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ABSTRACT 

Research indicates young adults (ages 18 - 25) are at a high risk of developing 

depressive symptoms (Richards & Perri, 2002). This population exhibits poor 

utilization of mental health treatment services (The Substance Abuse and Mental 

Health Services Administration, 2008). Research has suggested implementing self-

help strategies for dealing with one's depressive symptoms is better than doing 

nothing, and these strategies are most effective with milder levels of depression 

(Menchola, Arkowitz, & Burke, 2007). The current study examined the relationships 

between depressive symptoms, coping strategies, exercise, and social support in young 

adults not participating in mental health treatment. One hundred and twenty -one 

introductory to psychology students completed the study. Avoidant coping, exercise, 

positive social support, and negative social support were found to be related to current 

depressive levels. Specifically, avoidant coping and negative social support were 

related to more depressive symptoms, while exercise and positive social support were 

related to fewer symptoms. Avoidant coping was also found to be the strongest 

predictor of depressive level and had the most influence on change in depressive level. 

Moreover, positive and negative social support were found to be independently related 

to depressive symptoms, with negative social support being the stronger of these two. 

Finally, positive social support from friends was found to be more predictive of 

current depressive level than positive support from family. The implications of these 

results will be discussed. 
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CHAPTER I 

INTRODUCTION  

Overview of Depression 

 Depression is a mental disorder consisting of numerous symptoms that interfere 

with an individual's ability to function. It is sometimes referred to as the 'common cold' of 

mental disorders due to its frequent occurrence. An estimated 8.3% or about one out of 

every twelve American adults experience a depressive disorder within a given year 

(National Institute of Mental Health, 2007). Similar to people's experience of the 

common cold, adults of all ages are susceptible to developing depression at some point 

during their lifetime (Kessler, Chiu, Demler, & Walters, 2005; Kessler & Walters, 1998; 

NIMH, 2007; Steffens et al., 2000). Additionally, the initial age of onset for depression 

has decreased (American Psychological Association Diagnostic and Statistical Manual of 

Mental Disorders (4th ed., text revision), 2000; Klerman, 1988; Klerman & Weissman, 

1989). Adolescents and young adults are at great risk of developing depression (Richards 

& Perri, 2002), and young adults between the ages of 18 and 25 have been found to have 

one of the highest rates of occurrence of depression compared to other age groups 

(Kessler & Walters, 1998; Klerman, 1988; Klerman & Weissman, 1989; NIMH, 2007). 

Depression has also been found to be more prevalent in women than in men (Dalgard et 

al., 2006; NIMH, 2007), and this gender difference appears to begin around the time of 

adolescence (DSM-IV-TR, 2000). 

 Depression also varies based upon symptoms exhibited and symptom duration 

(DSM-IV-TR, 2000). Major depressive disorder (or MDD) is typically characterized by 

depressed mood, anhedonia, and several other physiological and affective symptoms 
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which persist for at least two weeks. Dysthymic disorder is a less severe (i.e., has fewer 

symptoms than MDD), but typically more chronic form of depression characterized by 

depressed mood that persists for longer than two years. Severity of depression (i.e., mild, 

moderate, or severe) is determined based upon the number of symptoms experienced 

compared to the number of symptoms needed to meet diagnostic criteria and 

corresponding functional impairment in social, academic, or occupational settings. People 

who experience some depressive symptoms, but fail to meet criteria for a specific 

depressive disorder are described as having subthreshold, subclinical, or subsyndromal 

disorders (Judd, Schettler, & Akiskal, 2002; Lewinsohn, Solomon, Seeley, & Zeiss, 2000; 

Richards & Perri, 2002). Similar to adults in other countries, a larger proportion of 

depressive disorders impacting American adults are characterized as being mild or 

subclinical rather than moderate or severe (Jorm & Griffiths, 2006; Kessler et al., 2005).  

 Depressive symptoms correspond to increased problems functioning in social, 

work, and educational settings across all levels of depression, and these problems worsen 

as symptom severity increases (Flett, Vredenburg, & Krames, 1997; Hays, Wells, 

Sherbourne, Rogers, & Spritzer, 1995; Jorms & Griffiths, 2006; Judd et al., 2002; Kessler 

et al., 2005; Stewart, Ricci, Hahn, & Morganstein, 2003). Although clinicians and 

researchers tend to focus on more severe forms of depression, Lewinsohn and colleagues 

(2000) indicated that "clinical depression is not categorically distinct from other degrees 

and patterns of depressive symptoms" (p. 349) and highlighted the importance of 

examining the impact of all levels of depressive symptoms on psychosocial functioning. 

Moreover, people with subthreshold or subclinical levels of depression were found to 

have significantly more pervasive functional deficits than people without depression 
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(Judd et al., 2002). Specifically, people with subthreshold depressive symptoms were also 

found to be more vulnerable to developing future major depression and committing 

suicide (Sadek & Bona, 2000), and they also have been found to be at risk for earlier 

depression relapse and for developing more chronic and intense future depressive 

episodes (Judd et al., 2002).  

Finally, a positive association has been found between symptom severity and 

treatment-seeking behaviors (WHO World Mental Health Survey Consortium, 2004), 

which suggests that people with diagnosable depressive disorders are more likely to 

participate in formal mental health treatment than people with subthreshold depression. 

Moreover, a large number of American adults who meet criteria for major depression do 

not seek professional treatment, and treatment utilization appears to vary significantly by 

age group, with young adults (ages 18 – 25) being found to use mental health services 

significantly less than adults ages 26 and older (SAMHSA, 2008).  Specifically, less than 

50% of young American adults who meet the criteria for major depression are estimated 

to utilize mental health treatment services. Furthermore, this finding suggests that the 

majority of young adults in the U.S. regardless of level of depression do not receive 

formal mental health treatment.    

Depression and Coping  

Coping generally refers to strategies people employ to alleviate stress or 

emotional discomfort (Felsten, 1998; Lazarus & Folkman, 1984; Saltzman & Holahan, 

2002); however, substantial disagreement exists on how to distinguish between and 

assess different types of coping strategies (Skinner, Edge, Altman, & Sherwood, 2003). 

Commonly used coping classification systems found in the literature include problem-
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focused coping, emotion-focused coping, and avoidant coping (Felsten, 1998; Lazarus & 

Folkman, 1984; Skinner et al., 2003; Southwick, Vythilingam, & Charney, 2005). 

Problem-focused coping involves taking action to address and deal with a problem or 

stressor, while emotion-focused coping involves behaviors aimed at managing the 

emotions that arise due to a problem or stressor (Lazarus & Folkman, 1984). Avoidant 

coping involves attempts to escape or withdraw from a problem or source of distress 

(Holahan & Moos, 1987; Roth & Cohen, 1986). 

 Problem-focused coping strategies have been found to be negatively associated 

with level of depression (Ebata & Moos, 1991; Howerton & Van Gundy, 2009; Kolenc, 

Hartley, & Murdock, 1990; McNamara, 2000; Li, DiGiuseppe, & Froh, 2006). Also, 

people with varying levels of depressive symptoms were found to use problem-focused 

strategies less than people with no depressive symptoms (Kolenc et al., 1990). Emotion-

focused strategies have been found to be positively correlated with depressive level 

(Bouteyre, Maurel, & Bernaud, 2007; Kolenc et al., 1990, Li et al., 2006); however, this 

relationship may be complicated by gender (Howerton & Van Gundy, 2009). Moreover, 

these significant associations between depression and problem-focused and emotion-

focused coping have been found with both men and women (Moeller, Richards, Hooker, 

& Ursino, 1992).  Avoidant coping strategies tend to be positively associated with 

depression (Billings & Moos, 1984; Dyson & Renk, 2006; Howerton & Van Gundy 

2009; Saltzman & Holahan, 2002); however, gender, level of stress, and length of use of 

these strategies (i.e., short-term vs. long-term use) may impact this relationship (Felsten, 

1998; Suls & Fletcher, 1985; McNamara, 2000). Finally, past research suggests social 
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environment or setting may influence the effectiveness of different coping strategies 

people use (Doerfler & Richards, 1981, 1983). 

Depression and Exercise 

 Exercise, or physical activity, is one of the most commonly reported self-help 

strategies for coping with depression (Jorm & Griffiths, 2006). Past self-report research 

found exercise was used more often to deal with depressive symptoms than seeking 

treatment for these symptoms from a physician or medical provider (Jorm, Medway, 

Christensen, Korten, Jacomb, & Rodgers, 2000). Exercise has also been found to be as 

similarly effective at treating mild to moderate levels of depression as more traditional 

psychotherapeutic interventions, such as antidepressants and counseling (Babyak et al., 

2000; Daley, 2008; McCann & Holmes, 1984; Paluska & Schwenk, 2000). Additionally, 

numerous studies have found a negative relationship existing between exercise and 

depression (Camacho, Robert, Lazarus, Kaplan, & Cohen, 1991; Farmer, Locke, 

Moscicki, Dannenberg, Larson, & Radloff, 1988; McCann & Holmes, 1984; O'Neal, 

Dunn, & Martinsen, 2000; Southwick et al., 2005). Specifically, regular exercise has been 

associated with lower levels of depression (Bhui & Fletcher, 2000; Farmer et al., 1988), 

while a lack of physical activity has been found to be associated with increased risk for 

developing depression (Teychenne, Ball, & Salmon, 2010). Research has also found 

depressed individuals experience a reduction in depressive symptoms immediately 

(Weinstein, Deuster, Francis, Beadling, & Kop, 2010) and one hour after exercising 

(Bartholomew, Morrison, & Ciccolo, 2005). Furthermore, research indicates age, gender, 

and the amount and intensity of exercise in which a person engages influences the 

relationship between physical activity and level of depression (Brown, Ford, Burton, 
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Marshal, & Dobson, 2005; Bhui & Fletcher, 2000; Daley, 2008; Dunn, Trivedi, Kampert, 

Clark, & Chambliss, 2005; Farmer et al., 1988; Fukukawa et al., 2004; Harris, Cronkite, 

& Moos 2006; Stathopoulou, Power, Berry, Smits, & Otto, 2006).  

Depression and Social Support 

 Social support can be described as embodying the actual or perceived physical 

and emotional support available from the members of one's social environment (Cutrona, 

1996; Helgeson, 2003). Numerous research studies have been conducted examining the 

relationship between social support and depression, and many studies have found the 

existence of a negative association between social support and depressive symptoms 

(Bouteyre et al., 2007; Saltzman & Holahan, 2002). Specifically, lacking social support 

has been associated with higher levels of current depressive symptoms, longer durations 

of depressive symptoms, and elevated risk for developing depression in the future 

(Bertera, 2005; Bouteyre et al., 2007; Romanov, Varjonen, Kaprio, & Koshenvuo, 2003; 

Spijker, deGraaf, Bijl, Beekman, Ormel, & Nolen, 2004), whereas having higher levels of 

social support appears to protect a person from experiencing depressive symptoms, 

especially for women as compared as to men (Kendler, Myers, & Prescott, 2005).  Also, 

people's perceptions of the social support available to them has been found to be 

associated with lower levels of depressive symptomalogy (Bouteyre et al., 2007).   

 Research also suggests that social support provider and the quality of social 

support available to a person influences the relationship between social support and 

depression.  Specifically, support provided by friends and family members significantly 

influence mood and depressive symptoms (Weinstein, Mermelstein, Hedeker, Hankin, & 

Flay, 2006). Additionally, past research with college students found social support from 
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friends was a more significant predictor of depressive symptoms than support from 

family (Willmon, 2008). Moreover, positive social support has been found to be 

correlated with fewer depressive symptoms (Bertera, 2005), whereas negative support 

(i.e., social negativity, negative aspects of friendships, or negative social exchanges) is 

associated with poorer mental health and higher levels of depressive symptomalogy 

(Bagwell, Bender, Andreassi, Kinoshita, Montarello, & Muller, 2005; Bertera, 2005; 

Finch, Okun, Pool, & Ruehlman, 1999; Helgeson, 2003). Finally, some studies have 

found that negative social support is more strongly associated with higher levels of 

depressive symptoms (Bagwell et al., 2005; Bertera, 2005; Helgeson, 2003).  

The Current Study 

 The current study focused on examining how young adults (ages 18 – 25) deal 

with their varying levels of depressive symptoms without seeking professional help. 

Young adults were chosen to be the target population because of their high risk of 

developing depressive symptoms (Richards & Perri, 2002) and their poor utilization of 

mental health treatment services (SAMHSA, 2008). Additionally, young adults 

experiencing relatively few depressive symptoms were included because subthreshold 

depression has been positively associated with several consequences, including 

vulnerability for developing future major depression, future completed suicide, earlier 

relapse, and more severe depressive episodes in the future. Moreover, past research has 

shown that implementing self-help strategies for dealing with one's depressive symptoms 

is better than doing nothing, and these strategies appear to be the most effective with 

milder levels of depression (Menchola et al., 2007). Although there are almost an infinite 

number of things people can or may do to influence their mood, the current study focused 
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on examining the relationships between depressive symptoms, coping strategies, exercise, 

and social support in young adults who were not participating in mental health treatment. 

Additionally, past research suggests that social environment or setting influences the 

effectiveness of different coping strategies at alleviating depressive symptoms (Doerfler 

& Richards, 1981, 1983), and the current study attempted to assess for this by recruiting 

research participants in various stages of their collegiate careers. Finally, the current 

study explored the extent to which college students' change in level of depression over a 

one-month span of time was predicted by coping strategies, social support, and exercise. 

The Hypotheses of the Current Study 

1. There will be a negative relationship between problem-focused coping strategies and 

level of depressive symptomatology in college students who are not participating in 

mental health treatment. 

2. There will be a positive relationship between emotion-focused coping strategies and 

level of depressive symptomatology in college students who are not participating in 

mental health treatment. 

3. There will be a positive relationship between avoidant coping strategies and level of 

depressive symptomatology in college students who are not participating in mental health 

treatment. 

4. There will be a negative relationship between depressive symptomatology and exercise 

or physical activity in college students who are not participating in mental health 

treatment. 

5.  Age, gender, frequency of exercise, intensity or strenuousness of one's physical 

activity, and length of duration of exercise at a time will impact the relationship between 
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exercise and depression in college students.  Specifically, it is predicted that age, exercise 

frequency, intensity, and duration will be significant negative predictors of depressive 

level.  

6.  There will be a negative relationship between perceived social support and depression 

in college students who are not currently participating in mental health treatment. 

7.  There will be a positive relationship between negative social exchanges (i.e., negative 

social support) and depression in college students who are not currently participating in 

mental health treatment. 

8.  The relationship between social support and depression in college students coping 

with depressive symptoms without professional help will be influenced by the quality of 

support perceived.  Specifically, it is predicted that perceived social support will be a 

significant negative predictor of depressive level, whereas negative social support will be 

a positive significant predictor of depressive level.  In addition, it is predicted that 

perceived social support from friends will be a stronger predictor of depressive level than 

perceived social support from family.   

9. Change in level of depressive symptoms experienced by college students during a one-

month span of time will be significantly predicted by coping strategies, quality of social 

support, exercise, classification in college, living situation (i.e., lives on-campus or off), 

and level of impaired functioning.   
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CHAPTER II 

METHODS 

Participants 

Preliminary power analyses indicated 120 participants were needed to obtain a 

medium effect size (α = .05). Participants in this study were 123 undergraduate students 

from Texas Tech University, who were recruited from introductory and upper-level 

psychology courses. The inclusion criterion for this study was being a college student 

between the ages of 18 and 25. Data obtained from two research participants were 

excluded because the participants were above the age of 25. The exclusion criterion for 

this study was current participation in professional mental health treatment as defined as 

attending counseling, taking antidepressants, or seeing other professional help providers, 

such as a counselor, psychologist, priest or pastor, and doctor or other medical health 

provider. No participants met this exclusion criterion, which resulted in a sample of 54 

men and 67 women for the current study.  

Research Design 

 The basic methodological design employed was an exploratory survey study. The 

study consisted of a correlational, one-time assessment of participants' demographic 

information, current and retrospective self-reports of depression, current level of stress, 

use of coping strategies, exercise behaviors, and social support through the completion of 

10 surveys. Additionally, the study was approved by the Texas Tech University 

Institutional Review Board (IRB), and it was conducted in alignment with the APA 

Ethical Standards.  
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Procedure 

 Participants in this survey study were recruited from introductory and upper-level 

psychology courses. The college students were informed their participation was 

completely voluntary, and those who were willing to participate scheduled appointments. 

No more than three research participants were allowed to attend a given appointment. 

Upon arriving to their appointments, all participants were informed they would be 

participating in a survey study. They also were reminded that their participation was 

completely voluntary, they could halt their participation in the study at any time, and that 

they could choose to not participate without negative consequences. Willing participants 

were each given one of three possible survey packets to complete. They were asked to 

read and answer the items on each survey carefully. Additionally, the different survey 

packets all contained the same 10 surveys; however, the order of the surveys was 

counterbalanced to control for potential order effects. A research assistant was available 

to answer any questions participants had. All participants completed their packets in less 

than one hour. After completing the survey packets, all participants were asked if they 

had any questions about the study. They also were provided with contact information for 

local available mental health treatment services.   

Measures 

 Demographics Information.  The demographics survey (see Appendix B) was 

created for the purposes of the current study.  This survey assessed a participant's age, 

gender, classification in college (i.e., freshman, sophomore, junior, or senior), number of 



Texas Tech University, Cynthia Willmon, August 2011 

 

12 

hours currently enrolled in college courses during the semester, romantic relationship 

status, work status, professional treatment status, and current functioning.   

 Depression Measures. Current and retrospective symptoms of depression were 

assessed using the Center for Epidemiologic Studies-Depressed Mood Scale (CES-D; 

Radloff, 1977). The CES-D (see Appendix B) is a 20-item scale created to assess current 

level of depressive symptomatology in people in the general population. Participants used 

a 4-point Likert scale (ranging from rarely or none of the time to most or all of the time) 

to assess the frequency with which specific depressive symptoms have occurred during 

the previous week. The sum total of the 20-item scores (after reverse-scoring 4 items) 

provides an estimate of current level of depression, with higher scores corresponding to 

higher numbers of self-reported depressive symptoms being experienced. Additionally, 

the CES-D was modified for the current study to assess retrospective depressive 

symptoms (see Appendix D). Participants were asked to complete the CES-D a second 

time based upon how they felt one month previously, and a retrospective measure of 

depression was obtained after reverse-scoring and summing item scores. Higher scores 

reflected higher self-reported symptoms of depression one month previously. Moreover, 

research literature suggests that a total score of 16 or above on the CES-D can be used as 

a subjective cutoff point to discriminate between people with depression and those 

without (Nezu, Ronan, Meadows, & McClure, 2000; Radloff, 1977). However, it should 

be noted that scores on self-reports measures such as the CES-D should not be used for 

diagnostic purposes, but instead should be used to provide a snapshot of the depressive 

symptoms experienced by a person at the time the measure was completed. 
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 Fischer and Corcoran (2007) provided evidence supporting the validity and 

reliability of the CES-D. Estimates of internal consistency were .85 for general 

population samples and .90 for psychiatric population samples. Evidence also suggests 

the CES-D has good split-half and Spearman-Brown reliability (i.e., coefficients from .77 

to .92) and fair test-rest reliability over time (i.e., coefficients ranging from .51 to .67 

over test spans of two to eight weeks and coefficients ranging from .32 to .54 when 

retested after three months to one year from the original test time).  The CES-D is also 

reported to have good concurrent validity when compared to other mood or depressive 

measures, and it appears to discriminate well between individuals in general and 

psychiatric populations and between people with differing levels of symptom severity 

within psychiatric groups. 

 Coping Measure. The COPE (Carver, Scheier, & Weintraub 1989; see Appendix 

E) scale is a 60-item inventory used to assess a variety of ways individuals may cope with 

or respond to stress in their lives on a 4-point Likert scale (i.e., ranging from "I don't do 

this at all" to "I usually do this a lot"). This inventory consists of fifteen scales assessing a 

diverse array of potential coping strategies. Scales scores are obtained by summing the 

item scores that correspond with each scale. Higher scale scores correspond to higher 

reported usage of the given coping strategy. Additionally, multiple studies have found 

through principal component and factor analyses that items and scales on the COPE load 

onto three main factors: rational/active or problem-focused coping, emotion coping, and 

avoidant coping (Cook & Heppner, 1997; Lyne & Roger, 2000). Based on the current 

researcher's conceptualization of problem-focused coping, emotion-focused coping, and 

avoidant coping, the following COPE scales were administered to research participants: 
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active coping, planning, suppression of competing activities, positive reinterpretation, 

acceptance, use of emotional social support, mental disengagement, behavioral 

disengagement, and substance abuse. An overall problem-focused coping scale was 

created by summing the scale scores for active coping, planning, and suppression of 

competing activities. An emotion-focused coping scale was created by summing the scale 

scores for positive reinterpretation, acceptance, and use of emotional social support. An 

avoidant coping scale was computed by summing together the scale score for mental 

disengagement, behavioral disengagement, and substance abuse. 

 According to Carver and colleagues (1989), the COPE scales have shown 

evidence that demonstrates acceptable internal consistency, with alpha coefficients for 

the scales ranging from .45 to .92, and these researchers also noted that all alpha 

coefficients were above .60 except for the one for mental disengagement. More recent 

research by Lyne and Rogers (2000) has also found good internal consistency when using 

a three factor model of the COPE, including rational/active coping (alpha coefficient of 

.89), emotion coping (coefficient of .83), and avoidant coping (coefficient of .69).  In 

addition, the test-retest reliability coefficients for the COPE scales ranged from of .42 to 

.89 over a six week time span and from .46 to .86 over a span of eight weeks (Carver et 

al., 1989).  Moreover, Carver and colleagues (1989) highlighted that the relatively low 

correlations between scales indicate that people use a variety of strategies to deal with 

stress and that these scales appear to be measuring relatively unique coping methods.  

This measure also appears to demonstrate adequate convergent and divergent validity 

based upon the available information.   
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 Stress Measure. The Perceived Stress Scale (PSS; Cohen, Kamarck, & 

Mermelstein, 1983) is a 10-item measure used to measure the experience of stress in the 

research participants (see Appendix F).  This inventory assesses the frequency of how 

often certain stress-related thoughts or feeling have occurred during the past week on a 5-

point Likert scale, ranging from 0 or "never" to 4 or "very often".  The sum of all item 

scores (after four specific items are reverse-scored) provides an estimate of level of 

stress, with higher scores corresponding to higher levels of perceived stress.  According 

to Fischer and Corcoran (2007), the evidence suggests the PSS has good internal 

consistency (i.e., alpha of .78) and construct validity. 

 Social Support Measures. The Perceived Social Support-Friend Scale (PSS-Fr; 

Procidano & Keller, 1983) and the Perceived Social Support-Family Scale (PSS-Fa; 

Procidano & Keller, 1983) were used to assess research participants' perceptions about 

the extent to which their family and friends fulfill their need for support (see Appendix G 

and H). Each scale contains 20 items consisting of statements pertaining to different types 

of support provided by one's family or friends, and individuals are asked to endorse 

whether or not the statement is consistent with their personal experiences with family or 

friends on a 3-point Likert scale (i.e., "yes", "no", and "don't know"). After reverse-

scoring multiple items on each scale, the items are summed together to obtain scale 

scores for the PSS-Fr and PSS-Fa. For both of these scales, higher scores are indicative of 

higher levels of perceived social support. Additionally, a total perceived social support 

scale was created for the current study by combining the total scale scores for the PSS-Fr 

and the PSS-Fa. According to Fischer and Corcoran (2007), evidence suggests these 

scales demonstrate excellent reliability with alpha coefficients of .88 to .91 for PSS-Fa 
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and .84 to .90 for PSS-Fr. These researchers also noted that these scales have 

demonstrated good concurrent validity in past studies.  

 The Test of Negative Social Exchange (TENSE; Ruehlman & Karoly, 1991) scale 

is a 16-item inventory developed to assess negative social interactions or exchanges (see 

Appendix I).  This measure consists of four subscales: hostility/impatience, ridicule, 

interference, and insensitivity.  In addition, items on the TENSE assess the frequency of 

which different types of negative interactions with significant individuals in one's life 

occurred during the past month along a 5-point Likert scale (i.e., 0 = "not at all", 1 = 

"once or twice during the month", 2 = "about once a week", 3 = "several times a week", 

and 4 = "about every day").  Subscale scores are obtained by calculating the mean item 

score for each subscale. Higher subscale scores reflect higher experiences of negative 

social interactions. Additionally, a total negative social interaction score was created for 

the current study by summing the subscale scores. Again, higher scores indicate 

experiencing a higher number of negative social exchanges (i.e., receiving more negative 

social support). According to Fischer and Corcoran (2007), the TENSE inventory 

demonstrates adequate internal consistency (i.e., alpha correlations ranging from .70 to 

.87 for the four subscales) and adequate stability (i.e., test-retest correlations ranging 

from .65 to .80 for the subscales across a span of two days).  Furthermore, these 

researchers revealed that the TENSE has good construct validity. 

 Exercise survey.  The exercise or physical activity survey was created for the 

purposes of the current study (see Appendix J).  This survey was designed to assess the 

frequency and amount of time a person exercises, the types of exercising a person 

employs, the person's reported reason(s) for exercising, any recent changes a person has 
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made in the frequency or amount of exercise one does, and how the individual feels after 

completing an exercise workout. Exercise frequency was calculated using two items 

assessing how often a person reported normally exercising each week (i.e., 1 = "never", 2 

= "once a week", 3 = "2 or 3 times a week", 4 = "4 or 5 times a week", and 5 = "more 

than 5 times a week") and how many times the person reported exercising during the 

previous week (i.e., 1 = "never", 2 = "once a week", 3 = "2 or 3 times a week", 4 = "4 or 

5 times a week", and 5 = "more than 5 times a week"). A total exercise frequency score 

was computed by summing these two items, with higher scores reflecting exercising at 

higher frequencies than lower scores. Exercise length was assessed by a single item 

asking participants how much time a typical exercise session lasts for them (i.e., 1 = "no 

time. I do not exercise," 2 = "less than 30 minutes," 3 = "between 30 and 45 minutes," 4 = 

"between 45 minutes and 1 hour," and 5 = "more than 1 hour"). Higher item scores reflect 

longer amounts of time spent working out. Intensity of exercise was calculated using a 

single item which asked participants to report how tiredness or fatigue they experience 

following a typical exercise session (i.e., 1 = "none", 2 = "I do not feel tired after I have 

finished working out", 3 = "I feel a little tired after working out", 4 = "I am somewhat 

tired after working out", and 5 = "I am exhausted and barely able to move after my 

workout"). Higher scores on this item were used to assess subjective reports of exercise 

intensity. Finally, a total exercise score was calculated by summing the items 

corresponding to exercise frequency, exercise length, and exercise intensity. Higher 

scores reflect higher total exercise. 

 Open-ended questionnaire.  This questionnaire was designed for the current study 

to obtain qualitative information about the strategies college students report using to cope 
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with depressive symptoms without seeking professional mental health treatment (see 

Appendix K). This questionnaire asked all college student participants to report about 

activities or things they typically do to enhance their moods when they are feeling sad or 

down.  In addition, this questionnaire asked students to identify which activity or 

activities they do the most often, which activity enhances their mood the most, and which 

activity seems to have the least influence on their mood.  

The data collected from the open-ended questionnaire was not analyzed for the 

current study. Instead, the current researcher plans to analyze this information at a later 

time. Additionally, the data collected from the open-ended questionnaire was very 

subjective and hopefully can provide information about depressive coping strategies that 

can be researched in future studies. 

Data Analytic Procedure 

 Due to the exploratory nature of this study, a combination of descriptive statistics, 

correlations, and regressions were used to conduct statistical analyses on the obtained 

data.  Additionally, multiple survey packets were used to control for potential order 

effects. Descriptive statistics were used to further understand the research sample that 

provided the data for the more complex statistical analyses. Correlations were conducted 

to examine the relationships between depressive level and the other variables of interest. 

Multiple linear and hierarchical regressions were used to assess how much variance in 

current depression and change in depressive level was accounted for by the variables of 

interest. Finally, the regressions were used to identify which variables were significant 

predictors of depressive level. 
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CHAPTER III 

RESULTS 

Data Screening 

 Data was analyzed for accuracy and missing values. One individual initially 

entered all data into a computerized data file. Then, a second individual ensured the 

accuracy of the data entry by comparing the hardcopy data from all participants' packets 

to the data in the computer file. All data entry mistakes were corrected. Additionally, 

three cases were found to have one missing value each, and mean substitution was used 

to estimate the item score in each of these cases (Tabachnick & Fidell, 2007). Moreover, 

four cases were found where an individual marked two answers on an item (example: 1, 

2). In each of these cases, an item score was calculated by averaging together the two 

endorsed answers (e.g., 1.5). Then, univariate and multivariate outliers were assessed by 

examining frequency distributions, boxplots, and Mahalanobis distance scores. No 

influential outliers were observed.  

Data was assessed for normality using skewness, kurtosis, histograms, P-P plots, 

and scatterplots (Tabachnick & Fidell, 2007). Seven scales of interest appeared to violate 

the normality assumptions, including the perceived social support friend scale, perceived 

social support family scale, total perceived social support scale, negative social support 

scale, current depression scale, retrospective depression scale, and measure of length of 

time exercising. Based on Tabachnick & Fidell's (2007) recommendations for dealing 

with normality violations, square root transformations were completed. For negatively 

skewed distributions, data was reflected, underwent a square root transformation, and was 
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then re-reflected. The obtained transformations were then used in all subsequent data 

analyses.  

Finally, given the potential for the order in which scales were presented to 

participants to influence their responding, a multivariate analysis of variance was 

calculated with packet being the independent variable and the variables of interest in the 

study being the dependent variables (problem-focused coping, emotion-focused coping, 

avoidant coping, perceived social support from family, perceived social support from 

friends, negative social support, total exercise, retrospective level of depression, current 

level of depression, and current stress level). No significant order effects were found. 

Internal Consistency of Measures 

 Internal consistency analyses were assessed for the CESD (depression measure), 

PSS (stress measure), PSS-Fr (perceived social support from friends scale), PSS-Fa 

(perceived social support from family scale, TENSE (negative social support measure), 

exercise frequency scale, total exercise scale, and selected subscales of the COPE (see 

Tables 1 and 2). All measures and subscales were found to have internal consistency 

values of .80 or higher, except for the exercise total scale and the avoidant coping 

subscales of the COPE. Additionally, the exercise total scale and avoidant coping 

subscales obtained internal consistency values above .70, which indicates these scales 

have adequate internal consistency values (Kline, 1998). 

Demographic Information  

 Descriptive demographic information including means, standard deviations, 

ranges, frequencies, and percentages are presented in Tables 3 through 4. One hundred 

and twenty-one participants (i.e., 54 men and 67 women) completed the study and were 
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included in the final data analyses. The average age of the college students participating 

in the study was 19.24 (SD = 1.16), and the sample consisted primarily of Caucasian 

college students (71.1%). The majority of these students endorsed being either a 

freshman or a sophomore (85.1%) and being currently enrolled in between 12 and 16 

hours of coursework (88.4%). The majority of these students also reported doing 

relatively well in their courses at the time of study, with 25.6 % stating that the majority 

of their grades were "As" and 59.5% stating the majority of their grades were "Bs." 

Approximately 70% of the sample also reported living in on-campus housing. With 

regard to romantic status, 38% of participants endorsed being in a long-term relationship, 

while the rest of the sample endorsed being in various stages of dating. Additionally, a 

large majority of the sample was currently unemployed (68.6%). Academically, 15.7% of 

the sample reported having difficulties completing the requirements of their coursework. 

With regards to social interactions, 14.1% reported having difficulties in their 

interpersonal relationships. Finally, no research participants endorsed having problems 

with occupational functioning. 

Gender Differences 

 Given that past research has found gender differences in experience of depression, 

social support, use of coping strategies, and exercise, a multivariate analysis of variance 

(MANOVA) was performed to assess for gender differences in the current sample with 

the variables of interest. Significant gender differences were found for emotion-focused 

coping, F(1) = 8.807, p < .01, total exercise, F(1) = 13.71, p < .01, and perceived social 

support from friends F(1) = 4.30, p <.05 (see Table 6). Specifically, women (M = 35.73, 

SD = 6.25) endorsed using emotion-focused coping strategies more than men (M = 
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32.37, SD = 6.12). Men (M = 13.89, SD = 2.97) reported exercising significantly more 

than women (M = 11.85, SD = 3.04). Finally, women (M = 3.33, SD = 0.74) reported 

perceiving significantly more positive social support from their friends than men did (M 

= 3.04, SD = 0.80). No gender differences were observed in problem-focused coping, 

avoidant coping, perceived positive social support from family, negative social support, 

retrospective level of depression, current level of depression, and change in depressive 

symptoms over a one-month span of time. 

Depression 

 Participants' depressive levels were assessed currently and retrospectively using 

the CES-D (see Table 5). As noted earlier, a score of 16 or above on the CES-D can be 

used as an arbitrary cutoff point for discriminating between people with depression and 

those without (Nezu et al., 2000; Radloff, 1977).  However, it is worth noting that CES-D 

scores, regardless of their level, are not the same as interviewer-based diagnoses of Major 

Depressive Disorder. In the current study, forty participants (approximately 33%) were 

found to have depressive level scores of 16 or higher when retrospectively recalling their 

depressive symptoms from approximately one month ago. Additionally, thirty-six 

participants (29.8%) endorsed currently being at or above the arbitrary depression cutoff 

score at the time of the study.  Moreover, approximately 41.3% of the research 

participants endorsed experiencing an increase in depressive symptoms within the past 

month when comparing their current and retrospective depressive levels. Nineteen 

participants (15.7%) experienced no change in number of depressive symptoms endorsed, 

while fifty-two participants (43%) endorsed experiencing a reduction in depressive 

symptoms during the past month. Overall, these statistics suggest the majority of the 
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current sample of research participants were experiencing subclinical levels of 

depression. Also, a large number of participants endorsed experiencing changes in their 

depressive levels during the past month. 

Depression and Coping Strategies 

 Hypothese #1, #2, and #3 predicted the various coping strategies would be 

significantly related to current level of depressive symptoms in college students. 

Specifically, emotion-focused coping and avoidant coping were predicted to be positively 

associated with current depressive level, while problem-focused coping was predicted to 

be negatively related to current depressive level. Correlational analyses were performed 

between current level of depression, problem-focused coping, emotion-focused coping, 

and avoidant coping (see Table 7). As predicted, there was a significant positive 

correlation between current depressive level and avoidant coping (r = .21, p < .05). No 

significant correlations were found between current depressive level and problem-

focused coping or emotion-focused coping. Additionally, a multiple linear regression was 

performed to determine how much variance in current depressive level was accounted for 

by gender and the three types of coping strategies. Gender, problem-focused coping, 

emotion-focused coping, and avoidant coping were simultaneously entered into the 

regression as predictor variables, and the dependent variable in this analysis was 

depressive scores (see Table 8). Overall, the coping strategies did not account for a 

significant amount of the variance in current depressive level (R
2
 = .05, F (4, 116) = 1.55, 

p = .191). However, avoidant coping was found to be a significant positive predictor of 

depressive level (β = .22, p < .05). Problem-focused coping, emotion-focused coping, and 

gender were not significant predictors of current level of depressive symptoms.  
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Depression and Exercise 

 Data collected indicated research participants varied considerably in how much 

they exercise (see Table 9). Approximately 34% of the college students endorsed 

typically exercising between 2 or 3 times weekly, approximately 34% exercised one or 

fewer times weekly, and approximately 32% exercised four or more times per week. The 

majority of participants (57.9%) stated a typical exercise session lasted between 30 

minutes and one hour in length. Additionally, 89.3% of the participants reported feeling 

tired after exercising. Moreover, participants endorsed various reasons as being the most 

important reason why they exercise, including to be healthy (40.5%), to lose weight 

(24%), to build muscle (25.6%), to boost self-esteem (4.1%), and to improve mood 

(5.8%). 

Hypothesis #4 predicted a negative correlation would exist between research 

participants' current level of depression and total exercise, and a significant negative 

correlation between these variables was found in the current study (r = -.28, p < .01). 

Additionally, post-hoc correlations were performed to further understand the relationship 

between current depressive level and more specific facets of exercise including exercise 

frequency, exercise intensity, and exercise length (see Table 7). A significant negative 

correlation between current depression and exercise frequency was found (r = -.27, p < 

.01). A significant negative correlation was also found between current depressive level 

and exercise length (r = -.21, p < .05). Exercise intensity was not associated with current 

depressive level. 

 Hypothesis # 5 predicted age, gender, frequency of exercise, intensity or 

strenuousness of one's physical activity, and length of duration of exercise at a time will 
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impact the relationship between exercise and depression in college students.  Specifically, 

it was predicted that age, exercise frequency, intensity, and duration will be significant 

negative predictors of depressive level. A multiple linear regression was performed to 

determine how much variance in current depressive level was accounted for by age, 

gender, and different facets of exercise. Age, gender, exercise frequency, exercise 

intensity, and exercise length of duration were simultaneously entered into the regression 

as predictor variables, and the dependent variable in this analysis was current depressive 

scores (see Table 10). Overall, these variables together accounted for approximately 11% 

of the variance in current level of depressive symptoms (R
2
 = .11, F (5, 115) = 2.87, p < 

.05). Age was found to be a significant positive predictor of current depressive level (β = 

.22, t = 2.56, p < .05), which is in the opposite direction compared to what was predicted. 

No other variable was found to be a significant predictor. 

Depression and Social Support 

 Hypotheses #6 and #7 predicted significant correlations would exist between 

current depressive level and perceived social support (i.e., positive social support) and 

negative social exchanges (i.e., negative social support). Specifically, it was predicted 

that a negative correlation would be found between perceived social support and 

depression in college students who are not currently participating in mental health 

treatment. It was also predicted that a positive correlation would exist between negative 

social support and current depressive level. Correlational analyses were performed 

between current level of depressive symptoms, perceived social support, and negative 

social support (see Table 7). Total perceived social support was found to be significantly 

negatively associated with current depressive level (r = -.25, p < .01), with higher levels 
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of positive social support being related to lower levels of depression. Additionally, 

perceived social support from family (r = -.21, p < .05) and perceived social support 

from friends (r = .20, p < .05) were found to be negatively correlated with current 

depressive level. Negative social support, as measured by the TENSE negative social 

exchange scale, was found to be positively related to current depressive level (r = .48, p 

< .01), with higher levels of negative social support being associated with higher levels 

of depressive symptoms. 

 Hypotheses #8 predicted the relationship between social support and depression in 

college students coping with depressive symptoms without professional help will be 

influenced by the quality of support perceived. Specifically, it was predicted that 

perceived social support would be a significant negative predictor of depressive level, 

whereas negative social support would be a positive significant predictor of depressive 

level.  In addition, it was predicted that perceived social support from friends would be a 

stronger predictor of depressive level than perceived social support from family. A 

multiple linear regression was performed to determine the amount of variance in current 

depressive level accounted for by gender and positive and negative social support. 

Gender, perceived social support from family, perceived social support from friends, and 

negative social support were simultaneously entered into the regression as predictor 

variables, and the dependent variable in this analysis was current depressive scores (see 

Table 11). 

Overall, gender and these different types of social support accounted for 17.8% of 

the total variance in current level of depression scores (R
2
 = .18, F (4, 116) = 2.87, p < 

.01). As predicted, social support perceived from friends was found to be a significant 
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negative predictor of current depressive level (β = - .21 t = -2.35, p < .05). As predicted, 

negative social support was found to be a significant positive predictor of current 

depressive level (β = .30, t = 3.46, p < .01). Additionally, gender was also found to be a 

significant positive predictor of current depression (β = .19, t = 2.22, p < .05), with 

womanhood being more predictive of higher levels of depressive symptoms. Moreover, 

social support perceived from friends (β = - .21, t = -2.35, p < .05) was found to be a 

stronger predictor of current depressive level than social support perceived from family 

(β = - .02, t = -.25, p > .05). This finding suggests the social support individuals 

perceived from their friends is likely more influential on and predictive of their overall 

depressive scores than social support obtained from their families. Finally, negative 

social support was found to be the strongest predictor of current depression, which 

suggests that negative social support is more influential on one's current level of 

depressive symptoms than positive social support, regardless of who is providing the 

positive social support. 

Change in Depression 

Hypothesis #9 predicted change in level of depressive symptoms experienced by 

college students during a one-month span of time would be significantly predicted by 

coping strategies, quality of social support, exercise, classification in college, living 

situation (i.e., lives on-campus or off), and level of impaired functioning. Change in 

depressive level was the dependent variable in the regression, and it was calculated by 

subtracting retrospective levels of depressive symptoms for one month ago from current 

depressive level. A hierarchical linear regression was performed with gender, age, and 

current level of stress entered in at the first step.  Problem-focused coping, emotion-
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focused coping, avoidant coping, total perceived social support, negative social support, 

total exercise, impaired functioning, living situation, and classification in college were 

entered in at the second step (see Table 12). Results of this analysis revealed that gender, 

age, and stress did not account for a significant amount of the variance in change in 

depression over a one-month span of time (R
2
 = .04, F (3, 117) = 1.45, p > .05). Also, 

none of these variables were significant predictors of depressive change. The second step 

of this hierarchical regression showed no significant improvements in accounting for the 

variance in change in depression level after inputting the additional variables (R
2
 change 

= .08, F(9,108) = 1.102, p > .05). However, avoidant coping was found to be a significant 

negative predictor of change in depression level (β = - .23, t = -2.24, p < .05). 
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Table 1.  

 

Internal Consistency of Measures  

______________________________________________________________________________________________________ 

Scale 

______________________________________________________________________________________________________   

                      CCES-D RCES-D PSS  PSS-Fr  PSS-Fa TENSE ExerF        TotExer 

 

Coefficent 

Alpha  .86  .90  .89  .82  .92  .92  .89        .77 

______________________________________________________________________________________________________ 

Note. CCES-D = Center for the Epidemiological Studies-Depressed Mood Scale currently, RCES-D =  Center for the 

Epidemiological Studies-Depressed Mood Scale  retrospectively, PSS = Perceived Stress Scale (PSS), PSS-Fr = Perceived 

Social Support-Friend Scale (PSS-Fr), PSS-Fa = Perceived Social Support-Family Scale, TENSE = Test of Negative Social 

Exchange Scale, ExerF =Exercise Frequency, and TotExer = Total Exercise. N = 123 participants. 
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Table 2.  

 

Internal Consistency of the subscales of the COPE.  

______________________________________________________________________________________________________ 

Scale 

______________________________________________________________________________________________________ 

PF Cope  EF Cope  Avd Cope 

 

Coefficient Alpha      .81       .80        .73 

______________________________________________________________________________________________________ 

Note. PF Cope = Problem-Focused Coping, EF Cope = Emotion-Focused Coping, and Avd Cope = Avoidant Coping. N = 123 

participants. 
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Table 3.  

 

Descriptive Information of Current Study’s Participants 

 

Demographic Variable  n % 

Sex    

 Male  54 44.6 

 Female 67 55.4 

Age    

 18 years old  27 22.3 

 

 

19 years old 

20 years old 

64 

16 

52.9 

13.2 

 21 years old 7 5.8 

 22 years old  2 1.7 

 23 years old 5 4.1 

Race 

 

 

Asian or Pacific Islander 

 

4 

 

3.3 

 African American or Black 5 4.1 

 Mexican-American or Hispanic  19 15.7 

 Caucasian or White 86 71.1 

 

College classification 

 

 

 

 

Hours of coursework 

 

 

 

 

 

Grades 

 

 

 

 

 

Living situation 

 

 

 

Other 

 

Freshman 

Sophomore 

Junior 

Senior 

 

Less than 12 hours 

12 – 13 hours 

14 – 15 hours 

16 hours 

More than 16 hours 

 

As 

Bs 

Cs 

Ds 

Fs 

 

On-campus 

Off-campus 

 

7 

 

71 

32 

14 

4 

 

5 

51 

37 

19 

9 

 

31 

72 

1 

16 

1 

 

84 

37 

5.8 

 

58.7 

26.4 

11.6 

3.3 

 

4.1 

42.1 

30.6 

15.7 

7.4 

 

25.6 

59.5 

0.8 

13.2 

0.8 

 

69.4 

30.6 

N = 121 total research participants 
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Table 3.  

 

Descriptive Information of Current Study’s Participants - Continued 

 

Demographic Variable  n % 

Romantic status    

 Single-not dating  30 24.8 

 

 

Single-dating occasionally 

Single-dating frequently 

30 

15 

24.8 

12.4 

 In a long-term relationship as a  46 38.0 

 couple or married    

Work status 

 

 

Unemployed-no desire to work 

 

55 

 

45.5 

 Unemployed-searching for work 28 23.1 

 Working part-time  33 27.3 

 Working full-time 5 4.1 

Current mental health 

treatment 

 

 

Academic functioning 

 

 

 

Relationship 

functioning 

 

 

 

Work functioning 

 

 

 

Yes 

No 

 

Satisfactory performance 

Meeting most of requirements 

Having some difficulty 

Unable to meet requirements 

 

Satisfactory relationships 

Satisfied, but can be improved 

Having some difficulty 

Struggling in relationships 

 

Unemployed 

Satisfactory work performance 

Meeting most of requirements 

Having some difficulty 

Unable to meet any 

requirements 

 

 

0 

121 

 

29 

73 

18 

1 

 

23 

81 

14 

3 

 

82 

36 

4 

0 

0 

 

0.0 

100.0 

 

24.0 

60.3 

14.9 

0.8 

 

19.0 

66.9 

11.6 

2.5 

 

67.8 

28.9 

3.3 

0.0 

0.0 

N = 121 total research participants 
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Table 4.  

 

Descriptive Statistics for Depressive Levels 

 

Demographic Variable M SD Minimum Maximum 

 

Current depressive level 

 

12.01 

 

7.56 

 

0.00 

 

40.00 

     

Past depressive level 12.87 9.22 0.00 40.00 

     

Depressive symptom 

change 

-0.77 7.91 -26.00 34.00 

     

Note. These self-reported data on depressive symptoms are based on the Center for 

Epidemiologic Studies-Depressed Mood Scale (CES-D). N = 121 total research 

participants. 
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Table 5.  

 

Significant Univariate Effects for Gender (at p < .05 level) 

 

Dependent 

Variable 

df df error F Gender Means SD  

 

EF Cope 

 

1 

 

110 

 

8.81 

 

Male 

 

32.37 

 

6.12 

 

    Female 35.73 6.25  

        

TotExer 1 110 13.71 Male 13.89 2.97  

    Female 11.85 3.04  

        

PSS-Fr 1 110 4.30 Male 3.04 0.80  

    Female 3.33 0.74  

______________________________________________________________________________________________________ 

Note. EF Cope = Emotion-focused coping as measured by specified subscales of the COPE. TotExer = Total exercise. PSS-Fr 

= Perceived Social Support-Friend scale. Men n = 54, Women n = 67.
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Table 6.  

 

Correlations Among All Variables of Interest  

 

 CCES-

D 

PFCope EFCope AvdCope ExFreq ExInt ExLng TotExer TENSE PSS-

Fr 

PSS-

Fa 

 

PFCope 

 

-.07 

          

 

EFCope 

 

-.04 

 

.54** 

         

 

AvdCope 

 

.21* 

 

-.14 

 

.06 

        

 

ExFreq 

 

-.27** 

 

.10 

 

-.04 

 

-.13 

       

 

ExInt 

 

-.11 

 

-.03 

 

.01 

 

-.02 

 

.15 

      

 

ExLng 

 

-.22* 

 

-.04 

 

-.09 

 

-.12 

 

.52** 

 

.36** 

     

 

TotExer 

 

-.28** 

 

.04 

 

-.09 

 

-.17 

 

.87** 

 

.36** 

 

.79** 

    

 

TENSE 

 

.48** 

 

.04 

 

.14 

 

.25** 

 

-.22* 

 

.00 

 

-.16 

 

-.19* 

   

 

PSS-Fr 

 

-.20* 

 

.14 

 

.33** 

 

-.05 

 

.08 

 

-.02 

 

.07 

 

.06 

 

-.08 

  

 

PSS-Fa 

 

-.21* 

 

-.00 

 

.02 

 

-.16 

 

.02 

 

-.01 

 

-.09 

 

-.02 

 

-.23* 

 

.30** 

 

 

TotPSS 

 

-.25** 

 

.04 

 

.16 

 

-.14 

 

.05 

 

-.02 

 

-.01 

 

.03 

 

-.21* 

 

.72** 

 

.87** 

Note. CCES-D = current Center for Epidemiologic Studies-Depressed Mood Scale. PFCope = Problem-focused coping. 

EFCope = Emotion-focused coping. Avd Cope = Avoidant coping. ExFreq = Exercise frequency. ExInt = Exercise intensity. 

ExLng = Exercise length. TotExer = Total exercise. TENSE = Test of Negative Social Exchange. PSS-Fr = Perceived Social 

Support-Friend Scale. PSS-Fa = Perceived Social Support-Family Scale. TotPSS = Total Perceived Social Support Scale. Men 

n = 54, Women n = 67. **p < .01, two-tailed, *p < .05, two-tailed.
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Table 7.  

 

Summary of Regression Analysis for Gender and Coping Strategies Predicting 

Depressive Symptoms  

 

Variable B SE B β   

Gender 0.16 0.22 0.70   

Problem-focused 

coping 

0.00 0.02 -0.01   

Emotion-focused 

coping 

-0.01 0.02 -0.07   

Avoidant coping 0.05 0.02 0.22   

Note. R
2
 = .05 (p > .05). Values in bold are significant at p < .05. N = 121. 
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Table 8.  

 

Descriptive Information about the Exercise Habits of Study's Participants 

 

Demographic Variable  n % 

Frequency of Weekly 

Exercise 

   

 Never  10 8.3 

 

 

Once a week 

2 or 3 times weekly 

31 

41 

25.6 

33.9 

 4 or 5 times weekly  28 23.1 

 More than 5 times weekly 11 9.1 

Length of Typical 

Exercise Session 

 

 

 

None. Do not exercise. 

 

 

6 

 

 

5.0 

 Less than 30 minutes 8 6.6 

 Between 30 and 45 minutes  25 20.7 

 Between 45 and 60 minutes 

More than 60 minutes 

45 

37 

37.2 

30.6 

Amount of Fatigue 

Following Exercise 

 

 

 

 

 

Number of Times 

Exercised in Past Week 

 

 

 

 

 

 

Most Important Reason 

Reported For Why 

Exercises 

 

 

None. Do not exercise. 

Not tired after exercise 

Little tired after exercise 

Somewhat tired after exercise 

Exhausted after exercise 

 

 

Never 

Once a week 

2 or 3 times weekly  

4 or 5 times weekly 

More than 5 times weekly 

 

 

 

 

To be healthy 

To lose weight 

To gain muscle/become more 

toned 

To boost self-esteem 

To improve mood 

To socialize with others 

 

 

 

5 

8 

42 

59 

7 

 

 

26 

35 

40 

15 

5 

 

 

 

 

49 

29 

31 

5 

7 

0 

 

 

4.1 

6.6 

34.7 

48.8 

5.8 

 

 

21.5 

28.9 

33.1 

12.4 

4.1 

 

 

 

 

40.5 

24.0 

25.6 

4.1 

5.8 

0.0 

N = 121 total research participants 
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Table 9.  

 

Summary of Regression Analysis for Gender, Age, and Exercise Variables Predicting 

Depressive Symptoms  

 

Variable B SE B β   

Gender 0.36 0.26 0.13   

Age 0.27 0.10 0.23   

Exercise frequency -0.12 0.07 -0.19   

Exercise intensity -0.03 0.07 -0.04   

Exercise length 0.10 0.49 0.02   

Note. R
2
 = .11 (p < .05). Values in bold are significant at p < .05. N = 121. 
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Table 10.  

 

Summary of Regression Analysis for Gender and Social Support Variables Predicting 

Depressive Symptoms  

 

Variable B SE B β   

Gender 0.52* 0.24 0.19*   

Positive social support from friends -0.37* 0.16 -0.21*   

Positive social support from family -0.03 0.12 -0.02   

Negative social support 0.25** 0.07 0.30**   

Note. R
2
 = .18 (p < .01). Significant values are denoted by **p < .01 and *p < .05. N = 

121. 
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Table 11. 

  

Summary of Hierarchical Regression Analysis for Factors Predicting Depressive 

Symptoms. 

 

Variable B SE B β 

Step 1    

     Gender -2.10 1.47 -0.13 

     Age -1.02 0.64 -0.15 

     Stress -0.03 0.11 -0.02 

Step 2    

     Gender -3.90 1.73 -0.25 

     Age 0.00 1.00 0.00 

     Stress -0.09 0.17 -0.07 

     Problem-focused coping -0.21 0.16 -0.15 

     Emotion-focused coping 0.16 0.15 0.13 

     Avoidant coping -0.35* 0.16 -0.23* 

     Total exercise 

     Negative social support   

-0.48 

0.57 

0.26 

0.63 

-0.19 

0.11 

     Total positive social support  -0.02 0.71 -0.00 

     College classification 

      Living situation 

      Impaired functioning 

-1.72 

-0.61 

-0.48 

1.38 

2.29 

0.74 

-0.18 

-0.04 

-0.07 

Note. R
2
 = .04 (p > .05) for Step 1; ΔR

2
 = .12 for Step 2 (p > .05).  *p < .05.    
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CHAPTER IV 

DISCUSSION 

The purpose of the current study was to examine how specific variables 

influence levels of self-reported depressive symptoms in young adult college students 

who are not participating in mental health treatment. The variables of interest in this 

study were specific coping strategies (i.e., problem-focused coping, emotion-focused 

coping, and avoidant coping), exercise, and social support. More specifically, the 

current study explored the extent and the direction of the relationships that exist 

between coping strategies, exercise, social support, and depressive level. The current 

study also examined how aspects of exercise, such as frequency, intensity, and 

exercise length, influenced depressive levels in young adults. Additionally, this study 

explored how quality of social support and support provider were related to depressive 

levels. Finally, the current study examined how numerous psychosocial factors, 

including coping strategies, exercise, social support, stress, current living situation, 

and level of functioning, were related to change in depressive level over a one month 

span of time.  

Overall, the current study found no gender differences between young adult 

men and women in depressive levels, which is contrary to past findings of higher 

depressive symptom levels being generally more prevalent in women than in men 

(Dalgard et al., 2006; NIMH, 2007). Additionally, this finding is consistent with some 

research with college populations which found male and female students endorsed 

similar levels of depressive symptomalogy (Dyson & Renk, 2006). Moreover, the vast 
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majority of research participants were experiencing low levels of depressive 

symptoms, which is when self-initiated attempts to cope with depressive symptoms 

appear to be the most influential or effective (Berner, Kriston, Sitta, & Harter, 2008).  

Coping 

The current study found one gender difference pertaining to coping. Women 

endorsed using emotion-focused coping strategies more often than men, which is 

consistent with past research (Billings & Moos, 1981; Dyson & Renk, 2006). 

However, for both young adult men and women, emotion-focused coping was not 

associated with current depressive symptoms. Although this result is contrary to what 

was predicted, it has been partially supported by other research studies. Dyson and 

Renk (2006) found a negative association between depression and emotion-focused 

coping in women, but not in men. Overall, these researchers indicated that women are 

not harmed by their use of emotion-focused coping strategies. Moreover, no 

association was found in the current study between problem-focused coping and 

depressive level in young adults, which is also surprising given the previous research 

literature describing relationships between these two variables.  

The current study found that avoidant coping was positively associated with 

depressive level in both men and women, indicating that higher levels of depression 

coincide with more frequent use of avoidant coping strategies. This finding is 

consistent with past research which found that people who used avoidant coping 

methods experienced more depressive symptoms than those who did not (Billings & 

Moos, 1984; Dyson & Renk, 2006; Felsten, 1998; McNamara, 2000). Additionally, it 
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makes sense that involvement in avoidant activities, such as mental disengagement, 

behavioral disengagement, and substance use, would take its toll on a person's mental 

health (i.e., resulting in higher depressive symptoms) because he or she would not be 

addressing whatever problem or concern he or she has. Moreover, men and women in 

the current study did not differ in terms of how often they used avoidant coping 

strategies or in terms of these strategies' associations with depression. The current 

study also found that avoidant coping was a stronger predictor of depression than 

gender, problem-focused coping, and emotion-focused coping. Consistently, past 

research has found that college students use less effective coping strategies, such as 

avoidance, more than problem-focused strategies or seeking social support (Karadag 

& Yildrim, 2010). Overall, these findings suggest that avoidant coping may be the 

most influential of all the coping strategies on a person's level of depressive 

symptoms. The results also suggest that avoidant coping is not an effective way for 

young adults to cope with depressive symptoms.  

Exercise 

The current study found one gender difference related to exercise. Men 

reported exercising significantly more than women did. Additionally, the hypothesis 

that exercise would be negatively associated with young adults' current depressive 

levels was supported in the current study. Negative associations were also found 

between current depression, exercise frequency, and length of exercise. Similar to 

these results, significant negative associations between depression and exercise have 

been found with multiple populations, including college students (Bartholomew et al., 
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2005); college women (McCann & Holmes, 1984), young adults (McKercher, 

Schmidt, Sanderson, Patton, Dwyer, & Venn, 2009), adult community samples 

(Farmer et al., 1988), and elderly populations (McNeil, LeBlanc, & Joyner, 1991). 

Moreover, a negative association between depression and exercise has been found in a 

significant number of observational and intervention studies (Teychenne, Ball, & 

Salmon, 2008). Conversely, lack of exercise or a predominance of sedentary behaviors 

is related to increased risk for depressive symptoms (Teychenne et al., 2010). Given 

the current results and the relationship between depression and exercise, it seems 

possible that men could experience more mood-related benefits from exercising than 

women. It stands to reason that if men exercise more often than women and a negative 

relationship exists between exercise and depressive symptoms, then men would be 

more likely to experience reduced depressive levels related to their exercise habits 

than women. However, the previous statement is speculative and further research is 

needed to examine this possibility. Regardless of the potential for gender effects on 

exercise and its potential mood-related benefits, the current study found that exercise 

is negatively associated with depressive symptoms in young adult college students. 

Additionally, the current study sought to further understand the relationship 

between exercise and depressive symptoms. Certain factors, such as age, gender, 

exercise frequency, exercise intensity, and exercise length were predicted to play a 

role in the current depressive levels of college students. Although all these variables 

together explained a significant amount of the variance in current depressive level, 

only age was found to be a significant positive predictor of depressive level. 
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Moreover, research has found that activity levels decline as people age (Fukukawa et 

al., 2004), and this reduced activity level with age could explain why increased age 

was predictive of higher symptoms of depression; however, this speculation would 

need to be investigated further in future research. Another potential explanation for 

why age was a positive predictor of depressive level could be that the lives of college 

students may become increasingly more hectic and busy as they advance through their 

academic careers. It could be that they have less time to devote to exercise, experience 

more stress related to coursework or progressing towards graduation, or a myriad of 

other factors that influence their moods. Again, the important findings of the current 

study were that age, gender, and a combination of exercise variables accounted for a 

significant amount of the variance in current depressive level in young adult college 

students, with age having the most influence out of all of the examined variables. 

Multiple reasons may exist explaining why gender and other different aspects 

of exercise were not predictive of current depressive levels. First of all, the current 

study found no gender differences between men and women in terms of their levels of 

depression. Given the observed relationship between depression and exercise, the fact 

that a person exercises appears to be more important and related to one's mood than 

one's gender. Moreover, past research has demonstrated that exercise of any kind 

appears to have mood-enhancing qualities compared to no exercise at all (Teychenne 

et al., 2008; Weinstein et al., 2010) and that regular exercise is associated with 

reduced risk and prevalence of developing major depression (Goodwin, 2003). In the 

current study, a large majority of the research participants reported partaking in 
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regular weekly exercise, and it may be likely that the regularity of their exercise habits 

has already influenced their mood. Additionally, research participants in the current 

sample were endorsing relatively low levels of depressive symptoms, which could 

have influenced the results of the study because there was less room for improvement 

in their depressive levels related to exercise than for people with higher levels of 

depression (Brosse, Sheets, Lett, & Blumenthal, 2002). Furthermore, one past study 

found that no significant change in mood was observed following exercise in non-

depressed individuals (Weinstein et al., 2010), which seems to support the idea that 

these people again had less room to improve because of their already low levels of 

depressive symptoms. Again, the current study was not designed to make causal 

statements about the relationship between exercise and depressive symptoms; 

however, it would be interesting to explore further if regular exercise participation acts 

as a protective factor against the development of depressive symptoms, especially in 

young adults. Overall, this paragraph described general potential reasons why gender 

and exercise variables were not predictive of depressive symptoms. The next few 

paragraphs will talk more explicitly about why specific exercise variables were not 

predictive of depressive levels.  

In the current study, exercise frequency, as assessed by how often a person 

typically exercises each week and how often a person actually exercised during the 

past week, was not found to be a significant predictor of depressive levels. 

Additionally, the research participants varied considerably in how much they reported 

exercising. Moreover, the exercise research literature disagrees about what is the 
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optimal amount of exercise needed to result in mood-enhancing benefits, and this 

could partly explain why exercise frequency was not significant in the current study. 

Although regular exercise is associated with reduced risk for depression (Goodwin, 

2003), participation in one exercise session has been found to be immediately 

beneficial to people in terms of reduced depression, at least for short periods of time 

following the exercise (Bartholomew et al., 2005; Weinstein et al., 2010). 

Additionally, some studies have found that higher amounts of exercise are associated 

with fewer depressive symptoms (Brown et al., 2005; Harris et al., 2006), while other 

ones found that both lower and higher levels of exercise were related to reduced  

depressive symptoms (Wise, Adams-Cambell, Palmer, & Rosenberg, 2006). Taken 

together, the research literature and the results of the current study suggest that it is 

important to exercise; however, the optimal amount one should exercise to experience 

mood-enhancing benefits likely varies by person. 

In the current study, exercise intensity, as assessed by self-reports of the 

amount of fatigue experienced following exercise, was not found to be predictive of 

current depressive level. Similar to what was seen with exercise frequency, mixed 

results concerning optimal level of exercise intensity exist. Past research has found 

that more intense exercise provided better results at reducing depressive symptoms 

than lower intensity workouts (Stathopoulou et al., 2006). However, high intensity 

exercise has also been found to be related to increased depressive symptoms in 

depressed individuals after a short delay following their workout (Weinstein et al., 

2010). Improvement in mood also has been shown immediately following low 
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intensity workouts (Bartholomew et al., 2005). Concurrently, a review of multiple 

studies comparing exercises with varying levels of intensities found depressive 

symptoms were inversely related to exercise, regardless of the level of exercise 

intensity (Teychenne et al., 2008). Moreover, more recent research indicates that 

optimal exercise intensity for mood-enhancing benefits is determined by the individual 

(Weinstein et al., 2010), and it could be plausible that studies, such as the current one, 

are unable to detect a relationship between exercise intensity and depressive symptoms 

because they are not sensitive to individual variability in optimal levels of exercise 

intensity. Overall, the current study found a negative relationship between exercise 

and depressive symptoms, but no significant relationship between exercise intensity 

and depressive level. Again, these findings suggest that actually exercising matters 

more in the relationship between exercise and depressive levels than the specific 

amount or intensity with which college students actually exercise.  

Overall, the current study found that exercise is negatively associated with 

depressive levels in young adult college students. It also found that men reported 

exercising more than women. Additionally, a combination of variables, including age, 

gender, exercise frequency, exercise intensity, and exercise length accounted for a 

significant amount of variance in current depressive levels, with age being the most 

influential out of all of these variables. Surprisingly, exercise frequency, exercise 

intensity, and exercise length by themselves were not found to significantly influence 

current depressive levels. Finally, one cautionary note about the results found related 

to exercise and depressive symptoms in the current study is that they likely are 
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population-specific. These results found with college students between the ages of 18 

and 25 may be very different from results obtained with populations of varying age 

groups or environmental life situations. 

Social Support 

 The current study found one gender difference pertaining to social support. 

Women endorsed experiencing significantly more positive social support from their 

friends than men did. This result is similar to past research which revealed women 

report having more social support than men (Dalgard et al., 2006). Additionally, the 

hypothesis that total positive social support would be negatively associated with 

current depressive level in young adults not participating in mental health treatment 

was supported in the current study. As expected, higher levels of positive social 

support were related to lower levels of depressive symptoms for both men and women. 

Moreover, the current study also found negative associations between current 

depressive level and both social support from friends and social support from family, 

which is similar to the results of past research (Eldeleklioglu, 2006; Willmon, 2008). 

Overall, these findings are consistent with past studies which have found a negative 

relationship between social support and depression (Bouteyre et al., 2007; Dalgard et 

al., 2006; Saltzman & Holahan, 2002; Wareham, Fowler, & Pike, 2007; Wei & Sha, 

2003). Consistently, having higher levels of positive social support is believed to play 

a protective role against experiencing depressive symptoms, especially for women, 

(Kendler, Myers, & Prescott, 2005), while lacking or having lower levels of social 

support has been associated with numerous negative outcomes, such as having higher 
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levels of current depressive symptoms, longer durations of depressive symptoms, and 

elevated risk for developing depression in the future (Bertera, 2005; Bouteyre et al., 

2007; Romanov et al., 2003; Spijker et al., 2004). Additionally, social support has 

been found to be negatively associated with depression severity, and positive social 

interaction was related to shorter durations of depressive symptoms (Wareham et al., 

2007). 

 Moreover, the hypothesis that negative social exchanges (i.e., negative social 

support) would be positively associated with current depressive level was supported. 

This result suggests social support can negatively influence mood, especially when the 

support involves hostility, impatience, ridicule, and insensitivity from one's social 

network. This finding is also consistent with past research that suggests poor social 

relationships can negatively impact one's health and quality of life (Helgeson, 2003) 

and that social negativity is associated with poorer mental health and depressive 

symptoms (Bagwell et al., 2005; Bertera, 2005; Finch et al., 1999). Additionally, it 

makes sense that negative interactions or feedback from others would increase one's 

current depressive levels. People may internalize the negativity they perceive from 

others as being due to their own personal flaws, which likely would influence their 

feelings of self-esteem and self-worth. Moreover, they may be more sensitive to 

negative criticism received from family and friends because they likely place greater 

value on these people's opinions, and this could result in increases in depressive 

symptoms. 
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 The current study also predicted that the relationships between social support 

and current depressive level in young adult college students would be influenced by 

the quality of social support. As expected, negative social support was found to be a 

significant positive predictor of depressive symptoms, which is consistent with past 

research. Additionally, positive social support from one's friends was found to be a 

significant negative predictor of depression as expected. These results suggest that 

negative and positive social support are independent factors that both contribute to a 

person's depressive level. Moreover, negative social support was found to be a 

stronger predictor of current depressive level than positive social support from friends 

or family. Consistently, past research suggested that mental health is influenced more 

by negative social support or negativity within social interactions than by positive 

social support (Bagwell et al., 2005; Bertera, 2005; Helgeson, 2003). Specifically, one 

study which examined the relationship between friendship and psychosocial 

adjustment found that social negativity within friendships appeared to be a more 

important factor in a person's overall level of adjustment and mental health than the 

positive factors derived from friendship (Bagwell et al., 2005). However, it is 

important to highlight again that both negative social support and social support from 

one's friends are associated with depressive level in this study. 

 Finally, the current study found that positive social support from friends was 

more predictive of current depressive level than positive social support from family. 

This result is consistent with past research with college students that found social 

support from friends was a more significant predictor of depressive symptoms than 
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support from family (Eldeleklioglu, 2006; Willmon, 2008). Taken together, these 

findings suggest that positive social support from one's friends may be more important 

and more influential on the current depressive levels of young adults than social 

support from one's family. Additionally, it makes sense that social support from one's 

peers would be more influential than support from one's family when one considers 

the age and current social environment of the research participants. Many college 

students do not live with their families and their social interactions primarily involve 

other college students. It is also likely that the families of many of the research 

participants did not live locally, which could have impacted how much impact social 

support from their families had on the participants at the time of the study. Moreover, 

regular social interactions with their college peers likely impact college students' lives 

and overall functioning more than their relatively limited interactions with their 

family. Finally, the finding that social support from friends is more predictive of 

depressive level than social support from family in young adulthood is supported by 

past research that has found that peer support becomes more significant and becomes 

greater in importance than parental support during late adolescence (Petersen, 

Sarigiani, & Kennedy, 1991).   

Depressive Level Change 

 Finally, the hypothesis that change in level of depressive symptoms 

experienced by college students during a one-month span of time would be predicted 

by coping strategies, quality of social support, exercise, classification in college, living 

situation, and level of impaired functioning was, for the most part, not supported. Only 
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avoidant coping was found to be predictive of change in depressive level. 

Additionally, total exercise was not found to be a predictor of depression change. 

While avoidant coping was found to be a strong predictor of depressive level change, 

exercise behaviors could be interpreted as being one type of avoidant coping strategy 

and one could speculate that the potential overlap between avoidant coping and 

exercise could explain why exercise was not significant. Regardless, the current study 

found that avoidant coping had the strongest influence on change in depressive level in 

college students out of all the variables assessed. 

 Overall, there may be numerous explanations for why none of the other 

variables of interest were predictive of depressive level change. First of all, change in 

level of depressive symptoms was assessed by having research participants complete a 

depression scale twice based on how they felt currently and based on how they 

remembered feeling one month previously. Asking participants to report their past 

depressive symptoms retrospectively could have resulted in unintentional, but 

inaccurate reports about their past depressive levels. Additionally, the majority of 

research participants in the current study endorsed having relatively few depressive 

symptoms, and past research has suggested that studies with participants who are not 

depressed clinically demonstrate less room for improvement in their depressive 

symptoms than people with higher levels of depression (Brosse et al., 2002). Applying 

this to the current study, the variables of interest may not have been found to be 

related to change in depressive symptoms because a large number of research 

participants did not experience significant depressive level change. Moreover, the fact 
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that avoidant coping was found to be predictive of depressive level change in a sample 

with relatively little significant change suggests that avoidant coping is a very strong 

predictor and may be one of the most important factors influencing depressive level in 

young adults. Finally, the predictions that classification in college, living situation, and 

level of impaired functioning would be related to change in depressive level may have 

been influenced by the relative homogeneousness of the research sample. The majority 

of the research participants was between the ages of 18 and 20, was a college 

freshman or sophomore, lived on campus, and did not endorse experiencing impaired 

functioning in school, work, or interpersonal relationships. Said in a different way, 

variance is needed in order to have co-variance, and the current study's sample may 

have lacked the necessary variance. 

Study Limitations 

 There were several methodological limitations present in the current study. 

Due to its exploratory nature, this study was not designed to examine the causal 

pathways in the relationships between depressive symptoms, problem-focused coping, 

emotion-focused coping, avoidant coping, exercise, positive social support, and 

negative social support. For example, it could be argued that avoidant coping directly 

causes increases in depressive symptoms, that increased depression actually causes 

increased use of avoidant coping strategies, or that some other variable influences both 

depressive level and avoidant coping usage. The current study can only describe that 

these relationships exist. It cannot explain why these relationships exist. Additionally, 

future research should be conducted to determine the cause behind the relationships 
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between depression, avoidant coping, exercise, negative social support, and positive 

social support.  A second limitation to the current study is its use of self-report 

information. Although attempts were made to encourage participants to answer the 

surveys as accurately as possible, their answers may not have been accurate for a 

variety of reasons, including self-presentation biases, forgetfulness, carelessness, or 

lack of awareness of self and one's behaviors. Another limitation of the study involved 

assessing depressive level change using retrospective measures. Current reports of 

symptoms are generally more accurate than asking a person how they felt sometime in 

the past, and this could have impacted the results of the study.  Finally, a last 

limitation of the study was its use of an exercise questionnaire that was created 

specifically for this study. It is likely that this questionnaire lacked the validity and 

reliability of other standardized questionnaires. Moreover, past research has suggested 

that how exercise is measured plays an important role in understanding the 

relationship between exercise and depression (McKercher et al., 2009).  

 However, the following recommendations would enhance future studies 

examining the relationships between depressive level, coping strategies, social 

support, and exercise. Firstly, it would be beneficial to conduct follow-up studies with 

larger and more diverse samples. Additionally, it would also be helpful to conduct 

future studies with clinically depressed individuals. Moreover, future research using 

multiple assessment methods, including interview or observational measures, would 

garner more information that would further inform our understanding of the 

relationships between depressive level, coping strategies, social support, and exercise. 
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Finally, future long-term, longitudinal studies would be beneficial to investigate the 

development and the stability of the relationships between depressive level, coping 

strategies, social support, and exercise over time. 

Conclusions 

 In summary, despite its limitations, the current study indicates that avoidant 

coping, exercise, positive social support, and negative social support are related to 

current depressive levels in young adult college students. Of these variables, avoidant 

coping was found to be the strongest predictor of depressive level and had the most 

influence on change in depressive level. Likewise, it is important for psychologists to 

further examine the relationship between avoidant coping and depressive symptoms in 

order to identify and hopefully address maladaptive behaviors that may negatively 

influence mood and overall mental health. Additionally, the current study indicates 

that both positive and negative social support are independently related to depressive 

symptoms. Specifically, positive social support was associated with lower depressive 

symptoms in college students, while negative social support was associated with 

higher depressive symptoms. Moreover, the current study found that negative social 

support was a stronger predictor of current depressive symptoms than positive social 

support, which is helpful to know because people can be warned about the potential 

consequences associated with negative feedback or criticism from their social 

networks, such as experiencing increased depressive symptoms. Furthermore, the 

current study found that positive social support from friends is more predictive of 

current depressive level than positive social support from one's family. This particular 
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finding indicates that college students may benefit more from talking to their friends 

or peers when feeling down than talking to their families. Finally, the current study 

suggests that exercise is beneficial and may have mood-enhancing qualities. 
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APPENDIX A 

Extended Literature Review 

Introduction 

 Many individuals around the world are impacted by mental disorders each 

year.  According to a cross-national survey conducted by the WHO World Mental 

Health Survey Consortium (2004), the prevalence rate for being diagnosed with any 

mental disorder within a twelve-month period ranges from a low of 4.3% to a high of 

26.4% within the countries taking part in this survey. In addition, this survey found 

that the occurrence of mental disorders in the United States exceeded the incidence of 

these disorders found in all of the other fourteen countries in this study. Essentially, 

these results indicated that one out of every four American adults experienced severe 

enough symptoms within the past year to be diagnosed with a mental disorder.   

 Furthermore, the WHO World Mental Health Survey Consortium (2004) 

revealed that the most commonly experienced type of mental disorders are anxiety 

disorders followed by mood disorders as the second most prevalent type.  Moreover, 

Kessler, Chiu, Demler, and Walters (2005) conducted a study examining the 

prevalence, severity, and comorbidity of mental disorders in adults in the United 

States, and they found that approximately 18.1% of their sample met the criteria for 

being diagnosed with an anxiety disorder and approximately 9.5% met the criteria for 

having a mood disorder during the past year.  These results were almost identical to 

the ones obtained in the cross-national survey (i.e., 18.2% for anxiety and 9.6% for 

mood; WHO World Mental Health Survey Consortium, 2004).  Also, Kessler and 
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colleagues (2005) noted that the three most common mental disorders affecting 

American adults are specific phobia, social phobia, and major depression. 

 Overall, depression appears to be a mental disorder that impacts a large 

number of Americans. It has been estimated that each year approximately 14.8 million 

American adults experience severe enough symptoms to qualify for a diagnosis of 

major depression (Kessler et al., 2005), and the occurrence of depression appears to be 

gradually increasing over time (Weissman et al., 1996). In addition, lifetime 

prevalence estimates for major depression have been performed with Americans of 

different age groups, and similar results have been obtained.  Specifically, research 

conducted examining the prevalence of depression in a geriatric population found that 

approximately 16% of the adults in the study had experienced major depression at 

some time during their lives (Steffens et al., 2000). Consistently, a national study of 

adolescents and young adults ages fifteen to twenty-four obtained a similar lifetime 

prevalence of 15.3% for major depression (Kessler and Walters, 1998).  Furthermore, 

the initial age at which major depression occurs appears to be decreasing (DSM-IV-TR, 

2000; Klerman, 1988; Klerman & Weissman, 1989). Richards and Perri (2002) cited 

multiple studies indicating that adolescents and young adults appear to be at the 

greatest risk for developing depression, and the highest rates of occurrence of 

depression have been found in young adults between the ages of eighteen and twenty-

five years old (Kessler & Walters, 1998; Klerman, 1988; Klerman & Weissman, 

1989). Finally, research suggests that the likelihood of experiencing depression 

decreases with age (WHO World Mental Health Survey Consortium, 2004).   
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 Overall, the literature cited above provides supporting evidence for the 

commonality of mental disorders in general and depressive disorders in particular. 

Mental disorders can be further examined based on symptom severity. Similar to 

results found in other countries (WHO World Mental Health Survey Consortium, 

2004), a higher proportion of mental disorders impacting American adults are 

characterized as being mild rather than moderate or severe (Kessler et al., 2005).  

According to the DSM-IV-TR (2000), mental disorders are classified as being mild 

when enough symptoms are present to meet criteria for a specific diagnosis and 

limited impairment of a person's level of functioning occurs. On the other hand, severe 

mental disorders are characterized by having the majority of the symptoms possible 

for a particular diagnosis, and these disorders significantly interfere with one’s ability 

to function socially, academically, or occupationally. Meanwhile, moderate disorders 

fall in between mild and severe disorders in terms of symptomatology and impairment. 

Individuals who experience some symptoms, but fail to meet the criteria for a specific 

disorder are often labeled as having subthreshold disorders (Lewinsohn, Solomon, 

Seeley, & Zeiss, 2000; Richards & Perri, 2002).   

 Generally, research has found a positive association between impaired 

functioning and the severity of a mental disorder (Kessler et al., 2005; WHO World 

Mental Health Survey Consortium, 2004). The number of symptoms one experiences 

also appears to be related to functioning, with more symptoms corresponding to 

greater disability (Jorm & Griffiths, 2006).   Consistently, Lewinsohn and colleagues 

(2000) found that experiencing higher numbers of depressive symptoms was related to 
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higher levels of impairment in psychological and social functioning.  In addition, 

Stewart and colleagues (2003) conducted a study examining the cost of depression in 

terms of lost work productivity in the American workforce and found that 

approximately 10% of their sample experienced symptoms of depression.  These 

researchers estimated that American employers lose approximately $31 billion 

annually due to the decreased job performance of individuals with depressive 

symptoms.  Although people with major depression accounted for the majority of the 

lost work productivity, which again provides evidence supporting the positive 

association between symptom severity of depression and role impairment, Stewart and 

colleagues (2003) noted that people with chronically low levels of depressive 

symptoms were found to exhibit reduced work performance.  Moreover, Americans 

appear to be more likely to experience severe levels of mood disorders than anxiety 

disorders or several other types of mental illnesses (Kessler et al., 2005), and given the 

trend found in the literature, it is likely that Americans are experiencing more 

impairment due to depressive symptoms than to symptoms of other mental disorders.   

 Although it is tempting to solely focus on individuals with more severe forms 

of depression, impaired functioning occurs across all levels of depressive 

symptomatology.  Many studies have documented that subthreshold levels of 

depressive symptoms have been found to be related to significant impairments in 

people's everyday functioning  (Flett, Vredenburg, & Krames, 1997; Hays, Wells, 

Sherbourne, Rogers, & Spritzer, 1995).  Also, Lewinsohn and colleagues (2000) noted 

that their results indicated that "clinical depression is not categorically distinct from 
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other degrees and patterns of depressive symptoms" (p. 349), and these researchers 

seem to highlight the importance of examining that differing levels of depressive 

symptoms impact psychosocial functioning.  Moreover, Jorm and Griffiths (2006) 

described the presence of substantially more people in the general population with 

subthreshold levels of symptoms than people with depressive or anxiety disorders, 

while another study found that impaired functioning in the general population is 

primarily due to people's experiences of subthreshold symptoms (Judd, Schettler, & 

Akiskal, 2002).  Furthermore, people with subthreshold depressive symptoms appear 

to be more vulnerable to developing major depression and committing suicide in the 

future (Sadek & Bona, 2000).  Similarly, research has revealed that many individuals 

who experience a mild mental disorder have a greater likelihood of developing more 

severe disorders in the future (Kessler, Merikangas, Berglund, Eaton, Koretz, & 

Walters, 2003), and this finding suggests that experiencing lower levels of depression 

may make some individuals more vulnerable to developing a more intense depressive 

episode in the future.  Finally, research suggests that the majority of people who 

experience major depression will have at least one relapse of this disorder during their 

lifetimes (Solomon et al., 2000), and this result is important to consider because it 

indicates that most of the people who experience major depression will be at risk for 

experiencing future impairment related to depressive symptoms. 

 The research literature also provides evidence indicative of a positive 

relationship between the severity of a mental disorder and treatment-seeking 

behaviors.  A cross-national survey revealed that people classified as having a severe 
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level of a mental disorder are more likely to seek professional help than those with 

mild or moderate disorders (WHO World Mental Health Survey Consortium, 2004).  

In addition, this survey noted that approximately 50% of Americans with severe 

mental disorders receive treatment, while only 34% of those with moderate disorders 

and about 22.5% of those with mild disorders seek professional help.  Moreover, 

Wang and colleagues (2005) examined the utilization of mental health services within 

the United States.  They discovered that approximately 41.1% of American adults who 

met the criteria for a diagnosis of a mental disorder that had persisted for at least 

twelve months partook in some form of treatment for their mental disorder during the 

past year.  These researchers also noted that the majority of individuals with mental 

disorders who received treatment obtained it from their primary physicians or other 

general health care professionals, and this is problematic because these health care 

professionals were found to be the least likely to provide evidence-based treatments.  

Overall, these results suggest that a substantial number of American adults with 

mental disorders never receive treatment for their mental health problems and that the 

quality or effectiveness of the treatment received by those who do seek professional 

help may be poor (Wang et al., 2005;WHO World Mental Health Survey Consortium, 

2004).   

 Similar trends of poor treatment utilization have been found with people 

experiencing depressive symptoms.  In their study examining the occurrence of 

depression and its treatment in a geriatric population in the United States, Steffens and 

colleagues (2000) found that approximately 59% of the people who had experienced 
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major depression at some point during their lifetime reported their depression to their 

doctor.  These researchers also noted that their participants with a lifetime history of 

major depression were most likely to have received medications as treatment for their 

depression (i.e., 48.0% received medications) and only 24.2% of the people who had 

experienced major depression received counseling or psychotherapy.  This finding that 

depression was most likely to be treated by general physicians administering 

medications is significant because some research suggests pharmocotherapy may not 

be as effective at treating mental disorders as previously thought (Wang et al., 2005).  

It should also be highlighted that the majority of people in the study by Steffens and 

colleagues (2000) appeared to receive no treatment of any kind for their major 

depression.   

 Furthermore, Berner, Kriston, Sitta, and Harter (2008) conducted a recent 

large-scale study in Germany examining people's attitudes toward the treatment of 

their depressive symptoms and their utilization of different treatment methods.  These 

researchers found that a strong majority (i.e., 70.8%) of people experiencing 

depressive symptoms did not want treatment.  In addition, they noted that people's 

desire for treatment increased significantly in relation to symptom severity, which was 

evidenced by over half of the individuals classified as having strong depression 

reported wanting treatment for their depression. Berner and colleagues (2008) also 

discovered that actual utilization of professional treatments for depression were 

relatively low, with the most common of these treatments involving doctor-

administered pharmocotherapy, and that the use of professional treatments increased 
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as the depressive symptomalogy increased, which was consistent with other studies 

(WHO World Mental Health Survey Consortium, 2004).  These researchers also 

examined people's use of self-initiated treatments  to combat their depressive 

symptoms, and they found that approximately 18.4% of people experiencing 

depression took steps to deal with their depression without professional help.  Finally, 

Berner and colleagues (2008) assessed the effectiveness of self-initiated treatments, 

and they discovered that these treatments appeared to help many people and that they 

were the most effective for people with mild levels of depression.  Specifically, over 

60% of people classified as having minor depression reported experiencing some 

improvement, whereas only about 50% of people with moderate depression and about 

47% of people with strong depression experienced any improvement. 

 Finally, Kuwabara, Van Voorhees, Gollan, and Alexander (2007) conducted a 

qualitative study of depression in young American adults.  These researchers cited 

research indicating that young adults ages eighteen to twenty-five years old have the 

highest rates of depression, and they noted the importance of investigating how these 

individuals perceive depression and utilize available treatments for this disorder.  

Their results indicated that young adults have difficulty discriminating between 

sadness and being depressed and that this may interfere with their recognition of 

having a depressive disorder which could require professional treatment.  In addition, 

these researchers indicated that common themes endorsed by young adults with 

depression  are "concerns about access to care (e.g., costs of insurance), a lack of 

effective treatments, and the stigma of mental illness" (Kuwabara et al., 2007, p. 321).  
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Furthermore, these researchers noted that depressed young adults seem to doubt the 

effectiveness of mental health treatments and they seem to question the competence of 

the providers of these treatments. 

 Given the commonality of depression, its impact on functioning, and the 

likelihood that people will not receive treatment for this disorder, the following 

literature review hopes to examine how individuals who do not seek professional 

treatment cope with their depressive symptoms.  This literature review will briefly 

explore available research on self-help and self-administered treatments as these apply 

to depression.  Additionally, later sections of this literature review will examine 

research findings pertaining to commonly reported strategies people report using to 

deal with depression, such as exercise, social support, and coping strategies. 

Self-Help and Self-Administered Treatments 

 The field of research on self-help and self-administered treatments for 

depression is broad and chaotic.  To further complicate matters, Richards (2004) noted 

a lack of consensus about what is meant by self-help and about the key characteristics 

defining this.  Specifically, this researcher stated that mental health professionals tend 

to portray self-help as involving the dissemination of manualized, evidenced-based 

treatment interventions for common mental disorders that clients can work through 

with minimal therapist contact.  On the other hand, many people with mental disorders 

perceive self-help as involving the learning of adaptive and empowering life strategies 

that focus on recovering from serious mental problems and promoting overall well-

being. Additionally, Richards (2004) emphasized that self-help programs designed by 
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mental health professionals tend to target the early treatment of common mental 

disorders, whereas individuals with mental disorders tend to create their own self-help 

programs when previous mental health services have failed them.   

 Furthermore, self-help is generally understood in terms of significantly 

decreased time spent with professionals within a given field (Richards, 2004).  Jorm 

and Griffiths (2006) differentiated between informal self-help and guided self-help 

based on professional assistance.  Specifically, they described informal self-help as 

involving simple strategies a person utilizes without professional aid, whereas guided 

self-help involves using a specific self-help method based on the recommendation of a 

mental health professional. In addition, the term self-help appears to be used 

interchangeably with self-administered, and a range of self-help and self-administered 

treatments have been described based upon the amount of contact that occurs between 

a therapist and a client (Newman, Erickson, Przeworski, & Dzus, 2003; Richards, 

2004).  Moreover, Mains and Scogin (2003) highlight the presence of some self-

administered treatments that involve no contact between a therapist and a client, while 

others are characterized by ongoing interactions between these individuals.  For the 

sake of this literature review, the terms self-help and self-administered treatments will 

be distinguished based on contact with a mental or physical health professional. Self-

help will be used to describe what individuals do to combat mental health issues on 

their own without professional assistance, whereas self-administered treatment will 

refer to any strategy or treatment involving contact with a health professional.  
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 Regardless of their specific definitions, self-help and self-administered 

treatments for depression are attractive for many reasons. These strategies have the 

potential to reach a large number of people who may not have access to other available 

treatments (Mains & Scogin, 2003; Papworth, 2006).  These treatment methods also 

may help reduce the number of people with depressive symptoms who go untreated 

each year (Jorm & Griffiths, 2006).  In addition, self-help strategies may be 

empowering and aid in the development of personal self-efficacy because these 

strategies make people rely on their own efforts and abilities to bring about personal 

change (Jorms & Griffiths, 2006; Papworth, 2006).  Moreover, self-help offers the 

added benefit of avoiding the social stigma that is often associated with more 

traditional forms of treatment for depression (Jorm & Griffiths, 2006; Mains & 

Scogin, 2003; Papworth, 2006).  Furthermore, self-help and self-administered 

treatments are significantly cheaper than the costs of most psychotherapeutic 

interventions (Papworth, 2006).  Finally, these strategies, specifically self-help, are 

attractive because they may also aid in the prevention of future experiences of 

depression (Papworth, 2006).   

 Jorm and Griffiths (2006) also noted that self-help is primarily used by 

individuals with a small number of depressive symptoms.  In addition, these 

researchers described an action model for understanding the process of self-help which 

they had set forth in a previous article (Jorm, Griffiths, Christensen, Parslow, & 

Rodgers, 2004). Specifically, these researchers noted that people normally respond to 

an onset of mild symptoms by increasing their use of self-help strategies compared to 
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what they already do on a regular basis. If their symptoms increase, Jorm and Griffiths 

(2006) indicated that people will seek out new and unfamiliar self-help interventions 

to combat their symptoms because their usual coping methods did not work.  Finally, 

these researchers noted that people will seek professional help if their symptoms 

continue to worsen. 

 Consistent with Jorm's and Griffiths' (2006) description of the self-help model, 

the research literature provides information about where mental health professionals 

believe self-help and self-administered treatments belong in the mental health care 

hierarchy. Multiple review articles noted that guided self-care should occur at the first 

level in a stepped care model for treating mental disorders (Jorm & Griffiths, 2006; 

Mains & Scogin, 2003; Papworth, 2006; Richards, 2004).  In general, stepped care 

models involve providing people with mental disorders the simplest or least invasive 

treatment possible until it is shown that the treatment does not work for them.  

Additionally, it is recommended that the self-help methods at this first level be 

facilitated by a mental health professional who can recommend specific techniques for 

a person to use and give support during the implementation of these (Richards, 2004).  

However, Jorm and Griffiths (2006) indicated that one limitation of the stepped care 

model and its use of guided or facilitated self-care is that it probably will not aid in the 

treatment of individuals with subthreshold disorders. These researchers recommended 

the use of informal self-help strategies in order to manage and combat subthreshold 

symptoms in people who may never seek professional help. 
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 Given their appeal and the recommendation that these be used as an initial 

mental health intervention, an important issue to address is the effectiveness of self-

help and self-administered treatments.  Essentially, do self-help and self-administered 

treatments work?  Multiple reviews have been conducted to examine the efficacy of 

self-help and self-administered treatments (Gellaty, Bower, Hennessy, Richards, 

Gilbody, & Lovell, 2007; Jorm, Christensen, Griffiths, & Rodgers, 2002; McKendree-

Smith, Floyd, & Scogin, 2003; Menchola, Arkowitz, & Burke, 2007).  The good news 

seems to be that research suggests that the utilization of self-help and self-

administered treatments is beneficial to people with mild to moderate mental disorders 

and that receiving these is significantly better than receiving no treatment at all 

(Menchola et al., 2007).  In addition, Mains and Scogin (2003) provided a review of 

the literature comparing self-administered treatments to traditional psychotherapeutic 

interventions for a number of mental disorders.  These researchers found that 

bibliotherapy, which involves the use of books or written materials to address mental 

health problems, appears to be an effective method to treat depressive symptoms or 

disorders.  They also cited research which found that bibliotherapy provides similar 

reductions in depressive symptomatology to those results obtained with cognitive 

therapy, and no significant difference was obtained between the effectiveness of these 

two treatment methods. Moreover, studies examining the use of online self-help 

treatments based on cognitive-behavioral therapy (CBT) principles found that 

depressed individuals experienced significant reductions in their number of symptoms 

while using these treatments (Andersson, Bergstrom, Hollandare, Carlbring, Kaldo, & 
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Ekselius, 2005; Christensen, Griffiths, Mackinnon, & Brittliffe, 2006).  Also, it was 

noted that reductions in depression for people who had completed a online CBT self-

help program were maintained for at least six months following the end of treatment 

(Andersson et al., 2005). 

 In his review, Papworth (2006) referenced past research which found no 

significant differences between self-help, in the form of bibliotherapy, and 

interventions administered by a mental health professional in four studies comparing 

the efficacy of these treatments with people with depression.  Furthermore, Mains and 

Scogin (2003) cited a research study that found that depressed individuals who 

underwent traditional psychotherapy experienced more improvement after treatment 

than individuals who were treated with bibliotherapy, and this particular result 

suggests that traditional treatments for depression may be more beneficial in the long-

run for depressed individuals.  However, a longitudinal study assessing the long-term 

efficacy of bibliotherapy as a treatment for mild to moderate depression indicated that 

treatment gains persisted over a span of three years (Smith, Floyd, Scogin, & Jamison, 

1997). 

 Additionally, McKendree-Smith, Floyd, & Scogin (2003) conducted a 

literature review addressing the advantages and disadvantages of utilizing self-

administered treatments for people with depression.  These researchers chose to limit 

their investigation to self-administered treatments involving bibliotherapy and 

computer-administered therapy.  They cited multiple studies that found bibliotherapy 

was more effective than control or no treatment conditions and as equally as effective 
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as many traditional forms of psychotherapy in reducing depressive symptomalogy.  In 

addition, McKendree-Smith and colleagues (2003) cited research that had found no 

difference between computer-administered and therapist-administered therapies.  

Furthermore, these researchers noted numerous design flaws that prevented the 

generalization of research results from one study to another.  They described that 

many studies examining self-administered treatment use had small and relatively 

homogenous samples, potential confounds in the form of concurrent antidepressant 

medication use when using self-help methods,  and that these often used bibliotherapy 

manuals that were not available to the general public.  Also, these researchers noted 

that no effectiveness studies of bibliotherapy allow depressed individuals to choose 

their own self-help materials, and this may prevent the effectiveness of this particular 

self-administered treatment from being realistically calculated because most 

individuals who use self-help books probably choose which books to use on their own.  

Finally, McKendree-Smith and colleagues (2003) revealed that multiple studies had 

found that their depressed samples actually experienced increases in depressive 

symptoms following their receipt of bibliotherapy treatments, which indicates that 

bibliotherapy may not work for all people. 

 Moreover, Jorm and colleagues (2002) provided a summary of the evidence 

supporting the use of self-help as a treatment for depressive symptoms.  These 

researchers specifically examined studies assessing the following types of self-help 

techniques: medication or vitamin use, physical treatments (e.g., acupunture, light 

therapy, massage, etc.), lifestyle strategies (e.g., aromatherapy, bibliotherapy, exercise, 
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music, pets, relaxation, etc.), and dietary strategies (e.g., alcohol use, caffeine 

avoidance, etc).  They found that "the self-help treatments with the best evidence of 

effectiveness are St. John's wort, physical exercise, self-help books involving 

cognitive-behavior therapy, and light therapy for winter depression" (pp. S93).  

Additionally, Jorm and colleagues (2002) noted that antidepressants and traditional 

one-on-one cognitive-behavior therapy have garnered more empirical support for 

treating depressive symptoms than any other self-help method, and they highlighted 

that much of the support for self-help treatments come from studies of poor quality.  

These researchers also indicated that some self-help treatments may be more effective 

than the available research suggests, and they appeared to advocate for increased 

research assessing the efficacy of self-help methods for the treatment of depressive 

symptoms. 

 Many researchers and reviewers of the literature attempted to overcome many 

of the methodological flaws corresponding to research conducted on self-help and 

self-administered treatments.  In their meta-analytic review, Menchola and colleagues 

(2007) examined the effectiveness of self-administered treatments for anxiety and 

depressive disorders after controlling for potential confounds they had noticed in 

previous meta-analyses.  These researchers wanted to focus on relatively 'pure' self-

administered treatments, so they chose to only include studies in their review that met 

the following criteria: 1) little or no contact between a therapist and the research 

participant, 2) participant had to have a clinical level of anxiety or depressive 

symptoms, 3) treatment was undertaken at an individual level (i.e., research participant 
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was alone for the treatment), 4) random assignment to experimental and control 

conditions, 5) comparison of self-administered treatment to no-treatment control group 

and/or to a traditional treatment method, and 6) collection of data following treatment 

and after a follow-up period.  They found 24 studies that met their criteria, and they 

obtained several notable findings after comparing the effect sizes obtained from these 

studies.  First, they noted that receiving self-administered treatments for anxiety and 

depressive disorders was better than receiving no treatment at all.  However, these 

researchers also found that self-administered treatments were less effective than 

traditional individual treatments administered by a mental health professional, which 

contradicts previous studies which found no difference between self-administered and 

more traditional forms of treatment (McKendree-Smith et al., 2003; Papworth, 2006).  

Furthermore, Menchola and colleagues (2007) indicated that self-administered 

treatments may be useful for people with mild levels of anxiety or depression, but 

these treatments by themselves are not effective enough to treat people with more 

serious mental disorders. 

 Gellatly and colleagues (2007) also completed a review of the literature to 

explore the factors that make self-help methods effective for the treatment of 

depressive symptoms.  These researchers noted that their results suggested that self-

help interventions are actually less effective than what has been noted in the past, and 

they indicated that this finding could be partially due to their liberal inclusion criteria 

for their review.  In addition, Gellatly and colleagues (2007) found that guided self-

help was the only thing that moderated level of depression after treatment, and this 
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result may suggest that some contact with a therapist or mental health professional 

may be necessary for self-help treatments to be effective.  Furthermore, these 

researchers revealed that self-help interventions appeared to be less effective for 

people with clinical levels of depression than for individuals from community 

samples, which is consistent with other reviews that noted that self-help or self-

administered treatments are more effective for people with lower levels of depressive 

symptoms (Menchola et al., 2007).  

 In summary, research generally reveals that there is utility in using self-help 

and self-administered treatments for depression.  Additionally, it appears better for a 

depressed individual to receive one of these self-care methods than to receive no 

treatment at all (Menchola et al., 2007).  Moreover, there are contradictory findings 

concerning the effectiveness of self-help and self-administered treatments compared to 

traditional treatments for depression.  Some studies have found no differences between 

these treatments (Mains and Scoggin, 2003; Papworth, 2006), whereas other have 

revealed the superiority of traditional treatment methods over self-help and self-

administered treatments (Gellatly et al., 2007; Menchola et al., 2007).  Furthermore, 

many studies suggest that self-help strategies are the most useful for individuals with 

fewer symptoms. Jorm and Griffiths (2006) note that it may be advantageous to 

promote the use of self-help interventions with individuals with low or subthreshold 

levels of depressive symptoms, and these researchers highlight that physical activity 

and seeking support from family and friends are commonly reported self-help 

strategies used by individuals to lessen their symptoms of depression.  Finally, the 
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following sections of this literature review seek to examine the research corresponding 

to how people cope with depression, with particular interest in the impact of exercise 

and social support on depressive levels. 

Depression and Coping 

 The literature on coping is broad and diverse.  In general, coping refers to 

strategies an individual employs to alleviate stress or emotional discomfort (Felsten, 

1998; Lazarus & Folkman, 1984; Saltzman & Holahan, 2002).  However, there 

appears to be substantial disagreement on how to distinguish between different coping 

methods and the measurement of these strategies (Skinner, Edge, Altman, & 

Sherwood, 2003).  Moreover, some researchers examine cognitive coping strategies, 

while others focus on behavioral strategies (Beutler, Moos, & Lane, 2003). In 

addition, coping can further be understood based upon the adequacy of the method 

being used (Beutler et al., 2003; Lazarus & Folkman, 1984) or based upon whether the 

strategies utilized are in response to a specific situation or if they represent a pattern of 

coping that a person uses consistently across time and situation (Skinner et al., 2003). 

  One coping classification system that often appears in the research literature is 

problem-focused vs. emotion-focused coping (Felsten, 1998; Lazarus & Folkman, 

1984; Skinner et al., 2003; Southwick, Vythilingam, & Charney, 2005).  As implied 

by its name, problem-focused coping involves taking steps to address and deal with 

the issue that is causing problems for an individual  (Lazarus & Folkman, 1984). 

Specific problem-focused coping strategies may involve obtaining information about 

the problem and its causes, strategizing about how best to solve the problem, taking 
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action against the problem, or obtaining aid from other individuals to help solve the 

problem (Felsten, 1998).  On the other hand, emotion-focused coping involves dealing 

with the emotions that arise due to a perceived problem or stressor (Lazarus & 

Folkman, 1984).  Examples of emotion-focused coping may include processing one's 

emotional reactions, blaming one's self or others, avoidance, distraction, rumination, 

or talking to someone else about one's emotions (Felsten, 1998; Li, DiGuisepe, & 

Froh, 2006).    

 Generally, research has indicated that problem-focused coping is negatively 

associated with depressive symptomalogy (Ebata & Moos, 1991; Howerton & 

VanGundy, 2009; McNamara, 2000).  In addition, Billings, Cronkite, and Moos 

(1983) found that depressed individuals used significantly less problem-focused 

coping methods than people who are not depressed. Consistently, people with mild 

levels of depression were found to use fewer problem-focused strategies than those 

without depression (Kolenc, Hartley, & Murdock, 1990), and low usage of problem-

focused methods for dealing with stress was also noted as being one of several risk 

factors for developing depression (Li et al., 2006). Also, people whose coping efforts 

primarily included high levels of problem-focused strategies were found to have lower 

levels of depression (Holahan, Moos, Holahan, & Brennan, 1997).  In his general 

review of the coping literature, Felsten (1998) highlighted that problem-focused 

coping is typically associated with positive results (e.g., lower levels of anxiety, 

depression, or other types of emotional distress), while emotion-focused coping is 

linked to negative outcomes.  Consistently, Bouteyre, Maurel, and Bernaud (2007) 
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found emotion-focused coping to be positively related to levels of depressive 

symptoms in college students, while Li and colleagues (2006) revealed that 

rumination, which is often considered a type of emotion-focused coping, is a risk 

factor for developing depression. Moreover, these significant associations between 

depressive symptoms and problem-focused and emotion focused coping have been 

found with both men and women (Moeller et al., 1992). Finally, people with mild 

levels of depression were also found to be more dependent on emotion-focused 

strategies as their primary way of coping than people without depressive symptoms 

(Kolenc et al., 1990). 

 A second way to classify coping methods is by distinguishing between 

approach/active vs. avoidance strategies (Skinner et al., 2003; Southwick et al., 2005).  

In general, approach (or active) coping strategies results in a person actively 

confronting the situation or event causing him or her distress, while avoidance coping 

methods involve attempting to escape or withdraw from the source of the distress 

(Holahan & Moos, 1987; Skinner et al., 2003). Two examples of approach or active 

coping strategies are problem-solving and seeking social support (Skinner et al., 

2003), while avoidance strategies may take the form of emotional discharge, social 

distancing, internalizing or externalizing behaviors, or other escape actions (Roth & 

Cohen,1986).   

 Overall, research suggests that there is a negative relationship between 

approach or active coping strategies and depressive symptoms. Southwick and 

colleagues (2005) reviewed multiple studies that found using active coping strategies 
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(e.g., exercise, seeking social support, and others) corresponded to positive outcomes 

including improved psychological health and experiencing fewer symptoms of 

depression, anxiety, trauma, and other psychological disorders.  In addition, the active 

or approach coping methods of seeking social support and exercising generally appear 

to be negatively associated with depressive symptomalogy, and research pertaining to 

social support and exercise will be discussed in more detail in later sections.  

However, problem-solving, which Skinner and colleagues (2003) identified as an 

example of a type of approach coping strategy, was found to be unrelated to 

depressive level (Felsten, 1998), and no differences were found in interpersonal 

problem-solving abilities between individuals who were and were not depressed 

(Doerfler, Mullins, Griffin, Siegel, and Richards, 1984).  Finally, it is worth noting 

that there appears to be some conceptual overlap between problem-focused and active 

or approach coping strategies, which suggests the relationship between approach 

coping and depression may be similar to the one found between depression and 

problem-focused coping. 

 Numerous studies have also been performed examining the relationship 

between depression and avoidance coping strategies. Positive associations have been 

found between avoidant coping methods  and depressive symptoms (Billings & Moos, 

1984; Dyson & Renk, 2006; Felsten, 1998) and avoidant strategies and other negative 

outcomes (McNamara, 2000).  Specifically, college students who use higher amounts 

of avoidant coping methods were found to have more depressive symptoms (Dyson & 

Renk, 2006).  Similarly, Saltzman and Holahan (2002) noted that their results were 
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consistent with other studies that found reducing one's use of avoidance strategies 

corresponds to experiencing smaller levels of depressive symptoms.  Also, Felsten 

(1998) found gender differences in the association between use of avoidant strategies 

and level of depressive symptomalogy across levels of stress.  Specifically, he noted 

that level of stress impacted the relationship between avoidance coping and depression 

in men, but not in women. Regardless of stress level, positive correlations between 

avoidance coping strategies and depressive symptoms were obtained for women.  

However, only men who were experiencing higher levels of stress were found to have 

positive associations between depressive symptomalogy and avoidance coping 

methods.  This finding suggests that there may be times when avoidant coping causes 

no harm or may even be beneficial.  Furthermore, Felsten (1998) cited previous 

research that indicated that distracting one's self (i.e., a type of avoidance) when 

experiencing minor depressive symptoms may result in relief of one's symptoms. 

Finally, although research suggests that avoidance coping strategies may be effective 

or beneficial in the short run (Suls & Fletcher, 1985) or in men with mild depressive 

symptoms (Felsten, 1998), there appear to be significant negative consequences 

related to the use of these strategies over long periods of time (McNamara, 2000). 

 Although the previous paragraphs described research results obtained 

examining the relationship between different types of coping strategies and 

depression, Skinner and colleagues (2003) provide a thorough review of problems 

corresponding to the classification of strategies as being either problem-focused vs. 

emotion-focused or approach/active vs. avoidant.  They revealed that one of the 
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biggest problems with differentiating between various types of coping strategies is that 

coping constructs may be unclearly defined.  As briefly mentioned previously, 

problem-focused and approach or active coping strategies similarly target  whatever 

situation or problem is distressing an individual.  Also, Skinner and colleagues (2003) 

noted the lack of consensus concerning how to differentiate between approach and 

avoidance coping strategies.  Specifically, they described how seeking social support 

is often classified as an approach coping method, but that it could easy be considered 

an avoidance strategy because it results in a person focusing one's attention on others 

instead of keeping one's focus on the problem at hand.  Finally, Skinner and 

colleagues (2003) emphasized that coping strategies may not be mutually exclusive.  

For example, these researchers described how creating a plan of action can both aid in 

the solving of a problem (i.e., problem-focused coping) and help to reduce feelings of 

distress (i.e., emotion-focused coping).  Skinner and colleagues (2003) cited work 

completed by Folkman and Lazarus in 1980 that indicated that people often use 

problem-focused and emotion-focused coping strategies simultaneously and that it 

may be best to conceptualize coping as a multidimensional process that includes 

strategies that target both the problem at hand and the emotions caused by it.   

 Finally, the following information comes from a group of studies that sought to 

explore the ways in which people deal with depression without seeking professional 

help.  One study found that female college students with moderate or severe 

depressive symptoms fail to differ significantly from those without depression in 

interpersonal problem-solving skills (Doerfler et al., 1984).  These researchers 
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hypothesized that one possible explanation of this finding may be that depressed 

women have the skills to combat problems in interpersonal situations, but that they 

may lack the energy or motivation to implement these abilities in their relationships 

with others.  Another study conducted using a community sample found that women 

who successfully deal with their depressive symptomatology without treatment differ 

in how they employ self-control strategies compared to depressed women who 

ineffectively deal with depression on their own (Doerfler & Richards, 1981).  More 

specifically, these researchers observed that successful copers were more likely to 

intentionally alter their social environment to combat their depression.  These 

researchers also noted the majority of the depressed people in the study attempted to 

use self-talk to make themselves feel better, but successful copers (i.e., those who 

experienced symptom reduction) were the only ones who seemed to believe the  

internal things they were telling themselves.  Lastly, these researchers indicated that 

women who successfully deal with depression on their own appear to have a clearer 

understanding of their problems than unsuccessful copers.  Based on this particular 

finding, one could predict that successful copers would be better problem-solvers than 

poor copers because their more accurate view of their problems would hopefully 

enable them to come up with more effective solutions to their problems.   

 However, no self-control differences were found between depressed women 

who were identified as successful copers and those identified as unsuccessful copers in 

a study conducted using college students (Doerfler & Richards, 1983).  These 

researchers noted that successful and unsuccessful copers were found to differ in how 
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much they monitored their own behaviors.  Specifically, women who failed to deal 

with depression successfully were more observant of their own actions.  Doerfler and 

Richards (1983) suggested that why the results of their study differed from what has 

been found in the past (i.e., Doerfler & Richards, 1981) was because one's 

environment may impact the effectiveness of particular coping strategies in dealing 

with depressive symptoms.  Specifically, these researchers highlighted that college 

environments are likely to be more therapeutic than community settings due to their 

inherent social opportunities, and that this likely results in a depressed individual 

experiencing an elevation of one's mood without actively trying to do so simply due to 

being in a college setting.  Moreover, Doerfler and Richards (1983) suggested that 

actively employing specific self-control strategies may be more important for 

depressed individuals in the community because they are less likely to experience 

incidental improvement due to the nature of their environment. 

 Furthermore, research has been conducted to examine possible gender 

differences in how individuals cope with depressive symptoms without seeking 

professional treatment.  One study comparing how male and female college students 

dealt with severe depressive symptoms within the past year revealed that men reported 

using significantly more coping strategies than women to deal with their depressive 

symptoms (McDaniel & Richards, 1990).  In addition, the men in this study were 

found to be more likely than women to alter their circumstances, implement self-

rewards, and use relaxation as the means to dealing with their depression.  Also, this 

study revealed that believing in one's ability to improve appears to be more important 
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for women trying to deal with depressive symptoms than for men. McDaniel and 

Richards (1990) also revealed that internalizing one's anger was found to be related to 

higher levels of depression for both men and women.  Overall, these researchers 

indicated that their results suggested that men would gain more by using problem-

focused methods to deal with their depressive symptoms, whereas women appear to 

benefit more from utilizing emotion-focused coping strategies.  However, a more 

recent study examining gender differences in coping with depressive symptoms found 

no significant differences in the utilization of coping strategies between male and 

female college students (Moeller, Richards, Hooker, & Ursino, 1992).  Moreover, 

Moeller and colleagues (1992) revealed that male and female students tend to have 

similar ideas about what coping methods are most effective.  Also, these researchers 

found that problem-focused coping strategies corresponded to fewer depressive 

symptoms and emotion-focused strategies corresponded to higher depressive 

symptomatology for both men and women.  Finally, in his review of the coping 

literature, Felsten (1998) highlighted that the gender differences in how people cope 

with depression and stress seem to be fading over time, and this appears to be 

consistent with the finding by Moeller and colleagues (1992). 

Depression and Exercise 

 Exercise or physical activity is one of the most commonly reported self-help 

strategies people use to cope with depressive symptoms (Jorms & Griffiths, 2006).  

Moreover, Australian adults reported using exercise more often as a way to deal with 

their anxiety or depression than receiving medical treatment for these conditions from 
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their physicians (Jorm, Medway, Christensen, Korten, Jacomb, & Rodgers, 2000), and 

the Australian general public endorsed believing that increasing one's level of physical 

activity would be beneficial for someone experiencing depressive symptoms (Jorm, 

Korten, Jacomb, Christensen, Rodgers, & Pollitt, 1997, as cited in Jorm & Griffiths, 

2006).  In addition, exercise as an intervention for depression appears to be attractive 

for both individuals who try to deal with their symptoms on their own and for those 

who seek professional help.  Specifically, one study found increasing exercise to be a 

coping strategy that a large number of people seeking treatment for major depressive 

disorder reported using to reduce their symptoms (Wilhelm et al., 2006). Furthermore, 

a number of studies have revealed that exercise appears to be better than receiving no 

treatment for depression and that it is at least as effective at treating depressive 

symptoms, especially at mild or moderate levels, as many standard psychological 

interventions, such as antidepressants, cognitive therapy, cognitive-behavioral therapy, 

relaxation training, and other behavioral interventions (Babyak et al., 2000; Daley, 

2008; McCann & Holmes, 1984; Paluska & Schwenk, 2000).  

 A substantial amount of research has been conducted examining the 

relationship between depression and exercise.  College women who participated in a 

bi-weekly aerobics class and who were required to exercise on their own throughout 

the week experienced significantly greater reductions in depressive symptoms than 

other women in the no-treatment or placebo (i.e., relaxation training) treatment 

conditions (McCann & Holmes, 1984).  Another longitudinal study conducted with a 

large general population sample of relatively healthy people found that individuals 
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with low levels of physical activity had a higher likelihood of having depressive 

symptoms than those who were more active, and this negative association between 

level of physical activity and depressive symptomalogy appeared to persist over a time 

span of several years (Farmer, Locke, Moscicki, Dannenberg, Larson, & Radloff, 

1988).  Similarly, people who consistently exercise have been found to have fewer 

depressive symptoms than those who do not, and the risk for developing depression in 

the future has been found to be reduced to risk levels consistent with those of people 

who have always been physically active simply by increasing one's level of physical 

activity over time (Camacho, Roberts, Lazarus, Kaplan, & Cohen, 1991).  

Furthermore, the immediate benefits of participating in a four-month long exercise 

program have been found to be as effective at reducing depressive symptoms as 

receiving antidepressants and the long-term benefits of continuing to exercise after 

one's exercise program ends appears to result in maintained reductions in symptoms 

over a span of six months and lower overall relapse rates than for people who received 

medication as treatment for their depression (Babyak et al., 2000).   

 As summarized in the studies briefly discussed above and in other reviews of 

the literature (O'Neal, Dunn, & Martinsen, 2000; Southwick et al., 2005), there 

appears to be a negative relationship between exercise and depressive symptoms.  In 

addition, multiple studies have been conducted to further understand this relationship 

in terms of what factors of physical activity contribute to reducing depressive 

symptoms and if this relationship works the same way for people of different ages, 

genders, and levels of depression.  One study performed with elderly individuals  
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indicated that there may be multiple aspects of exercise that benefit people with 

depression (McNeil, LeBlanc, & Joyner, 1991).  This randomized study found that 

people with moderate levels of depression who participated in either a social contact 

condition (i.e., where one received bi-weekly visits involving casual conversation with 

another person) or an accompanied-exercise condition (i.e., where one exercised bi-

weekly with another person) had significantly fewer depressive symptoms than those 

in a no-treatment condition.  In addition, McNeil and colleagues (1991) noted that 

elderly individuals who participated in accompanied-exercise experienced reductions 

across a larger variety of symptoms (i.e., depressive, psychological, and somatic) 

compared to those who received only social contact (i.e., only had reductions in 

depressive and psychological symptoms), and they hypothesized that both improved 

fitness level and the social nature of physical activity may explain why exercise 

appears to be effective at alleviating depression.   

 Moreover, other research studies have suggested that a certain level of physical 

activity needs to be achieved in order to experience reductions in levels of depressive 

symptomalogy (Daley, 2008; Dunn, Trivedi, Kampert, Clark, & Chambliss, 2005; 

Farmer et al., 1988).  In general, higher amounts of exercise or physical activity is 

correlated with fewer depressive symptoms (Brown, Ford, Burton, Marshall, & 

Dobson, 2005; Harris, Cronkite, & Moos, 2006).  Also, higher amounts of total energy 

expenditure during exercise were found to be the most effective at reducing depressive 

levels, whereas physical activity with relatively low energy expenditure was not 

effective in significantly reducing depressive levels (Dunn et al., 2005).  Similarly, 
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more intense exercise has been found to provide better results at reducing depressive 

symptoms than lower intensity workouts (Stathopoulou, Powers, Berry, Smits, & Otto, 

2006).  Research also has revealed that the trajectory of improvement in 

symptomalogy is much steeper for individuals with more severe levels of depression 

prior to increasing their level of physical activity (Harris et al., 2006), and this finding 

suggests that increasing exercise may be of the most benefit to people who are 

severely depressed.  However, other studies highlight that exercise may only be an 

effective treatment for people with mild or moderate levels of depressive symptoms 

(Paluska & Schwenk, 2000). 

 Furthermore, multiple reviews of the exercise literature indicate that aerobic 

and anaerobic exercise modalities consistently result in reduced depressive levels and 

that these different types of exercise (i.e., aerobic vs. anaerobic) are similar in their 

effectiveness of treating depressive symptoms (Lawlor & Hopker, 2001; Paluska & 

Schwenk, 2000; Stathopoulou et al., 2006).  Also, research suggests that age may play 

a role in the effectiveness of physical activity on reducing depressive symptoms. 

Specifically, the amount of daily walking has been found to be negatively correlated 

with depressive symptoms in elderly individuals (i.e., those 65 years old and above), 

but this result is not found for individuals between the ages of 40 and 64 years old 

(Fukukawa et al, 2004).  These researchers noted that activity level tends to decrease 

as people age and that younger people may need to participate in more intense or 

strenuous physical activities than walking to experience reductions in depressive 

symptoms.  Finally, a brief review of the relationship between exercise and depression 
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revealed one gender difference.  Men were found to benefit significantly from 

exercising for long periods at a time in terms of reductions in common mood and 

anxiety symptoms, whereas this result was not found for women (Bhui & Fletcher, 

2000). 

 Finally, many hypotheses have been put forth to explain the existence of the 

robust negative relationship between exercise and depressive symptomalogy.  Several 

sources suggest that the body's release of endorphins following physical activity 

results in increased mood and a corresponding reduction in feelings of depression 

(Craft, 2005; Daley, 2008; Paluska & Schwenk, 2000; Stathopoulou et al., 2006). In 

addition, it has been suggested that exercise distracts people from thinking about their 

problems or things that contribute to their feelings of depression (Daley, 2008; Paluska 

& Schwenk, 2000). Another proposed theory is that exercise increases people's 

feelings of mastery, self-confidence and self-efficacy, and these feelings may then 

translate into a belief that they can deal with whatever issues come their way, 

including depression (Paluska & Schwenk, 2000; Stathopoulou et al., 2006).  

Furthermore, it is also thought that there may be a supportive aspect to exercise, which 

could be due to the provision of mutual support between physically active individuals, 

and that this support may help to reduce depressive symptoms (Paluska & Schwenk, 

2000).  Finally, Daley (2008) emphasizes that the relationship between depression and 

exercise continues to be poorly understood, even with all the theories hypothesized to 

explain this relation, and it may be that there are multiple factors that are behind this 

relationship. 
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Depression and Social Support 

 Social support is one concept that is heavily investigated, and the research 

literature reveals that a relationship exists between social support and depression 

(Bouteyre et al., 2007; Cramer, 2004; Jackson, 1992; Kendler, Myers, & Prescott, 

2005; Romanov, Varjone, Kaprio, & Koskenovuo, 2003; Spijker, deGraff, Bijl, 

Beckman, Ormel, & Nolen, 2004; Zuroff & Batt, 2002).  Like exercise, seeking aid 

and support from the people in one's life is a common self-help strategy that many 

people report using to deal with their depressive symptoms (Jorm et al., 2000).  

Similarly, a review of the literature examining people's beliefs about the effectiveness 

of different interventions for depression revealed that increasing one's level of social 

activity is thought to be beneficial to people experiencing depressive symptoms (Jorm 

& Griffiths, 2006).  Furthermore, a large number of research studies have explored the 

negative relationship found between social support and depression in clinical and 

community samples (Bouteyre et al., 2007; Saltzman & Holahan, 2002).  Also, lacking 

social support has been found to be associated with increased severity and duration of 

current depressive symptoms and also with an elevated risk for developing depression 

in the future (Bertera, 2005; Bouteyre et al., 2007; Romanov et al., 2003; Spijker et al., 

2004).  Similarly, the presence of higher levels of social support have been found to be 

associated with a reduced risk for future episodes of major depression for both men 

and women; however, this relationship was found to be significantly stronger for 

women than for men and this finding suggests that support from others may serve 

more of a protective role against depressive symptoms for women than for men 
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(Kendler et al., 2005).  Research has also revealed that one's social environment 

following the receipt of treatment for depression is a significant predictor of one's 

post-treatment depressive levels (Zuroff & Blatt, 2002).  Specifically, these 

researchers found that people with low levels of social support following treatment 

have higher levels of depression than people who receive more support.  So to 

summarize briefly, having social support appears to be beneficial and corresponds to 

having fewer depressive symptoms and reduces the likelihood of future depressive 

symptoms, especially for women. 

 Knowing that the association between social support and depression exists fails 

to explain why it exists or what factors may influence it, and this has resulted in 

numerous research studies that try to further understand the relationship between 

social support and depression.  Several studies have cited that seeking out social 

support in and of itself can be considered a coping strategy for dealing with depression 

or other types of distress (Bouteyre et al., 2007: Felsten 1998; Saltzman & Holahan, 

2002; Southwick et al., 2005), and use of this particular support-seeking strategy has 

been found to be a significant predictor of low levels of depressive symptoms (Felsten, 

1998).  In addition, seeking social support can be viewed as an active attempt to obtain 

aid or support from one's social environment (Bouteyre et al, 2007), and this seeking 

of aid likely signifies that there is a personal awareness that something is not right.  

Also, support-seeking may correspond to other problem-focused or active coping 

strategies because underlying all of these strategies appears to be a personal 

recognition that something needs to be done or changed.   
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 Another interesting thing to note is that many studies examining the 

relationships between depression and active or approach coping, problem-focused 

coping, and seeking social support have obtained relatively similar results.  

Specifically, all of these types of coping, including social support, are found to have 

negative relationships with depressive symptoms (Southwick et al., 2005), and 

support-seeking and problem-focused coping have been found to be positively 

associated with other positive outcomes (Felsten, 1998; Southwick et al., 2005).  

Moreover, talking with another person about one's concerns or emotions may help in 

the alleviation of one's distress or depressive symptoms and make it to where the 

person is in a better position to more effectively deal with the source of their distress 

(Bouteyre et al., 2007).  Similarly, research results have suggested that social support 

may reduce level of depression by enhancing a person's sense of self-efficacy and that 

this may in turn provide the person with enough confidence to resort to using other 

active coping strategies to deal with their symptoms (Saltzman & Holahan, 2002).  

Furthermore, seeking out and obtaining social support has been hypothesized to be 

beneficial for depressed individuals because it may prevent them from doing other 

things that may be harmful to themselves, such as abusing substances or ruminating 

over one's feelings of social isolation or loneliness (Southwick et al., 2005). 

 Another important factor that should be examined when trying to understand 

the relationship between social support and depression is considering the complexity 

of what is meant by social support.  In general, social support can be described as 

embodying both a person’s perceptions of the support available to him or her from 
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one’s social network and the actual aid a person receives from others within his or her 

environment (Cutrona, 1996; Helgeson, 2003).  Some researchers delineate between 

perceived and received social support (Finch et al., 1999; Helgeson, 2003).  

Specifically, perceived social support involves people’s perceptions of the support 

available to them, whereas received social support is described as the actual support 

people receive from others in their social environment (Helgeson, 20003).  Essentially, 

the big difference between these two is that perceived support is evaluated based upon 

people’s satisfaction with the support they believe is available to them, while received 

support is assessed based upon what is actually being received from others.  Work 

completed by Finch and colleagues (1999) has revealed that perceived support is more 

strongly associated to emotional health than either received support or even the size of 

one’s social network.  This result suggests that the beliefs a person holds about the 

availability of support are more important than the actual amount of support a person 

receives.  Moreover, perceived support is associated with lower levels of depressive 

symptomalogy (Bourteyre et al., 2007).    

 The quality of the social support a person is exposed to is also an integral part 

of understanding the relationship between social support and depression.  For the most 

part, it seems as though research has primarily focused on the positive benefits of 

social support (Bertera, 2005); however, it is important to note that social interactions 

can be harmful to a person and recent research has sought to examine the relationship 

between negative social support and mental health (Bagwell, Bender, Andreassi, 

Kinoshita, Montarello, & Muller, 2005; Bertera, 2005; Finch et al., 1999).  Helgeson 
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(2003) noted that social relationships can be stressful and that these can negatively 

impact a person's quality of life.  In addition, this particular researcher cited quality of 

life studies which revealed that negative interactions with others have a greater impact 

on quality of life than positive relations with others.   

 Consistent with Helgeson's review (2003), one study examining the 

relationships between social support and mental health found that social negativity 

within people's relationships with family, friends, and romantic partners was positively 

correlated with anxiety and mood symptoms (Bertera, 2005). This study also found 

that negative social exchanges or support appeared to play a more important role in the 

development of anxiety and depressive symptoms than positive support from the 

people in one's life.  Another interesting finding in Bertera's (2005) study was that 

positive support from one's family was the only type of support that was significantly 

related to lower levels of anxiety and mood symptoms.  Furthermore, a study by 

Bagwell and colleagues (2005) examining the relationship between friendship and 

psychosocial adjustment found that negative aspects of friendships, as measured by 

level of conflict and antagonism in relationships with one's friends, were found to be 

positively related to higher levels of clinical symptoms (i.e., anxiety, depression, 

interpersonal problems, and hostility).  Also, similar to previous studies, Bagwell and 

colleagues (2005) found that social negativity within friendships appeared to be a 

more important factor in a person's overall level of adjustment than that positive 

factors derived from friendship.  In summary, the studies mentioned above provide 

evidence indicating that negative support is more strongly related to mental health 
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than positive social support.  However, it is important to remember that positive social 

support, at least that received by family members, still appears to influence overall 

mental health and helps to combat anxiety and depressive symptoms (Bertera, 2005). 

 Finch and colleagues (1999) conducted a series of studies examining the 

impact of positive and negative social interactions on mental health.  Their first study 

found that perceived social support (i.e., typically what can be thought of as being 

positive social support) and social negativity appeared to impact mental health at 

similar levels, which contradicted other research that suggested mental health is 

influenced more by negativity within social interactions (Bagwell et al., 2005; Bertera, 

2005; Helgeson, 2003).  In addition, Finch and colleagues (1999) conducted their 

second study to explore the unique amount of variance in overall mental health 

accounted for by both social support and social negativity.  These researchers found 

that perceived social support and social negativity were uniquely related to depression, 

which means that each of these impacts a person's mental health in different ways.  

Overall, these results by Finch and colleagues (1999) reveal that it is important to 

examine both the positive and negative aspects of social support when understanding 

the impact of social support on one's level of mental health and their corresponding 

level of depression. 

 Finally, another aspect of social support that is important to consider is who is 

providing the support. Past research has found that social support from friends and 

family members has been associated with changes in mood and depressive level 

(Weinstein et al., 2006). Specifically, social support from these providers was 
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associated with lower levels of depressive symptoms. Additionally, past research with 

college students found social support from friends as being a stronger predictor of 

depressive level than support provided by one's family (Willmon, 2008). 
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APPENDIX B 

Demographics Survey 

 

1.  You are:  A) Male B) Female 

 

2.  You are _______________ years old. 

 

3.  Your racial or ethnic heritage is: 

 A)  Asian or Pacific Islander 

 B)  African American (Black), not of Hispanic origin 

 C)  Mexican-American (Hispanic) 

 D) White or Caucasian 

 E)  Other (please specify)___________________________________ 

 

4.  You are currently classified as a ____________________ undergraduate student at 

Texas Tech. 

 A)  freshman 

 B)  sophomore 

 C)  junior 

 D)  senior 

 

5.  You are currently enrolled in ____________________ credit hours of college 

coursework this semester.   

 A)  less than 12 

 B)  12-13  

 C)  14-15 

 D) 16  

 E)  more than 16 

 

6.  The majority of your grades in your classes this semester are ___________.  

 A)  As. 

 B)  Bs. 

 C)  Cs. 

 D)  Ds. 

 E)  Fs 

 

7.  You currently live __________________________. 

 A) on-campus  

 B) off-campus  

 

8.  Your romantic relationship status presently is: 

 A)  single- not dating at all. 

 B)  single- dating occasionally. 
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 C)  single- dating frequently. 

 D)  in a long-term relationship as a couple or married. 

9.  You are currently _________________________ 

 A)  unemployed and not wanting to work at this time. 

 B)  unemployed and searching for a job. 

 C)  working part-time. 

 D)  working full-time. 

 

10.  Are you currently attending counseling or another form of professional help for 

mental health issues (e.g., seeing a psychiatrist, counselor, psychologist, priest or 

pastor, doctor or other medical health provider, or taking antidepressant medications, 

etc)? 

 A)  Yes. 

 B)  No. 

 

11.  In reference to your current academic performance, which one of the following 

statements best describes you? 

 A)  You are satisfied with your academic performance, and you are able to 

meet all of the requirements for your classes (e.g., you complete your assignments on 

time, attend all of your classes, doing well on your exams).  

 B)  You are meeting most of the requirements for your classes (e.g., you 

complete most of your assignments on time, attend most of your classes, your exam 

grades are acceptable). 

 C)  You are having some difficulty meeting the requirements for your classes 

(e.g., you complete less than half of the assignments for your classes, have a 

significant number of class absences, your class grade is lower than you want). 

 D)  You are unable to meet the requirements of your classes (e.g., you do not 

complete your class assignments, rarely attend class, are in danger of failing your 

classes). 

  

12.  In reference to your current interpersonal relationships, which one of the 

following statements best describes you? 

 A)  You are satisfied with your relationships with other people, and there is 

nothing you would improve about these at this time. 

 B)  You are generally satisfied with your relationships with others, but there is 

some room for improvement within these relationships. 

 C)  You are having some difficulty in your relationships with others.  You have 

fewer friends than you would like or there is substantial conflict in your relationships 

with others. 

 D)  You are struggling with your relationships with others.  You have 

relatively few friends, and you are dissatisfied with the interpersonal relationships you 

do have. 
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13.  In reference to your current work performance, which one of the following 

statements best describes you? 

 A)  You are currently unemployed. 

 B) Your employer is satisfied with your work performance, and you are able to 

successfully meet all of the requirements of your job 

 C)  You are meeting most of the requirements for your job. 

 D)  You are having some difficulty meeting the requirements for your job. 

 E)  You are unable to meet any of the requirements for your job. 
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APPENDIX C 

Center for Epidemiologic Studies-Depressed Mood Scale (Current) 

 

Using the scale below, indicate the number which best describes how often you felt or 

behaved this way—DURING THE PAST WEEK. 

 

  1 = Rarely or none of the time (less than 1 day) 

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

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

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

 

 DURING THE PAST WEEK: 

 

_____   1.   I was bothered by things that usually don’t bother me. 

 

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

 

_____   3.   I felt that I could not shake off the blues even with help from my family or 

        friends.    

    

_____   4.   I felt that I was just as good as other people.  

 

_____   5.   I had trouble keeping my mind on what I was doing. 

 

_____   6.   I felt depressed. 

 

_____   7.   I felt that everything I did was an effort. 

 

_____   8.   I felt hopeful about the future. 

 

_____   9.   I thought my life had been a failure. 

 

_____  10.  I felt fearful. 

 

_____  11.  My sleep was restless. 

 

_____  12.  I was happy.  

 

_____  13.  I talked less than usual. 

 

_____  14.  I felt lonely. 

 

_____  15.  People were unfriendly. 
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_____  16.  I enjoyed life. 

 

_____  17.  I had crying spells. 

 

_____  18.  I felt sad. 

 

_____ 19.  I felt that people disliked me. 

 

_____  20.  I could not get ―going.‖ 
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APPENDIX D 

Center for Epidemiologic Studies-Depressed Mood Scale (Retrospective) 

 

Using the scale below, indicate the number which best describes how often you felt or 

behaved this way—ONE MONTH AGO. 

 

  1 = Rarely or none of the time 

  2 = Some or a little of the time 

  3 = Occasionally or a moderate amount of time 

  4 = Most or all of the time  

 

 ONE MONTH AGO: 

 

_____   1.   I was bothered by things that usually don’t bother me. 

 

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

 

_____   3.   I felt that I could not shake off the blues even with help from my family or   

        friends. 

 

_____   4.   I felt that I was just as good as other people.  

 

_____   5.   I had trouble keeping my mind on what I was doing. 

 

_____   6.   I felt depressed. 

 

_____   7.   I felt that everything I did was an effort. 

 

_____   8.   I felt hopeful about the future. 

 

_____   9.   I thought my life had been a failure. 

 

_____  10.  I felt fearful. 

 

_____  11.  My sleep was restless. 

 

_____  12.  I was happy.  

 

_____  13.  I talked less than usual. 

 

_____  14.  I felt lonely. 

 

_____  15.  People were unfriendly. 
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_____  16.  I enjoyed life. 

 

_____  17.  I had crying spells. 

 

_____  18.  I felt sad. 

 

_____ 19.  I felt that people disliked me. 

 

_____  20.  I could not get ―going.‖ 



Texas Tech University, Cynthia Willmon, August 2011 

 

120 

APPENDIX E 

COPE 

We are interested in how people respond when they confront difficult or stressful 

events in their lives. There are lots of ways to try to deal with stress.  This 

questionnaire asks you to indicate what you generally do and feel when you 

experience stressful events.  Obviously, different events bring out somewhat different 

responses, but think about what you usually do when you are under a lot of stress.  

Then respond to each of the following items by indicating how often you use each 

particular strategy to deal with stress, using the response choices listed just below.  

Please try to respond to each item separately in your mind from each other item.  

Choose your answers thoughtfully, and make your answers as true FOR YOU as you 

can.  Please answer every item.  There are no "right" or "wrong" answers, so choose 

the most accurate answer for YOU--not what you think "most people" would say or 

do.  Indicate what YOU usually do when YOU experience a stressful event.  

           1 = I usually don't do this at all  

          2 = I usually do this a little bit  

          3 = I usually do this a medium amount  

           4 = I usually do this a lot  

 

______1.  I try to grow as a person as a result of the experience.  

______2.  I turn to work or other substitute activities to take my mind off things.  

______3.  I get upset and let my emotions out.  

______4.  I try to get advice from someone about what to do.  

______5.  I concentrate my efforts on doing something about it.  

______6.  I say to myself "this isn't real."  

______7.  I put my trust in God.  

______8.  I laugh about the situation.  

______9.  I admit to myself that I can't deal with it, and quit trying.  

______10.  I restrain myself from doing anything too quickly.  
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    1 = I usually don't  do this at all  

          2 = I usually do this a little bit  

          3 = I usually do this a medium amount  

           4 = I usually do this a lot  

 

______11.  I discuss my feelings with someone.  

______12.  I use alcohol or drugs to make myself feel better.  

______13.  I get used to the idea that it happened.  

______14.  I talk to someone to find out more about the situation.     

______15.  I keep myself from getting distracted by other thoughts or activities.  

______16.  I daydream about things other than this.  

______17.  I get upset, and am really aware of it.  

______18.  I seek God's help.  

______19.  I make a plan of action.  

______20.  I make jokes about it.  

______21.  I accept that this has happened and that it can't be changed.  

______22.  I hold off doing anything about it until the situation permits.  

______23.  I try to get emotional support from friends or relatives.  

______24.  I just give up trying to reach my goal.  

______25.  I take additional action to try to get rid of the problem.  

______26.  I try to lose myself for a while by drinking alcohol or taking drugs.  

______27.  I refuse to believe that it has happened.  

______28.  I let my feelings out.  
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    1 = I usually don't  do this at all  

          2 = I usually do this a little bit  

          3 = I usually do this a medium amount  

           4 = I usually do this a lot  

 

______29.  I try to see it in a different light, to make it seem more positive.  

______30.  I talk to someone who could do something concrete about the problem.  

______31.  I sleep more than usual.  

______32.  I try to come up with a strategy about what to do.  

______33.  I focus on dealing with this problem, and if necessary let other things slide 

        a little.  

______34.  I get sympathy and understanding from someone.  

______35.  I drink alcohol or take drugs, in order to think about it less.  

______36.  I kid around about it.  

______37.  I give up the attempt to get what I want.  

______38.  I look for something good in what is happening.  

______39.  I think about how I might best handle the problem.  

______40.  I pretend that it hasn't really happened.  

______41.  I make sure not to make matters worse by acting too soon.  

______42.  I try hard to prevent other things from interfering with my efforts at     

        dealing with this.  

______43.  I go to movies or watch TV, to think about it less.  

______44.  I accept the reality of the fact that it happened.  

______45.  I ask people who have had similar experiences what they did.  
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    1 = I usually don't  do this at all  

          2 = I usually do this a little bit  

          3 = I usually do this a medium amount  

           4 = I usually do this a lot  

 

______46.  I feel a lot of emotional distress and I find myself expressing those    

        feelings a lot.  

______47.  I take direct action to get around the problem.  

______48.  I try to find comfort in my religion.  

______49.  I force myself to wait for the right time to do something.  

______50.  I make fun of the situation.  

______51.  I reduce the amount of effort I'm putting into solving the problem.  

______52.  I talk to someone about how I feel.  

______53.  I use alcohol or drugs to help me get through it.  

______54.  I learn to live with it.  

______55.  I put aside other activities in order to concentrate on this.  

______56.  I think hard about what steps to take.  

______57.  I act as though it hasn't even happened.  

______58.  I do what has to be done, one step at a time.  

______59.  I learn something from the experience.  

______60.  I pray more than usual.  
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APPENDIX F 

Perceived Stress Scale (PSS) 

 

The questions in this scale as you about your feelings and thoughts during the last 

month.  In each case, please indicate by writing a number in the space how often you 

felt or thought a certain way. 

     0 = Never 

     1 = Almost never 

     2 = Sometimes 

     3 = Fairly often 

     4 = Very often 

 

___ 1.  In the last month, how often have you been upset because of something that 

 happened unexpectedly? 

 

___ 2.  In the last month, how often have you felt you were unable to control the 

 important things in your life? 

 

___ 3.  In the last month, how often have you felt nervous and "stressed"? 

 

___ 4.  In the last month, how often have you felt confident about your ability to 

 handle your personal problems? 

 

___ 5.  In the last month, how often have you felt that things were going your way? 

 

___ 6.  In the last month, how often have you found that you could not cope with 

 all the things that you had to do? 

 

___ 7.  In the last month, how often have you been able to control irritations in 

 your life? 

 

___ 8.  In the last month, how often have you felt that you were on top of things? 

 

___ 9.  In the last month, how often have you been angered because of things that 

 were outside of your control? 

 

___ 10.  In the last month, how often have you felt difficulties were piling up so 

 high that you could not overcome them? 
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APPENDIX G 

Perceived Social Support-Friend Scale (PSS-Fr) 

 

The statements which follow refer to feelings and experiences which occur to most 

people at one time or another in their relationships with friends.  For each statement, 

there are three possible answers: Yes, No, Don't know.  Please circle the answer you 

choose for each item. 

 

Yes No Don't know  1.  My friends give me the moral support I need. 

 

Yes  No Don't know  2.  Most other people are closer to their friends 

     than I am. 

 

Yes  No Don't know  3.  My friends enjoy hearing about what I think. 

 

Yes No Don't know  4.  When I confide in the friends who are closest 

     to me, I get the idea that it makes them 

     uncomfortable. 

 

Yes  No Don't know  5.  I rely on my friends for emotional support. 

 

Yes  No Don't know  6.  If I felt that one or more of my friends were 

     upset with me, I'd just keep it to myself. 

 

Yes  No Don't know  7.  I feel that I'm on the fringe in my circle of 

     friends. 

 

Yes  No Don't know  8.  There is a friend I could go to if I were just 

     feeling down, without feeling funny about it  

     later. 

 

Yes  No Don't know  9.  My friends and I are very open about what we 

     think about things.  

 

Yes  No Don't know  10. My friends are sensitive to my personal  

     needs. 

 

Yes  No Don't know  11. My friends come to me for emotional  

     support. 

 

Yes  No Don't know  12. My friends are good at helping me solve  

     problems. 
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Yes  No Don't know  13. I have a deep sharing relationship with a  

     number of friends. 

 

Yes  No Don't know  14. My friends get good ideas about how to do 

     things or make things from me. 

 

Yes  No Don't know  15. When I confide in friends, it makes me feel 

     uncomfortable. 

 

Yes  No Don't know  16. My friends seek me out for companionship. 

 

Yes  No Don't know  17. I think that my friends feel that I'm good at 

     helping them solve problems. 

 

Yes  No Don't know  18. I don't have a relationship with a friend that 

     is as intimate as other people's relationships with 

     friends. 

 

Yes  No Don't know  19. I've recently gotten a good idea about how to 

     do something from a friend. 

 

Yes  No Don't know  20. I wish my friends were much different. 
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APPENDIX H 

Perceived Social Support-Family Scale (PSS-Fa) 

The statements which follow refer to feelings and experiences which occur to most 

people at one time or another in their relationships with their families.  For each 

statement, there are three possible answers: Yes, No, Don't know.  Please circle the 

answer you choose for each item. 

 

Yes  No Don't know  1.  My family gives me the moral support I need. 

 

Yes  No Don't know  2.  I get good ideas about how to do things or 

     make things from my family. 

 

Yes  No Don't know  3.  Most other people are closer to their family 

     than I am. 

 

Yes  No Don't know  4.  When I confide in the members of my family 

     who are closest to me, I get the idea that it makes 

     them uncomfortable. 

 

Yes  No Don't know  5.  My family enjoys hearing about what I think. 

 

Yes  No Don't know  6.  Members of my family share many of my 

     interests. 

 

Yes  No Don't know  7.  Certain members of my family come to me 

     when they have problems or need advice. 

 

Yes  No Don't know  8.  I rely on my family for emotional support. 

 

Yes  No Don't know  9.  There is a member of my family I could go to 

     if I were just feeling down, without feeling funny 

     about it later. 

 

Yes  No Don't know  10. My family and I are very open about what we 

     think about things. 

 

Yes  No Don't know  11. My family is sensitive to my personal needs. 

 

Yes  No Don't know  12. Members of my family come to me for  

     emotional support. 

 

Yes  No Don't know  13. Members of my family are good at helping 

     me solve problems. 
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Yes  No Don't know  14. I have a deep sharing relationship with a  

     number of members of my family. 

 

Yes  No Don't know  15. Members of my family get good ideas about 

     how to do things or make things from me. 

 

Yes  No Don't know  16. When I confide in members of my family, it 

     makes me uncomfortable. 

 

Yes  No Don't know  17. Members of my family seek me out for  

     companionship. 

 

Yes  No Don't know  18. I think that my family feels that I'm good at 

     helping them solve problems. 

 

Yes  No Don't know  19. I don't have a relationship with a member of 

     my family that is as close as other people's  

     relationships with family members. 

 

Yes  No Don't know  20. I wish my family were much different. 
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APPENDIX I 

Test of Negative Social Exchange (TENSE) 

The following survey concerns different types of NEGATIVE INTERACTIONS you 

might have had with the IMPORTANT PEOPLE IN YOUR LIFE over the PAST 

MONTH.  Please begin by listing the first names of every adult who currently has an 

impact on your life.  These important people may be those you see frequently or 

infrequently, they may be family or nonfamily, people you care about and/or who care 

about you, people you are close to, those who have some power or control over you, 

people you like or dislike, etc.  Remember to only include ADULTS (persons 18 years 

or older) in your list. 

 

 

 

After you have listed the names of the important people in your life, take a few 

moments to think about your interactions with them over the past month.  Then, use 

the scale below to rate how often you experienced each of the following types of 

negative interaction with one or more of the important people during the past month.  

We are not concerned with how you were treated by any one person in particular.  

We'd like you to estimate how often each negative interaction occurred with one or 

more of the important people on your list.  Using the following scale, select either "0," 

"1," "2," "3," or "4" depending on how often it happened.  Write the number of your 

choice in the spaces to the left. 

 

     0 = Not at all 

     1 = Once or twice during the month 

     2 = About once a week 

     3 = Several times a week 

     4 = About every day 

___ 1.  Lost his or her temper with me 

___ 2.  Made fun of me 

___ 3.  Nagged me 

___ 4.  Took advantage of me 
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     0 = Not at all 

     1 = Once or twice during the month 

     2 = About once a week 

     3 = Several times a week 

     4 = About every day 

___ 5.  Distracted me when I was doing something important 

___ 6.  Took my feelings lightly 

___ 7.  Was too demanding of my attention 

___ 8.  Took me for granted 

___ 9.  Invaded my privacy 

___ 10. Yelled at me 

___ 11. Ignored my wishes or needs 

___ 12. Prevented me from working on my goals 

___ 13. Was inconsiderate 

___ 14. Gossiped about me 

___ 15. Was angry with me 

___ 16. Laughed at me 
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APPENDIX J 

Exercise Survey 

The following questions seek to examine your exercise habits.  For the purpose of this 

survey, exercise does not include physical activities you perform on a daily basis, such 

as walking to your car or to class.  This survey specifically pertains to those physical 

activities that you intentionally perform for the sole purpose of exercising.  Please 

circle the ONE answer for each question that best describes your exercise patterns. 

 

1.  How often do you normally exercise each week? 

 A) Never 

 B) Once a week 

 C) 2 or 3 times a week 

 D) 4 or 5 times a week 

 E) More than 5 times a week 

 

2.  How much time does a typical exercise session last for you? 

 A) No time.  I do not exercise. 

 B) Less than 30 minutes 

 C) Between 30 and 45 minutes 

 D) Between 45 minutes and 1 hour 

 E) More than 1 hour 

 

3.  How tired or fatigued are you after your typical exercise session? 

 A) None 

 B)  I do not feel tired after I have finished working out. 

 C)  I feel a little tired after working out. 

 D)  I am somewhat tired after working out. 

 E)  I am exhausted and barely able to move after my workout. 

 

4.  Which of the following physical activities do you spend the most time doing when 

you exercise? 

 A) Stretching 

 B) Walking 

 C) Running on a track, elliptical, or treadmill or riding a bicycle 

 D) Lifting weights 

 E) Playing an individual or team sport, such as basketball, soccer, tennis, 

 volleyball, golf, racquetball, etc 

 F) A combination of running and lifting weights 

 G) Other: ___________________________________________________ 
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5.  During the past week, how many times have you exercised? 

 A) Never 

 B) Once this week 

 C) 2 or 3 times this week 

 D) 4 or 5 times this week 

 E) More than 5 times this week 

 

6.  During the past week, has the amount of times you have exercised changed 

increased or decreased compared to the past? 

 A) No, I have exercised the same amount of times that I normally do each 

 week. 

 B) Yes, I have exercised more this week than normal. 

 C) Yes, I have exercised less this week than normal. 

 

7.  Of the following, which is the MOST IMPORTANT reason why you exercise? 

 A) To be healthy 

 B) To lose weight 

 C) To gain muscle or become more toned 

 D) To boost my self-esteem 

 E) To improve my mood 

 F) To socialize with others 
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APPENDIX K 

Open-ended Questionnaire 

 

The following questions are interested in obtaining information about how you deal 

with feelings of sadness or depression.  Please write legibly, and answer the following 

questions to the best of your ability.  

 

 

 

1.  What signs (i.e., physical, emotional, or behavioral indicators) tend to alert you that 

you are feeling sad or depressed? 

  

 

 

 

 

 

 

 

 

 

 

 

2.  What are some activities or things you do to make yourself feel better when you 

feel sad or depressed? 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.  What do you do the most often to make yourself feel better when you feel sad or 

depressed? 
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4.  Identify the activity or thing that you do that improves your mood the most when 

feel sad or depressed. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.  Identify the activity or thing that you do that seems to have the least impact on your 

mood when you feel sad or depressed. 

 

 

 


