relationship to depressive symptoms in other studies, one possible explanation for the
unexpected findings in this study may be the concern it did not measure spirituality
accurately in this population of freshmen college students. Another possible agplanat
for these findings is the high degree of spirituality in the participarttas study, as all
were students at religiously based institutions. Thus, there was limitediMsria the
concept of spirituality, leading to the lack of a significant relationship. Firthlge

results may be expected according to Fowler’s stages of faith deeiopiccording to
Fowler, individuals in this age group have not yet developed their own personal faith
beliefs, and are conforming to the faith beliefs of important individuals in thes: live
Because they may not have fully developed their own faith beliefs, they may not have
fully developed the ability rely upon their spiritual beliefs to guide and provide

themselves comfort during this time of transition. Thus, the lack of a relagonshi
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between spirituality, stress and depressive symptoms in this sample magrioeah
finding due to the development of their faith at this time.
Aim 4: To Test the Mediating Effect of Coping on the Relationship between Stress
and the Development of Depressive Symptoms in College Freshmen

A mediator is defined as a variable that directly affects the relatmbgtween a
predictor variable and the criterion. The function of mediator variables is falex
how external physical events take on internal psychological significanaesSr{&:

Kenny, 1986, p. 1176). In this study, the predictor variable was stress, as measured by
the ICSRLE scores, and the criterion was depressive symptoms, as measheeGBS-

D scores. The results of the multiple mediation analysis indicated thaif tlve WOC
guestionnaire subscales, keep to self and wishful thinking, significantly mediated t
relationship between stress and depression in this study. This mediation efbecitsc

for approximately 18% of the total amount of variance in depressive symptoms.

The theoretical framework guiding this study was based upon Lazarus and
Folkman’s conceptualization of stress, appraisal and coping (see FigurecbrdiAg to
Lazarus and Folkman, psychological stress, “is a particular relationshipdrethe
person and the environment that is appraised by the person as taxing or exceeding his or
her resources and endangering his or her well-being” (1984, p. 19). People respond
differently to potential causes of psychological stress, and cope with psyichbkigess
in different ways. There are two processes that are felt to mediatdatienship
between the person and the stressor, these include cognitive appraisal and coping

(Lazarus & Folkman, 1984).
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Cognitive appraisal “reflects the unique and changing relationship takicgy pla
between a person with certain distinctive characteristics (values, cowemtst, styles of
perceiving and thinking) and an environment whose characteristics must beepradidt
interpreted” (Lazarus & Folkman, 1984, p. 24). While completing cognitive appraisal
individuals attempt to understand the psychological stress and its signifaatioeir
well-being.

The second process felt to mediate the relationship between the person and the
stressor is the coping process. Coping is defined as, “constantly changirtyeayd
behavioral efforts to manage specific external and/or internal demandsethapaaised
as taxing or exceeding the resources of the person” (Lazarus & Folka&n,pl 141).
Individuals may use different methods of coping in different situations, based upon
continuous appraisal of the stressors. In this study, the two methods of coping that had
mediating effects on the relationship between stress and depression weué thiiskihg
and keep to self. Both of these represent methods of emotion-focused coping.

Emotion-focused coping are methods focused upon changing the perception of a
stressor, not directly working to change the stressor itself. Differentgepategies
should not be labeled either good or bad, as their usefulness varies depending upon the
particular situation (Lazarus & Folkman, 1984). Emotion-focused copinggaaimay
be useful for college students to assist them in developing hope and optimieay as t
face stress, or they may prove to be harmful if they prevent students frontydirect
attempting to overcome their stressors. According to Lazarus and Folkmdaiduals

who possess limited coping resources, or the inability to employ adaptive coping,options
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are considered vulnerable (1984). This is especially the case when the sticzsteafic
demands, which are inherent to the college experience, may add to the etiolegy of t
depressive symptoms.

The finding of this study are similar to previous research. In a study @rgmi
coping resources in freshmen college students (N = 138), emotion focused coping was
found to be significantly related to stress. In this study, students demongtighiag
levels of stress prior to an exam also demonstrated greater numbers of medadapt
emotion focused coping mechanisms such as denial and avoidance. Similar results we
found in a study examining coping in college students from Israel (N = 283), in which
academic stress was positively associated with emotion focused copingobeligariv,
2005). According to Brougham, Zail, Mendoza, and Miller (2009), “College students’
use of problem solving strategies was associated with positive outcomes, suitéras be
health and reduced negative affect, and the use of emotion focused stratetipetanbar
the use of avoidance strategies, was associated with negative outcomes suatras poor
health and increased negative affect” (p. 86). The results of this study aréecdngith
the literature, as it appears the increased use of emotion focused copingtpideets sit
greater risk of developing depressive symptoms.

Study Limitations

This investigation contains some potential limitations including threats toahte
and external validity. Three main threats to internal validity exist inrkestigation.
First, selection bias may have affected the internal validity of this igaésh. A

convenience sample composed of individuals who volunteered to participate in the
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investigation was utilized. In addition, the individuals were from privatgioeisly
affiliated institutions in the Midwestern United States. Hence the relbtpmns
discovered among the variables in this study may not be consistent with othge colle
students from more diverse settings, such as public institutions or institutiote aits
the Midwest. Caution must also be utilized when reviewing the results, as individuals
may have had personal reasons that are not disclosed for choosing to partidgate. A
the participants in this study were first semester freshmen students,ayHzem
encountering different stressors than students in their second semesteraifatiemic
careers. Possibly, as the students adapt to their new environments, develop new socia
relationships, and develop more adaptive methods to cope with academic stressors, the
relationships between the variables in this study could change. Secondly, amsation
may present a threat to internal validity. A thorough review of the literanud careful
thought has been completed prior to the selection of the instruments to be utilized in the
data collection process. The potential does exist, however, that the instruments did not
perform as expected. Therefore, reliability was established using Chosladpha for
each tool in the study (see Table 9). In addition, convergent validity was dwstdlidis
examining the relationships among the tools to each other. Finally, statistichlsion
validity may present a threat to the internal validity of this investigation. Toatdot
this threat to the greatest degree possible, the investigator consulted wifeenre
statistical procedures regarding the most appropriate analysis to bel utiliés
investigation. The Bonferonni adjustment was also made during the initial dbtsisana

to account for this possible threat.
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Potential threats to the external validity have also been identified inubis st
The first threat to the external validity are the settings. Thengettor this investigation
were private four-year religiously affiliated universities in the Maedtern United States.
Thus, the ability to generalize these findings to college freshmen in publiotiosist
where more diversity is evident is limited. However, previous research from more
diverse college populations has demonstrated similar relationships betwesrastte
depression (American College Health Association, 2009; American ColledhHe
Association, 2010; Dyson & Renk, 2006). Therefore, because of the chosen population,
the results of this investigation must be limited to this particular populatiorsdintia.
In the year 2008, a total of 5,131,000 (26.9%) students attended private universities,
whereas a total of 19,103,000 (73.1%) attended public universities (U.S. National Center
for Education Statistics, 2011). Although caution must be utilized when generdiiging t
results obtained to non-religiously affiliated institutions, the results malysighificant
implications for over five million students attending private universities. cArse
potential threat to the external validity is history. Any unusual occurremoesd the
time of data collection could affect the ability to generalize the resudtgher periods in
time. For example, if there was a recent suicide on campus or within theingdrges
with family or friends, or if students had recently attended a campus preseatati
depression, these occurrences could affect the way they answer the questiemegre
during the investigation. There were no known suicides on either campus whereslata wa
collected during the Fall 2010 semester, however, the potential of suicidesilgr fa

members or friends is unknown.
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Implications for Nursing Knowledge and Practice

Despite its limitations, the findings of this study contribute to nursingceim
several ways. First, the results of this study indicate the existencéndéwals of
depressive symptoms in college freshmen, as almost half (47.84%) of theppatsicn
this study met the criteria for moderate depression. Previous researcimoastdated
that college students suffering from depression miss significantly rasses, and
experience on average a 0.49 drop in their grade point average than their peers that did
not report depressive symptoms (Hysenbegasi, Hass, & Rowland, 2005). There also
appears to be a relationship between student attitudes toward suicide andwdepressi
symptoms. The greater the number and intensity of depressive symptomerequehy
college students, the greater their risk of suicide (Gibb, Andover, & Beach, 2086y Hir
Conner, & Duberstein, 2007; Talaiferro, et al., 2008). Nurses working with college
freshmen must be aware of the high incidence of depressive symptoms in thisigopulat
as the consequences of unrecognized and untreated depression can be significant.
Outreach interventions must be developed to target depression assessmentsliegall ¢
students. Currently a study is being completed by Massachusetts Géospaél
focused upon the usefulness of online screening instruments to identify major gepressi
disorder in college students. The sample for this study consists of collegastlgle
years and older attending Massachusetts colleges. The estimated end th&esfudy
is January 2013 (U.S. National Institutes of Health, 2011). It is anticipated threugh t
use of wide screening methods, more students suffering from depressive sycqitns

be identified, thus increasing the number of students receiving necessarlyhaatltta
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services. Assessment for depressive symptoms should also be a mandatory part of all
holistic nursing interactions with freshmen students regardless of the thag@eek
care. Faculty members working closely with college students should be detguire
participate in educational opportunities focused upon learning early methods ify ident
depressive symptoms in their students. For example, because a decreassmicacad
performance may be a sign of depression, faculty members must educatediitive se
to changes in the academic performance of their students. Finally, parenbemust
educated to recognize changes in behavior that may indicate depressive syagptoms
their children adjust to college. Offering workshops for the parents of cditlegienen
during visit days may provide them the tools to recognize changes in their children that
may indicate depressive symptoms, as well as provide them with informationfabout t
various mental health services available on campus.

The results of this study also provide a better understanding of factoreethat a
predictive of depressive symptoms in college freshmen students. In thiststsgyweas
the major predictor of depressive symptoms in this population, thus as an individual’s
stress level increased, he or she also experienced an increase in depregavas.
Almost half (44.7%) of the students in this study were demonstrating greatevitrage
levels of stress. The most common stressor reported by college studeatiemiac
demands, followed by financial pressures and separation from their usual support
network. Nurses working with college freshmen must also be aware of the high levels of
stress they may be experiencing. An assessment of stressors, and tlvesebeur

students have to cope with their stressors, must be completed during all iosradtn
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college students. Resources to assist with stress management must be rezdudie tavai
college freshmen, as stress has been shown to be an intrinsic part of the college
experience. College administrators must recognize the need for trmseessand
value their existence enough to make necessary funding available to supporttthem. A
both campuses where data was collected for this study, all freshmen aredremgaitend
classes throughout the entire freshmen year to assist with the adjustrogfege life.
These class times would provide an opportunity to notify students about the available
resources on campus as they begin their careers, as well as remind thethesigout
resources throughout the entire academic year. These resources needilype
available, convenient, and offered at no charge to the students.

Finally, specific nursing interventions should be implemented to assisirfess
college students in the development of adaptive methods to cope with stress. Research
has demonstrated that emotion focused coping placed students at greater risk of
developing depressive symptoms, whereas problem focused coping was assottiated wi
more positive outcomes. The results of this study indicated two emotion focused coping
subscales of the WOC questionnaire (keep to self and wishful thinking) significantl
mediated the relationship between stress and depression. Thus, interventions focused
upon teaching the students how to decrease the use of emotion focused coping, and
increase the use of problem focused coping, may decrease the incidencessikepre
symptoms in this population. Recently a study was completed at the Universitytof S
Tomas, located in the Philippines, which examined the impact of a brief group

intervention on depression in college students. This study was completed in May 2010,
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with results to be published soon (U.S. National Institutes of Health, 2011). Through
improved methods of recognition and treatment of depressive symptoms in college
students, it is hoped to decrease the incidence of depressive symptoms that pegativel
impact the lives of college students. Upon the completion of this study, several topic
can be identified as potential areas for future research. To begin with, tadomaji
study following the students throughout their undergraduate careers would provide a
valuable contribution to scientific knowledge. This longitudinal study could begin during
the first semester freshmen year, and continue with data collection eneggter
throughout the four year undergraduate experience. The data collecteal from
longitudinal study would allow the opportunity to follow the variables throughout the
educational experience, providing further information on how they may change over
time. Secondly, it would also be beneficial to complete a qualitative invéstigat
focused upon freshmen college students with depressive symptomology. Thisiggialitat
investigation would allow the opportunity to gain information into the lived expesence
of students struggling with these symptoms. The information gained from this aqualitat
data could be valuable in the development of nursing interventions to assist college
freshmen suffering from depressive symptoms. Finally, it would be benddicial

replicate this study in a secular university that may allow a more digaraple.
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Table 1: Literature Search Results

Search Terms Data Base Number of
Articles
College CINAHL 3
Freshmen and
Depression Medline
PsychINFO 4
College CINAHL 11
Freshmen and
High Risk Medline 1
Behaviors
PsycINFO 3
College CINAHL 4
Freshmen and
Social Support Medline 4
PsycINFO 50
College CINAHL 1
Freshmen and
Vulnerability Medline 3
PsychINFO 31
College CINAHL 0
Freshmen and
Spirituality Medline 0
PsycINFO 4

Total Number of Articles: 119
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Table 2: Erik Erikson’s Stages of Psychosocial Development

Developmental Stage

Age of Individual Facing Crisis

Basic Trust verses Mistrust

Birth through 1 year of age

Autonomy verses Shame and Doubt

18 months through 3 years of age

Initiative verses Guilt

3 years through 5 years of age

Industry verses Inferiority

6 years through 12 years of age

Identity verses Identity Diffusion

12 years through 20 years of age

Intimacy verses Self-Absorption

18 years through 30 years of age

Generativity verses Stagnation

30 years through 65 years of age

Ego Integrity verses Despair and Disgust

65 years of age and beyond




Table 3: Correlation Coefficients from Previous Research
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Authors

Purpose of Study

Study Design

Data Analysis

Chaplin, 2006

To examine the
associations between
depressive symptoms
and patterns of
emotional experience

Cross-sectional

Emotion variables
(anger, happiness,
sadness) accounted f
40% of variance in
depressive symptoms
F(6,93)=10.51, p<.00

=

Drozd, Robinson, &
Saarnio, 1994

To investigate the
relationship between
study habits and
depression in college
students

Cross-sectional

Significant
correlations between
study habits and
depression r(127)= -
24, p <.01

Eshbaugh, 2005

To examine the
prevalence and
correlates of
depression, anxiety,
and suicidality among
university students

Cross-sectional

Students who were
more depressed
indicated more
problematic drinking i
(315)=.26, p<.001

Maton, K., 1989 To examine the Longitudinal Social support from
relationship between parents was positively
spiritual support and correlated with
well being college adjustment

r=.24, p<.05

Social support from
friends was positively
correlated with
college adjustment
r=.30, p<.01

Saltzman & To investigate factors Longitudinal Time one social

Holahan, 2002

that mediate between
social support and
psychological
adjustment in college
students

support significantly
correlated with time
two coping r=.53,

p<.01 and time two
depressive symptoms
r=-.53, p<.01

Taliaferro, et. al,
2009

To explore the
dimensions of
spiritual well-being as
they related to

suicidal ideation

Cross-sectional

Correlations were
significant at the
p<.001 level for
spiritual well being
and hopelessness (-
.46), depression (-.48

social support (.59)
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Table 4: Comparison of Cronbach’s Alpha for Coping Scales of Ways of Coping

Checklist and Ways of Coping Questionnaire

Population| Medical | Medical | Spouses of | Spouses of | Psychiatric| Psychiatric
Students| Students| Patients Patients Outpatients Outpatients
with with
Alzheimer’'s| Alzheimer’s
Disease Disease
Original | Revised | Original Revised Original Revised
Problem- | .82 .88 .76 .85 .82 .88
Focused
Wishful .86 .85 .86 .86 .86 .87
Thinking
Seeks .78 .78 .60 .79 .60 .81
Social
Support
Blamed .78 .78 .80 .80 .76 .76
Self
Avoidance| .74 74 73 73 .81 .81

(Vitaliano, Russo, Carr, Maiuro, & Becker, 1985)



Table 5: Socio-Demographics Characteristics of Study Sample

118

Variable Total Sample University A University B
University
A 95 (50.5%) 95 (50.5%) 93 (49.5%)
B 93 (49.5%)
Age
Mean 18.28 18.27 18.28
Range 18-20 18-20 18-19
Standard deviation | .47 49 45
Gender
Male 80 (41.6%) 44 (46.3%) 36 (38.7%)
Female 108 (57.4%) 51 (53.7%) 57 (61.3%)
Employment
Part-time 46 (24.5%) 22 (23.2%) 24 (25.85)
Full-time 1 (0.5%) 1 (1.1%) 0

Not employed

141 (75%)

72 (75.8%)

69 (74.2%)

Race
White 132 (70.2%) 71 (74.7%) 61 (65.6%)
Black 7  (3.7%) 4 (4.2%) 3 (3.2%)
Asian/Pacific 17 (9.0%) 6 (6.3%) 11 (11.8%)
Islander
Native American 2 (1.1%) 1(1.1%) 1 (1.1%)
Hispanic 20 (10.6%) 8 (8.4%) 12 (12.9%)
Other 12 (6.4%) 6 (6.3%) 6 (6.5%)
Religion
Lutheran 34 (18.1%) 30 (31.6%) 4 (4.4%)
Catholic 79 (42.0%) 27 (28.4%) 52 (55.9%)
Other 71 (37.8%) 36 (37.9%) 35 (37.6%)

Living Arrangements

With family
University housing

35 (18.6%)
153 (81.4%)

16 (16.8%)
79 (83.2%)

19 (20.4%)
74 (79.6%)
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Financial Aid
Yes
Less than $5,000

$5,000 to $10,00

162 (86.2%)
12 (6.4%)

D22 (11.7%)

79 (83.2%)
1(1.1)

10 (10.5%)

83 (89.2%)
11 (11.8%)

12 (12.9%)

$10,000 to 47 (25%) 20 (21.1%) 27 (29%)
$15,000
$15,000 to 25 (13.3%) 14 (14.7%) 11 (11.8%)
$20,000
$20,000 to 20 (10.6%) 9 (9.5%) 11 (11.8%)
$25,000
Greater than 30 (16%) 19 (20%) 11 (11.8%)
$25,000
No 25 (12.8%) 14 (14.7%) 11 (10.8%)
Current Physical
Problem
Yes 17 (9%) 8 (8.7%) 9 (9.7%)
No 168 (8.4%) 84 (88.4%) 84 (90.3%)

Current Emotional
Problem

Yes
No

11 (5.9%)
174 (92.6%)

6 (6.3%)
86 (90.5%)

5 (5.4%)
88 (94.6%)

Family History of
Emotional Problems

Yes
No

27 (14.4%)
159 (84.6%)

15 (15.8%)
78 (82.1%)

12 (12.9%)
81 (87.1%)

Currently Taking
Medications

Yes
No

42 (22.3%)
144 (76.6%)

23 (24.2%)
70 (73.7%)

19 (20.4%)
74 (79.6%)
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Hours of Sleep During
Academic Week

Mean 35.10 35.60 34.61

Range 10-60 10-60 17.5-60

Standard Deviation | 8.75 8.96 8.56
Body Mass Index

Mean 24.19 25.59 22.77

Range 14-52 14-53 15-34

Standard Deviation | 5.19 6.19 3.42
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Table 6: High Risk Behaviors as Reported on the Adapted Youth Risk Behavior Survey

High Risk Behavior Measure Reported Frequency
Cigarette Smoking Ever tried cigarette smoking,es 41.5%
even one or two puffs No 58.5%
Age started to smoke Mean 15.5p
Standard deviation 3.0
Number of days smoked in | O days 82.6%
past 30 days 1-2 days 5.89
3-5 days 2.19
6-9 days 1.19
10-19 days 1.19
20-20 days 1.19
All 30 days 4.2%
How many cigarettes per day0 cigarettes 76.3%
in past 30 days Less than 1 4.2%
1 per day 3.7%
2-5 per day 5.3%
6-10 per day 2.1%
11 to 20 per day 0.5%
More than 20 0%
Alcohol Usage Age started to drink alcohglMean 16.15
Standard deviation 1.50
Number of days at least on¢ 0 days 44.2%
drink in past 30 days 1-2 days 19.59
3-5 days 16.39
6-9 days 14.79
10-19 days 4.29
20-29 days 0.59
All 30 days 0%
Number of days at least 5 of O days 62.2%
more drinks in a row in past| 1 day 11.29
30 days 2 days 8.0%
3-5days 12.29
6-9 days 5.39
10-19 days 0.59
20 or more days 0.5%
Sexual Behavior Age became sexually active  Mean 16.19
Standard deviation 1.54
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Number of partners in past 30 partners 59.4%
months 1 person 24.2%
2 people 4.29
3 people 2.19
4 people 2.19
5 people 1.19
6 or more 0.5%
If sexually active, drink Yes 6.9%
alcohol or use drugs before| No 39.9%

last sexual intercourse

Eating Disorders

How describe weight

Very underweight  1.6%

(=]

Slightlyunderweight11.79
About the right 51.19
Slightly overweight 32.49
Very overweight 2.19

A=)

Which trying to do about Lose weight 51.6%

weight Gain weight 12.8%
Stay the same 21.80
Not trying anything 13.3%

During past 30 days go Yes 8.9%

without eating for 24 hours | No 91.1%

or more to lose weight or

keep from gaining weight

During past 30 days take dietres 1.1%

pills, powders, liquids to loseNo 98.9%

weight or keep from gaining

weight

During past 30 days vomit grYes 1.6%

take laxatives to lose weight No 98.4%

or keep from gaining weight|
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Table 7: Reliability of Instruments

Instrument Cronbach’s Alpha

Multidimensional Scale of Perceived .93
Social Support

Significant Other Subscale (N=4) .92

Family Subscale (N=4) .90

Friends Subscale (N=4) .92
Daily Spiritual Experiences Scale 94

Inventory of College Students’ Recent Lite91
Experiences

Ways of Coping Questionnaire

Problem-focused Subscale (N=11) .79

Wishful Thinking Subscale (N=5) .64
Detatchment Subscale (N=6) 75
Seeking Social Support Subscale (N=7)79
Focus on Positive Subscale (N=4) .67
Self-blame Subscale (N=3) .65
Tension Reduction Subscale (N=3) .38*
Keep to Self Subscale (N=3) .62
Center for Epidemiological Studies .92

Depression Scale

* The Tension Reduction Subscale did not emerge as a significant predictor ofidepress
in the stepwise regression



Table 8: Key Study Outcome Variables by Socio-Demographics

Instrument Inventory of Center for Multidimensional | Daily Spiritual
College Students’ | Epidemiologic Scale of Perceived| Experiences Scale
Recent Life Studies Depression Social Support
Experiences Scale
Overall scale Mean: 95.79* Mean: 18.29* Mean: 68.82* Mean: 55.49*
SD: 19.03 SD: 11.58 SD: 13.08 SD: 16.61
Range: 54-153 Range: 0-57 Range: 15-84 Range: 16-87
Sex
Female N=108 95.85 (19.65) 18.81 (12.18) 70.95 (12.09) 55.13 (15.24)
Males N=80 95.71 (18.28) 17.59 (10.77) 65.94 (13.89) 55.99 (18.38)
Race
White N=132 93.95 (18.21) 17.72 (11.65) 69.36 (11.97) 57.36 (16.07)
Black N=7 91 (17.09) 14.57 (10.53) 63.71 (22.18) 39.86 (13.04)
Asian/Pacific 102.59 (21.97) 21.76 (9.92) 67.29 (16.14) 54.12 (20.85)
Islander N=17
Hispanic N=20 100.35 (21.20) 18.75 (12.42) 71 (11.89) 51.90 (12.52)
Other N=12 100.61 (20.67) 18.96 (12.07) 68.86 (13.56) 50.43 (14.32)

144!



Religion
Lutheran N=34
Catholic N=79

Other N=71

99.21 (17.86)
92.65 (19.63)

97.08 (18.68)

18.08 (13.04)
17.29 (11.39)

18.86 (11.10)

69.65 (8.52)
70.51 (12.22)

67.55 (14.29)

53.47 (14.76)
53.85 (14.17)

58.25 (19.23)

Credit hours

12-16 credit hours
N=146

17+ credit hours
N=42

94.92 (18.69)

98.54 (20.27)

18.29 (11.36)

18.44 (12.60)

68.47 (12.88)

69.88 (13.97)

55.68 (15.90)

55.15 (19.21)

Living
Arrangements
With family N=35

University housing
N=153

95.34 (18.51)

95.90 (19.20)

18.77 (11.05)

18.18 (11.74)

67.34 (15)

69.16 (12.63)

58.51 (18.24)

54.80 (16.20)

Financial aid status
Yes

No

95.23 (18.01)

99.63 (25.64)

17.65 (11.25)

21.5 (13.29)

69.09 (12.69)

68.38 (15.07)

55.44 (16.11)

54.79 (20.12)

*Normative Mean ICSRLE =95.31 (SD = 17.36); CES-D =15.67 (SD = 12.10);

DSES =52.98 (SD = 14.47)

MDPSS = 69.59 (SD = 12.20);

A



Table 9: Correlations Between the Total Scale Scores

CESD
Family Friends Total Daily Total Recent Depression
iy : Scale Score
support support Spiritual Life
subscale subscale  Total Experiences Experiences

of MSPSS of MSPSS MSPSS Scale Score Stress Score

Family support
subscale of MSPSS

Friends support
subscale of MSPSS .550**

Total MSPSS .831** .854**

Total Daily Spiritual
Experiences Scale
Score -.196* -.051 -.149*

Total Recent Life
Experiences Stress
Score -.347** -.406** -.380** .081

CESD Depression
Scale Score -.384** -.369** -.398** 141 701**

** Correlation is significant at the 0.01 level {2iled).
* Correlation is significant at the 0.05 level @ked).

971



Table 10: Correlations Between the Ways of Coping Questionnaire Subscalesar&talet Scores

Family Friends Total Daily Total Recent
support support Spiritual Life CESD
subscale of subscale of Total Experiences Experiences Depression

MSPSS MSPSS  MSPSS Scale Score Stress Score Scale Score
Problem focused .087 .062 .079 -.196** .04 -.016
Wishful thinking -.03 -.131 -.091 -.073 372** .380**
Detachment .074 -.035 .017 -.035 247+ 138
Seeking social support .146* .095 .138 -.220** .078 122
Focus on positive 229%* .057 .168* -.287** .022 -.059
Self-blame -.156* -.168* -.185* -.026 251** 272%*
Tension reduction .015 -.064 -.044 -.005 .067 .057
Keep to self -.083 -.134 -.128 -.009 .306** A401**

** Correlation is significant at the 0.01 level (2-tailed).
* Correlation is significant at the 0.05 level (2-tailed).

LZ1
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Table 11: Correlations Between Negative Influences and Total ScaksSop6tress
and Depressive Symptoms

ICSRLE ISCRLE
ltem #9 Item #21
(Separation (Financial

from burdens)
people you
care about)
Total Recent .315** A496**
Life
Experiences
Stress Score
Center for .319** 314**
Epidemiologic
Studies
Depression
Scale

**Correlation is significant at the 0.01 level (2-tailed)
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Table 12: Correlations Between Scale Scores and Adapted Youth Riskd@ebaviey Iltems

CES-D ICSRLE MPSS Total | MPSS MPSS DSES Scores
Scores Scores Scores Family Friends
Subscale Subscale

YRBS1 -.176* -.112 .059 134 .028 -.085
YRBS2 .023 -.145 -.091 -.098 -.113 -.145
YRBS3 .078 .066 -.125 -.149* -.091 .066
YRBS4 116 .042 -.097 -.121 -.078 .042
YRBS5 -.041 -.085 -.089 .033 -.019 -.085
YRBS6 -.030 -.009 .019 -.003 -.009 -.009
YRBS7 -.030 .095 -.035 -.058 -.042 .095
YRBS8 -.001 -.122 .022 -.041 -.033 -.069
YRBS9 .090 .128 -.199** -.255** -.150** 11
YRBS10 121 .071 -.116 -.240** -.072 .009
YRBS11 .039 .052 .007 .043 -.027 .096
YRBS12 -.166* -.158* .027 .054 .038 147+
YRBS13 .016 .032 -.037 -.022 -.007 .138
YRBS14 -.279%* -.166* 119 .184* .054 -.044
YRBS15 .021 .013 -.045 -.050 -.026 .016
YRBS16 -.092 -.004 112 .079 .081 .088

** Correlation is significant at the 0.01 level {@Hed).
* Correlation is significant at the 0.05 level @ie
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Table 13: Results of Simple Linear Regression

Unstandardized Coefficients Standardized
Coefficients
Beta

Predictors B Std. Error t Sig.

Stress

Inventory of A27 .032 .701 13.391 .00
College Students’
Recent Life
Experiences

Coping

Problem-focused | -.027 124 -.016 -.215 .830
Subscale

Wishful Thinking | .859 .153 .380 5.60 .00
Subscale

Detachment 362 .190 .138 1.906 .058
Subscale

Seeking Social .267 .159 122 1.676 .096
Support Subscale

Focus on Positive | -.216 .268 -.059 -.807 420
Subscale

Self-blame 1.193 .310 272 3.849 .00
Subscale

Tension Reductiorn .285 .367 .057 77 438
Subscale

Keep to Self 1.817 .304 401 5.975 .00
Subscale

Perceived Social
Support

Total -.352 .060 -.398 -5.910| .00
Multidimensional
Scale of Perceived
Social Support

Perceived Support -.838 .148 -.384 -5.68 .00
from Family

Perceived Support -.881 .163 -.369 -5.910, .00
from Friends

Spirituality

Daily Spiritual .098 .051 141 1.94 .054
Experiences Scale

* Dependent Variable: Depressive Symptoms, SE~dstal error, Sig= significance
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Table 14: Results of Stepwise Multiple Regression of CESD Depression Score on
Measures of Social Support, Spirituality, Incidence of Stressful Expesgand Coping

Strategies

Category Variable b SEb B t p

Included  (Constant) -8.900 4.598 -1.936 .054
Total Recent Life
Experiences Stress Score 321 .034 527 9.378 <.001
Keep to self 1.093 .250 .241 4.364 <.001
Focus on positive -.657  .202 -.179 -3.247 .001
Wishful thinking 341 126 151 2.719 .007
Family support subscale -296 115 -136 -2.578 011
Friends support subsca -.028 -.473 .637
Total Daily Spiritual
Experiences Scale Score .037 732 465
Problem-focused / -.093 -1.514 132
Detachment -.103 -1.779 .077
Seeking social support .088 1.591 113
Self-blame .024 441 .659
Tension reduction , -010 -195 846

Note: R? = .587; adjuste®® =.575



Table 15: Causal Step Tests of Mediator Qualification
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Test # Y Predictor(s) b SEofb t p
(initial) CESD ICSRLE 427 032  13.391 <.001
1 Wishful thinking 1.265 .269 4,697 <.001
Keep to self 1.873 .550 3.405 .001
Focus on positive -1.104 438 -2.518 .013
Problem focused -.301 257 -1.168  .244
ICSRLE
Detatchment .581 .346 1.678 .095
Seeking social support  -.097 297 -.328 743
Self-blame 731 547 1.337 183
Tension reduction -.094 .621 -.151 .880
2 Keep to self 1.803 311 5.791 <.001
CESD Wishful thinking .769 153 5.043 <.001
Focus on positive -1.169 .248 -4.711 <.001
3&4 Keep to self 1.149 .253 4535 <.001
Wishful thinking 327 127 2.568 011
CESD
Focus on positive -.784 199 -3.934 <.001
ICSRLE .349 .033 10.610 <.001
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Table 16: Results of Multiple Mediation Analysis of Prediction of Depressoon f

Stress
Independent Mediating Effect of Effect of Direct Indirect Effect Total
variable variable IVonM Mon DV Effect Effect
(V) (M) () (b) (c) (a*b) 95% ClI (©)
ICSRLE Keep to
self .0412 1.1487 .0473* .0248, .0862
(stress)
Wishful
thinking .1001 .3270 .0327* .0042, .0719
Focus on
positive .0037 -.7836 -.0029 -.0236, .0160
Total 145 6927  .3494***Q771** 0400, .1193 .4265***
*=p<.05
**=p<.01

¥ =p <.001
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Table 17: Comparison of Adapted Youth Risk Behavior Survey Results with the
American College Health Association Spring 2010 Health Assessment

High Risk Behavior

Adapted Youth Risk
Behavior Survey Results

American College Health
Association Spring 2010
Health Assessment Result

Ul

Cigarette Smoking

How many days smoked
cigarettes in past 30 days

Never smoked 82.6% 84.0%

Smoked 1-9 days 9.0% 8.1%

Smoked 10-29 days 2.2% 2.7%

Smoked all 30 days 4.2% 5.2%
Alcohol Usage

How many days ingested

alcoholic beverages in the

past 30 days

Never drank 44.2% 34.8%

Drank 1-9 days 50.5% 49.7%

Drank 10-29 days 4.7% 14.3%

Drank all 30 days 0% 1.1%
Sexual Behavior

Have you had sexual

intercourse within past 3

months

Yes 38.2% 49.8%

No 59.4% 50.2%




Table 18: Comparison of Subscale Means of the Ways of Coping Questionnairazdthd and Folkman Study of College Students

(1985)

Statistics Problem- | Wishful Detatchment Seeking Focus on | Self- Tension Keep to
focused Thinking (N=6) Social Positive blame Reduction | Self
(N=11) (N=5) Support (N=4) (N=3) (N=3) (N=3)

(N=7)

Mean for 16.18 8.16 6.86 10.27 5.10 4.28 3.17 3.48

this study

Mean for

Lazarus &

Folkman

(1985)

Time 1 15.2 5.2 35 7.0 4.2 33 2.6 2.3

Time 2 9.5 4.6 6.5 5.1 3.3 3.2 2.3 1.9

Time 3 10.5 3.9 3.6 4.4 2.8 3.2 2.0 1.6

el
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Figure 1: Study Conceptualization using Lazarus and Folkman Model
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Figure 2: Substruction of Proposed Concepts
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Figure 3. Study Conceptualization for Hypothesis Testing
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Antecedents
Variable Instrument ltems Reliability Interpretation of
and Validity Scores/Values
Stress Inventory of Total of 49 | Cronbach’s | Scale is scored by
College Students’| items Alpha 0.89- | totaling the scores
Recent Life 4-point 0.92 for each of the
Experiences Likert Scale | Construct items
Validity
Established | Higher Score =
Greater Levels of
Stress
Perceived Multidimensional | Total of 4 Cronbach’s | Sub-scale is scored
Support from| Scale of Perceiveditems Alpha 0.85 | by totaling the
Friends Social Support, | 7-point Content scores for each of
Friends Subscale | Likert Scale | Validity the items
Established
Higher Scores =
Greater Perception
of Social Support
from Friends
Perceived Multidimensional | Total of 4 Cronbach’s | Sub-scale is scored
Support from| Scale of Perceiveditems Alpha 0.87 | by totaling the
Family Social Support, | 7-point Content scores for each of
Family Subscale | Likert Scale | Validity the items
Established
Higher Scores =
Greater Perception
of Social Support
from Family
Spirituality | Daily Spiritual Total of 16 | Cronbach’s | Scale is scored by
Experiences Scalg¢ items Alpha 0.94 | totaling the scores
6-point Content for each of the
Likert Scale | Validity items
Item #16 is | Established
reversed Lower Score =
scored Greater Levels of

Spirituality




142

Mediators
Variable Instrument ltems Reliability Interpretation of
and Validity | Scores/Values
Coping Ways of Coping Total of 66 | Cronbach’s | Scale is scored by
Questionnaire | items Alpha 0.59- | totaling the scores fol
4-point 0.88 for each | the items on each of
Likert Scale | of the the 8 subscales
subscales
Concurrent
Validity

Established




Primary Outcomes
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Variable Instrument ltems Reliability Interpretation of
and Validity | Scores/Values
Depressive | Center for Total of 20 Cronbach’s | Higher Score =
Symptoms | Epidemiological | items Alpha .85-.90| Greater Number of
Studies 4-point Likert | Content Depressive
Depression Scalel Scale Validity Symptoms
ltems # Established
4,8,12,16 are

reversed score
Scale is scored
by totaling the
scores for each
of the items
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Secondary Outcomes

Variable Instrument ltems Reliability Interpretation of
and Validity | Scores/Values

Alcohol Usage | Adapted Youth | Total of 2 | Reliability Quantity/frequency
Risk Behavior |items on | established | analysis
Surveillance Adapted by CDC test-

System Instrument | retest
analysis on 2
Occasions *
Cigarette Adapted Youth | Total of 3 | Reliability Quantity/frequency
Smoking Risk Behavior |itemson | established | analysis
Surveillance Adapted by CDC test-
System Instrument | retest
analysis on 2
Occasions *

Casual Sexual | Adapted Youth | Total of 2 | Reliability Quantity/frequency

Encounters Risk Behavior |items on | established | analysis
Surveillance Adapted by CDC test-
System Instrument | retest
analysis on 2
Occasions *
Eating Adapted Youth | Total of 6 | Reliability Quantity/frequency
Disorders Risk Behavior |itemson | established | analysis
Surveillance Adapted by CDC test-
System Instrument | retest
analysis on 2
Occasions *

* Validity may be affected by cognitive and situational factors
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Thank you for volunteering to participate in this study exploring stress coping, mood and
health behaviors in college freshmen. Your participation in this study is voluateat
will have no influence on your grades. There are a total of seven instruments inoluded i
the study booklet. It should take you approximately 30 minutes to complete the booklet.
There are no right or wrong answers to the questions presented, and you may skip
guestions if you do not wish to answer. Your answers will be confidential, there will be
no way to connect your answers to you. All data collected in this study will bee@port
in aggregate.
After completion of the booklet, you will be provided with a $5 coupon to use at any of
the Valparaiso University dining areas. Also, after completion, you will begedwith
information on the Valparaiso University Counseling Center, as well as localwaoity
mental health providers, should you feel the need to seek emotional assistance.
You may contact me via my e-mail address to request a copy of the study \ndsarit
they are available: Julie.Brandy@valpo.edu.

Thank you for your time and effort!
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Thank you for volunteering to participate in this study exploring stress coping, mood and
health behaviors in college freshmen. Your participation in this study is voluatety
will have no influence on your grades. There are a total of seven instruments inoluded i
the study booklet. It should take you approximately 30 minutes to complete the booklet.
There are no right or wrong answers to the questions presented, and you may skip
guestions if you do not wish to answer. Your answers will be confidential, there will be
no way to connect your answers to you. All data collected in this study will bee@port
in aggregate.
After completion of the booklet, you will be provided with a $5 Rambler Bucks Card to
use at any of the multiple locations at Loyola University acceptingoRarBucks. Also,
after completion, you will be provided with information on the Loyola University
Counseling Center, as well as local community mental health providers, shoulelyou fe
the need to seek emotional assistance.
You may contact me via my e-mail address to request a copy of the study \ndsarit
they are available: Julie.Brandy@valpo.edu.

Thank you for your time and effort!
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The Center for Epidemiologic Studies Depression Scale

Below is a list of the ways you might have felt or behaved. Please tell me lsowyolt
have felt this way during the past week.

Rarely or none
of the time
(less than one
day)

Some or a little
of the time (1-2
days)

Occasionally or
a moderate
amount of the
time (3-4 days)

Most or all of
the time (5-7
days)

1. Iwas
bothered by
things that
usually don’t
bother me

2. 1did not feel
like eating; my
appetite was
poor.

3. Ifeltthat |
could not shake
off the blues
even with help
from my family
or friends.

4. |felt 1 was
just as good as
other people.

5. | had trouble
keeping my
mind on what |
was doing.

6. |felt
depressed.

7. | felt that
everything | did
was an effort.

8. | felt hopeful
about the future

9. | though my
life had been a
failure.

10. I felt
fearful.
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11. My sleep
was restless.
12. I was
happy.

13. Italked less
than usual.

14. |felt
lonely.

15. People
were unfriendly.
16. | enjoyed
life.

17. 1 had crying
spells.

18. | felt sad.
19. | felt that
people dislike
me.

20. | could not

get “going.”
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The Daily Spiritual Experiences Scale

The list that follows includes items you may or may not experience. Pleasgecans

and how often you have these experiences, and try to disregard whether you feel you
should or should not have them. In addition, a number of items use the word “God.” If
this word is not a comfortable one, please substitute another idea that calls to mind the
divine or holy for you.

1. |feel God’s presence.
1-Many times a day
2-Every day
3-Most days
4-Some days
5-Once in a while
6-Never or almost never
2. | experience a connection to all life.
1-Many times a day
2-Every day
3-Most days
4-Some days
5-Once in a while
6-Never or almost never
3. During worship, or at other times when connecting with God, | feel joy whia
lifts me out of my daily concerns.
1-Many times a day
2-Every day
3-Most days
4-Some days
5-Once in a while
6-Never or almost never

4. | find strength in my religion or spirituality.
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1-Many times a day
2-Every day
3-Most days
4-Some days
5-Once in a while
6-Never or almost never
5. [ find comfort in my religions or spirituality.
1-Many times a day
2-Every day
3-Most days
4-Some days
5-Once in a while
6-Never or almost never
6. | feel deep inner peace or harmony.
1-Many times a day
2-Every day
3-Most days
4-Some days
5-Once in a while
6-Never or almost never
7. 1 ask for God’s help in the midst of daily activities.
1-Many times a day
2-Every day
3-Most days
4-Some days
5-Once in a while
6-Never or almost never
8. | feel guided by God in the midst of daily activities.
1-Many times a day
2-Every day
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3-Most days

4-Some days

5-Once in a while

6-Never or almost never
9. | feel God's love for me, directly.

1-Many times a day

2-Every day

3-Most days

4-Some days

5-Once in a while

6-Never or almost never
10.1 feel God’s love for me, through others.

1-Many times a day

2-Every day

3-Most days

4-Some days

5-Once in a while

6-Never or almost never
11.1 am spiritually touched by the beauty of creation.

1-Many times a day

2-Every day

3-Most days

4-Some days

5-Once in a while

6-Never or almost never
12.1 feel thankful for my blessings.

1-Many times a day

2-Every day

3-Most days

4-Some days



5-Once in a while

6-Never or almost never
13.1 feel a selfless caring for others.

1-Many times a day

2-Every day

3-Most days

4-Some days

5-Once in a while

6-Never or almost never

14.1 accept others even when they do things | think are wrong.

1-Many times a day
2-Every day
3-Most days
4-Some days
5-Once in a while
6-Never or almost never
15.1 desire to be closer to God or in union with God.
1-Many times a day
2-Every day
3-Most days
4-Some days
5-Once in a while
6-Never or almost never
16.In general, how close do you feel to God?
1-Not at all close
2-Somewhat close
3-Very close

4-As close as possible
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The Multi-Dimensional Support Scale

We are interested in how you feel about the following statements. Read eactestat
carefully. Indicate how you feel about each statement.

Circle the “1” if youVery Strongly Disagree
Circle the “2” if youStrongly Disagree
Circle the “3” if youMildly Disagree

Circle the “4” if you aréNeutral

Circle the “5” if youMildly Agree

Circle the “6” if youStrongly Agree

Circle the “7” if youVery Strongly Agree

1. There is a special person who is around when | am in need.
1 2 3 4 5 6 7

2. There is a special person with whom | can share my joys and sorrows.
1 2 3 4 5 6 7

w

. My family really tries to help me.
1 2 3 4 5 6 7

4. | get the emotional help and support | need from my family.
1 2 3 4 5 6 7

5. I have a special person who is a real source of comfort to me.
1 2 3 4 5 6 7

6. My friends really try to help me.

1 2 3 4 5 6 7

7. 1 can count on my friends when things go wrong.
1 2 3 4 5 6 7

o

. | can talk about my problems with my family.
1 2 3 4 5 6 7

9. I have friends with whom | can share my joys
and sorrows.
1 2 3 4 5 6 7

10. There is a special person in my life who cares about my feelings.
1 2 3 4 5 6 7
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11. My family is willing to help me make decisions.
1 2 3 4 5 6 7

12. | can talk about my problems with my friends.
1 2 3 4 5 6 7
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The Inventory of College Students Recent Life Experiences

Following is a list of experiences which students may have experiencaaatise or
other. Please indicate for each experience how month it has been a part of ywmer life
the past month.

Intensity of Experience over Past Month
1-not at all part of my life
2-only slightly part of my life
3-distinctly part of my life
4-very much a part of my life

=

Conflicts with boyfriend/girlfriend/spouse’s family

no

Being let down or disappointed by friends

w

Conflict with professor(s)

»

Social rejection

Too many things all at once

Being taken for granted

Financial conflicts with family members

Having your trust betrayed by a friend

© © N o v

Separation from people you care about

10. Having your contributions overlooked

11. Struggling to meet your own academic

12. Being taken advantage of

13. Not enough leisure time

14. Struggling to meet the academic standards of others

15. A lot of responsibilities

16. Dissatisfaction with school

17. Decisions about intimate relationship(s)

18. Not enough time to meet your obligations

19. Dissatisfaction with your mathematics ability
20. Important decisions about your future



21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44,
45.
46.
47.
48.
49.

Financial burdens

Dissatisfaction with your reading ability

Important decisions about your education
Loneliness

Lower grades than you hoped for

Conflict with teaching assistant(s)

Not enough sleep

Conflicts with your family

Heavy demands from extracurricular activities
Finding courses too demanding

Conflicts with friends

Hard effort to get ahead

Poor health of a friend

Disliking your studies

Getting “ripped off” or cheated in the purchase of services
Social conflicts over smoking

Difficulties with transportation

Disliking fellow student(s)

Conflicts with boyfriend/girlfriend/spouse
Dissatisfaction with your ability at written expression
Interruptions of your school work

Social isolation

Long waits to get service (e.g., at banks, stores, etc.)
Being ignored

Dissatisfaction with your personal appearance
Finding course(s) uninteresting

Gossip concerning someone you care about

Failing to get expected job

Dissatisfaction with your athletic skills
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WAYS OF COPING (Revised)

Think about a stressful situation you have experienced during the past week. Briefly
describe this situation:

Please read each item below and indicate, by using the following ratingtecaleat
extent you used it in the situation you have just described.

Not Used Used Used
Used Somewhat Quite A Bit A Great Deal
0 1 2 3

1. Just concentrate on what | had to do next-the next step.

2. I tried to analyze the problem in order to understand it better.

3. Turned to work or substitute activity to take my mind off things.

4. | felt that time would make a difference-the only thing to do was to wait.
5. Bargained or compromised to get something positive from the situation.

6. | did something which | didn’t think would work, but at least | was doing
something.

7. Tried to get the person responsible to change his or her mind.
8. Talked to someone to find out more about the situation.

9. Criticized or lectured myself.

10. Tried not to burn my bridges, but leave things open somewhat.
11. Hoped a miracle would happen.

12. Went along with fate; sometimes | just have bad luck.

13. Went on as if nothing had happened.

14. Itried to keep my feelings to myself.
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15. Looked for the silver lining, so to speak; tried to look on the bright side of
things.

16. Slept more than usual.

17. | expressed anger to the person(s) who caused the problem.

18. Accepted sympathy and understanding from someone.

19. Itold myself things that helped me to feel better.

20. | was inspired to do something creative.

21. Tried to forget the whole thing.

22. | got professional help.

23. Changed or grew as a person in a good way.

24. | waited to see what would happen before doing anything.

25. | apologized or did something to make up.

26. | made a plan of action and followed it.

27. | accepted the next best thing | wanted.

28. | let my feelings out somehow

29. Realized | brought the problem on myself.

30. | came out of the experience better than when | went in.

31. Talked to someone who could do something concrete about the problem.

32. Got away from it for a while; tried to rest or take a vacation.

33. Tried to make myself feel better by eating, drinking, smoking, using drugs or
medication, etc.

34. Took a big chance or did something very risky.

35. | tried not to act too hastily or follow my first hunch.



36.

37.

38.

39.

40.

41.

42.

43.

44,

45,

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

S57.

161
Found new faith.
Maintained my pride and kept a stiff upper lip.
Rediscovered what is important in life.
Changed something so things would turn out all right.
Avoided being with people in general.
Didn't let it get to me; refused to think too much about it.
| asked a relative or friend | respected for advice.
Kept others from knowing how bad things were.
Made light of the situation; refused to get too serious about it.
Talked to someone about how | was feeling.
Stood my ground and fought for what | wanted.
Took it out on other people.
Drew on my past experiences; | was in a similar situation before.
| know what had to be done, so | doubled my efforts to make things work.
Refused to believe that it had happened.
| made a promise to myself that things would be different next time.
Came up with a couple of different solutions to the problem.
Accepted it, since nothing could be done.
I tried to keep my feelings from interfering with other things too much.
Wished that | could change what had happened or how | felt.
I changed something about myself.

| daydreamed or imagined a better time or place than the one | was in.



162
58. Wished that the situation would go away or somehow be over with.
59. Had fantasies or wishes about how things might turn out.
60. | prayed.
61. | prepared myself for the worst.
62. | went over in my mind what | would say or do.

63.

w

| thought about how a person | admire would handle this situation and used
that as a model.
64. | tried to see things from the other person’s point of view.
65. | reminded myself how much worse things could be.

66. |jogged or exercised.
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Adapted Youth Risk Behavior Survey
. Have you ever tried cigarette smoking, even one or two puffs?
a. Yes

b. No

. If you smoke, at what age did you start to smoke?

. During the past 30 days, on how many days did you smoke cigarettes?
a. 0 days

b. 1 or 2 days

c. 3to5days

d. 6to 9 days

e. 10to 19 days

f. 20 to 29 days

g. All 30 days

. During the past 30 days, on the days you smoked, how many cigarettes did you smoke
per day?

a. | did not smoke cigarettes during the past 30 days

b. Less than 1 cigarette per day

c. 1 cigarette per day

d. 2to 5 cigarettes per day

e. 6to 10 cigarettes per day

f. 11 to 20 cigarettes per day

g. More than 20 cigarettes per day

. If you drink alcohol, at what age did you start to drink alcohol?

. During the past 30 days, on how many days did you have at least one drink of
alcohol?

a. 0 days

b. 1 or 2 days

c. 3to5days

d. 6to 9 days

e. 10to 19 days

f. 20 to 29 days

g. All 30 days

. During the past 30 days, on how many days did you have 5 or more drinks of alcohol
in a row, that is within a couple of hours?

a. 0 days

b. 1 day

c. 2 days
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d. 3to 5 days

e. 6to9days

f. 10 to 19 days

g. 20 or more days

8. If you are sexually active, at what age did you become sexually active?

9. During the past 3 months, with how many people did you have sexual intercourse?
a. | have never had sexual intercourse
b. 1 have had sexual intercourse, but not during the past 3 months

1 person

. 2 people

. 3 people

4 people

. 5 people

. 6 or more people

SQ "0 Qo0

10. Did you drink alcohol or use drugs before you had sexual intercoutastttime?
a. | have never had sexual intercourse
b. Yes
c. No

11. How doyou describe your weight?
. Very underweight

. Slightly underweight

. About the right weight

. Slightly overweight

. Very overweight

(@)

O Q0

12. Which of the following are you trying to do about your weight?
a. Loseweight
b. Gain weight
c. Staythe same weight
d. I amnot trying to do anything about my weight

13. During the past 30 days, did yexerciseto lose weight or to keep from gaining
weight?
a. Yes
b. No

14. During the past 30 days, did ygo without eating for 24 hours or more(also
called fasting) to lose weight or to keep from gaining weight?
a. Yes
b. No
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15. During the past 30 days, didu take any diet pills, powders, or liquidswithout a
doctor’s advise to lose weight or to keep from gaining weight? (Do not include meal
replacement products such as Slim Fast).

a. Yes
b. No

16. During the past 30 days, did yaamit or take laxativesto lose weight or to keep
from gaining weight?
a. Yes
b. No
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DEMOGRAPHIC QUESTIONNAIRE

. What is your gender?

Male Female
. What is your age?
18 yrs 19 yrs

. Are you currently working?
Yes, Part-time

Yes, Full-time
No, I am not working

. Which best describes your race?
White Black

Native American Hispanic

Other:

20yrs

Asian/Pacific Islander

Arabic

. What is your religious affiliation?

Lutheran Catholic
Hindu Jewish
Buddhist

Other:

Muslim

Eastern Orthodox

. Are you an international student?
Yes No

If yes, what is your country of origin?

. How many credit hours are you enrolled in this semester?

. Where are you currently living?

With family University housing

Other:
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9. Are you receiving financial aid for this academic year?
Yes No

10. If yes, how much of your college costs are supported by financial

aid?

Less than $5,000 $5,000 to $10,000
$10,000 to $15,000 $15,000 to $20,000
$20,000 to $25,000 Greater than $25,000

11. Are you currently under the care of a healthcare professional for a specific
physical problem?
Yes No

If yes, please list:

12. Are you currently under the care of a healthcare professional for a specific
emotional problem?
Yes No

If yes, please list:

13. Do you have a family history of mental health issues?
Yes No

If yes, please list:

14. Are you currently taking any medications?
Yes No

If yes, please list:

15. How many hours of sleep do you get on average during the school

week?

16. What is your current height?

17. What is your current weight?
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Problem-focused Subscale

62. | went over in my mind what | would say or do.

46. Stood my ground and fought for what | wanted.

39. Changed something so things would turn out all right.

52. Came up with a couple of different solutions to the problem.

35. I tried not to act too hastily or follow my first hunch.

26. | made a plan of action and followed it.

64. | tried to see things from the other person’s point of view.

54. | tried to keep my feelings from interfering with other things too much.

2. I tried to analyze the problem in order to understand it better.

48. Drew on my past experiences; | was in a similar situation before.

1. Just concentrate on what | had to do next-the next step.

49. | know what had to be done, so | doubled my efforts to make things work.
Wishful thinking Subscale

55. Wished that | could change what had happened or how | felt.

57. | daydreamed or imagined a better time or place than the one | was in.

59. Had fantasies or wishes about how things might turn out.

11. Hoped a miracle would happen.

58. Wished that the situation would go away or somehow be over with.
Detachment Subscale

21. Tried to forget the whole thing.

13. Went on as if nothing had happened.
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24. | waited to see what would happen before doing anything.
12. Went along with fate; sometimes | just have bad luck.
4. | felt that time would make a difference-the only thing to do was to wait.
53. Accepted it, since nothing could be done.
Seeking Social Support Subscale
45. Talked to someone about how | was feeling.
18. Accepted sympathy and understanding from someone.
28. | let my feelings out somehow.
31. Talked to someone who could do something concrete about the problem.
8. Talked to someone to find out more about the situation.
42. | asked a relative or friend | respected for advice.
60. | prayed.
Focus on the Positive Subscale
23. Changed or grew as a person in a good way.
20. | was inspired to do something creative.
38. Rediscover what is important in life.
15. Look for the silver lining, so to speak; try to look on the bright side of things.
Self Blame Subscale
9. Criticized or lectured myself.
29. Realized | brought the problem on myself.
51. I made a promise to myself that things would be different next time.

Tension Reduction Subscale
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32. Got away from it for a while; tried to rest or take a vacation.
33. Tried to make myself feel better by eating, drinking, smoking, using drugs or
medication, etc.
66. |jogged or exercised.
Keep to Self Subscale
14. Itried to keep my feelings to myself.
40. Avoided being with people in general.

43. Kept others from knowing how bad things were.



APPENDIX G

OUTLINE OF PRESENTATION TO UNIVERSITY A CORE STUDENTS

AND UNIVERSITY B FRESHMEN EXPERIENCE STUDENTS

172



173

I. Thank you for allowing me time to visit class
a. Purpose of the visit
1. To inform about my current research project and request voluntary
participation
2. Choosing to voluntarily participate in the study will have no influence
on grades
Il. My current roles
a. PhD in Nursing Science student at Loyola University Chicago
b. Faculty member at the College of Nursing at Valparaiso University
c. Staff nurse practitioner at the student health center at Valparaisaditgive
[ll. Current study
a. Exploring stress, coping, mood, and health behaviors in college freshmen
1. Spirituality
2. Perceived social support (family and friends)
3. Coping
b. Anticipated usefulness of results
1. Assist in early identification and early intervention for freshmen
who may need assistance because of negative feelings
c. Request participation
1. Total of seven instruments to be completed
2. Anticipate approximately 30 minutes to complete
3. Participation is completely voluntary, may skip questions if do not wish
to answer
4. There are no right or wrong answers
5. Will be completely confidential, will not be able to connect answers
to the person
6. All data will be reported in aggregate
7. After completion, will be provided with a $5 coupon to use at any of

the university dining areas
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8. After completion, also provided with information on the campus
counseling center as well as local community mental health providers
9. May contact me via e-mail address to request copy of results when

available
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If you feel you are in need of assistance for emotional issues, you may contact the
following sites for assistance:

Valparaiso University Counseling Center:
464-5002
1602 LaPorte Avenue
(located on the north side of Alumni Hall)
Counseling.Center@valpo.edu

Porter Starke Services:
531-3500
601 Wall Street
Valparaiso, IN

Porter Hospital, Emergency Department
263-4600
814 LaPorte Avenue
Valparaiso, IN
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If you feel you are in need of assistance for emotional issues, you may contact the
following site for assistance:

During Wellness Center Hours:

Contact the Wellness Center at 773.508.2530 or Dial-A-Nurse at
773.508.8883.

After Wellness Center Hours:

Crisis Line: 1.800.322.8400. Available 24 hours a day, 7 days a week.
Campus Safety: On campus, dial 44.911
Off Campus: Dial 911

If you live on campus, you may also contact your Resident Director, who will
know exactly where to obtain assistance.

(Loyola Wellness Center Website, March 2010)
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Adapted Youth Risk Behavior Survey

1. Have you ever tried cigarette smoking, even one or two puffs?
a. Yes (2)
b. No (1)

If you smoke, at what age did you start to smoke? Actual age in years
During the past 30 days, on how many days did you smoke cigarettes?
. 0days (1)

1 or 2 days (2)

. 3to 5days (3)

. 6to9days 4 (4)

10 to 19 days (5)

20 to 29 days (6)

. All 30 days (7)

w N

o

Q"0 ao0

4. During the past 30 days, on the days you smoked, how many cigarettes did you smoke
per day?

| did not smoke cigarettes during the past 30 days (1)

Less than 1 cigarette per day (2)

c. 1 cigarette per day (3)

d. 2to 5 cigarettes per day (4)

e. 6to 10 cigarettes per day (5)

f.

g

o

11 to 20 cigarettes per day (6)
. More than 20 cigarettes per day (7)

5. If you drink alcohol, at what age did you start to drink alcohol? Actual age in years

alcohol?

a. 0 days (1)
b. 1 or 2 days (2)
c. 3to 5 days (3)
d. 6to 9 days (4)
e. 10to 19 days (5)
f. 20 to 29 days (6)
g. All 30 days (7)

7. During the past 30 days, on how many days did you have 5 or more drinks of alcohol
in a row, that is within a couple of hours?
a. 0days (1)
b. 1day (2)
c. 2days (3)
d. 3to5days (4)
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e. 6to 9days (b)
f. 10 to 19 days (6)
g. 20 or more days (7)

8. If you are sexually active, at what age did you become sexually actie&l Age in
years

9. During the past 3 months, with how many people did you have sexual intercourse?
a. | have never had sexual intercourse (1)
b. 1 have had sexual intercourse, but not during the past 3 months (2)

1 person (3)

. 2 people (4)

. 3 people (5)

4 people (6)

. 5 people (7)

. 6 or more people (8)

SQ "0 Qo0

10. Did you drink alcohol or use drugs before you had sexual intercoutastttime?
a. | have never had sexual intercourse (1)
b. Yes (2)
c. No (1)

11. How doyou describe your weight?
. Very underweight (1)

. Slightly underweight (2)

. About the right weight (3)

. Slightly overweight (4)

. Very overweight (5)

(@)
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12. Which of the following are you trying to do about your weight?
a. Loseweight (4)
b. Gain weight (3)
c. Staythe same weight (2)
d. I amnot trying to do anything about my weight (1)

13. During the past 30 days, did yexerciseto lose weight or to keep from gaining
weight?
a. Yes (2)
b. No (1)

14. During the past 30 days, did ygo without eating for 24 hours or more(also
called fasting) to lose weight or to keep from gaining weight?
a. Yes (2)
b. No (1)
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15. During the past 30 days, didu take any diet pills, powders, or liquidswithout a
doctor’s advise to lose weight or to keep from gaining weight? (Do not include meal
replacement products such as Slim Fast).

a. Yes (2)
b. No (1)

16. During the past 30 days, did yaamit or take laxativesto lose weight or to keep
from gaining weight?
a. Yes (2)
b. No (1)
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Table 19: Significant Independent T-test Results Between Demographic Groups

Demographic| Variable Mean | Standard | T- Degrees| 2-tailed
Group Results | Errors statistic | of Significance
Freedom| Value
Male Perceived 21.74 541 -.254 186 .01
friends
support
Female subscale of | 23.53 457
the MDPSS
Male Total 65.94 1.55 -.264 186 .01
MDPSS
instrument
Female 70.95 1.16
Working Perceived 21.50 .89 -.2.26 185 .03
Part-time family
support
subscale of
Not working | the MDPSS | 23.51 A2
White Total daily | 57.36 1.40 2.40 186 .02
spiritual
experiences
Non-white scale 51.09 2.30
Receiving Total ways | 55.94 1.74 -2.36 184 .02
financial aid | of coping
guestionnaire
score
Not receiving 67.17 3.76
financial aid
Currently Total daily | 60.71 2.43 2.40 184 .02
taking spiritual
medications | experiences
scale
Not currently
taking
medications 53.81 1.39




Table 20: Stress by Health Status
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Health Status Measurement

ICSRLE Score < 95
N=104 (55.32%)

ICSRLE Score >95 N=84

(44.7%)

l

Physical Problems N=7 (6.8%) N= 10 (11.8%)
Emotional Problems N= 3 (2.9%) N=8 (9.4%)
Medications N=23 (22.3) N=19 (22.4%)

Family History

N=13 (12.6%)

N=14 (16.5%)

Hours of Sleep During
Academic Week

< 30 Hours

30-40 Hours

> 40 Hours

N=13 (12.5%)
N=65 (62.5%)

N=22 (21.2%)

N=22 (25%)
N=49 (58.3%)

N=13 (15.5%)
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Table 21: Means for the Total Sample Ways of Coping Questionnaire Subscales

Type of Coping

Subscale

Number of Iten

ns Mean (SD)

Problem-Focused Problem-Focused | 11 16.18 (6.84)
Coping

Emotion-Focused
Wishful Thinking 5 8.16 (5.12)
Detachment 6 6.86 (4.42)
Focusing on the 4 5.10 (3.15)

Positive

Self-blame 3 4.28 (2.64)
Tension Reduction | 3 3.17 (2.31)
Keep to Self 3 3.48 (2.56)

Mixed Seeking Social 7 10.27 (5.30)

Problem/Emotion- Support

Focused

Total Scale Score 66 57.51 (21.94)
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Table 22: Scores for Male Vs. Female Ways of Coping Questionnaire Sgbscale

Type of Coping Subscale Mean Female Mean Male
Problem-Focused Problem-Focused | 15.79 16.71
Coping
Emotion-Focused Wishful Thinking | 8.32 7.94
Detachment 6.85 6.88
Focusing on the 4.76 9.53
Positive
Accepting 4.07 4.56
Responsibility
Tension Reduction | 2.81 3.65
Keep to Self 3.49 3.46
Mixed Seeking Social 10.82 9.53
Problem/Emotion- Support

Focused
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Table 23: Scores Based Upon CES-D Ways of Coping Questionnaire Subscales

Type of Coping Subscale Mean CES-D <16 Mean
CES-D >=16
Problem-Focused Problem-Focused | 16.50 15.83
Coping
Emotion-Focused Wishful Thinking | 6.95 9.48
Detachment 6.76 6.98
Focusing on the 5.49 4.68
Positive
Accepting 3.82 4.79
Responsibility
Tension Reduction | 3.29 3.04
Keep to Self 2.96 4.04
Mixed Seeking Social 9.81 10.78
Problem/Emotion- Support

Focused
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Table 24: Frequency of Problem Focused Coping Used Based Upon Ways of Coping
Questionnaire Items

Items for Not Used Used Somewhat Used Quite a | Used a Great
Problem-Focused Bit Deal
Coping Subscale

Item 2 12.2% 18.6% 31.4% 37.2%
| try to analyze
the problem in
order to
understand it
better. 21.8% 20.2% 23.4% 34.0%

ltem 26
I’'m making a plan
of action and 45.2% 31.4% 16.5% 6.9%
following it.

Item 35
| try not to act too| 26.5% 24.5% 32.4% 16.5%
hastily or follow
my first hunch.

ltem 39
Change 38.8% 19.1% 23.4% 17.6%
something so
things will turn
out all right.
28.7% 20.7% 27.7% 22.3%

ltem 46
Stand my ground
and fight for what
| want.

22.9% 23.4% 20.7% 20.7%

ltem 48
Draw on my past
experiences; | wa
in a similar
situation before.

Ul

23.4% 22.9% 32.4% 20.7%
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ltem 49

| know what has
to be done, so |
am doubling my
efforts to make

things work.

ltem 52
Come up with a
couple of
different solutions
to the problem.

ltem 54
| try to keep my
feelings from
interfering with
other things too
much.

ltem 62
| go over in my
mind what | will
say or do.

ltem 64
| try to see things
from the other
person’s point of

view.

24.5%

18.1%

40.4%

26.6%

16.0%

18.1%

23.4%

31.9%

21.3%

23.4%

33.0%

20.2%
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Table 25: Frequency of Emotion Focused Coping Used Based Upon Ways of Coping
Questionnaire Items

Not Used Used Somewhat Used Quite jdUsed a Great
Bit Deal

Wishful Thinking
Subscale Iltems

ltem #11 31.9% 19.1% 17.6% 30.3%
Hope a miracle
will happen.

Item #55 28.2% 14.9% 20.7% 35.6%

Wish that | can
change what is
happening or how
| feel.

Item #57 34.6% 20.7% 19.1% 24.5%
| daydream or
imagine a better
time or place than
the one lamin. | 20.2% 18.1% 21.3% 38.8%

ltem #58
Wish that the
situation would
go away or
somehow be overn 29.3% 15.4% 18.1% 35.1%
with.

ltem #59
Have fantasies or
wishes about how
things might turn
out.

Detachment
Subscale Items
ltem#4 31.9% 25.0% 26.1% 17.0%
| feel that time
will make a
difference.
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ltem #12
Go along with
fate.

ltem #13
Goonas if
nothing is
happening.

Item #21
Try to forget the
whole thing.

ltem #24
I’'m waiting to see
what will happen
before doing
anything.

ltem #53
Accept it, since
nothing can be
done.

30.9%

51.1%

45.7%

48.4%

30.3%

27.7%

22.3%

22.9%

20.2%

22.3%

21.3%

17.0%

17.0%

16.0%

24.5%

20.2%

9.6%

13.8%

14.9%

20.2%

Focusing on the
Positive

ltem #15
Look for the
silver lining, so to
speak.

ltem #20
| am inspired to
do something
creative.

ltem#23
I’'m changing or
growing in a good
way.

21.3%

47.3%

36.2%

36.2%

20.2%

23.9%

22.9%

19.7%

28.2%

14.9%

27.7%

23.9%

30.3%

13.8%

13.3%

9.1%
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ltem #38
Rediscover what
is important in
life.

Self Blame
ltem #9

Criticize or

lecture myself.

ltem #29
Realize | brought
the problem on
myself.

ltem #51
Make a promise
to myself that
things will be
different next
time.

23.9%

33.0%

30.9%

22.3%

20.7%

26.1%

27.7%

18.6%

25.0%

26.1%

27.1%

17.6%

Tension
Reduction

ltem #32
Got away from it
for awhile.

ltem #33
Try to make
myself feel better
by eating,
drinking,
smoking, using
drugs or
medications.

ltem #66
| jog or exercise.

40.4%

62.2%

40.4%

19.7%

13.3%

16.5%

25.5%

13.8%

19.1%

13.3%

10.1%

21.8%

Keep to Self
ltem #14

| try to keep my

feelings to

myself.

28.2%

22.9%

23.9%

24.5%
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Item #40 53.2% 22.3% 16.0% 8.0%
Avoid being with
people in general

ltem #43 41.5% 18.1% 18.6% 21.3%

Keep others from
knowing how bad
things are.
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Table 26: Frequency of Mixed Problem/Emotion Focused Coping Used Based Upon
Ways of Coping Questionnaire Items

Items for Seeking | Not Used Used Somewhat Used Quite [dJsed a Great
Social Support
Subscale Bit Deal

Item #8 19.1% 16.5% 30.3% 34.0%

Talk to someone
to find out more
about the situation.

Item #18 23.4% 26.1% 35.1% 15.4%
Accept sympathy
and understanding
from someone.

ltem #28 27.7% 19.1% 28.2% 23.9%
| let me feelings
out somehow.

ltem #31 38.8% 19.7% 22.3% 18.6%
Talk to someone
who can do
something
concrete about the
problem.
29.8% 16.5% 22.9% 30.3%

ltem #42
Ask a relative or
friend | respect for
advice. 20.2% 21.8% 26.6% 30.3%

ltem #45
Talk to someone
about how I'm 45.7% 20.7% 16.0% 17.0%
feeling.

ltem #60
| pray.




Table 27: Depression by Health Status

196

Health Status Measurement CESD Score <16 N=x=@BSD Score >= 16
(52.12%) N=90 (47.87%)

Physical Problems N=9 (8.6%) N=8 (9.9%)

Emotional Problems N=3 (3.1%) N=8 (9.9%)

Medications

N=18 (18.4%)

N=24 (26.7%)

Family History

N=8 (8.2%)

N=19 (21.1%)

Hours of Sleep During
Academic Week

< 30 Hours

30-40 Hours

> 40 Hours

N=17 (17.7%)
N=60 (62.5%)

N=19 (19%)

N=17 (19.5%)
N=54 (62.10%)

N=16 (18.40%)
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Table 28: Correlations Between Negative Influences and Ways of CQpiegtionnaire
Subscales

ISCRLE Item #9 ICSRLE Item #21
(Separation from (Financial Pressure)
Family)

Problem Focused| -.059 .049

Wishful Thinking | .168 .156

Detachment .048 150

Seeking Social -.012 -.076

Support

Focus on Positive| -.049 .032

Self Blame 162 119

Tension Reduction -.015 -.054

Keep to Self 131 .195**

**Correlation is significant at the 0.01 level (2-tailed)
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