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ABSTRACT 

 

Symptoms consistent with mental disorders such as anxiety and depression have 

reportedly increased both in prevalence and in severity among North American post-

secondary student populations over the past several years. The present study examines 

undergraduate students’ self-reported symptoms consistent with two common mental 

disorders in a Canadian context, and sheds light on several factors hypothesized to predict 

students’ mental health outcomes, including perceived contextual stressors within the 

academic setting, attitudes towards and use of coping mechanisms, and perceived barriers 

to seeking treatment. The ultimate goal of this study is not only to examine the unique 

contribution of each set of factors on students’ mental health outcomes, but also to 

determine the ability of these determinants together to predict the severity of self-reported 

symptoms of depression and anxiety.  

Data for this investigation were obtained through original, self-administered 

questionnaires from a sample of 209 undergraduate students attending the University of 

Regina during the fall of 2014. For the statistical analysis, univariate, bivariate, and 

multivariate techniques were utilized. Consistent with past research completed among 

American college student populations, a substantial prevalence of self-reported symptoms 

consistent with both depression and anxiety was found among respondents. Students’ 

living arrangement was a significant predictor of the severity of self-reported symptoms 

consistent with depression, with students living off campus with family members 

reporting better mental health outcomes. As expected, all contextual stressors tested for 

made unique contributions to the prediction of students’ self-reported symptoms 
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consistent with both depression and anxiety. Similarly, the use of negative coping 

mechanisms had a positive and statistically significant association with the severity of 

self-reported symptoms consistent with both disorders. In turn, fear of self-discovery as a 

barrier to treatment had a positive and statistically significant association only with the 

severity of self-reported symptoms consistent with depression, while fear of therapy had 

a positive and statistically significant relationship with the severity of self-reported 

symptoms consistent with both depression and anxiety. The implications of these findings 

for future research and intervention at the post-secondary level are discussed.  
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CHAPTER I 

Introduction 

 

1.1 Statement of the Problem 

The study of mental health and wellbeing has long been a priority for Canadian 

health professionals (e.g., World Health Organization 2014; Public Health Agency of 

Canada 2013; Statistics Canada 2013; Mental Health Commission of Canada 2012; 

Government of Canada 2006). Increasingly, government bodies and academic 

communities have begun to observe the social determinants of mental health within a 

variety of settings in order to support the development of effective public health policies 

and strategies for treatment (e.g., CACUSS and CMHA 2013; American College Health 

Association 2013; World Health Organization 2013; Queen’s University 2012).  

Over the past several years, mental health issues have reportedly increased both in 

prevalence and in severity among North American post-secondary student populations 

(Gallagher 2013; Cook 2007; Hyun et al. 2006; Benton et al. 2003). Students’ struggles 

with homesickness, friendsickness, and difficulties in adjusting to the post-secondary 

lifestyle and the accompanying academic expectations have been documented in a variety 

of studies (e.g., Byrd and McKinney 2012; Whitehill, Brockman and Moreno 2012; Fritz 

and DeMarinis 2008; Buote et al. 2007; Cook 2007; Government of Canada 2006; 

Oswald and Clark 2003; Paul and Brier 2001; Jackson et al. 2000; Pancer et al. 2000). In 

some cases, these aggravating issues have worn down students’ mental health and have 

given way to the development of symptoms of mental disorders, most commonly anxiety 

and depression (American College Health Association 2013). A known comorbidity 
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exists between these two disorders, while suicidal ideation has also been frequently 

associated with episodes of depression (Eisenberg et al. 2007b; Benton et al. 2003). For 

example, a recent study undertaken by the Canadian Association of College and 

University Student Services found that almost 90 per cent of the 30,000 students 

surveyed self-reported feeling overwhelmed with their workloads in the past twelve 

months, while over 50 per cent reported feeling “hopeless” (American College Health 

Association 2013:13). The same study found that over 9.5 per cent of students reported 

seriously considering suicide within the past year, while 1.3 per cent reported 

unsuccessful suicide attempts (14). Currently, suicide is the second leading cause of death 

among young Canadians aged 15 to 34, preceded only by accidents (Statistics Canada 

2012). 

In addition to reported increases in the prevalence and severity of symptoms 

associated with mental disorders among students, an unmet need for mental healthcare 

services has also been identified in a variety of studies (e.g., Sunderland and Findlay 

2013; World Health Organization 2013; Wyatt and Oswalt 2013; Park, Attenweiller and 

Rieck 2012; Whitehill, Brockman and Moreno 2012; Wilson and Dean 2009; Hyun et al. 

2006; Givens and Tjia 2002). Among the general Canadian population, the 2012 

Canadian Community Health Survey (CCHS) revealed that more than one in six 

Canadians aged 15 years or older experienced a need for mental healthcare within the 

past 12 months: an estimated 1.6 million Canadians reported that their need went either 

partially, or entirely unmet (Sunderland and Findlay 2013:7). Similar findings have been 

reported among student populations in North America. For example, in a study of 263 

randomly selected students in the USA, of those who screened positive for depression, 
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the proportion that failed to receive treatment ranged from 37% to 84% (Eisenberg et al. 

2007b as cited in Park et al. 2012:750). Research suggests that the reported lack of help 

seeking among students is a direct result of perceived barriers to treatment. Some 

examples of these barriers include fear of being stigmatized, having little faith in 

treatment effectiveness, as well as having a lack of knowledge regarding treatment 

options available to students both in, and outside of, post-secondary institutions (Park et 

al. 2012; Eisenberg et al. 2009; Eisenberg, Globerstein and Gollust 2007a). The 2012 

CCHS revealed that individuals between the ages of 15 and 24 showed the highest 

percentage of mental disorder when compared to other age groups (Pearson, Janz and Ali 

2013). 

Despite continued recognition of these issues among much of North America’s 

post-secondary student population, a thorough review of the published literature reveals a 

substantial gap in the existing research with respect to Canadian post-secondary students’ 

mental health. Although many studies have actively analyzed the determinants of 

students’ mental health, the vast majority of this research is found in the American 

literature. While some studies have been published in Canada, there remains a need for 

further research directly addressing Canadian post-secondary student populations. 

Furthermore, while Canada and the United States of America enjoy a number of 

similarities, institutions of higher learning in each country enjoy elements of their own 

uniqueness, such as a vastly different range of tuition fees among universities (about 
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$3000 in Canada, compared to $25,000 in the United States), different levels of student 

competition, and the degree of post-secondary hierarchy1 (Davies and Hammock 2005).  

Canadian-based research results rely mostly on large databases like the Canadian 

Community Health Survey, a large-scale survey completed by Statistics Canada every 

five years (most recently in 2012). Although a large part of this survey addresses 

Canadians’ mental health and wellbeing, results are reported for the broader population, 

as opposed to more detailed analysis of demographic groups like the Canadian post-

secondary population. The same high-level analysis (i.e., general trends and themes 

among the broader population) is true of many other government reports (e.g., Mental 

Health Commission of Canada 2013; Pearson, Janz and Ali 2013; Sunderland and 

Findlay 2013; Government of Canada 2006; Health Canada 2002). While some smaller-

scale Canadian studies have performed a more in-depth analysis of post-secondary 

students’ mental health, few have included a wide variety of social determinants, in 

favour of focusing on a more narrow analysis of stressors and maladjustment (e.g., 

Jackson et al. 2000; Pancer et al. 2000) as well as students’ use of coping mechanisms 

(e.g., Buote et al. 2007). In June 2013, the Canadian Association of College and 

University Student Services published the largest amount of data collected to date on the 

health of Canadian post-secondary students (mental health included). Over 30,000 

students from over thirty Canadian institutions responded to the survey. While results 

from this survey provide a representative overview of the health of Canadian post-

secondary students, including mental health, sexual behaviour, nutrition and exercise, 

                                                 
1 In the United States, graduation from the elite “ivy league” post-secondary institutions 

continues to provide post-secondary students with a leg up in the job market, in contrast 

to Canadian Universities, where the post-secondary hierarchy is less important.  
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substance abuse, and more, the study did not employ any bivariate or multivariate 

techniques to analyze the interactions among, or mediating characteristics of, factors 

affecting students’ health outcomes.  

To my knowledge, the present study will be the first to evaluate a variety of social 

and environmental determinants’ ability to predict the severity of self-reported symptoms 

of anxiety and depression among a sample of Canadian post-secondary students. The 

focus will be on the effect that factors within the post-secondary structure have on the 

agent (the student), in order to develop a more comprehensive understanding of the 

students’ social context. This information is pertinent to the development of effective 

policies and programs that will adequately meet the mental health needs of Canadian 

students. Canada places a great deal of emphasis and value on sustaining a highly 

educated workforce; Canadian post-secondary students are therefore the future of our 

nation. As such, it is critically important to succeed in developing programs and services 

that will effectively target and support the mental health of Canada’s post-secondary 

student population. 

 

1.2 Definition of Mental Health 

 

A variety of interrelated definitions exist in the literature concerning mental 

health. This section seeks to clarify these definitions for the purposes of identifying the 

scope of the current project. In many cases, the terms “mental health,” “mental illness,” 

and “mental disorder” are used to describe the same phenomenon. However, while the 

latter two terms may be used interchangeably to refer to disordered mental states, the 

former is distinct, referring to a general state of positive health and well-being.  
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The terms ‘mental disorder’ and ‘mental illness’ can each be used to refer to 

“alterations in thinking, mood, or behaviour associated with significant distress and 

impaired functioning” (Public Health Agency of Canada 2013). The term ‘mental illness’ 

is sometimes specifically applied to disorders with a genetic basis (e.g., Alzheimer’s 

disease, bipolar disorder), though all mental illnesses result from a disordered mental 

state (i.e., all mental illnesses are mental disorders). As a result, and for the purposes of 

the present research, the term ‘mental disorder(s)’ will be employed exclusively when 

referring to disordered mental states.  

Mental disorders are generally characterized by negative alterations in an 

individual’s mental state, and can manifest as a variety of disorders, including anxiety, 

depression, suicidal ideation, bipolar disorder, schizophrenia, and many more. The 

Centers for Disease Control and Prevention (CDC) identifies mental disorder as a 

“dysregulation of moods, thoughts and/or behaviour, as recognized by the Diagnostic and 

Statistical Manual [...] of the American Psychiatric Association” (Centers for Disease 

Control and Prevention 2013). Mental disorders can arise as a result of a complex 

interaction of many factors, stemming from any combination of genetic, personal, 

structural, and environmental conditions. In a recent publication, the Mental Health 

Commission of Canada (2013) noted that no single cause exists for the majority of mental 

health disorders. Furthermore, the complex interaction of “factors that play a role in the 

development of mental [disorders] are very similar to those that influence overall health 

and well-being” (6). Individuals of all ages, cultures, and socioeconomic statuses can 

suffer from mental health disorders.  
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 While ‘mental disorder’ defines maladaptive mental states, conversely, ‘mental 

health’ refers to an individual’s positive mental state and wellbeing. However, the World 

Health Organization (2014) identifies ‘mental health’ as consisting of more than simply 

the absence of disorder. ‘Mental health’ refers to a “state of well-being in which every 

individual realizes his or her own potential, can cope with the normal stresses of life, can 

work productively and fruitfully, and is able to make a contribution to his or her 

community” (World Health Organization 2014). ‘Mental health’ concerns both mental 

and social wellbeing, wherein an individual is able to effectively balance all aspects of 

his or her life, including social, physical, spiritual, economic, and mental components 

(Canadian Mental Health Association 2014). Positive mental health allows an individual 

to cope with the normal stresses, transitions, and hardships of life.  

It is important to note, as well, that an individual can experience a mental 

disorder, and yet still experience positive mental health. Keyes’ (2002) conceptualization 

of mental health and disorder as separate continuums (Figure 1.1) describes how an 

individual may be “flourishing,” or experiencing optimal mental health, despite 

experiencing a mental disorder. Conversely, another individual may be “languishing,” or 

experiencing poor mental health, without presenting any symptoms of a mental disorder. 

Keyes’ (2002) model emphasizes how experiencing positive or optimal mental health 

allows individuals to effectively cope with a mental disorder, if they are to experience 

one during their lifecourse. For example, an individual experiencing a great deal of stress 

during their post-secondary education may develop an anxiety disorder. However, if the 

same individual is experiencing optimal mental health, he or she will be able to 

successfully employ effective coping mechanisms to manage and mediate the disorder. 
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Keyes (2002) argues that in some cases, an individual who is purely “languishing” (the 

absence of both mental health and mental disorder) can be just as much cause for concern 

as the presence of mental disorder (217). Keyes (2002) goes on to argue that 

“languishing” indicates a high level of poor emotional health, causing limitations to daily 

living and functioning that are just as severe as those associated with a depressive 

disorder (217). 

Figure 1.1 Keyes’ Dual Continuum Model of Mental Health and Mental Disorder 

 
 

Adopted from: Canadian Association of College & University Student Services and Canadian Mental Health 

Association. (2013). Post-Secondary Student Mental Health: Guide to a Systemic Approach. Vancouver, BC: Author. 
  

 Clarification of these definitions of ‘mental health’, ‘mental illness,’ and ‘mental 

disorder’ is important not only for research purposes, but also for the improvement of 

mental health conditions of individuals. Concerning the present research, it is important 

that post-secondary students be aware of what constitutes ‘mental health’ and ‘mental 

disorder.’ If students lack education with regard to recognizing mental health 

deterioration, symptoms of mental disorder may be shrugged off as being ‘normal’ 

reactions to stress in university, a barrier to help seeking that has been well documented 

in past studies (e.g., Eisenberg et al. 2007b; Benton et al. 2003; Givens and Tjia 2002). In 
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this circumstance, individuals fail to consider that their mental health may be 

“languishing,” as opposed to simply suffering from an episode of anxiety. Furthermore, a 

misunderstanding of these terms may perpetuate stigma and discourage those suffering 

from mental disorders from seeking appropriate treatment. A comprehensive 

understanding of these terms and their meanings may positively affect the extent of 

students’ engagement with help seeking behaviours and discourses surrounding mental 

health. 

1.3 Definitions and Evaluation of Mental Health Disorders 

Psychiatric diagnoses of mental disorders are defined within the Diagnostic and 

Statistical Manual of Mental Disorders (DSM)2, a manual utilized by mental health 

professionals in order to better understand patients’ illnesses and to determine the 

appropriate course of treatment. The present research focuses on two of the most 

prevalent mental disorders among post-secondary student populations: anxiety and 

depression. 

Anxiety disorders are characterized by abnormal or inappropriate anxiety in 

response to a situation or life event. Though a variety of anxiety disorders exist, the 

National Institute of Mental Health (2009) identifies feelings of “excessive, irrational fear 

and dread” as being key common elements of all types of anxiety. Panic disorder, 

obsessive-compulsive disorder (OCD), post-traumatic stress disorder (PTSD), social 

                                                 
2 Although the DSM-5 was recently published, the DSM-IV was used intentionally in 

this study due to the alignment of the screening tools (PHQ-9 and GAD-7) with the 

DSM-IV. Although “emerging measures” aligning with the DSM-5 have been 

released for further research and clinical evaluation, the Patient Health Questionnaire 

measures are tried and true screeners, demonstrating excellent validity and reliability. 

I felt that use of these proven measures would strengthen my thesis.  
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phobia (or social anxiety), specific phobias, and generalized anxiety disorder (GAD) are 

each recognized by the DSM as anxiety disorders (American Psychiatric Association 

2000:429).  

Depression falls under the broader umbrella of ‘Mood Disorders.’ These disorders 

are characterized by a predominant disturbance in one’s mood, and are typically 

separated into the following categories: ‘episodes’ and ‘disorders’ (American Psychiatric 

Association 2000:345). Feelings of sadness or being down for a short-lived period of time 

are part of life. However, when these symptoms become persistent and begin to interfere 

with one’s daily life and functioning, depression may be the culprit. Signs and symptoms 

of potential depression include the following: persistent sadness, anxiousness, or “empty” 

feelings; feelings of hopelessness or pessimism; feelings of guilt, worthlessness, or 

helplessness; loss of interest in activities or hobbies; fatigue and decreased energy; 

difficulty concentrating, remembering details, and making decisions, and more (National 

Institute of Mental Health 2011:4). 

For the purposes of the present research, the Generalized Anxiety Disorder 7-item 

scale (GAD-7) and the Patient Health Questionnaire 9-item scale (PHQ-9) from the 

Patient Health Questionnaire (PHQ) will be used as severity indexes of respondents’ self-

reported symptoms consistent with anxiety and depression, respectively. As the main 

goal of the present research is to analyze the key structural determinants of agents’ 

(students’) self-reported symptoms of anxiety and depression, respondents’ GAD-7 and 

PHQ-9 scores will not be analyzed for any one specific anxiety or depressive disorder, 

but will rather be used as general measures of severity.    
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1.4 Statement of Purpose 

Mental health disorders are a leading contributor to the burden of disease among 

young adults (Whitehill, Brockman and Moreno 2012:122), and recent research has 

shown an increase in the prevalence of mental health deterioration among students 

pursuing post-secondary education (Gallagher 2011; Cook 2007; Hyun et al. 2006; 

Benton et al. 2003). Over half of North American youth attend some form of post-

secondary education, presenting a unique opportunity to reach a vast and varied 

population during a time at which many mental health disorders first emerge (Whitehill, 

Brockman and Moreno 2012; Buote et al. 2007:666). Eisenberg, Golberstein and Gollust 

(2007) note that, “if reducing delays between first onset [of a mental disorder] and 

treatment is a policy priority, understanding and addressing university student 

populations [is] essential” (594). Furthermore, the post-secondary years are unique in that 

students’ social and productive lives are intertwined in a single setting (Hefner and 

Eisenberg 2009:492). These years encompass a variety of aspects of students’ lives, 

including academics, as well as changes to residence, social networks, extra curriculars, 

and health services (Eisenberg et al. 2007b:534). This setting presents researchers with a 

unique opportunity to study the interplay of social and environmental factors within the 

post-secondary structure that influence students’ overall mental health outcomes. 

Despite several Canadian universities’ proposed strategic initiatives targeted at 

raising awareness and decreasing stigma (e.g., Canadian Association of College and 

University Student Services and Canadian Mental Health Association 2013; Queen’s 

University 2012), a substantial unmet need for treatment continues to exist among student 

populations, largely as a result of poor help seeking behaviours and negative attitudes 



 12 

towards mental health treatment. Additionally, the prevalence and severity of symptoms 

consistent with mental disorder among these groups continues to rise (Gallagher 2013). 

Several researchers have noted that further inquiry is required regarding post-secondary 

mental health in order to better understand the student’s social context, in terms of the 

effects of social and environmental structural factors on overall mental health outcomes 

(Byrd and McKinney 2012:192; Hefner and Eisenberg 2009:491). Hyun et al. (2006) 

argue that further research may facilitate a better understanding of the sources of 

students’ distress and may “help students [to better] manage these stressors and mitigate 

their effects” (260). Though many of these issues have been explored in the American 

literature, few studies have thus far addressed these concerns among Canadian post-

secondary students.  

The present study will seek to begin to fill these gaps in the Canadian literature by 

analyzing data collected from a convenience sample of undergraduate students at a 

Western Canadian university in Regina, Saskatchewan. Students were asked to complete 

an original survey, created for the purposes of the present research, entitled “Mental 

Health Deterioration in Canadian Post-Secondary Students: An Analysis of the 

Contextual Stressors and Obstacles to Utilizing Effective Coping Mechanisms.” The 

survey was distributed to all students registered in at least one Sociology or Social 

Studies course during the Fall 2014 semester at the University of Regina. The survey 

consisted of a number of questions regarding students’ perceptions of contextual stressors 

within the post-secondary setting, their use of coping mechanisms, as well as perceived 

barriers to seeking professional treatment for symptoms of mental distress. Two 
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established screening tools were used as severity indexes for self-reported symptoms of 

both anxiety and depression among the sample. 

The conclusions drawn from the present study will contribute to the current body 

of knowledge that is accessible to, and necessary for, the success of essential mental 

health counselling services provided by Canadian post-secondary institutions. Although 

the data in the present study will be bound to the convenience sample of students at the 

University of Regina, general trends and themes may be applicable to larger, more 

comprehensive studies in the future. The main objectives of the current thesis project are: 

I. To evaluate the prevalence and index of severity for self-reported symptoms of 

anxiety and depression among University of Regina students; 

II. To examine students’ perceptions of which stressors, specific to the post-secondary 

setting, are most significant/stressful in order to better understand the student’s 

social context; 

III. To assess students’ attitudes towards the use of coping mechanisms, and to 

determine whether students are more likely to employ positive (i.e., social support 

or professional counselling) or negative (i.e., substance abuse) methods of coping; 

IV. To examine students’ perceptions of barriers or obstacles when considering seeking 

treatment for symptoms of deteriorating mental health (i.e., fear of stigma); and 

V. To determine the ability of perceived contextual stressors, use of coping 

mechanisms, and perceived barriers to treatment to predict the severity of self-

reported symptoms of depression and anxiety among University of Regina students. 
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1.5 Thesis Outline 

The study in this thesis is divided into five chapters. Chapter I introduces the topic 

of present study, providing clarification of terms and definitions, as well as providing a 

statement of the problem and the rationale for the completion of the research. Chapter II 

provides the reader with a concise synthesis of the available literature concerning this 

topic, collected from both Canadian and American sources. Studies were chosen for 

inclusion in the literature review if they reported the prevalence or the determinants of 

symptoms of mental health deterioration among post-secondary students in North 

America. Studies that addressed students’ perceptions of contextual stressors, help-

seeking behaviours, use of coping mechanisms, and perceptions of barriers to treatment 

were also included. Chapter III addresses the methodology used in the present study. 

Hypotheses and statistical analyses are outlined in this chapter, in addition to the 

identification and operationalization of key dependent and independent variables. 

Detailed discussion of the survey instrument used, in addition to the rationale for the 

conceptualization and design of the present study are also included. Chapter IV presents 

the findings of the statistical analyses. Chapter V summarizes the findings of the present 

study. The conclusions drawn from the results are discussed, as well as limitations, and 

implications for future research. 
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CHAPTER II 

Literature Review 

 

2.1 Setting the Scope 

Given that multiple sources have documented the growing prevalence and 

severity of mental health deterioration among North American post-secondary students 

(e.g., Gallagher 2013; Cook 2007; Hyun et al. 2006; Benton et al. 2003), bettering our 

understanding of the student’s social context is key to supporting the development of 

effective mental health policy and programming that will serve the needs of Canadians 

now, and for future generations. The purpose of this chapter is to examine the available 

literature regarding the state of post-secondary students’ mental health. A substantial 

body of research currently exists in this area, particularly within the American literature 

(e.g., Byrd and McKinney 2012; Eisenberg et al. 2012; Hunt and Eisenberg 2010; 

Eisenberg et al. 2009; Hefner and Eisenberg 2009; Blanco et al. 2008; Eisenberg et al. 

2007b; Eisenberg, Golberstein and Gollust 2007; Benton et al. 2003; Givens and Tjia 

2002). 

The scope of the following literature review will include an analysis of the 

following: students’ perceptions of contextual stressors specific to the post-secondary 

environment; students’ attitudes towards the use of positive and negative coping 

mechanisms, as well as help-seeking behaviours; and students’ perceptions of existing 

barriers or obstacles to seeking treatment services. Additionally, the present review will 

identify any gaps in the existing body of research, recognizing these as elements for 

future research consideration. The review of the empirical literature offers an opportunity 
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to determine both the prevalence and measurement of mental health and disorder among 

student populations. The goal of this chapter is to organize the available information in 

order to determine what is known and what needs to be known about the evaluation of 

mental health, as well as the social and environmental factors within the post-secondary 

structure that have an effect on students’ mental health outcomes. 

Several methods were used to identify the studies cited in this review. First, an 

online search was undertaken to retrieve scholarly, peer-reviewed journal articles using 

academic databases and search engines available for use on the University of Regina 

library website, including Summon, Sociological Abstracts, Project MUSE, JSTOR, and 

PROQUEST. The following terms were used to refine each search: “mental health,” in 

combination with “students,” or “post-secondary,” and “stress” or “stressors.” Additional 

searches included the terms “help-seeking,” “treatment,” “coping,” and “mental 

disorder.” After several searches, the reference lists of identified publications were cross-

checked to ensure that all relevant material had been identified. All relevant publications 

by Dr. Daniel Eisenberg, a prominent scholar on the topic of mental health among post-

secondary students in the United States, were retrieved. The topic of mental health is 

inherently multidisciplinary, and as such, sources from a variety of fields (including 

psychology, sociology, epidemiology, education, and health sciences) were included in 

order to develop a well-rounded, “full picture” review of the literature. 

Though the journal articles cited many pertinent government publications relevant 

to the purposes of the present study, government publication databases (Statistics Canada, 

Public Health Agency of Canada, Health Canada) were also searched in a follow-up in 

order to confirm inclusion of all key policy and statistical reports. Publications from 
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major mental health organizations such as the World Health Organization, the Mental 

Health Commission of Canada, and the Canadian Association of Mental Health were also 

examined. Statistical information was primarily gathered from these sources. Finally, 

documentation of a variety of Canadian post-secondary institutions’ mental health action 

plans and strategic initiatives were retrieved to assess the program development in place 

thus far in response to students’ mental health deterioration. The aim of this detailed 

search was to gather a variety of peer-reviewed, scholarly sources that examine the 

known factors that contribute to the mental health outcomes of post-secondary students.  

2.2 Prevalence of Mental Health Deterioration among Post-Secondary Students 

In recent years, a variety of studies have reported a significant prevalence of 

mental health deterioration and symptoms of mental disorder among post-secondary 

students (e.g., Gallagher 2014; American College Health Association 2013; Storrie, 

Ahern and Tuckett 2010; Blanco et al. 2008; Eisenberg et al. 2007b; Benton et al. 2003; 

Kitzrow 2003). A recent study published by the Canadian Association of College and 

University Student Services (CACUSS) using national-level data found that almost 90 

per cent of the 30,000 students surveyed reported feeling “overwhelmed” with their 

workloads in the past twelve months, while over 50 per cent reported feeling “hopeless” 

(American College Health Association 2013:13). The same study found that over 9.5 per 

cent of students reported seriously considering suicide within the past year, while 1.3 per 

cent reported unsuccessful suicide attempts (14). Similarly, Benton et al.’s (2003) 

longitudinal study of over 13,000 students in the United States found that the number of 

students seeking counselling services for symptoms of depression doubled over the time 

period, while the number of students experiencing suicidal ideation tripled (69). The 
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CCHS revealed that 5.8% of post-secondary aged individuals (age 15-24) in the general 

population reported feelings of suicidal ideation, while 8.1% in the same age group 

perceived their mental health to be only “fair” or “poor” (Statistics Canada 2013b). In 

both cases, the highest percentages were found among the youngest age group (18-24). 

Similarly, the Centre for Addiction and Mental Health’s (CAMH) ongoing representative 

survey of mental health and wellbeing indicators among Ontario adults over the age of 18 

revealed that 2.2% of all respondents reported having feelings of suicidal ideation in the 

past 12 months (0.5% reported unsuccessful suicide attempts), where those aged 18-34 

were 2.7 times more likely to report suicidal ideation than respondents in older age 

categories (Ialomiteanu et al. 2014). According to Statistics Canada, in 2009, 35% of all 

suicides in Canada occurred in the 15 to 39 year age group (Statistics Canada 2012).  

A study conducted among twenty-six colleges in the United States between 2007 

and 2009 (the Healthy Minds Study) found that 17% of students experienced a variety 

symptoms consistent with depression (9% for major depression), while 10% of students 

self-reported symptoms consistent with anxiety disorders (Hunt and Eisenberg 2010:4). 

Among the general population, the 2012 CCHS revealed that 7.1% of individuals aged 

15-24 reported suffering from a major depressive episode in the past twelve months (the 

highest of all age categories), while 2.4% in the same age bracket reported suffering from 

Generalized Anxiety Disorder (Statistics Canada 2013b).  

With regard to both self-reported symptoms consistent with mental disorder and 

suicidal ideation, studies completed at the national level reflect slightly lower values than 

those reported in studies focusing on post-secondary student populations. While only 

7.1% and 2.4% of individuals aged 15-24 in the general Canadian population reported 
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experiencing symptoms consistent with a major depressive episode and generalized 

anxiety, respectively, 9% and 10% of post-secondary students in Hunt and Eisenberg’s 

study reported experiencing symptoms consistent with the same disorders, respectively 

(Statistics Canada 2013b; Hunt and Eisenberg 2010:4). Additionally, while only 5.8% of 

respondents between the ages of 15-24 in the general population reported feelings of 

suicidal ideation, almost 10% of post-secondary students reported considering suicide in 

the CACUSS’ study (Statistics Canada 2013b; American College Health Association 

2013:14). Rates of unsuccessful suicide attempts were also higher among post-secondary 

students, as compared to the general population of Canadian adults aged eighteen years or 

older (1.9% compared to only 0.5%) (Ialomiteanu et al. 2014). While these results reveal 

that mental health issues seem more prevalent among emerging adults (individuals aged 

18-25), is it even more salient that post-secondary students experience unique challenges 

with respect to mental health. 

Blanco et al.’s (2008) study also compared college-attending young adults with 

their non-college attending peers in order to examine the prevalence of self-reported 

symptoms consistent with mental disorder in both groups. The study was based on a 

nationally representative sample completed in 2002-2003 (the American National 

Epidemiological Survey of Alcohol and Related Conditions). Overall, the same 

approximate prevalence of symptoms consistent with mental disorder was found for both 

groups: 39% of college students and 41% of non-college attending peers had presented 

with symptoms consistent with mental disorder within the previous twelve-month period 

(Blanco et al. 2008:1433). About 40% of the college-attending participants self-reported 

symptoms consistent with at least one mental disorder in the past 12 months, with 11% of 
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students self-reporting symptoms consistent with mood disorders (such as depression), 

and 12% with anxiety disorders (Blanco et al. 2008:1433). In addition to symptoms of 

mood and anxiety disorders, several studies have reported substance abuse disorders to be 

highly prevalent among post-secondary student populations (e.g., Blanco et al. 2008; 

Cook 2007; Barrett, Darradeau and Pihl 2006; Benton et al. 2003; Gfroerer et al. 1997). 

For example, Blanco et al.’s (2008) study revealed that college students were 

significantly more likely than their non-college attending peers to self-report symptoms 

consistent with alcohol use disorders (1431). The prevalence of substance abuse has been 

linked to other risk behaviours among student populations, such as unsafe sexual activity 

and reckless driving (Iarovici 2014; Barrett, Darradeau and Pihl 2006; Paschall 2002). It 

is possible that these risk behaviours may demonstrate post-secondary students’ use of 

underdeveloped or maladaptive coping mechanisms in an effort to deal with symptoms of 

mental distress (Jackson et al. 2000). 

In recent years, researchers have reported a noticeable increase in both the 

prevalence and severity of self-reported symptoms consistent with mental disorder among 

post-secondary student populations (e.g., Gallgher 2013; Storrie, Ahern and Tuckett 

2010; Benton et al. 2003; Kitzrow 2003). Robert Gallagher’s National Survey of College 

Counseling Centers is the most frequently cited source to support the claim that an 

increase in prevalence has occurred. In the most recent edition of Gallagher’s survey, 

95% of directors reported that the recent trend toward a greater number of students 

reporting symptoms consistent with mental disorder continued to be true on their 

campuses, up from 91% of directors in 2010 (2013:4). Additionally, the 2008 National 

College Health Assessment survey of American post-secondary students revealed an 
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increase in the proportion of students reporting to have ever been diagnosed with 

depression from 10 to 15 per cent since 2000 (Hunt and Eisenberg 2010). The same 

survey was completed among Canadian post-secondary students for the first time in June 

2013, and revealed similarly concerning statistics, with 37% of respondents self-reporting 

having felt “so depressed it was difficult to function,” and 57% of respondents having felt 

“overwhelming anxiety” within the past twelve months (American College Health 

Association 2013:14). These feelings are consistent with those reported by individuals in 

the same age bracket within the general population. In the CAMH’s representative survey 

of indicators of Ontario adults’ mental health and wellbeing, just under ten per cent of 

individuals between the ages of 18 and 29 reported frequent feelings of mental distress 

(Ialomiteanu et al. 2014)3. Additionally, elevated distress levels were self-reported among 

13% of respondents in the same study, most frequently in the 18 to 29 age bracket 

(Ialomiteanu et al. 2014). 

While, as Hunt and Eisenberg (2010) note, “the near unanimity by which college 

mental health personnel report increasing numbers of serious mental health problems 

leaves little doubt that more [...] students than ever are coming into contact with campus 

health services,” it is important to recognize that the perceived increase in the prevalence 

of symptoms consistent with mental disorder among student populations may actually 

represent an increase in willingness to seek help, rather than a true increase in prevalence 

(5). Over the past few years, many post-secondary institutions have taken steps to 

encourage a stigma-free environment for students who may be struggling with mental 

health issues. The introduction of such initiatives may be contributing to changing 

                                                 
3 In the CAMH’s study, “Frequent Mental Distress” was measured by experiencing 

mental distress for 14 or more days over the past thirty-day period.   
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attitudes and encouraging a greater acceptance of help-seeking behaviours and mental 

health issues in general. Additionally, Kitzrow (2003) and Benton et al. (2003) caution 

that perceived trends of increases in both prevalence and severity of symptoms consistent 

with mental disorder may be based more on personal perceptions and biased clinical 

impressions rather than on concrete evidence. Benton et al. (2003) point out that Cornish 

et al.’s (2000) study, which examined counseling center clients’ distress levels over the 

course of six years, found no significant changes in symptom severity over time (66). In 

the absence of more recent objective, longitudinal trending data, it is difficult to 

determine true increases in the prevalence and severity of symptoms consistent with 

mental disorder among student populations. Additionally, if a true increase in prevalence 

has occurred, it may have resulted from an increase in the amount of students entering 

their post-secondary education with pre-existing mental health issues (as opposed to 

those issues forming as a result of stressors within the post-secondary context). 

Gallagher’s 2013 survey revealed that 88% of directors believe there has been a steady 

increase in the number of students arriving on campus who have already been prescribed 

psychiatric medication to treat symptoms consistent with mental disorder (4).  

Despite these conflicting reports, the fact remains that counselling centre staff 

continually report a perceived increase in the number of post-secondary student clients 

presenting with symptoms consistent with mental disorder, as well as the increasing 

severity of these symptoms. Additionally, the question remains as to whether the severity 

and/or prevalence of these symptoms of disorder can be, at least to some extent, 

attributed to factors specifically found within the post-secondary environment. 
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2.3 Determinants of Mental Health 

As discussed in Section 1.2, the concept of mental health is broad and inherently 

complex. As such, a variety of determinants with respect to mental health outcomes exist, 

particularly among the post-secondary student population, a varied group in and of itself. 

Sociodemographic factors, perceptions of contextual stressors within the post-secondary 

environment, attitudes towards, and use of, coping mechanisms, as well as perceived 

barriers to treatment, must all be considered when examining significant predictors of 

students’ self-reported mental health outcomes.  

Sociodemographic factors such as age, sex, marital status, and socioeconomic 

status have frequently been found to be significant predictors of mental health outcomes 

within the broader Canadian population (e.g., Pearson, Janz and Ali 2013; Sunderland 

and Findlay 2013; Government of Canada 2006; Public Health Agency of Canada 2002). 

Factors such as living arrangements, racial/ethnic origin, student status, and sexual 

orientation have also been identified as significant predictors of mental health outcomes 

within studies focusing on post-secondary student populations (e.g., Iarovici 2014; 

Masuda et al. 2010; Fritz, Chin and DeMarinis 2008; Buote et al. 2007; Mori 2000). A 

variety of contextual stressors unique to the post-secondary environment have been 

identified within the literature as perceived sources of stress for students. Among those 

identified are: difficulty adjusting to the increased academic expectations; the juggling of 

responsibilities with respect to social obligations, family, work and school; self-

perceptions of one’s abilities and skills; and adjustment to a significant environmental 

change, including the campus climate, curricula, and new social circles (e.g., Iarovici 

2014; Fritz, Chin and DeMarinis 2008; Buote et al. 2007; Oswald and Clarke 2003; 
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Jackson et al. 2000). Within the post-secondary context, many of these stressors may 

overlap and interact with one another, often resulting in amplified stress for students. 

This stress is often managed or mediated through the use of coping mechanisms, which 

can be either positive (i.e., seeking social support or professional treatment) or negative 

(i.e., abuse of alcohol or drugs as a method of distraction). Several studies have suggested 

that students may be less likely to employ positive coping mechanisms, such as seeking 

professional mental health treatment, due to a number of perceived barriers to help 

seeking. Identified barriers include: having a lack of faith in treatment effectiveness, lack 

of time, fear of stigma, feeling as though one’s feelings or problems do not require 

professional treatment, or feeling that stress is a normal, inherent part of the post-

secondary experience (Park, Attenweiler and Rieck 2012; Eisenberg, Golberstein and 

Gollust 2007; Givens and Tjia 2002). In the following sub sections, a more in-depth 

analysis of these determinants within the post-secondary context and their contributions 

to students’ mental health outcomes will be explored. 

 

2.3.1 Sociodemographic Factors 

A variety of sociodemographic factors have been identified in the literature as 

having a significant impact on the mental health outcomes of post-secondary students in 

terms of both the likelihood of experiencing symptoms consistent with mental disorder, 

as well as students’ willingness to seek treatment. While characteristics such as age and 

sex have consistently been identified as significant predictors of both mental and physical 

health outcomes, the impact of other factors such as ethnic origin, living arrangements, 

and sexual orientation are less clear. 
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Age has been identified as a key determinant of mental health among post-

secondary student populations in a variety of studies (e.g., Eisenberg et al. 2009; Crisp et 

al. 2005; Kisch, Leno and Silverman 2005). In particular, Jeffrey Arnett’s (2000) concept 

of “emerging adulthood” has been recognized as an important demographic characteristic 

concerning the study of mental health outcomes.  

Over the past decade, a notable gap has formed between the age periods 

traditionally known as adolescence and young adulthood. The continued widening of this 

gap has occurred as a result of several demographic shifts contributing to a delayed entry 

into adulthood, such as today’s later average age at first marriage and birth of first child. 

The proportion of young adults aged 25 to 29 who were never married rose from 26% in 

1981 to nearly three quarters (73.1%) in 2011, while the average mother’s age at the birth 

of her first child is 30 years (Statistics Canada 2013a). Additionally, increasing emphasis 

continues to be placed on pursuing post-secondary education, an endeavor that presents, 

on average, a four-year delay into adulthood. The widening of this gap gave way to the 

development of an in-between period, coined “emerging adulthood,” which encompasses 

ages 18-25 and carries with it greater expectations for both independence and 

responsibility (Arnett 2000:469).   

Emerging adulthood is distinct from both adolescence and ‘true’ adulthood: 

increased independence and responsibility distinguishes it from the former, while the lack 

of role permanence distinguishes it from the latter. Arnett (2000) argues that during 

adulthood, more permanent concrete roles, such as marriage, home ownership, and 

parenthood become more salient. In the absence of these roles, emerging adulthood 

allows for more demographic variability and exploration in multiple areas of one’s life 
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(Arnett 2000:469). Emerging adulthood is a culture-bound phenomenon, unique to 

industrialized societies (Iarovici 2014:18). It is a period during which individuals explore 

their identities, worldviews, and possibilities. Arnett (2000) uses Talcott Parson’s concept 

of the “roleless role” to refer to this exploratory nature of emerging adulthood, where 

individuals are not yet constrained by the permanent role requirements typically found in 

adulthood (471). Despite their “roleless role,” emerging adults often spend this period 

working towards goals that will ensure role permanence in the future. This is reflected in 

a variety of ways, including: emerging adults’ pursuit of post-secondary education in an 

effort to secure gainful future employment; exploration of more intimate romantic 

relationships in search of a life partner; and pursuing employment opportunities that not 

only provide an income, but provide work experience that may pave the way for one’s 

future career. 

As part and parcel of the mentality of exploration and possibility, coupled with 

increased freedom and a lack of concrete responsibility, emerging adults often engage in 

risky behaviour. Risk behaviour is often attributed to adolescence, however, many studies 

report risk behaviour reaching a peak during ages that actually fall within the confines of 

Arnett’s emerging adulthood (Arnett 2000:475). While adolescents are often held 

accountable for their actions by parents, teachers, and other authority figures, the 

newfound freedom and independence associated with emerging adulthood, coupled with 

a lack of potential consequences, can naturally lead to an increase in the tendency to 

engage in risk behaviour. The idea of surveillance of one’s actions returns again during 

adulthood, when more permanent roles, such as parenthood or career responsibilities 

seldom create opportunities where risk behaviour is not met with consequence.  
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The importance of addressing mental health issues during the period of emerging 

adulthood is supported by national data from the 2012 CCHS, which revealed that 

individuals between the ages of 15 and 24 were more likely to self-report symptoms 

consistent with mental disorder than any other age group (Sunderland and Findlay 2013). 

An estimated one in five individuals aged 12-24 suffers from a mental disorder every 

year, many of which go undiagnosed and untreated (World Health Organization 

2014:23). More importantly, the onset of initial symptoms consistent with mental 

disorder has been noted in a variety of studies to occur during late adolescence (e.g., 

Wyatt and Oswalt 2013; Whitehill, Brockman and Moreno 2012; Hunt and Eisenberg 

2010; Storrie, Ahern and Tuckett 2010; Kessler et al. 2005). Findings of the 2006 CCHS 

support this, wherein 19.8% of respondents between the ages of 15 and 24 met the DSM-

IV’s criteria for a mood or anxiety disorder (Government of Canada 2006:33). The 

highest prevalence of these disorders in the last 12 months was found among young 

Canadians in the same age group (Government of Canada 2006:33). These statistics 

remained steady in the 2012 CCHS, where individuals aged 15 to 24 again reported 

significantly higher rates of symptoms consistent with mental disorder than did the rest of 

the population (Pearson, Janz and Ali 2013). Not only does emerging adulthood 

encompass the years during which initial symptoms consistent with mental disorder most 

frequently emerge, it also consists of the years during which young Canadians are the 

most likely to attend some form of post-secondary education. According to Statistics 

Canada, 857,040 20-24 year olds reported attending post-secondary education during the 

2012-2013 academic year (Statistics Canada 2014). Based on this data, a large proportion 

of emerging adults in Canada attend some form of post-secondary education, presenting 
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researchers with a unique opportunity to address mental health treatment needs for a large 

and varied population. Studies included in this review which focused on analyzing post-

secondary student mental health outcomes evaluated samples where ages fell almost 

exclusively within the period of emerging adulthood, and did not report further results on 

age differences (e.g., Eisenberg et al. 2012; Blanco et al. 2008; Eisenberg et al. 2007b). 

Additionally, larger scale studies where more diverse age groups were included in the 

samples consistently reported emerging adults having experienced worse mental health as 

compared to other age groups (e.g., Sunderland and Findlay 2013, Kessler et al. 2005; 

Benton et al. 2003). As a result, age is a key demographic factor in determining the 

mental health outcomes of post-secondary students.  

 Sex has also been identified as a significant sociodemographic predictor of mental 

health outcomes (e.g., Simon 2014; Gallagher 2010; Hunt and Eisenberg 2010; Eisenberg 

et al 2007b; Hyun et al. 2006). Within the available literature, sex has been shown to 

determine three main outcomes: type of mental disorder, methods of coping, and 

likelihood of help seeking. 

Large-scale studies have found that nationally, women are more likely than men 

to suffer from mood and anxiety disorders. In the 2012 CCHS, among emerging adults, 

9% of women self-reported symptoms consistent with depression as compared to 5.3% of 

men (Pearson, Janz and Ali 2013). Similar data were found in smaller-scale studies 

focusing on post-secondary populations in North America (Eisenberg et al. 2007b; 

Government of Canada 2006; Hyun et al. 2006). Hyun et al.’s (2006) study found that 

women in graduate school experienced significantly higher levels of stress and role 

conflict than their male counterparts, and were more likely to suffer from stress or 
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emotional-related problems (249). Additionally, the Healthy Minds Study, a survey 

conducted in the United States to evaluate the state of American post-secondary students’ 

mental health, revealed that women were more than twice as likely to self-report 

symptoms consistent with anxiety than were men (Eisenberg et al. 2007b:537). Young 

women have also been found to be more likely than young men to experience mood and 

eating disorders (Government of Canada 2006:3). These empirically based differences 

between men and women may reflect conflicting, gendered social expectations and life 

challenges concerning women in Canadian society, such as earning a lower average 

income, and balancing careers with childcare (Government of Canada 2006:3).  

In her analysis of the continued significance of gender with regard to mental 

health and emotional wellbeing, Simon (2014) identifies three main hypotheses 

sociologists have developed regarding this phenomenon: the “exposure hypothesis,” the 

“vulnerability hypothesis,” and the “gendered-response hypothesis.” The “exposure 

hypothesis” argues that women are more exposed to role-related stress than are men. 

Early work on the exposure hypothesis argued that the source of stress for women was a 

result of their socially expected role as homemaker, described as “a restrictive, socially 

isolating, and devalued social position [offering] women little opportunity for self-

fulfillment, social interaction with other adults, and financial independence” (Simon 

2014:24). As women entered the workforce, the exposure hypothesis was reevaluated, 

arguing that women continue to experience inequitable role-related stress as a result of 

having to multitask as an employee and homemaker, as well as taking on the majority of 

the childrearing duties (Simon 2014:25-26). In short, this hypothesis looks to the 
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structural inequalities in the home and workplace as an explanation for the disparity of 

symptoms consistent with mental disorder between men and women.  

In contrast, the “vulnerability hypothesis” argues that women are more vulnerable 

to the impact of stress than are men. This hypothesis argues that women are more 

emotionally reactive to stress, and tend to employ emotionally-focused coping 

mechanisms (Simon 2014:27). This emotional reactivity results in comparatively poorer 

mental health in women than in men. Research regarding the vulnerability hypothesis has 

produced inconsistent findings. As a result, this hypothesis is not frequently used to 

explain persistent gender inequality with regard to mental health outcomes. The 

prevalence of women’s struggles with mental disorder is of particular importance 

concerning the mental health outcomes of post-secondary students, given that the most 

recent available statistics indicate that women account for well over half (59%) of 

Canada’s post-secondary student population (Statistics Canada 2013). 

The “gendered-response hypothesis” was developed as a result of the 

vulnerability hypothesis’ inability to explain the gender gap in mental health outcomes. 

This hypothesis argues that men and women express distress and respond to stress by 

displaying symptoms consistent with specific mental health issues. It attempts to identify 

which particular stressors have a greater distressing impact on males and females, as well 

as how this distress is expressed, correcting earlier one-dimensional notions of females 

suffering from mental disorders more than males overall (Robin 2014:33).  

Despite the demonstrated structural gendered inequalities and social expectations 

that have a negative effect on women’s distress levels, it should be noted that gendered 

social expectations exist for men as well. Robin (2014) notes that, “the failure of studies 
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to examine male-typical expressions of psychological disturbance has resulted in 

overestimates of women’s distress and psychological vulnerability and underestimates of 

men’s” (29).  Young men may be more unwilling than young women to admit their 

struggle with mood or anxiety disorders due to the stereotypical social expectations 

associated with masculinity (Government of Canada 2006:3). While women have been 

found to suffer from mood and anxiety disorders, men have frequently been found to 

struggle with substance abuse disorders. The 2002 CCHS found that men were 2.6 times 

more likely than women to meet the criteria for substance dependence (Government of 

Canada 2006:32). This data remained steady in the 2012 CCHS, where men were 

significantly more likely to screen positive for substance dependence than women, 

particularly among those in the 15 to 24 age bracket (Pearson, Janz and Ali 2013). This 

finding is complemented by the fact that men are less likely to seek treatment than are 

women and are more likely to engage in risk behaviour such as substance abuse as a 

maladaptive form of coping (Hyun et al. 2006:255). Studies show that the lowest rates of 

treatment seeking are found among individuals suffering from drug and alcohol use 

disorders (Blanco et al. 2008). Consequently, this finding may explain the low likelihood 

of help seeking found among males. In keeping with the tendency towards risk 

behaviour, men are also more likely to be at risk for suicidal ideation and suicide 

completion, despite women showing a greater prevalence of major depression and other 

mental disorders (Hunt and Eisenberg 2010:4). This finding further emphasizes the 

earlier suggestion that symptoms of mental disorder among men may simply be severely 

underreported as a consequence of societal pressures and gendered ideals regarding 
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masculinity. The greater risk of suicide among males may also be partially explained by 

their non-use of available treatment options.    

Among the studies included in this review, the majority consistently found that 

women reported struggling with mental disorder at greater frequency than did men (e.g., 

Hunt and Eisenberg 2010; Hefner and Eisenberg 2009; Hyun et al. 2006). However, 

Blanco et al.’s (2008) study found the opposite. This result may be explained by the fact 

that Blanco et al.’s study included all Axis I Psychiatric Disorders as defined by the 

DSM-IV, including substance abuse. As males are far more likely to report issues with 

substance abuse disorders, this may explain the statistical difference reported by the 

authors, where 52% of men reported suffering from a psychiatric disorder as compared to 

nearly 48% of females (Blanco et al. 2008:1434). Eisenberg et al. (2007b) found that 

males and females reported the same percentage of “Any depression,” but women were 

more likely to report “Major depression” than were men (538). In the same study, women 

remained far more likely than men to self-report symptoms consistent with anxiety 

disorders (538). Furthermore, more women reported functional impairments (e.g., poor 

academic performance, missing obligations due to mental health related issues), and 

suicidal ideation (Eisenberg et al. 2007b:538). 

Both ethnic origin and international student status have been identified as 

significant predictors of mental health outcomes in a variety of studies (e.g., Brown, 

Donato, Laske and Duncan 2013; Blanco et al. 2008; Fritz, Chin and DeMarinis 2008; 

Mori 2000; Hyun et al. 2006; Byrd and McKinney 2012). These two demographic 

characteristics are closely related and have been found to determine both the quality of 

students’ mental health as well as perceived barriers to seeking treatment.  
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Studies have noted that international students often suffer from anxiety when 

faced with challenges associated with adapting to a new culture (Fritz, Chin and 

DeMarinis 2008:245), as well as adapting to North American educational systems (Mori 

2000:138). Obstacles such as language barriers, being faced with cultural and social 

differences, as well as being largely unable to work are each sources of stress for 

international students (Iarovici 2014; Fritz, Chin and DeMarinis 2008; Mori 2000). 

Students who are either unable to work, or whose ability to work is greatly restricted as a 

result of their international student status, often find themselves in precarious financial 

circumstances, which produces a stressful environment (Mori 2000:137). Language 

barriers are common obstacles for international students, and can become particularly 

cumbersome when attempting to develop ties with other students. The development of 

friendships and social support networks with other international, co-national, and local 

students often facilitates a smoother transition or adjustment period for foreign students 

(Fritz, Chin and DeMarinis 2008:245). Developing ties with local students in particular 

may assist international students struggling to adapt to new cultural norms and values. 

International students may experience feelings of isolation and loneliness, which have the 

potential to manifest as symptoms of mental disorder in the event that they are unable to 

form a sufficient social support system away from home. Iarovici (2014) notes that 

international students are more likely to struggle with suicidal ideation, grief, loneliness, 

and academic concerns, in addition to expressing intense homesickness (80-81). 

International students attending post-secondary education in Canada are visiting 

from a variety of countries and continents, where social norms and values may differ 

significantly from those of the Canadian landscape. As a result, students may struggle 
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more with certain aspects of the Canadian culture, based on their ethnic background or 

country of origin. For example, in Fritz, Chin and DeMarinis’ (2008) study, Asian 

students identified “forming new friendships” as source of major stress, while European 

students reported that “being away from family” was the most difficult (250). 

Additionally, Asian students reported significantly higher levels of anxiety than any other 

ethnic group (Fritz, Chin and DeMarinis 2008:249).  

Ethnic patterns are also observed in the use of mental health treatment services. 

Though efforts have been made across Canada to eradicate the stigma associated with 

mental disorder and the use of available mental health treatments, the topic of mental 

health remains fairly taboo in many other areas of the world. Iarovici (2014) notes that 

some studies show counselling and treatment utilization rates as low as 2% among 

international students (79). Students who originate from countries where mental health is 

highly stigmatized may find their struggles with symptoms consistent with anxiety and/or 

depression amplified. Eisenberg et al. (2009) found that relative to Caucasian students, all 

other ethnic categories reported a higher level of perceived stigma (530). This perceived 

stigma negatively affects students’ use of mental health treatment services, and has led to 

a low rate of help seeking among international students in general (Eisenberg et al. 

2009:536; Hyun et al. 2006:262). A recent study observing African students’ attitudes 

towards mental health importantly identified that the dominant methods of mental health 

treatment in North America are Euro-centric in nature (Masuda et al. 2014:116). 

Conversely, medical methods used in many African countries to address mental health 

issues including mindfulness, psychological flexibility, and acceptance-based treatments, 

are sparingly used in North America and largely referred to as ‘third wave’ behavioural 
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treatments, considered second best to traditional therapy (Masuda et al. 2014:116). While 

Euro-centric style therapy may prove effective in North America, students raised in 

cultures where self-concealment and avoidance of personal disclosure in favour of 

privacy are highly valued may find that the mental health treatment options made 

available to them in Canada are culturally insensitive.  

In addition to age, sex, ethnic origin, and international student status, other 

demographic factors, such as marital status, living arrangements, socioeconomic 

status, and sexual orientation have also been identified as significant predictors of 

mental health outcomes among post-secondary students. In a variety of studies, 

participants who reported being married or in a common-law relationship were found to 

have significantly better mental health (e.g., Blanco et al. 2008; Hyun et al. 2006; Kisch, 

Leno and Silverman 2005; Benton et al. 2003). Complementary findings have also been 

reported within the broader population, where marriage has consistently been correlated 

with better health, both mentally and physically (Margolis and Myrskylä 2010; Wood, 

Goesling and Avellar 2007). 

Buote et al. (2007) found that students’ living arrangements were significant 

predictors of their mental health outcomes with regard to the level and value of social 

support students received. Students who lived in campus residence (or in off-campus 

housing with other students) were found to have higher levels of openness to new 

friendships, and as a result, built up a greater immediate social support network at 

university than did “commuter” students who lived off campus alone or with family 

members (Buote et al. 2007:676). Individuals with more stable and functional social 

support networks are more likely to have positive mental health outcomes, a topic that 
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will be explored further in Section 2.3.3. As individuals enter into emerging adulthood, 

parental influence tends to lessen, and peers become a key source for social support, 

values, and sense of belongingness (Irons and Gilbert 2005:325-6). However, it is also 

possible that the reliable social support offered by family may have a buffering effect on 

the potential emergence of symptoms consistent with mental disorder, particularly for 

those experiencing stress produced by environmental maladjustment (i.e., struggling to 

form new relationships and friendships with fellow students). Moving away from one’s 

childhood home has been noted to trigger feelings of homesickness and loneliness among 

first-time post-secondary students (Paul and Brier 2001:78). However, Paul and Brier 

(2001) note that a preoccupation with “pre-college” life (e.g., remaining in one’s family 

home, maintaining high school or childhood friendships) may also lead to challenges 

with forming new relationships in the post-secondary setting, and with integrating these 

new relationships with the old (78).  

Higher socioeconomic status and financial confidence have also been identified as 

significant predictors of positive mental health outcomes for students (Blanco et al. 2008; 

Hyun et al. 2006). Individuals with a higher socioeconomic status tend to report more 

positive mental health due to their ability to meet basic needs and cope with unexpected 

costs (Government of Canada 2006:10). Conversely, a lower socioeconomic status and 

inadequate income may result in poor living conditions, unsafe housing, and an inability 

to provide for one’s basic needs (Government of Canada 2006:10). Each of these factors 

is likely to produce a stressful environment and put significant strain on one’s mental 

health.  
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Lastly, sexual orientation has occasionally been identified as a potential 

determinant of post-secondary students’ mental health outcomes. Students who do not 

identify as heterosexual tend to experience poorer mental health (Byrd and McKinney 

2012; Cook 2007; Kisch, Leno and Silverman 2005). Given that emerging adulthood 

consists of the years during which individuals are actively navigating identity exploration 

and self-discovery, it stands to reason that many students may still be struggling with 

new-found sexualities. Coming to terms with such realizations may be a significant 

source of stress for some. Despite substantial movements towards the acceptance of 

lesbian, gay, bisexual and transgender (LGBT) students over the past two decades, 

members of the LGBT community continue to face discrimination and harassment on 

some campuses (Iarovici 2014:86). Conflicting attitudes over LGBT rights and 

acceptance in our society continue to negatively affect emerging adults’ mental health 

and wellbeing, particularly for those who are newly discovering what gender and 

sexuality mean to them. Sexual minority status has been recognized as a risk factor for 

both depression and suicidal ideation. A study by Grossman and D’Augell in 2007 found 

that one in five gay college students had attempted suicide (Iarovici 2014:88). 

2.3.2 Perceived Contextual Stressors 

Making the transition from high school to a post-secondary institution can be a 

stressful experience. Throughout this adjustment, students experience a variety of 

changes to their immediate environment, including shifts in living arrangements, social 

circles, access to transportation, as well as to regular amenities, such as laundry and 

groceries. Additionally, there is often a significant increase in academic expectations and 

workload as compared to students’ previous experience in secondary school. In some 
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cases, the multitude of stressors found within the post-secondary environment may 

interact unpredictably with one another, potentially causing role strain and amplifying 

students’ stress levels. If this stress is not mediated by effective coping mechanisms, 

students may experience severely deteriorated mental health and/or face the risk of 

experiencing symptoms consistent with mental disorder. Stressors exist at both the 

individual and institutional levels within the post-secondary context. The individual level 

refers to students’ academic adjustments to post-secondary education, as well as self-

perceptions of their skills and abilities, while the institutional level refers to the academic 

setting, including the campus climate, along with academic curricula and performance 

expectations (Byrd and McKinney 2012:186). Within the post-secondary context, these 

two levels frequently interact with one another. Furthermore, students who arrive at 

university with a history of pre-existing symptoms consistent with mental disorder may 

find their mental health deterioration exacerbated by the added pressure of post-

secondary life (Cook 2007:42). As a result of these complex perceived contextual 

stressors, many students find the transition to post-secondary education to be the most 

stressful adjustment phase in their life (Oswald and Clark 2003:188).  

Difficulty in keeping up with academic work has been cited as one significant 

source of stress for first-year post-secondary students in particular (Pancer et al. 

2000:39). Students experience significant changes to both the quantity and difficulty of 

their academic workload, in addition to higher expectations for preparedness and 

individual management of priorities. Many university-level assignments require a great 

deal of preparation in the form of assigned readings and individually led research. In 

addition to these challenges, students experience a substantial decrease in the guidance 
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provided by professors, as compared to the support often provided by secondary school 

teachers. Students suddenly find themselves responsible for budgeting their own time in 

order to complete academic work and meet demanding assignment deadlines, skills that 

perhaps have not yet been very well developed. New students have a limited transition 

period during which they can become accustomed to their new post-secondary 

environment as well as to this new level of personal responsibility; as such, many 

experience difficulty in adjusting to their newfound independence (Pancer et al. 2000:39).  

In addition to difficulty in adjusting to an increased academic workload, students 

also face the challenge of managing their time between academic obligations and those 

outside of the academic setting, such as work, social engagements, and relationships with 

friends, family, and significant others. Balancing these obligations can result in a great 

degree of role strain for any individual, let alone an emerging adult who is still 

developing his or her ability to multitask. National level data support that young women 

and men between the ages of 15 and 24 find school obligations, time pressure, work 

situations, finances, and personal relationships to be major sources of stress (Government 

of Canada 2006:8).  

In addition to maintaining a demanding class schedule, many post-secondary 

students are required to work in order to pay for expenses as they become accustomed to 

their increased financial independence as emerging adults. Hyun et al. (2006) found that 

financial confidence was a significant contributor to students’ emotional wellbeing (260). 

Additionally, students are often faced with having to pay off student loans following 

graduation. During the 2012-2013 academic year, the Canada Student Loans Program 

provided over $2.5 billion in loans to 472,167 full-time post-secondary students, where 
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the average recipient received a loan worth $5,435 (Government of Canada 2014). The 

vast majority of borrowers were university students (as opposed to students at colleges or 

private institutions) at the undergraduate level of study (Government of Canada 2014). In 

keeping with the average student loan value per academic year, students relying on loans 

to fund their post-secondary education are likely to accumulate upwards of a minimum of 

$20,000 worth of debt by the end of their undergraduate degree. With this debt waiting 

for them at the end of their post-secondary career, many students find themselves 

working part-time jobs in addition to managing academic demands. Over the past 35 

years, the employment rate of full time postsecondary students increased from 

approximately one in four to just under one in two, with the average time spent at work 

hovering around sixteen hours per week (Marshall 2010:7-8). Struggling to fulfill the 

needs of one’s role as a student in addition to that of an employee can produce significant 

stress as a result of role conflict. 

The stress that results from struggling to balance obligations at both work and 

school is further compounded by difficulty in keeping up with one’s social life and 

maintaining relationships. Several studies have found that both a lack of frequent 

socializing and loss of friendships can cause emotional distress (Buote et al. 2007; 

Oswald and Clark 2003; Paul and Brier 2001). Particularly for young undergraduate 

students, the loss of frequent socialization with pre-college friends with whom they grew 

up can produce emotional distress, and can sometimes lead to decreased interest in 

forming new relationships and an overall maladjustment to the post-secondary 

environment (Oswald and Clark 2003:188). Buote et al. (2007) refer to this emotional 

response to the loss of pre-college friends as “friendsickness.” College students who 
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remain preoccupied with their pre-college network of friends may also experience 

difficulty in forming new friendships (Paul and Brier 2001:78). It is important to note that 

in some cases, the loss of pre-college friends not only suggests a loss of social support, 

but also the loss of an outlet where one can comfortably socialize and relieve stress. 

Losing that one familiar part of life amidst the great amount of change involved in the 

transition to post-secondary education can be a major challenge, particularly for more 

introverted students who may be less comfortable in attempting to form new friendships 

in a new environment. Forming new relationships can cause a great deal of stress for 

many students, especially those who may have left home for university, leaving behind 

their friends and family, who formed their social support system throughout high school 

(Byrd and McKinney 2012:186).  

 An additional stressor for post-secondary students lies in their adjustment to a 

new environment. The post-secondary environment differs greatly from that of secondary 

school, potentially resulting in a form of environmental “culture shock” for new 

undergraduate students. Post-secondary campus environments often consist of a much 

larger student body than students have yet experienced. Additionally, post-secondary 

student bodies are also often more diverse than the average Canadian secondary school, 

in part due to the number of students in attendance. Significant environmental changes in 

terms of housing arrangements and lifestyle, including access to basic amenities, are also 

felt by first-time university students. Many students experience sharing a living space 

with people other than family members for the first time, while others take on the new 

responsibility of paying rent and other living expenses (Cook 2007:42). Byrd and 

McKinney’s (2012) study found that maladjustment to changes in lifestyle and housing 
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arrangements had adverse effects on students’ overall health outcomes (186). While some 

new students struggle with adjusting to having taken up residence within the post-

secondary environment, commuter students, perhaps still living with their parents, may 

feel as though they are missing out on a key part of the post-secondary experience while 

witnessing other students hit milestones like living in residence or renting their first 

apartment. In this case, commuter students may experience a disconnection from the 

post-secondary environment, or feelings of alienation from the “complete” university 

experience. 

While commuter students may struggle with feelings of being left out of the 

student culture, students living on or near campus may experience issues with adapting to 

and navigating the campus climate. Traditionally, excessive alcohol consumption, 

experimentation with illegal substances, and late night parties (and even “pre-partying”) 

are common elements of the North American post-secondary campus climate (Iarovici 

2014; DiRamio and Payne 2007; Pederson et al. 2007). A student who is uninterested in 

participating in these activities may experience feelings of isolation or discomfort in their 

residence building where these behaviours are regular occurrences. Pressure to “fit in” 

may also produce feelings of anxiety among students in these circumstances. A study 

involving in-depth interviews conducted among Canadian first-year university students 

found that those who were struggling with adjusting to environmental changes reported 

feeling as though they were “abnormal” for not being able to find enjoyment in university 

life, as was “expected” of them (Buote et al. 2007:685). In some cases, these feelings of 

abnormality exacerbated the stress students were already feeling. Students struggling 

with other environmental issues, such as racism, gender-related issues, and sexual 



 43 

orientation may find the campus climate to be that much more turbulent and stressful. 

Not surprisingly, Byrd and McKinney’s (2012) study found that students who had more 

negative experiences with the campus climate were more likely to experience poor 

mental health and lower satisfaction with the post-secondary institution itself. 

Institutional satisfaction, though weaker, was also a significant correlate of better mental 

health in students (Byrd and McKinney 2012:191). 

Unrealistic expectations of what university life entails has also been documented 

as a source of stress for some students (Pancer et al. 2000). The transition to a post-

secondary environment can be stressful, particularly for those whose expectations of “the 

university experience” are unclear or misinformed. Mis-alignment between expectations 

of university life and reality often lead to distress, maladjustment and mental health 

deterioration among students, particularly those in their first year (Pancer et al. 2000:39). 

Pancer et al.’s (2000) longitudinal study of students’ adjustment to Wilfrid Laurier 

University in Ontario found that students who had more information about university life 

prior to arriving, and who had a more complex array of expectations of their experience, 

were more likely to make a smoother, healthier transition to their post-secondary 

institution (53). 

Byrd and McKinney (2012) note that not only is it necessary to understand how 

the immediate environment influences students’ development and adjustment, but also it 

is key to consider broader influences as well (191). In the sections that follow, students’ 

attitudes towards and use of coping mechanisms will be addressed, in addition to the 

effects of perceived barriers to seeking treatment.  
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2.3.3 Coping Mechanisms 

The stress felt by post-secondary students can be mediated by employing effective 

coping mechanisms. Coping is defined as “the process of attempting to manage the 

demands created by stressful events that are appraised as taxing or exceeding a person’s 

resources” (Taylor and Stanten 2007:378). Coping mechanisms are the resources used to 

attempt to manage feelings of stress, and can be employed in both adaptive and 

maladaptive ways. Understanding students’ use of these coping mechanisms, as well as 

perceived barriers to treatment (see Section 2.3.4) is key to developing treatment 

programs and services that will best serve students’ mental health needs. Byrd and 

McKinney’s (2012) study found that students’ abilities to use effective coping 

mechanisms had the largest influence on mental disorder and produced the greatest 

change in mental health outcomes (189).  

Individuals can employ both positive and negative coping mechanisms in attempts 

to buffer stress. Positive coping mechanisms are generally healthful behaviours, marked 

by “taking direct action or confronting emotional responses to a stressor” or problem 

(Taylor and Stanten 2007:378). Examples of positive coping methods include seeking out 

social support from friends or family, looking for constructive solutions to the issue (e.g., 

reducing hours at work or increasing time spent studying), or seeking counselling or 

treatment from a mental health professional. Negative methods of coping are less 

constructive and are less likely to culminate in a resolution to the problem. These 

methods are often “marked by avoidance, such as withdrawal or denial” (Taylor and 

Stanten 2007:378). The abuse of alcohol and other substances, dangerous driving, 

excessive spending, and other risk behaviours fall into this category.  
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Sociologists have long documented the importance of social cohesion and of 

feeling a sense of integration and belongingness within one’s community. In his notable 

work, Suicide (1897), Émile Durkheim identified both egoistic and anomic suicide as 

being symptomatic of a lack of social support. Egoistic suicide results from an absence of 

a sense of belonging and integration, where an individual becomes increasingly detached 

from others in his or her community (Durkheim 1951:209). Durkheim referred to this 

phenomenon as “excessive individualism” (Durkheim 1951:209). Anomic suicide results 

from feeling a lack of social direction, or being unable to find a place within one’s 

community (Durkheim 1951:258). Durkheim’s findings regarding suicide can be 

extended to recent research findings on the impact of social support, a key positive 

coping mechanism, on mental health outcomes. For example, a variety of American 

studies have documented the positive effects of social support on post-secondary 

students’ mental health outcomes (e.g., Whitehill, Brockman and Moreno 2013; Byrd and 

McKinney 2012; Hefner and Eisenberg 2009; Irons and Gilbert 2005). These findings are 

not surprising: after all, a strong social support system, particularly for first-year students, 

can encourage a healthy adjustment to the post-secondary environment. Students face 

challenges in becoming accustomed to accessing health resources and navigating the 

post-secondary environment, often in the absence of friends and family who formed their 

support structure throughout secondary school (Whitehill, Brockman and Moreno 

2012:122). The increased freedom and independence from parents characteristic of 

emerging adulthood often results in friendships becoming essential to post-secondary 

students’ networks of social support (Irons and Gilbert 2005:325-6). These friendships 

also become prominent when considering help seeking for health-related issues (Wilson 
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and Dean 2010:293). Therefore, students who move away from home to pursue their 

post-secondary education, leaving lifelong friends behind, may feel that they have a lack 

of social support in their new environment. Introverted students who find it difficult to 

form new friendships may harbor similar feelings, resulting in a mingling of 

friendsickness, in addition to feelings of alienation and general trepidation regarding 

post-secondary education.  

Hefner and Eisenberg (2009) emphasize the importance of recognizing structural 

versus functional social support, noting that, “structural support refers to the existence 

and quantity of relationships, whereas functional support refers to the perceived quality 

of [those] relationships” (491). Hefner and Eisenberg’s study of over 1,300 students at a 

large university in the United States revealed that the positive effects of social support 

were most effective when the support provided was highly functional. The probability of 

displaying symptoms consistent with a possible depressive or anxiety disorder was 

significantly higher for individuals who reported having low quality social support 

(Hefner and Eisenberg 2009:494). Overall, functional support proved to have more of an 

impact on mental health outcomes than did structural support, though both impacted the 

probability of developing a mental disorder (496). Hefner and Eisenberg’s findings 

indicate that the quality of social support is just as, if not more, important than having 

that network at one’s disposal. Having access to a high quality social support system may 

aid students in finding ways to constructively address stressors within the post-secondary 

environment. Additionally, a supportive social network may be more likely to encourage 

and support a student’s decision to seek counseling from a mental health professional, 

alleviating the student’s fear of judgment or stigma.  
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  An unsupportive social network can sometimes cause individuals to engage in 

negative, or avoidance-oriented coping mechanisms. This style of coping can, in many 

cases, involve damaging activities such as alcohol and substance abuse, or other risk 

behaviours. Studies have documented both emerging adults’ tendencies towards risk 

behaviours (Iarovici 2014; Barrett, Darradeau and Pihl 2006; Paschall 2002), as well as 

students’ tendencies to engage in alcohol and drug abuse, smoking, and excessive 

spending during times of stress (Cook 2007:42). In many cases, employing negative 

coping mechanisms such as these to buffer stressful circumstances can actually have the 

opposite effect, producing more stress-related thoughts and emotions (Taylor and Stanten 

2007:383). Individuals who lack coping resources, such as high self-esteem, sense of 

mastery, optimism, and self-efficacy, are more likely to employ maladaptive coping 

mechanisms.  

Though many students may arrive at university with underdeveloped coping 

mechanisms, university counseling centres can often aid in supporting the development 

of positive and effective coping methods. However, the literature shows a significantly 

low rate of help seeking among post-secondary students, indicating that barriers or 

obstacles must exist for students when attempting to reach out for treatment.  

2.3.4 Barriers to Treatment 

The 2012 CCHS revealed that more than one in six Canadians aged 15 years or 

older experienced a need for mental health care within the past 12 months: an estimated 

1.6 million Canadians reported that their need went either partially, or entirely unmet 

(Sunderland and Findlay 2013:7). Wilson and Deane (2010) note that in the broader 

population, epidemiological research has demonstrated that just 25% of youth struggling 
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with mental health issues seek professional care (292). Similar findings have been 

reported among post-secondary student populations. A comprehensive study of over 

5,000 students at a large, midwestern university in the United States revealed that only 

36% of respondents who reported suffering from symptoms consistent with depression 

had received treatment in the past twelve months, despite free and readily available 

mental health treatment services on campus (Eisenberg, Golberstein and Gollust 

2007:598). Similarly, Rosenthal and Wilson’s (2008) study of help seeking behaviours 

among a sample of 1,000 American undergraduate students found that only 25% of 

respondents who reported having experienced significant mental distress in the past six 

months had sought treatment (64). A smaller-scale study exploring students’ perceived 

barriers to treatment in the USA found that only 22% of respondents who showed 

symptoms consistent with depression reported having used mental health services 

(Givens and Tjia 2002:920). 

Accessing effective treatment can significantly reduce the long-term impacts of 

mental health issues (Wilson and Deane 2010:292). As such, it is important that 

individuals struggling with deteriorating mental health, or with symptoms consistent with 

mental disorder, have access to appropriate mental health care. The results emphasize an 

apparent disconnection between students’ need for treatment and guidance and their help 

negation, or “refusal or avoidance [to seek] help” (Wilson and Deane 2010:292). Many 

studies have suggested that this disconnection exists as a result of students perceiving 

there to be a variety of barriers to seeking treatment, such as a fear of being stigmatized 

(e.g., Wyatt and Oswalt 2013; Hyun et al. 2006; Crisp, Gelder, Goddard and Meltzer 

2005; Givens and Tjia 2002). Others have suggested that a prominent barrier to students 
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seeking mental health care results from a lack of knowledge regarding available services, 

both on and off campus (e.g., Wilson and Deane 2010; Eisenberg, Golberstein and 

Gollust 2007).  

Stigma is the most often cited barrier to seeking professional treatment for mental 

health issues. Despite recent efforts by a variety of institutions to eradicate fear of stigma 

and foster supportive post-secondary environments (see Section 2.4), fear of stigma 

remains one of the leading barriers to treatment (Wilson and Deane 2010:301). Students’ 

concern with friends and family’s perceptions of their decision to seek mental health 

treatment has also been identified as an important barrier to help seeking in a number of 

studies (e.g., Wyatt and Oswalt 2013; Crisp et al. 2005). Givens and Tjia’s (2002) study 

found that students hoping to secure a career in prestigious fields, such as medicine or 

law, expressed concerns regarding confidentiality, fearing that post-secondary admissions 

offices, as well as future employers, may perceive them to be weak candidates for 

traditionally high-stress occupations as a result of having sought treatment for mental 

health issues in the past (918). Threat of academic jeopardy in particular was found to be 

an important obstacle for medical students considering treatment for symptoms consistent 

with depression (Givens and Tjia 2002:920). Additionally, international students have 

identified cultural stigma against the use of mental health services and the accompanying 

lack of understanding among family and friends as a significant barrier to help seeking 

(Hyun et al. 2006:262). Here, the importance of having strong, functional social support 

networks returns as a key determinant of mental health outcomes. Wilson and Deane 

(2010) note that, “people are more likely to seek help when they recognize that they have 

a mental health problem, and have the knowledge, skills, and encouragement to seek 
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help” (293). Through this encouragement, members of students’ social networks play a 

significant role in promoting help seeking behaviour. Crisp et al. (2005) undertook a 

survey of public opinion in 2000, and again in 2005, in order to gauge the stigma against 

mental disorder. Interestingly, the survey results showed that respondents who identified 

as having known an individual who suffered from anxiety or depression were much less 

likely to have an overall negative opinion of the disorder (Crisp et al. 2005:110). 

In addition to stigma, a variety of other perceived barriers to treatment have been 

identified by students, including: lack of time (e.g., Givens and Tjia 2002); a lack of 

perceived need for help, or the feeling that stress is a normal, inherent part of the post-

secondary experience (e.g., Whitehill, Brockman and Moreno 2012; Wilson and Deane 

2010; Cook 2007; Eisenberg, Golberstein and Gollust 2007); and a lack of faith in 

treatment quality and/or effectiveness (e.g., Wilson and Deane 2010; Eisenberg, 

Golberstein and Gollust 2007; Givens and Tjia 2002). Park, Attenweiler and Rieck 

(2012) conducted a study to assess the perceived barriers to treatment among nearly four 

hundred post-secondary students using student-generated lists of treatment fears and 

obstacles. Students were asked to imagine a scenario wherein they were considering 

seeking professional help for a mental health issue. They were then asked to identify the 

most significant obstacles they perceived there to be when deciding whether or not to 

pursue treatment. From these responses, the researchers constructed the Mental Health 

Treatment Fears and Obstacles inventory (MHTFO), wherein the identified barriers were 

as follows: ‘Fear of Therapy’ (fear of speaking with therapist, or fear of consequences of 

therapeutic process); ‘Fear of Self-Discovery’ (having to admit to a problem, relive 

unpleasant experiences, etc.); ‘Fear of Incompatibility’ (conflicts with religious beliefs, 
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personal values, etc.); ‘Fear of Stigma’ (judgment from friends, family, work colleagues, 

etc.); and ‘Fear of Concrete Barriers’ (lack of time, insurance, etc.) (Park, Attenweiler 

and Rieck 2012:754). 

A lack of knowledge regarding the services provided, both on and off campus, has 

also been cited as a significant barrier to treatment in several studies. Wilson and Dean’s 

(2010) study suggests that an inadequate level of mental health literacy may be leading 

students to believe that their deteriorated mental state is a result of normal stresses of 

post-secondary life, with this misconception resulting in a low level usage of mental 

health services (292). Wyatt and Oswalt (2013) found limited knowledge of how to 

access available services as a major source of help negation (104). Similarly, Eisenberg, 

Golberstein and Gollust’s (2007) study revealed that less than half of student respondents 

knew where to find mental health treatment options while enrolled at university, although 

nearly 60% were aware of the free counseling services offered by the institution (597). 

Although Hyun et al.’s (2006) study appeared to have produced a contrary finding, with 

three quarters of students reporting that they were well aware of counselling services on 

campus and had found this information through a variety of venues (flyers, orientations, 

and online resources), it is important to note that one quarter of the students surveyed 

remained unaware of any treatment services offered (257). 

Finally, it is important to note that a lack of help seeking initiative can be 

symptomatic of mental disorder in and of itself. For example, feelings of indifference and 

of being overwhelmed, accompanied by the desire to withdraw from social settings, are 

symptomatically consistent with depression, and subsequently reduce an individual’s 

likelihood and motivation to actively seek treatment (Wilson and Deane 2010:300). As a 
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result, it is important that further research is done to explore the sources of students’ 

perceived barriers to treatment, and to develop recommendations for meeting these 

barriers with effective solutions. 

2.4 Post-Secondary Institutions’ Responses to Mental Health Issues 

Several Canadian universities have begun to pursue the establishment of mental 

health awareness and treatment initiatives in response to the increasing reports of mental 

health deterioration among students. In March of 2010, Jack Windeler, a first year student 

at Queen’s University, tragically took his own life after suffering quietly from severe 

depression. Jack’s parents channelled their grief into the development of a student mental 

health initiative called The Jack Project, an organization that hosts workshops and 

presentations designed to target post-secondary students specifically. In addition to 

maintaining and promoting these resources for students nationwide, by the end of 2012, 

the Jack Project had succeeded in facilitating Canada’s first ever student-led mental 

health innovation conference. After three additional student suicides following Jack’s 

(Morrow and Hammer 2011; Lunau 2012), Queen’s University established a Commission 

on Mental Health in November of 2012 in order to strategically address student mental 

health and wellness in addition to the work that the Jack Project continues to do (Queen’s 

University 2012).  

Queen’s is not the only Canadian post-secondary institution to have suffered the 

tragic loss of student life, nor is it the first academic institution to develop a mental health 

initiative in response to students’ needs. In Hamilton, Ontario, McMaster University 

developed COPE, a student-led mental health initiative, in 2008. The program focuses on 

spreading awareness of mental disorders, educating and supporting students at the 
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university through the provision of workshops and speaking events, as well as engaging 

students with the topic of mental health and encouraging involvement in mental health 

promotion throughout the academic community. Also in Ontario, Carleton University, in 

partnership with the University of Ottawa and the Ottawa-Carleton District School Board, 

launched their Student Mental Health Initiative in 2013, which provides ‘at risk’ students 

making the transition from high school to university with twelve weekly one-on-one 

sessions with a counsellor. The project is part of a three-year, $27-million effort to 

provide support and mental health services to Canadian post-secondary students 

(Cockburn 2013).  

Post-secondary institutions in Western Canada have also responded to students’ 

mental health needs. In 2012, the University of British Columbia’s Student Development 

and Services group developed their Mental Health and Wellbeing Strategy (University of 

British Columba, 2012). The UBC Mental Health Awareness Club also works to promote 

mental health awareness throughout the campus and community, aiming to eliminate 

stigmas and create a supportive environment for all students, staff, and faculty 

(http://ubcmhac.sites.olt.ubc.ca/). The University of Alberta completed a review of 

student mental health in the summer of 2013, introducing a new structure for their mental 

health services and advocating for a supportive campus environment that fosters students’ 

growth and success (Everall 2013). Similarly, the University of Manitoba released a 

campus mental health strategy in 2014 that strives for a healthy academic community, 

focusing on mental health promotion, holistic health and wellness, stigma reduction, and 

more (University of Manitoba 2014). The University of Regina offers professional, 

confidential, and free-of-charge counselling services for students, at both individual and 
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group levels, as well as emergency counselling for individuals who find themselves in 

crisis (University of Regina 2015). The university’s Strategic Plan for 2015-2020 also 

included an objective (“Commitment to our Communities”) to focus on “continuing to 

build a friendly, respectful, diverse, safe, and welcoming university for all,” identifying 

improved mental health support services for students, faculty, and staff as an indicator of 

success for this goal (University of Regina 2014). However, as of 2015, no strategic plan 

to directly address campus mental health has been released for the University of Regina.  

In addition to the efforts by individual universities, academics from various post-

secondary institutions across Canada recently contributed to the production of a national 

mental health initiative created through the collaborative efforts of the Canadian 

Association of College and University Student Services (CACUSS) and the Canadian 

Mental Health Association (CMHA) entitled, Post-Secondary Student Mental Health: 

Guide to a Systematic Approach. The document provides “a framework for addressing 

student mental health in post-secondary institutions” and encourages each institution to 

embrace and support students’ mental wellbeing through campus awareness and strategic 

goal setting (CACUSS and CMHA 2013). 

Despite several Canadian universities’ proposed strategic initiatives targeted at 

raising awareness and decreasing stigma, as well as fostering supportive post-secondary 

environments, an unmet need for treatment continues to exist among student populations, 

and reports of increasing prevalence of symptoms consistent with mental disorder among 

students continue to come to light. Additionally, the apparent prevalence and severity of 

symptoms consistent with mental health disorder among this group continues to rise, 

according to reports from university counseling centres (e.g., Gallagher 2013). 
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2.5 Summary 

The study of mental health and wellbeing has long been a priority for Canadian 

health professionals. Recently, even further attention has been paid to the mental health 

outcomes of post-secondary students. Over the past several years, symptoms consistent 

with mental disorders have reportedly increased both in prevalence and in severity among 

North American post-secondary student populations. Though it is difficult to confirm a 

true increase in prevalence due to a lack of extensive longitudinal data, consistent reports 

of increasing severity are enough cause for concern. Though the Canadian literature on 

this topic remains sparse, ample research has been done among student populations in the 

United States. However, a thorough review of the available literature suggests that more 

work remains to be done with regard to examining the social and environmental 

determinants of Canadian post-secondary students’ mental health outcomes. 

A variety of sociodemographic variables have been identified as significant 

predictors of mental health among post-secondary students, including age, sex, marital 

status, socioeconomic status, racial/ethnic origin and international student status, living 

arrangement, and sexual orientation. Addressing the age period of ‘emerging adulthood’ 

(ages 18-25 years) in particular has been identified as a key area for future research. 

Current research suggests that post-secondary students are highly susceptible to risky 

behaviour and use of maladaptive coping mechanisms as a result of underdeveloped 

coping resources and methods. Additionally, high-functioning social support has been 

identified as a key resource and positive coping mechanism with regard to managing 

mental health deterioration and/or symptoms consistent with disorder. Unfortunately, a 

low rate of help seeking continues to prevail among students. Many perceived barriers to 
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treatment have been documented within the existing literature, including fear of stigma, 

fear of self-discovery, lack of faith in treatment effectiveness, and lack of perceived need 

for help due to the feeling that excessive stress is inherent to the university experience. A 

disparity between help seeking behaviours and an unmet need for treatment continues to 

exist among student populations despite several post-secondary institutions’ efforts to 

raise awareness, decrease stigma, and foster supportive post-secondary environments. 

 In order to address these issues and begin working towards filling the gaps in the 

existing Canadian literature, the current study will address three main factors that 

contribute towards mental health outcomes: students’ perceptions of contextual stressors 

specific to the post-secondary environment; attitudes towards, and use of, both positive 

and negative coping mechanisms; and perceived barriers to treatment. In addition to these 

factors, the significance of several sociodemographic variables will also be explored. 
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CHAPTER III 

Methodology 

 

Chapter 3 discusses the methodology followed in order to meet the objectives of 

the present study. First, the conceptual model on which this study is based will be 

explained, followed by a statement of the hypotheses. A description of the sample, data 

collection techniques, and other important issues related to the design of the study will 

follow. The subsequent section will explain and provide the rationale for the statistical 

analyses employed. Lastly, the key dependent and independent variables will be 

appropriately operationalized. 

3.1 A Sociological Model of Post-Secondary Mental Health 

 There are a number of determinants of mental health outcomes. Following a 

thorough review of the literature (Chapter 2), three main contributing factors were 

organized into a conceptual model of mental health outcomes for Canadian post-

secondary students. As illustrated below in Figure 3.1, the conceptual model used to 

achieve the goals of the current study will focus on the potential for stressors to manifest 

as symptoms of distress consistent with mental disorder based on the mediation of 

contextual, environmental factors, as well as students’ attitudes towards, and use of, 

coping mechanisms. The conceptual model was developed through a sociological 

analysis, giving consideration to the influence of social conditions and structures on the 

agent (in this case, the post-secondary student) (Wheaton et al. 2013). This sociological 

perspective of mental health builds upon the theoretical perspective of social 

determinism, dominant during the 1960s. From the perspective of social determinism, 
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social problems and personal disorganization were viewed as consequences of a social 

structure wrought with inequality and exploitation. However, this original analysis failed 

to explain why some people managed to adapt, while others had great difficulty in doing 

so. In other words, social determinism failed to take into account individuals’ ability to 

cope (Mechanic 1989). The conceptual model used in the present study has been adapted 

from Wheaton, Young, Montazer and Stuart-Lahman (2013). The model expands on 

Selye’s classic Stress-Process Theory to evaluate contextual stressors in addition to 

coping mechanisms when determining how stress can devolve into symptoms of distress. 

 
Figure 3.1 Conceptual Model of the Mental Health Outcomes of Post-Secondary Students 

          

 

The conceptual model will guide the present study, with each section addressed in 

stages. Firstly, the self-reported prevalence and severity of symptoms consistent with 

both anxiety and depression will be determined within the sample. Secondly, students’ 

perceptions of contextual stressors specific to the post-secondary environment will be 

analyzed to determine which stressors are perceived by students to cause the most severe 

stress. Thirdly, an analysis of the coping mechanisms employed by students, both 

positive and negative, will follow. In addition to analyzing patterns of use, patterns of 
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disuse will also be examined, and from these, inferences will be made with regard to 

students’ attitudes towards the use of certain methods of coping (i.e., the use of drugs and 

alcohol as a method of distraction, use of professional mental health treatment, etc.). 

Much of the literature suggests that few students actively seek out formal mental health 

treatment in favour of employing more negative coping methods. As such, students’ 

perceived barriers to treatment will also be examined in an effort to determine the most 

salient obstacles (i.e., concern regarding stigma). The final stage of the present research 

will involve hierarchical multiple linear regression analyses (see Section 3.8), which will 

quantify the ability of each of these factors to ultimately predict the severity index for 

self-reported symptoms consistent with both anxiety and depression.   

 

3.2 Hypotheses  

3.2.1 Individual Factors  

The identification of personal traits that may predict the likelihood of respondents 

self-reporting symptoms consistent with both anxiety and depression is key to the current 

research. The following hypotheses will assess the relationships between students’ 

sociodemographic characteristics and the prevalence and severity of mental disorder.  

Age. Recent research shows that the period of “emerging adulthood,” 

encompassing ages 18-25, is a key demographic factor concerning the study of mental 

health outcomes (e.g., Iarovici 2014; Arnett 2000). Broader scale research encompassing 

a variety of age groups has repeatedly found that those within the age bracket of 

emerging adulthood more frequently report struggling with mental disorder (e.g., 

Sunderland and Findlay 2013; Kessler et al. 2005; Benton et al. 2003). Additionally, 
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research generally suggests that younger students struggle more with the stresses 

associated with environmental maladjustment when integrating into the post-secondary 

environment (e.g., Paul and Brier 2001; Jackson et al 2000; Pacer et al. 2000). Thus, the 

following hypothesis will be tested: 

Hypothesis 1: Self-reported symptoms consistent with mental disorder will be more 

severe among younger rather than older students.  

Sex. According to the available literature, women are more likely to self-report 

suffering from symptoms consistent with mental disorder than men (e.g., Pearson, Janz 

and Ali 2013; Eisenberg et al. 2007b; Government of Canada 2006; Hyun et al. 2006). 

The prevalence of women’s struggles with mental health issues is of particular 

importance for the present research, given that women account for well over half (59%) 

of Canada’s post-secondary student population (Statistics Canada 2013). Thus, the 

following hypothesis will be tested: 

Hypothesis 2: Self-reported symptoms consistent with mental disorder will be more 

severe among female students compared to their male counterparts.  

Marital Status. Research generally shows that individuals who are either 

married, or in a common-law relationship, have significantly better mental health 

outcomes (e.g., Blanco et al. 2008; Hyun et al. 2006; Kisch, Leno and Silverman 2005; 

Benton et al. 2003). Similar findings have been reported among the broader population, 

where marriage has consistently been correlated with better health, both mentally and 

physically (e.g., Margolis and Myrskylä 2010; Wood, Goesling and Avellar 2007). Thus, 

the following hypothesis will be tested: 
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Hypothesis 3: Self-reported symptoms consistent with mental disorder will be less severe 

among respondents who are married or in a common-law relationship. 

Living Arrangement. Few studies have examined the relationship between 

students’ living arrangements and their mental health outcomes, and those that did 

reported inconsistent findings (Buote et al. 2007; Eisenberg et al. 2007b). Buote et al. 

(2007) found that living arrangement was a significant predictor of students’ mental 

health outcomes with regard to the level and value of social support students received. 

Students who lived on campus in residence (or in off-campus housing with other 

students) were found to have higher levels of openness to new friendships, and as a 

result, built up greater immediate social support networks at university than did 

“commuter” students (Buote et al. 2007:676). As individuals with more stable social 

support networks are more likely to have positive mental health outcomes, it seems 

reasonable to assume that students living on, or near campus with other students, may 

have better mental health outcomes due to the added social support and opportunity to 

commiserate with other students experiencing similar challenges (Buote et al. 2007:685). 

Interestingly, Eisenberg et al. (2007b) found that students living with parents or guardians 

were more likely to report suicidal ideation as compared to those living in off-campus 

housing without parents or guardians (538). The same study found that living in a campus 

residence hall (as compared with living off campus without parents or guardians) was 

associated with fewer mental health problems (Eisenberg et al. 2007b:538). 

As post-secondary students enter into emerging adulthood, parental influence 

tends to lessen, and peers become a key source of social support, values, and sense of 

belongingness (Irons and Gilbert 2005:325-6). As a result, students required (perhaps 
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through parental pressure or financial constraints) to remain in their childhood home may 

struggle with a “fear of missing out” on the post-secondary lifestyle, and as a result, have 

more difficulty making a smooth transition. However, it is also possible that the reliable 

social support offered by family may have a buffering effect on the potential emergence 

of symptoms consistent with mental disorder, particularly for those experiencing stress 

produced by environmental maladjustment (i.e., struggling to form new relationships and 

friendships with fellow students). Moving away from one’s childhood home has been 

found to trigger feelings of homesickness and loneliness among first-time post-secondary 

students (Paul and Brier 2001:78). Given this information, in addition to the extensive 

literature that has consistently found marriage to have a buffering effect on both mental 

and physical health outcomes, it is reasonable to assume that students living with their 

families may benefit from the same positive impacts of familial social support on their 

mental health outcomes. Thus, the following hypothesis will be tested:  

Hypothesis 4: Self-reported symptoms consistent with mental disorder will be less severe 

among students living off campus with their families.  

Year of Study. In the transition to post-secondary school, students experience a 

variety of changes to their immediate environment, including shifts in living 

arrangements, social circles, access to transportation, as well as to regular amenities, such 

as laundry and groceries. Research has identified difficulty with adjusting to the post-

secondary lifestyle as the most salient among newer undergraduate students (e.g., Cook 

2007; Pancer et al. 2007; Oswald and Clarke 2003; Paul and Brier 2001). Thus, the 

following hypothesis will be tested: 
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Hypothesis 5: Self-reported symptoms consistent with mental disorder will be more 

severe among students in an earlier year of study.  

3.2.2 Environmental Factors 

Perceived Contextual Stressors. Making the transition to the post-secondary lifestyle 

can be wrought with sources of significant stress for students. In some cases, the 

multitude of stressors perceived by students may interact unpredictably with one another 

causing role strain and amplifying students’ stress levels. If this stress is not effectively 

mediated by coping mechanisms, students may experience deteriorated mental health 

and/or face the risk of developing symptoms consistent with mental disorders such as 

anxiety or depression. For the purposes of the present research, five groups of contextual 

stressors (Academic Stressors, Grade Expectations, Environmental Maladjustment, Role 

Conflict, and Financial Stressors) were determined and selected for analysis. It is 

reasonable to assume that the more stressful respondents perceived a contextual stressor 

to be, the poorer their mental health outcome would be (demonstrated by a higher score 

on the severity index). Thus, for each of the stressors, the following hypothesis will be 

tested: 

Hypothesis 6: The severity of self-reported symptoms consistent with mental disorder will 

be positively related to students’ perceptions of stressors.  

Use of Coping Mechanisms. Stress can be mediated by employing effective 

coping mechanisms. Coping mechanisms are the resources used to attempt to manage 

feelings of stress, and can be employed in both adaptive and maladaptive ways; that is, 

individuals can employ both positive and negative coping mechanisms in attempt to 

buffer stress. Positive coping mechanisms are generally healthful behaviours, marked by 
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“taking direct action or confronting emotional responses to a stressor” or problem (Taylor 

and Stanten 2007:378). Negative methods of coping are less constructive and are less 

likely to culminate in a resolution of the problem. These methods are often “marked by 

avoidance, such as withdrawal or denial” (Taylor and Stanten 2007:378). Byrd and 

McKinney’s (2012) study found that students’ abilities to use effective coping 

mechanisms had the largest influence on mental disorder and produced the greatest 

change in mental health outcomes (189). As a result, the following hypotheses will be 

tested with regard to coping mechanisms: 

Hypothesis 7: The severity of self-reported symptoms consistent with mental disorder will 

be positively related to the use of negative coping mechanisms. 

Hypothesis 8: The severity of self-reported symptoms consistent with mental disorder will 

be inversely related to the use of positive coping mechanisms. 

Perceived Barriers to Treatment. Research shows a low rate of help seeking 

among post-secondary populations, indicating that barriers or obstacles must be 

perceived by students when attempting to reach out for treatment. Wilson and Deane 

(2010) note that in the broader population, epidemiological research has demonstrated 

that just about a quarter of youth struggling with mental health issues seek professional 

care (292). Similar findings have been reported among post-secondary student 

populations (e.g., Rosenthal and Wilson 2008; Eisenberg, Golberstein and Gollust 2007; 

Givens and Tjia 2002). Research suggests that this disconnect between the need for 

treatment and high rate of help-negation exists as a result of students’ perceptions of 

barriers to treatment within the post-secondary context, such as fear of being stigmatized 

(e.g., Wyatt and Oswalt 2013; Hyun et al. 2006; Crisp, Gelder, Goddard and Meltzer 
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2005; Givens and Tjia 2002). The more concerned one is with perceived barriers to 

treatment, the less likely one will be to engage in help seeking behaviours. Thus, the 

following hypothesis will be tested: 

Hypothesis 9: The severity of self-reported symptoms consistent with mental disorder will 

be positively related to students’ perceptions of barriers to treatment.  

3.3 Instrumentation 

 This study was completed using an original questionnaire entitled, “Mental Health 

Deterioration in Canadian Post-Secondary Students: An Analysis of the Contextual 

Stressors and Obstacles to Utilizing Effective Coping Mechanisms,” designed by the 

primary investigator of this study (see Appendix A). The questionnaire evaluated the self-

reported prevalence and severity of symptoms consistent with mental disorder, students’ 

perceptions of contextual stressors within the post-secondary environment, student’s 

attitudes towards, and use of, coping mechanisms, and perceived barriers to treatment. In 

order to evaluate these elements, a variety of established scales of measurement were 

incorporated in the questionnaire. Prior to distributing the questionnaire, contact was 

made with the authors of the original scales to get permission to use these instruments, 

unless these scales were already available for public use (e.g., PHQ-9 and GAD-7). All 

scales were shown to have strong internal consistencies and to provide suitable 

evaluations for similar topics in previous studies. Overall, the questionnaire consisted of 

25 single-item, close-ended questions and five matrix, Likert-scale questions. Students’ 

participation was voluntary and did not affect their class standing in any way. Despite 

students being guaranteed both anonymity and confidentiality, it is important to recognize 

that the accuracy of students’ self-reported data is difficult to ascertain.  
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Students were also made aware of their right to withdraw from the study at any 

time during the completion of the survey, and that the study had received ethics approval 

from the University of Regina Research Ethics Board (Appendix B). Incomplete or 

partially complete surveys were confidentially shredded, and were not used in data 

analysis. Participants were also provided with contact information for the University of 

Regina’s Counselling Services in the event that they had experienced emotional distress 

as a result of participation in the questionnaire.  

3.4 Procedure 

 Prior to administering the survey, a request for class participation was e-mailed to 

all instructors of Sociology and Social Studies classes with ten students or more being 

held during the Fall 2014 semester. The request explained both the nature and aims of the 

study, as well as the expected length of class time required for questionnaire completion. 

Following their initial offers to participate, instructors were then individually contacted to 

determine their preference concerning the date and time of survey distribution, as well as 

whether they preferred to administer the survey themselves or have the researcher do so. 

The majority of the questionnaires were administered and supervised by the researcher in 

collaboration with the class instructors. 

 Individual classes were selected and surveyed based on the willingness of faculty 

members to have their students participate in the questionnaire during class time. Thus, 

the sample used for the purposes of the present research is one of convenience. As a 

result, the sample is not representative of all University of Regina students, nor are the 

data directly generalizable to the broader population of Canadian post-secondary 

students. Though a formal response rate was not calculated due to the non-probabilistic 
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nature of the sampling design undertaken for this study, anecdotal information from both 

the researcher and instructors who chose to self-administer the questionnaires to their 

classes reveal that in each class nearly all students completed the questionnaire unless 

they had already completed it in another class. For each class, participants were read a 

brief summary of the nature and aims of the research, assured of both anonymity and 

confidentiality, and their right to withdraw prior to completion and collection of the 

questionnaire. Students were asked to complete the questionnaire and return them to the 

front of the classroom. The questionnaires were then collected and transferred to the 

researcher’s personal, locked filing cabinet off campus. Data from the completed surveys 

were coded and entered by the researcher using Version 22 of the Statistical Package for 

the Social Sciences (SPSS).  

3.5 Sample 

 Over 200 students participated in the study. A total of 209 questionnaires were 

deemed usable for the purposes of the present research (N= 209). Female students were 

highly overrepresented in the sample with 172 respondents identifying as female (82.7%) 

and 36 as male (17.3%). The vast majority of students indicated that they were Caucasian 

(N= 177; 85.9%), single (N= 171; 82.2%), and of Canadian Citizenship (N= 194; 93.7%). 

The majority of the sample fell within the target age group of emerging adults, between 

the ages of 18 and 25 years (N= 182; 88.3%).  

The sample used in the present study was not expected to be representative of the 

broader University of Regina student population given the nature of convenience non-

probabilistic sample design used for data collection. The characteristics of this sample 

make it inappropriate to generalize findings from the present study to the broader 
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university population. However, general trends and themes resulting from data analyses 

may be extrapolated and applied to future work in the area of post-secondary students’ 

mental health outcomes. 

3.6 Outcome Measures 

 The objectives of the present study are: to evaluate the prevalence and severity of 

self-reported symptoms consistent with mental disorder among students; to evaluate 

university students’ perceptions of contextual stressors within the post-secondary 

environment; to evaluate student’s attitudes towards, and use of, coping mechanisms in 

order to mediate the stress produced by exposure to contextual stressors; and to evaluate 

students’ perceived barriers to seeking treatment for mental health issues. The final 

objective of the study is to determine both the significance of these factors, as well as 

their ability, together, to predict the severity of self-reported symptoms consistent with 

two types of mental disorder: anxiety and depression. 

In order to determine the prevalence and severity of self-reported symptoms 

consistent with mental disorder among the students surveyed, two pre-existing screening 

tools were used to determine both prevalence and severity of symptoms consistent with 

specific disorders. The Patient Health Questionnaire nine-item scale (PHQ-9) was used to 

measure the severity of self-reported symptoms consistent with depression among 

respondents, while the Generalized Anxiety Disorder seven-item scale (GAD-7) was used 

to measure the severity of self-reported symptoms consistent with anxiety (Kroenke and 

Spitzer 2002; Spitzer, Kroenke, Williams and Löwe 2006). Both the PHQ-9 and GAD-7 

are individual scale modules within the larger Patient Health Questionnaire, a validated 

instrument used to measure and screen for a variety of mental disorders found in the 
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Diagnostic and Statistical Manual of Mental Disorders (Spitzer, Kroenke, and Williams 

1999; Spitzer, Williams, Kroenke, Hornyka and McMurray 2000). Respondents were 

asked to indicate the frequency with which they had felt a variety of emotions for each 

scale over the past two weeks (0= “not at all;” 1= “several days;” 2= “more than half the 

days;” or 3= “nearly every day”). Composite scores were then calculated by adding the 

individual students’ responses to each item in the PHQ-9 and GAD-7 to gauge the 

severity of the self-reported symptoms consistent with the disorder(s). Scores ranged 

from 0 to 21 for the GAD-7, and from 0 to 27 for the PHQ-9. The larger the score, the 

more severe were the self-reported symptoms consistent with disorder.  

The PHQ-9 and GAD-7 scores were kept as continuous, interval-ratio variables 

for further statistical analysis as it is always better, whenever possible, to measure at the 

highest level of measurement (i.e., interval-ratio) and to ensure comparability with 

previous studies in the relevant literature. Past studies have successfully utilized scales 

from the Patient Health Questionnaire as dependent variables of indices of severity for 

self-reported symptoms consistent with mental disorder using ordinary least square 

multiple regression (e.g., Luxton et al. 2010; Rosemann et al. 2007). As one of the main 

objectives of the present study is to determine the added contribution of each set of 

variables (sociodemographics, contextual stressors, coping mechanisms, and barriers to 

treatment) in predicting the severity index of self-reported symptoms consistent with 

depression and anxiety when all previous variables are controlled for, hierarchical 

multiple linear regression is the best technique to employ.  
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3.7 Predictor Measures 

This section will identify and operationalize the predictor variables used in the 

present study. These predictor variables are grouped into the following categories: (i) 

sociodemographic factors; (ii) perceived contextual stressors; (iii) coping mechanisms; 

and (iv) perceived barriers to treatment.  

3.7.1 Sociodemographic Factors 

 A number of sociodemographic questions were included in the questionnaire. In 

line with the relevant literature, the following sociodemographic variables are used in the 

present study: sex, age, marital status, living arrangements and year of study. 

Sex (Question 13) is a discrete, nominal variable. For the purposes of statistical 

analysis, this variable was recoded into a ‘dummy’ variable, where “male” responses 

were coded as zero (reference category) and “female” responses as 1.  

Age (Question 14) is a continuous, interval-ratio variable that asked the age of the 

respondent at the time of survey completion. Within the sample used for the present 

study, age ranged from 18 to 55, with a mean of 22.11 years and a standard deviation of 

5.13. The majority (88%) of the respondents fell within the bracket of emerging 

adulthood (18 to 25 years of age). 

Marital Status (Question 17) is a discrete, nominal variable that inquired as to the 

respondent’s relationship status at the time of survey completion. Due to the very limited 

number of respondents who indicated that they were either “divorced”, “separated”, or 

“widowed”, the marital status variable was recoded into a dummy variable where 

responses of “single,” “divorced”, “separated”, and “widowed” were coded as 0 

(reference category), and “married or common law” was coded as 1. Although, initially, 



 71 

responses of “divorced” and “separated” were considered unique responses (i.e., 

individuals who had experienced a failed marriage were thought likely to have different 

mental health outcomes than those who had not), exploratory analyses revealed no 

significant differences (likely, in part, due to low responses in these categories). As a 

result, the variable was kept as a dichotomous dummy, where 1= “married or common-

law” and 0= any other marital status.  

Living Arrangements (Question 25) is a discrete, nominal variable that asked 

respondents to select the option that best described their living arrangements at the time 

of survey completion (1= “Residence on campus;” 2= “Near campus with roommates;” 

3= “Off campus with family;” 4= “Off campus alone”). For the purposes of the present 

study, this variable was recoded into a ‘dummy’ variable, where “Off campus with 

family” was recoded as 1, and all other responses were recoded as 0 for “Other living 

arrangement” (reference category). Although, initially, it was assumed that living “Off 

campus alone” may produce unique mental health outcomes due to a lack of social 

support and limited integration into the post-secondary environment, exploratory analyses 

revealed no significant differences with the outcome variables. The same was true of 

living in “Residence on campus” and “Near campus with roommates,” despite the 

literature indicating that these living arrangements tend to facilitate better integration and 

adjustment to the post-secondary lifestyle (Buote et al. 2007; Eisenberg et al. 2007b). As 

the intent of this hypotheses is to evaluate whether living with one’s family produces a 

buffering effect on the severity of self-reported symptoms consistent with mental 

disorder, “Off campus with family” was retained as the test variable, with all other living 

arrangements coded as the reference category.  
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Year of study (Question 19) is an interval-ratio, continuous variable that inquired 

as to the respondent’s year of post-secondary studies at the time of survey completion. 

Answers ranged from 1 to 5 years of study, with a mean of 2.67 and a standard deviation 

of 1.12. 

3.7.2 Perceived Contextual Stressors 

Several items were included in the questionnaire to evaluate students’ perceptions 

of contextual stressors unique to the post-secondary environment. Respondents were 

asked to indicate the level of stress each item or event caused them on a scale from 1 

(“little to no stress”) to 4 (“severe stress”). Two previously established scales were 

combined for use in the present study, with any repeat measures removed: Burge’s (2009) 

University Student Stress Scale (USS) and Rocha-Singe’s (1994) Graduate Student 

Stress-Inventory (GSI-R). Both scales have been used before to measure post-secondary 

students’ perceptions of contextual stressors. In order to increase content validity, the 

decision was made to combine these two scales together; after all, using multiple 

indicators provides more valid and reliable measures of concepts (Neuman and Robson 

2015). A reliability analysis was run on the total combined contextual stressors scale in 

order to ensure that the scale would be suitable for use in the present study. The overall 

scale revealed a high alpha level (α=0.89), indicating a strong internal consistency4.  

                                                 
4 A scale’s “internal consistency” refers to the degree to which the items that make up the 

scale measure the same underlying construct (Pallant 2011). Cronbach’s alpha coefficient 

is used as an indicator of internal consistency. An alpha coefficient of 0.7 or greater is 

preferred (Pallant 2011). 
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Exploratory factor analysis was performed on the contextual stressors scale in 

order to determine which factors (stressors) students reported to be the most stressful5. 

Prior to conducting these analyses, the data were checked to ensure that the necessary 

assumptions for factor analysis were met. Several test requirements must first be 

considered in determining suitability for factor analysis, including: sample size, the 

strength of the relationship among the variables, and the suitability of Barlett’s test of 

sphericity and the Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy (Pallant 

2011). First, a sample size of at least 150 is required for factor analysis: as such, the 

sample used for the present research meets this assumption. Secondly, the strength of 

inter-item correlations between variables must be tested6. Coefficients in the correlation 

matrix should be greater than 0.30 (Pallant 2011). Finally, the Barlett’s test of sphericity 

must be statistically significant, and the Kaiser-Meyer-Olkin (KMO) measure of 

sampling adequacy must be above 0.60. Both of these statistics were appropriate for the 

contextual stressors scale (KMO statistic= 0.848; Bartlett’s test of sphericity was 1367, 

p<0.001).  

The initial principal component analysis performed on the contextual stressors 

scale identified seven factors. Four items from the original analysis were dropped7 due to 

very low loadings, and a second factor analysis was run. In order to address cross-loading 

                                                 
5 The purpose of factor analysis is to produce a smaller number of linear combinations 

(called “factors”) of the original variables in a way that captures most of the variability in 

the pattern of correlations. “Factors” refer to the groups of related variables as determined 

through factor analysis (Pallant 2011). 
6 To demonstrate the fulfillment of this assumption/requirement, correlation matrixes are 

displayed for each of the new scales created through factor analysis throughout the 

remainder of this chapter. 
7 Items left out of the factor analysis were: “Participating in class,” “Prepping and 

delivering oral expectations,” “Waiting for grades/results,” and “Group assignment 

work.” 
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factors, a cut off of .48 was used in order to achieve the identification of five strong 

factors (stressors) that accounted for 61% of the variance. These five factors are 

identified in what follows. The factor scores for each will be used in the subsequent 

bivariate and multivariate analyses.  

 Academic Stressors was assessed by five items from the contextual stressors 

scale, namely: handling the academic workload, managing time between assignments, 

meeting assignment deadlines, sitting examinations, and studying for examinations. Item 

means and the inter-item correlation matrix are presented in Table 3.1. 

Table 3.1 Means, Standard Deviations, and Correlation Matrix for Items Used in 

Academic Stressors Scale 

 
M SD 

Correlations 

 1 2 3 4 5 

1. Handling workload 2.92 0.775 1.000     

2. Managing time 2.88 0.826 0.616 1.000    

3. Meeting deadlines 2.50 0.822 0.426 0.576 1.000   

4. Sitting exams 2.73 0.962 0.400 0.422 0.437 1.000  

5. Studying for exams 2.74 0.812 0.474 0.538 0.582 0.563 1.000 

 

 Inspection of the correlation matrix reveals high inter-item correlations among the 

five items, with all correlation coefficients being at or above 0.40. All correlations were 

found to be statistically significant (p<0.001). A reliability analysis of the Academic 

Stressors scale revealed a Cronbach’s alpha value of α= 0.83, demonstrating strong 

internal consistency.  

Grade Expectations was assessed by four items from the contextual stressors 

scale, namely receiving poor grades, witnessing a drop in one’s GPA, expectations from 

self to do well, and expectations from others to do well. Item means and the inter-item 

correlation matrix are presented in Table 3.2. 
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Table 3.2 Means, Standard Deviations, and Correlation Matrix for Items Used in 

Grade Expectations Scale 

 
M SD 

Correlations 

 1 2 3 4 

1. Poor grades 3.16 0.869 1.000    

2. GPA drop 3.02 0.867 0.735 1.000   

3. Self-expectations 2.82 0.893 0.437 0.463 1.000  

5. Others’ expectations 2.42 0.960 0.235 0.268 0.355 1.000 

 

Inspection of the correlation matrix reveals inter-item correlations between each 

of the four items. Nearly all correlations were found to be 0.30 or higher, and statistically 

significant (p<0.001). A reliability analysis of the Grade Expectations scale revealed a 

Cronbach’s alpha value of α= 0.74, demonstrating strong internal consistency. 

Environmental Maladjustment was assessed by three items from the contextual 

stressors scale, namely: adjusting to the campus environment, meeting new 

people/friends, and meeting with professors. Item means and the inter-item correlation 

matrix are presented in Table 3.3. 

Table 3.3 Means, Standard Deviations, and Correlation Matrix for Items Used in 

Environmental Maladjustment Scale 

 
M SD 

Correlations 

 1 2 3 

1. Adjusting to campus environment 1.48 0.695 1.000   

2. Meeting new people 1.69 0.824 0.556 1.000  

3. Meeting with professors 2.07 0.906 0.306 0.444 1.000 

 

Inspection of the correlation matrix reveals high inter-item correlations between 

all three items. Furthermore, all correlations were found to be statistically significant 

(p<0.001). A reliability analysis of the Environmental Maladjustment scale revealed a 

Cronbach’s alpha value of α= 0.69, reflecting good internal consistency. While in 

general, alpha values above 0.7 are preferred, slightly lower values are to be expected 

when working with smaller scales (Pallant 2011). In this case, the Environmental 
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Maladjustment scale consists of only three items. Therefore, the alpha value is 

acceptable. 

Financial Stressors was assessed by two items from the contextual stressors 

scale, namely: worrying about money and taking student loans (and worrying about 

paying them back). Item means and the inter-item correlation matrix are presented in 

Table 3.4. 

Table 3.4 Means, Standard Deviations, and Correlation Matrix for Items Used in 

Financial Stressors Scale 

 
M SD 

   Correlations 

 1 2 

1. Balancing work and school 2.87 0.938 1.000  

2. Lack of time for friends/family 2.31 1.146 0.476 1.000 

 

Inspection of the correlation matrix reveals a high inter-item correlation between 

the items. Furthermore, the correlation was found to be statistically significant (p<0.001). 

A reliability analysis of the Financial Stressors scale revealed a Cronbach’s alpha value 

of α= 0.64, reflecting acceptable internal consistency. As with the Environmental 

Adjustment scale, the alpha value is acceptable despite falling below the preferred 0.7, 

due to the scale consisting of only two items. 

Role Conflict was assessed by two items from the contextual stressors scale, 

namely: balancing work and school responsibilities and having a lack of time for friends 

and/or family. Item means and the inter-item correlation matrix are presented in Table 

3.5. 

Table 3.5 Means, Standard Deviations, and Correlation Matrix for Items Used in 

Role Conflict Scale 

 
M SD 

Correlations 

 1 2 

1. Balancing work and school 2.69 1.020 1.000  

2. Lack of time for friends/family 2.44 0.973 0.454 1.000 
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Inspection of the correlation matrix reveals a high inter-item correlation between 

the two items, indicating the presence of a strong positive association (statistically 

significant at p<0.001). A reliability analysis of the Role Conflict scale revealed a 

Cronbach’s alpha of α= 0.62, reflecting acceptable internal consistency, which again 

reflects the small number of items in the scale.  

3.7.3 Use of Coping Mechanisms  

Several items were included in the questionnaire to gauge students’ attitudes 

towards, and use of, coping mechanisms when faced with stress or other overwhelming 

feelings. Respondents were asked to indicate the frequency with which they had engaged 

in each method of coping on a scale of 1 (“never”) to 4 (“almost always”). Items were 

selected from the Brief-COPE inventory, a previously established scale developed to 

evaluate the use of coping mechanisms (Carver 1997). Many studies have adapted the 

Brief-COPE in a variety of ways for use in their own research (e.g., Paukert, LeMaire and 

Cully 2009; Miyazaki et al. 2008; and Hastings et al. 2005 as cited in Krägeloh 2011), 

indicating that the scale (which is already an adaptation of the larger COPE) is able to 

withstand adaptations (Krägeloh 2011). The original Brief-COPE consists of 14 separate 

scales, each made up of two items measuring a different style of coping (i.e., self-

distraction, active coping, denial, substance abuse, emotional support, instrumental 

support, behavioural disengagement, etc.). Although previous research has demonstrated 

that the Brief-COPE is able to withstand adaptations, I acknowledge the implications of 

reducing the number of items on the scale’s validity. However, research is always a 

balancing act. In order to maintain a short questionnaire so as to accommodate the time 
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constraints associated with having surveys completed within a fifteen-minute class period 

and thus increase participation, one item from each of the original coping scales 

(excluding humour, religion, acceptance and venting8) was selected for use in the overall 

coping mechanisms inventory used for the present study. The items included were chosen 

based on indications of importance in previous research, as identified in Chapter 2’s 

literature review (e.g., social support, substance abuse). The intent was to build an 

inventory of positive and negative coping mechanisms to ultimately determine how the 

use of each contributed to students’ mental health outcomes. A reliability analysis was 

run on the adapted coping mechanisms scale in order to ensure that the scale would be 

suitable for use in the present study. The overall scale revealed an acceptable alpha level 

(α=0.67)9, indicating good internal consistency. 

The items were separated into ‘positive’ and ‘negative’ coping mechanisms (see 

Tables 3.6a and 3.6b, respectively) as per the aforementioned goals of the current 

research, and summative composite scores were calculated by adding the individual 

students’ responses to the items corresponding with each coping mechanisms. Scores 

ranged from 0 to 20 for both scales. The larger the score, the more frequently the 

respondent used positive or negative coping mechanisms, respectively. Results indicated 

that respondents more often employed positive coping mechanisms (M= 14.40; 

SD=3.53), as opposed to negative ones (M=10.00; SD=2.55). The means and standard 

                                                 
8 As none of these methods of coping were discussed in any of the research included in 

the literature review (Chapter 2), items in these scales from the original Brief-COPE were 

excluded, as they are not the focus of the current study. 
9 Contrary to what the literature suggested, students self-reported almost never employing 

the use/abuse of alcohol and/or drugs to mediate stress. The very low loadings on this 

question may explain why the alpha level for the coping mechanisms scale, though still 

acceptable, is comparatively lower than those of the other scales. When these items are 

removed, α=0.69. 
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deviations for both of the composite scores, in addition to the variables that comprise 

those scores, are presented in Tables 3.6a and 3.6b.  

Table 3.6a – Means and Standard Deviations for Positive Coping Mechanisms 

  N M SD 
1. Taking action to make situation better  203 2.58 0.83 

2. Positive thinking  200 2.82 0.86 

3. Coming up with a strategy of how to handle issue  202 2.77 0.85 

4. Getting help/advice from friends or family  203 2.32 0.93 

5. Seeking help/treatment from medical professional  203 1.36 0.74 

6. Getting emotional support from friends/family  202 2.52 0.97 

Composite Score  
 

14.40 3.53 

 

Table 3.6b – Means and Standard Deviations for Negative Coping Mechanisms 

 N M SD 
1. Turning to work or leisure activities for distraction 209 2.60 0.89 

2. Refusing to believe it has happened 207 1.38 0.74 

3. Drinking alcohol and/or partying to distract self 209 1.44 0.76 

4. Using drugs to distract self, or make self feel better 209 1.15 0.52 

5. Giving up trying to deal with the problem 208 1.45 0.72 

6. Blaming or criticizing self for what has happened 209 1.96 1.00 

Composite Score  10.00 2.55 

 

3.7.4 Perceived Barriers to Seeking Treatment  

An adapted, briefer version of the Mental Health Treatment Fears and Obstacles 

(MHTFO) inventory (Park, Attenweiler and Rieck 2012) was used to evaluate students’ 

perceived barriers to treatment. Respondents were asked to indicate, on a scale from 1 to 

4 (where 1= “I would not be concerned about this” and 4= “I would be very concerned 

about this”) the extent of their fear, or how much they thought each item would bother 

them, if they were to consider seeking treatment for symptoms consistent with a mental 



 80 

health issue10. Factor analysis was performed on the scale in order to determine which 

factors (barriers) students found to be the most prevalent when considering treatment 

options. Factors loadings of .5 or higher were requested, revealing three strong factors. 

The Kaiser-Meyer-Olkin measure of sampling adequacy was 0.906 and the Bartlett test 

of sphericity was 1531 (significant at the p<0.001 level). In their analysis of the complete 

MHTFO, Park, Attenweiler and Rieck (2012) identified five factors, which accounted for 

50% of the variance (754). The principal component analysis for the adapted, briefer 

version of the MHTFO utilized in the current study identified three strong factors, 

accounting for 60% of the total variance. These three factors are presented below, and 

will be used in the subsequent bivariate and multivariate analyses. The difference in these 

results may be explained by a number of factors. The original authors’ analyses 

investigated the complete MHTFO, a 49-item inventory expected to produce a great 

degree of variability (Park, Attenweiler and Rieck 2012:754). For the purposes of the 

present study, the MHTFO was made briefer by removing repeated or similar measures 

originally included in order to test reliability of the scale11. A reliability analysis 

confirmed that the adapted, brief MHTFO maintained a very strong internal consistency 

(α=0.92).  

                                                 
10 This is the same Likert-scale (where 1= “I would not be concerned about this” and 4= 

“I would be very concerned about this”) used in Park, Attenweiler and Rieck’s (2012) 

original MHTFO. 
11 As with the coping mechanisms scale, the MHTFO was shortened to a length suitable 

for addition to the questionnaire tool used for data collection. The inclusion of repeated 

or similar items on questionnaires can be useful in increasing the reliability of the target 

construct(s) and to check for response sets (i.e. to ensure that respondents are truly 

reading each question, and answering thoughtfully). However, the decision was made to 

remove these repeated measures for simplicity, and for easy administration of the 

instrument without compromising the content validity of the scale, as all the items 

evaluating the measures of interest were maintained.  

To my knowledge, this is a novel adaptation of the MHTFO. 
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The three factors produced by the factor analysis in the current study echoed those 

found in Park et al.’s (2012) original investigation, including “Fear of Therapy,” “Fear of 

Self-Discovery,” and “Fear of Stigma”. Detailed analyses of the means and inter-item 

correlation coefficients concerning each of these three factors will follow.  

Fear of Therapy was assessed by six items from the perceived barriers to 

treatment scale (the adapted MTHFO inventory), namely: “I will find out that my 

problems are worse than I thought,” “The therapy will not work,” “The information I 

share will not be kept confidential,” “The treatment will make things worse,” “I will be 

put on drugs, or hospitalized,” and “Seeing a mental health professional will negatively 

impact my job or future education.” Item means and the inter-item correlation matrix are 

presented in Table 3.7. Inspection of the correlation matrix reveals high inter-item 

correlations among the six items12. All correlations were found to be significant 

(p<0.001). A reliability analysis of the Fear of Therapy scale revealed a Cronbach’s alpha 

of α= 0.84, demonstrating strong internal consistency.  

Fear of Self-Discovery was assessed by five items from the perceived barriers to 

treatment scale, namely: “I will have to admit to a problem I am not ready to face,” “I 

will have to change how I currently cope with problems,” “I will find out that my 

problems are worse than I thought,” “I will have to re-live some unpleasant experiences,” 

and “What the mental health professional says will be difficult for me to hear.” Item 

means and the inter-item correlation matrix are presented in Table 3.8. Inspection of the 

correlation matrix reveals high inter-item correlations among the six items (significant at 

                                                 
12 As with the perceived contextual stressors factors, coefficients of 0.30 or greater in 

each of the correlation matrixes are considered adequate (Pallant 2011). 
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p<0.001). A reliability analysis of the Fear of Self-Discovery scale revealed a Cronbach’s 

alpha of α= 0.84, demonstrating strong internal consistency. 

Fear of Stigma was assessed by four items from the perceived barriers to 

treatment scale, namely “My friends will judge me negatively for seeing a mental health 

professional,” “My therapist will ridicule me,” “I will feel embarrassed in front of the 

mental health professional,” and “I will be labelled as crazy.” Item means and the inter-

item correlation matrix are presented in Table 3.9. Inspection of the correlation matrix 

reveals high inter-item correlations among the six items (significant at p<0.001). A 

reliability analysis of the Fear of Stigma scale revealed a Cronbach’s alpha of α= 0.76, 

demonstrating strong internal consistency. 
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Table 3.7 Means, Standard Deviations, and Correlation Matrix for Items Used in the ‘Fear of Therapy’ Scale 

 
N M SD 

Correlations 

 1 2     3  4  5   6 

1. My problems will be worse than I thought 209 2.03 1.011 1.000      
2. The therapy will not work 209 1.91 0.972 0.575 1.000     
3. The info I share will not be kept confidential 209 1.55 0.924 0.536 0.433 1.000    
4. The treatment will make things worse 209 1.50 0.872 0.455 0.510 0.613 1.000   
5. I will be put on drugs, or hospitalized 209 1.73 0.958 0.401 0.373 0.417 0.448 1.000  
6. Seeing a mental health professional will 

    negatively impact my job or future education 
209 1.69 0.982 0.441 0.446 0.414 0.432 0.454 1.000 

 

Table 3.8 Means, Standard Deviations, and Correlation Matrix for Items Used in the ‘Fear of Self-Discovery’ Scale 

 
N M SD 

Correlations 

 1 2     3 4 5 

1. I will have to admit to a problem I am not ready to face 208 2.01 0.983 1.000     
2. I will have to change how I currently cope 208 2.03 0.924 0.569 1.000    
3. I will find out that my problems are worse than I  

    thought 
209 2.03 1.011 0.524 0.423 1.000   

4. I will have to re-live some unpleasant experiences 209 2.06 1.020 0.544 0.362 0.464 1.000  
5. What the mental health professional says  

    will be difficult for me to hear 
208 1.89 0.932 0.568 0.445 0.534 0.610 1.000 

 

Table 3.9 Means, Standard Deviations, and Matrix for Items Used in the ‘Fear of Stigma’ Scale 

 
N M   SD 

Correlations 

 1 2 3 4 

1. My friends will judge me for seeing a MH professional 209 1.58 0.799 1.000    
2. My therapist will ridicule me 209 1.29 0.655 0.408 1.000   
3. I will feel embarrassed in front of the MH professional 208 1.77 0.876 0.456 0.521 1.000  
4. I will be labelled as crazy 209 1.53 0.877 0.458 0.484 0.398 1.000 
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3.8 Analyses Plan 

This section will provide an overview of the analytical techniques used to meet 

the objectives of the current study. Univariate, bivariate, and multivariate analyses were 

undertaken in order to determine both the make-up of the sample and the relationships 

between factors of concern. Univariate analyses were undertaken to examine University 

of Regina students’ perceptions of contextual stressors within the post-secondary 

environment, their attitudes towards, and use of, coping mechanisms, as well as perceived 

barriers to seeking treatment. Additionally, a number of sociodemographic characteristics 

were evaluated to discern the make-up of the sample. Measures of central tendency and 

dispersion were computed, and all data were assessed for issues of multicollinearity.13  

Before performing bivariate and multivariate analysis, a number of new scales 

were constructed. A scale is composed of a number of variables each measuring the same 

underlying construct. Principal component factor analysis was performed in order to 

determine the underlying dimensions within each of the scales used in the present study. 

The scales used in the questionnaire to evaluate students’ perceptions of contextual 

stressors and perceived barriers to treatment were each comprised of several items. In 

order to achieve a more in-depth evaluation with respect to which factors had the greatest 

impact on students’ mental health outcomes, factor analysis was used to extract a small 

group of factors (stressors or barriers) that explained observed correlations among 

variables. This statistical technique is generally used to reduce a large group of variables 

to a more manageable set of independent factors or components by searching for 

                                                 
13 Multicollinearity exists when the independent variables are highly correlated, where r= 

0.9 and above (Pallant 2011). This can be problematic for multivariate regression 

analysis. 
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commonalities among them (Pallant 2011). Paring down the data through the use of 

factor analysis allows for a more optimal and parsimonious multivariate analysis.  

Prior to completing factor analysis, suitability of the data was confirmed. The 

necessary assumptions for principle component factor analysis were met for both of the 

study scales, as noted in Sections 3.7.2 and 3.7.4. Only factors with an eigenvalue of 1.0 

or above were retained for analysis, as per Kaiser’s criterion, or the “eigenvalue rule” 

(Pallant 2011). Once the appropriate number of factors for each scale was determined, the 

Varimax method was used to rotate the component matrix (Pallant 2011). Factor scores 

were computed using the Anderson-Rubin method to generate orthogonalized 

(uncorrelated) variables for use in further analyses (Tabachnick and Fiddell 2007). 

Finally, reliability analyses were undertaken for each of the composite scores (scales) to 

determine their internal consistency using the Cronbach’s alpha value. The alpha value 

measures the extent to which the items included in a scale “agree” with one another, or 

measure the same thing (Pallant 2011). 

Prior to completing multivariate analysis, exploratory bivariate correlation 

analysis was completed among all independent variables to rule out any issues of 

multicollinearity. Multicollinearity exists when the independent variables are highly 

correlated (0.9 and above) (Pallant 2011). In the event that many predictor variables are 

highly correlated with one another, regression analysis becomes inappropriate. The 

independent variables revealed very low correlations with one another, with no 

correlations greater than 0.40. While the correlation coefficients were not substantial, 

several were statistically significant. The results of the exploratory bivariate analysis are 

summarized in Table 3.10. 
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Table 3.10 – Summary of Means, Standard Deviations, Cronbach’s Coefficients (α), and Inter-Item Correlation Matrix for all 

Independent Variables 
 M SD N α     1     2     3     4     5           6     7     8     9    10    11    12    13    14    15 

1. Sex1 0.83 0.38 208 –   1.00               

2. Age 22.10 5.13 207 – -0.12  1.00              

3. Marital Status2 0.16 0.37 208 – -0.04  0.46***  1.00             

4. Live w/ Family3 0.39 0.49 209 – -0.08 -0.12 -0.30***  1.00            

5. Year of Study 2.67 1.12 205 – -0.03  0.30***  0.21**  0.06  1.00           

6. Academic Stressors 0.00 1.00 197 0.83  0.09 -0.09 -0.03  0.00 -0.10  1.00          

7. Grade Expectations 0.00 1.00 197 0.74  0.10 -0.08 -0.12  0.21**  0.06  0.00  1.00         

8. Env. Maladjustment 0.00 1.00 197 0.69  0.04 -0.07 -0.05  0.06 -0.11  0.05 -0.01 1.00        

9. Financial Stressors 0.00 1.00 197 0.64  0.16*  0.12  0.12 -0.10 -0.03 -0.03  0.02 0.02  1.00       

10. Role Conflict 0.00 1.00 197 0.62  0.12 -0.07 -0.02  0.07  0.02 -0.03  0.02 0.01 -0.02  1.00      

11. Positive Coping 14.40 3.53 198 –  0.16*  0.12  0.03 -0.12  0.02  0.14  0.19* 0.02  0.16*  0.05  1.00     

12. Negative Coping  10.00 2.55 207 – -0.00 -0.10 -0.07  0.02 -0.10  0.14  0.19** 0.16*  0.04  0.36***  0.10 1.00    

13. Fear of Therapy 0.00 1.00 206 0.84 -0.03 -0.04 -0.02 -0.01 -0.02 -0.04  0.11 0.09  0.05 -0.06  0.00 0.09  1.00   

14. Fear of Self-Disc. 0.00 1.00 206 0.84  0.07 -0.08 -0.09  0.12 -0.11  0.23**  0.09 0.21** -0.05 -0.00  0.07 0.40***  0.01 1.00  

15. Fear of Stigma 0.00 1.00 206 0.76 -0.09 -0.12 -0.13  0.12 -0.04 -0.01  0.06 0.14 -0.04  0.02 -0.10 0.16* -0.00 0.01 1.000 

Note: Statistically significant at ***p<0.001 **p<0.01, *p<0.05 (two-tailed) 
 1 Dummy variable, where 0=Male (Reference category) 
 2 Dummy variable, where 0=Unmarried (Reference category) 
 3 Dummy variable, where 0=Other Living Arrangement (Alone, with Roommates, or in Residence) (Reference category) 
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Since both dependent variables are interval-ratio in nature, ordinary least-squares 

(OLS) multiple regression was used to determine whether any of the predictors had a 

significant effect on each of the dependent variables. Multiple regression is used to 

explore the relationship between one continuous dependent variable (in this case, the 

index of severity for symptoms associated with both anxiety and depression, 

respectively), and a number of independent variables, or predictors. Multiple regression is 

often used in the investigation of more complex research questions that involve a variety 

of interrelated factors (Pallant 2011). It has already been noted that the study of mental 

health is complex in nature, and is affected by a multitude of individual, environmental, 

and contextual variables. As such, multiple regression is a suitable multivariate analysis 

method to employ here. For the purposes of the present study, hierarchical (or sequential) 

multiple regression was used, wherein independent variables were entered into the 

regression analysis in groups (or ‘blocks’) (Pallant 2011). Once all blocks have been 

entered, the overall model and relative contribution of each block is assessed in terms of 

its ability to predict the outcome variable (Pallant 2011). Model 1 was made up of the 

socio-demographic variables. Model 2 consisted of socio-demographic variables in 

addition to the contextual stressors variables. Model 3 included the sociodemographic 

variables, contextual stressors variables, as well as the third set of variables, coping 

mechanisms. The fourth and final model included all of the above, in addition to the 

barriers to treatment variables.  

 In order to evaluate how well each model fits the data, the coefficient of multiple 

determination (R2) will be checked. This value quantifies how much of the variance in 

the dependent variable is accounted for by the independent variables entered into the 
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model. The higher the value of R2, the better the predictive power of the model. Using the 

overall F test for the complete model, one can determine how well the overall regression 

model predicts the dependent variable. Since hierarchical regression was used for the 

present study, it is also possible to evaluate the R2 change statistic14 to determine how 

much of the overall variance is explained by each individual block of predictor variables.  

An additional strategy for determining how well each individual independent 

variable (as opposed to block of variables) contributes to the overall regression model is 

achieved through an analysis of the multiple regression coefficient (B). This statistic 

determines how much the value of the dependent variable changes for a one unit-change 

in the independent variable, when all other variables are held constant. Unstandardized B 

coefficients were examined for significance in order to determine the contribution of each 

variable to the overall regression model. Statistically significant B coefficients (p<0.05) 

indicate that the variable makes a unique contribution to the regression equation. 

Standardized (or beta) coefficients were also examined. Beta coefficients are useful due 

to the fact that they are not influenced by each variable’s unit of measurement, as are 

unstandardized B coefficients. The value of beta allows the researcher to determine 

which variables are the most important in the overall regression model: the higher the 

value of beta, the greater the importance of that variable.  

                                                 
14 The R2 change statistics shows the degree to which R2 has increased from one model to 

the next. In other words, the R2 change statistic allows us to interpret the total variance 

explained by each individual set of variables. 
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CHAPTER IV 

Results 

 

The present chapter will elaborate on the univariate, bivariate, and multivariate 

statistical findings of the analyses in the context of the major objectives of this study.  

4.1 Univariate Analyses 

Univariate analyses were undertaken to examine the prevalence and severity of 

self-reported symptoms consistent with mental disorder within the sample, in addition to 

University of Regina students’ perceptions of contextual stressors within the post-

secondary environment, attitudes towards, and use of coping mechanisms, and perceived 

barriers to seeking mental health treatment. Sociodemographic characteristics of the 

sample were also examined. Measures of central tendency and dispersion were computed, 

and all data were assessed for multicollinearity. 

4.1.1 Prevalence of Self-Reported Symptoms Consistent with Mental Disorder 

The first major objective of the present study was to determine the prevalence and 

severity of self-reported symptoms consistent with mental disorder among the sample. 

Two well-established screening tools were used to determine the prevalence and severity 

of self-reported symptoms consistent with the two disorders shown to be the most salient 

among post-secondary student populations: anxiety and depression. The Patient Health 

Questionnaire nine-item scale (PHQ-9) was used to measure self-reported symptoms 

consistent with depression among respondents, while the Generalized Anxiety Disorder 
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seven-item scale (GAD-7) was used to measure self-reported symptoms consistent with 

anxiety (Kroenke and Spitzer 2002; Spitzer et al. 2006).  

4.1.1.1 Results for Depression (PHQ-9) 

Respondents were asked to indicate the frequency with which they had 

experienced each of the items on the PHQ-9 from a scale of 0 (“Not at all”) to 3 (“Almost 

every day”) over the past two weeks. Descriptive statistics for the responses are displayed 

in Table 4.1. The first column lists each of the items as they appeared on the 

questionnaire. The following four columns list the percentage of respondents who 

selected each frequency. The final two columns report the means and the standard 

deviations for each item. Higher mean scores indicate that the item was experienced more 

frequently. 

The overall mean for the PHQ-9 scale was 1.0515, indicating that the average 

respondent had experienced some combination of the symptoms for at least “several 

days” over the past two weeks. This measure indicates a notable prevalence of self-

reported symptoms consistent with depression among the sample. While measures of 

central tendency are useful in summarizing the data, in order to better determine students’ 

self-reported symptoms consistent with depression, it is important to examine the 

responses to each item.  

 

                                                 
15 The composite scale is computed by adding the individual students’ responses to the 9 

items in the PHQ-9 scale. The composite mean score was 9.50. For ease of interpretation, 

this value was then divided by nine (the number of items in the scale) for a value of 1.05. 

This extra step is completed so that all items, including the composite, range between 0 

and 4.   
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Table 4.1 Severity of Self-Reported Symptoms Consistent with Depression (N=207) 

 
 Percent (%) who reported:  

M SD  0 1 2 3  

1. Little interest or pleasure in doing 

things 
49.8 32.1 12.4 5.7  0.74 0.89 

2. Feeling down, depressed, or hopeless 33.0 43.5 17.7 5.7  0.96 0.86 

3. Trouble falling or staying asleep, or 

sleeping too much 
20.1 26.8 28.2 24.9  1.58 1.07 

4. Feeling tired or having little energy 8.2 31.4 31.9 28.5  1.81 0.95 

5. Poor appetite or overeating 24.9 25.8 27.8 21.5  1.46 1.09 

6. Feeling bad about yourself, or that you 

are a failure or have let yourself or your 

family down 

38.9 29.8 17.3 13.9  1.06 1.06 

7. Trouble concentrating on things, such 

as reading or watching television 
69.4 19.6 9.6 1.4  1.16 0.97 

8. Moving or speaking so slowly that 

other people noticed – or the opposite – 

being so fidgety or restless that you have 

been moving around a lot more than usual 

69.4 19.6 9.6 1.4  0.43 0.73 

9. Thoughts that you would be better off 

dead or of hurting yourself in some way 
82.8 8.6 4.8 1.4  0.30 0.73 

Total (Composite Score)      1.05 0.68 

Note. 0= ‘Not at all,’ 1= ‘Several days,’ 2= ‘More than half the days,’ 3= ‘Almost every day’ 

  

 

Of the nine items on the PHQ-9 scale, respondents indicated that they had 

experienced items 3 (“Trouble falling or staying asleep, or sleeping too much”) and 4 

(“Feeling tired or having little energy”) the most frequently. About 25% of respondents 

indicated that they had experienced item 3 “almost every day” over the past two weeks, 

while 28.5% indicated that they had experienced item 4 “almost every day” over the past 

two weeks. It is important to consider that although these feelings can be indicators of 

depression when experienced simultaneously with other symptoms within the PHQ-9, it 

is also possible that they are symptomatic of sleep disorders, another family of disorders 
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commonly found in post-secondary student populations (Iarovici 2014). These results 

may also be a simple indication of students’ poor sleeping patterns during the weeks prior 

to midterms and term paper due dates, given the time of the year during which the survey 

was distributed. Nearly 80% of students indicated that they had experienced issues with 

regard to sleep patterns, and 91% with energy levels for at least “several days” over the 

past two weeks, indicating a significant prevalence of sleep-related problems among 

respondents16. 

 About one third (32%) of respondents indicated that they felt “little interest or 

pleasure in doing things” (Item 1) for “several days” over the past two weeks, while 

43.5% indicated they had been “feeling down, depressed, or hopeless” (Item 2) for 

“several days” over the past two weeks. Although the percentage of respondents who 

indicated they had experienced more frequently items 1 and 2 was considerably lower 

(fewer than two in ten students self-reported “more than half the days,” and just a bit over 

five per cent self-reported “almost every day”), less than half of the respondents indicated 

that they had not experienced these two items at all. About 14% of respondents indicated 

experiencing feelings of failure or guilt (Item 6) “almost every day” over the course of 

the past two weeks. Furthermore, 29.8% and 17.3% of respondents indicated having felt 

this way “several days” and “more than half the days,” respectively, leaving just 38.9% 

of respondents who had not experienced feelings of failure or guilt (Item 6). 

                                                 
16 Unfortunately, there is no option for respondents to indicate having experienced a 

symptom “once” or “a few times.” However, it stands to reason that if an individual has 

felt “down, depressed, or hopeless” (to use Item 2 as an example) once or twice in the 

past two weeks, these feelings are considered to be fleeting, as opposed to symptomatic 

of an underlying mental health issue. 
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 Although Item 9 (“Thoughts that you would be better off dead or of hurting 

yourself in some way”) reflected the lowest prevalence in this sample of students, it 

remains concerning that only 82.8% of student respondents indicated that they had not 

felt these feelings at all during the past two weeks. Also distressing is the fact that 1.4% 

of respondents indicated having felt this way “almost every day” in the past two weeks. 

The thoughts and feelings in item 9 are indicative of suicidal ideation and a tendency 

towards self-harm. Overall, almost 15% of respondents indicated having experienced the 

thoughts and feelings listed in item 9 for at least “several days” during the two-week 

period prior to survey completion.  

In the present study, the composite score of the PHQ-9 was used to measure the 

severity of self-reported symptoms associated with depression. Each respondent’s score 

can range from 0 to 27, wherein the larger the score, the more severe the symptoms. 

Responses to the PHQ-9 can also be interpreted by cut off points, where scores of 5, 10, 

15, and 20 represent cut off points for “mild,” “moderate,” “moderately severe,” and 

“severe” symptoms consistent with depression, respectively (Kronke and Spitzer 2002). 

Although evaluation via cut off points is not the main focus of this study, it remains 

interesting that based on these criteria, results revealed that nearly 75% of respondents 

self-reported at least mild symptoms consistent with depression (Table 4.2). 

 

Table 4.2 Severity of Self-Reported Symptoms Consistent with Depression by 

Cut off Points 

Scale Item  f     % 

1. None (0-4)  51 24.6 

2. Mild (5-9)  64 30.9 

3. Moderate (10-14)  45 21.7 

4. Moderately Severe (15-19)  31 15.0 

5. Severe (20+)  16 7.7 

Total  207 100.0 
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4.1.1.2 Results for Anxiety (GAD-7) 

Respondents were asked to indicate the frequency with which they had 

experienced each of the items on the GAD-7 from a scale of 0 (“Not at all”) to 3 

(“Almost every day”) over the past two weeks. Descriptive statistics for the responses are 

displayed in Table 4.3.  

 

Table 4.3 Severity of Self-Reported Symptoms Consistent with Anxiety (N=207) 
 Percent (%) who reported:  

M SD  0 1 2 3  

1. Feeling nervous, anxious, or on 

    edge 
9.6 43.1 26.8 20.6  1.58 0.92 

2. Not being able to stop or control 

    worrying 
24.4 31.1 29.2 15.3  1.35 1.01 

3. Worrying too much about different 

    things 
10.5 32.1 34.4 23.0  1.70 0.94 

4. Had trouble relaxing 24.2 33.8 26.1 15.9  1.34 1.02 

5. Being so restless that it is hard to  

    sit still 
38.3 34.9 15.8 11.0  1.00 0.99 

6. Becoming easily annoyed or 

    irritable 
19.6 33.5 36.8 20.1  1.47 1.02 

7. Feeling afraid, as if something 

    awful may happen 
37.8 28.7 19.1 14.4  1.10 1.07 

Total (Composite Score)      1.36 0.78 

Note. 0= ‘Not at all,’ 1= ‘Several days,’ 2= ‘More than half the days,’ 3= ‘Almost every day’  

  

The overall mean for the GAD-7 scale was 1.3617, indicating that the average 

respondent had experienced some combination of the symptoms consistent with anxiety 

                                                 
17 The composite scale is computed by adding the individual students’ responses to the 7 

items on the GAD-7 scale. The composite mean score was 9.54. For ease of 

interpretation, this value was then divided by seven (the number of items in the scale) for 

a value of 1.36. This extra step is completed so that all items, including the composite, 

range between 0 and 4.   
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for at least “several days” in the previous two week period. Taking into account this 

measure, it appears that symptoms consistent with anxiety are slightly more prevalent 

among University of Regina students than are symptoms consistent with depression, 

though both are present among the sample of respondents. As with the PHQ-9, each 

individual item on the GAD-7 scale was explored to acquire a more in-depth analysis of 

the self-reported symptoms consistent with anxiety.  

 The greatest percentage for the highest frequency (3= “Almost every day”) was 

reported for item 3, “worrying too much about different things.” This item was reported 

to have been experienced by students for “several days” (32%) and “more than half the 

days” (34%) over the past two weeks. Overall, only 10.5% of respondents had not 

experienced excessive worry. Two in ten students (20.6%) also self-reported “feeling 

nervous, anxious, or on edge” (item 1) “almost every day,” as compared to just 9.6% who 

indicated that they had not experienced these feelings at all. Furthermore, 89.5% of 

students reported “not being able to stop or control worrying” for at least several days 

(“Several days”= 32%; “More than half the days”= 34%; “Almost every day”= 23%). 

These findings indicate a significant prevalence of symptoms consistent with anxiety 

among students.  

 Several other symptoms were similarly prevalent, with the greatest percentages 

occurring in the “several days” category for item 5, “being so restless that it is hard to sit 

still” (34.9%), item 4, “had trouble relaxing” (33.8%), and item 6, “becoming easily 

annoyed or irritable” (33.5%). Though students reported the lowest frequencies for item 7 

(“Feeling afraid, as if something awful may happen”), nearly 15% of respondents still 

indicated having experienced these feelings “almost every day” over the past two weeks.  
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As with the PHQ-9, the composite score of the GAD-7 was used to measure the 

severity of self-reported symptoms consistent with anxiety in the present study. Each 

respondent’s score can range from 0 to 21, wherein the larger the score, the more severe 

the self-reported symptoms. Responses to the GAD-9 can also be interpreted by cut off 

points, where scores of 5, 10, and 15 represent cut points for “mild,” “moderate,” and 

“severe” symptoms consistent with anxiety, respectively (Spitzer et al. 2006:1095). 

Although evaluation via cut off points is not the main focus of this study, it remains 

interesting that based on these criteria, results revealed that nearly 80 per cent (78.7%) of 

respondents reported at least mild symptoms consistent with anxiety (Table 4.4).  

Table 4.4 Severity of Self-Reported Symptoms Consistent with Anxiety by  

Cut off Points 

Scale Item  f     % 

1. None (0-4)  44 21.3 

2. Mild (5-9)  69 33.3 

3. Moderate (10-14)  51 24.6 

4. Severe (15+)  43 20.8 

Total  207 100.0 

 

4.1.2 Perceived Contextual Stressors among the Sample of Respondents 

The second major objective of the present study was to determine students’ 

perceptions of contextual stressors specific to the post-secondary environment (PSE), and 

to determine which of these stressors were the most stressful for students. Respondents 

were presented with a number of stressors, and asked to indicate the level of stress each 

event caused them on a scale of one to four (where 1= “little to no stress,” and 4= “severe 

stress”). Descriptive statistics for the responses are displayed in Table 4.5. Higher mean 

scores indicate that students perceived the item to be more stressful. 
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The data revealed a number of items on the contextual stressors scale to be 

noteworthy sources of stress for the majority of respondents. In line with the literature, 

the most stressful experiences tended to fall under the realm of academic coursework and 

expectations. Items 10 (“Receiving poor grades”), 16 (“Preparing and delivering oral 

presentations”), 23 (“Worrying about the future”), and 11 (“Witnessing a drop in your 

GPA”) were identified as causing “severe stress” among 43.3%, 38.9%, 38.5%, and 

33.8% of respondents, respectively. This was also reflected in their high means, 

averaging around 3 for all, indicating that the average respondent identified these items as 

sources of significant stress. Over 95% of respondents identified item 15 (“Studying for 

examinations, tests, etc.”) as a source of at least “some stress.” Additionally, items 17 

(“Expectations from self to do well”) and 21 (“Navigating unclear coursework 

requirements”) caused at least “some stress” for 93.7% and 91.3% of respondents, 

respectively. Item 12 (“Managing time between assignments, exams, readings, etc.”) was 

also shown to be quite stressful for students, with 96.2% of respondents indicating that 

time management caused them at least some stress (42% indicated that this item caused 

them “significant stress”). Notably, less than 2% of respondents indicated that item 4 

(“Handling the academic workload”) was not a source of stress for them, with 98% of 

respondents finding the stress of the academic workload during post-secondary education 

to cause at least some stress. 

Not surprisingly, stressors related to finances and money management also proved 

to be quite prevalent in this sample of students. Items 2 (“Worrying about expenses”), 3 

(“Applying for scholarships”), 5 (“Taking student loans and being obligated to pay them 

back”), and 6 (“Balancing work outside of school with academics”) were all shown to
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Table 4.5 – Students’ Perceived Contextual Stressors in the PSE (N=207) 
 Percent (%) who reported:  

M SD 
 1 2 3 4  

1. Participating in Class 39.6 40.1 14.5 5.8  1.86 0.87 

2. Worrying about money/expenses  7.7 28.4 33.7 30.3  2.87 0.94 

3. Applying for scholarships 35.7 35.7 21.3 7.2  2.00 0.93 

4. Handling the academic workload 1.9 28.5 45.4 24.2  2.92 0.78 

5. Taking student loans and/or being 

obligated to pay them back  
34.5 20.7 24.6 20.2  2.31 1.15 

6. Balancing work outside of school with 

Academics 
15.0 27.1 31.9 26.1  2.69 1.02 

7. Adjusting to the campus environment 62.5 28.8 7.2 1.4  1.48 0.70 

8. Meeting new people/friends in the 

academic community 
50.5 34.1 11.5 3.8  1.69 0.82 

9. Meeting with professors to discuss 

grades/course work 
29.8 40.9 21.6 7.7  2.07 0.91 

10. Receiving poor grades 3.8 19.2 33.7 43.3  3.16 0.87 

11. Witnessing a drop in your GPA 4.8 21.7 39.6 33.8  3.02 0.87 

12. Managing your time between 

assignments, exams, readings, etc. 
3.8 28.8 42.3 25.0  2.88 0.83 

13. Sitting examinations 11.5 28.8 35.1 24.5  2.73 0.96 

14. Meeting assignment deadlines 10.6 39.4 39.4 10.6  2.50 0.82 

15. Studying for examinations, tests, etc. 4.3 36.5 40.4 18.8  2.74 0.81 

16. Preparing and delivering oral 

Presentations 
10.1 25.5 25.5 38.9  2.93 1.02 

17. Expectations from self to do well 6.3 31.7 36.1 26.0  2.82 0.89 

18. Expectations from others to do well 

(parents, faculty, etc.) 
18.3 36.5 29.8 15.4  2.42 0.96 

19. Waiting for grades/results 16.3 40.9 26.9 15.9  2.42 0.95 

20. Lack of time for family and friends, or 

social activities 
17.4 38.6 26.6 17.4  2.44 0.97 

21. Navigating unclear coursework 

Requirements 
8.7 40.6 32.9 17.9  2.60 0.88 

22. Group assignment work 13.5 32.2 32.7 21.6  2.63 0.97 

23. Worrying about the future (i.e. finding  

a job, graduating “on time,” etc.) 
7.2 22.1 32.3 38.5  3.02 0.95 

Total (Composite Score)      2.53 0.48 

Note. 1= ‘Little to no stress,’ 2= ‘Some stress,’ 3= ‘Significant stress,’ 4= ‘Severe stress’ 
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produce considerable amounts of stress for students. The majority of respondents 

indicated that balancing work with academic responsibilities (Item 6 – 85%) and 

worrying about money/expenses (Item 2 – 92.3%), respectively, produced at least some 

stress. A third of respondents (33.7%) identified item 2 as being “significantly stressful,” 

and just over 30% of students identified this item as causing “severe stress.” Item 6 goes 

hand-in-hand with item 2: if students are experiencing significant to severe stress with 

respect to concerns about money and/or expenses, it stands to reason that those same 

students may be struggling with managing their time between work and academic 

obligations. This assumption is supported by the similar results found for item 6, wherein 

31.9% of students identified balancing work with school to be a source of “significant 

stress,” and 26% of respondents reported this item to be a source of “severe stress.” The 

higher means of these two items (item 2, M=2.87; item 6, M=2.69) indicate that the 

average respondent identified each of these items as producing significant to severe levels 

of stress.  

A greater number of students identified items 2 and 6 as sources of stress, in 

comparison to items 3 and 5, with over four fifths of respondents indicating that items 2 

and 6 caused them at least some stress. A reasonable assumption for the differences 

between these sets of items is that some students have not taken loans, and therefore 

report no stress in this area. Additionally, a number of students may not feel a need to 

apply for scholarships, perhaps due to parental financial support. Nonetheless, 64.2% of 

the respondents indicated that applying for scholarships caused them at least some stress 

(35.7%= “Some stress;” 21.3%= “Significant stress;” 7.2%= “Severe stress”). Similar 

results were found for item 5, where 65.5% of the respondents indicated that taking loans 



 100 

caused them at least some stress (20.7%= “Some stress;” 24.6%= “Significant stress;” 

20.2%= “Severe stress”). Notably, one fifth (20.2%) of respondents indicated that “taking 

loans and being obligated to pay them back” caused them “severe stress.” The means for 

each of these two items were 2.00 and 2.31, respectively, indicating that the average 

respondent found these items to produce at least some stress.  

 Items pertaining to students’ adjustment to post-secondary life were also found to 

be stressful for students, albeit less severe than academic or financial stressors. Item 7 

(“Adjusting to the campus environment”) was shown to produce at least some stress for 

37.4% of the respondents, though only 1.4% of respondents identified this item as 

causing “severe stress.” Just under half of respondents felt that item 8 (“Meeting new 

people/friends in the academic community”) caused them stress, with 34.1% reporting 

“some stress,” and 15.3% reporting higher stress levels (11.5%= “significant stress;” 

3.8%= “severe stress”). The percentage of respondents who reported feeling stressed by 

item 9 (“Meeting with professors”) rose slightly, with 40.9% reporting “some stress,” and 

29.3% reporting higher stress levels (21.6%= “significant stress;” 7.7%= “severe stress”). 

The relatively low means of each of these items (Item 7, M=1.48; Item 8, M=1.69; Item 

9, M=2.07) indicate that the average respondent felt some stress associated with items 7 

and 8, and slightly more significant stress from item 9.   

 The composite score mean for the contextual stressors scale was 2.53, indicating 

that the average respondent perceived contextual stressors specific to the post-secondary 

environment to produce significant to severe levels of stress.  
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4.1.3 Use of Coping Mechanisms among the Sample of Respondents 

The third major objective of the current study was to determine students’ attitudes 

towards, as well as use (or disuse) of, coping mechanisms, both positive and negative. 

The scale adapted to evaluate students’ use of coping mechanisms in the survey was 

divided into two separate composite scores where items 7-12 comprised “Negative 

Coping Mechanisms” (Table 4.6), and items 1-6 comprised “Positive Coping 

Mechanisms” (Table 4.7). Respondents were asked to indicate the frequency with which 

they had engaged in each activity to cope with stress, anxiety, depression, or other 

overwhelming feelings during their post-secondary education, on a scale from 1 to 4 

(where 1= “Never” and 4= “Almost always”). Scores ranged from 6-36 on each scale. 

Higher means indicate a higher frequency of use. Given the composite score means of 

each scale18, it appears that respondents in this sample more often utilized positive coping 

mechanisms (M= 2.40; SD= 0.59) rather than negative coping mechanisms (M=1.67; 

SD=0.43).  

Despite much of the literature indicating that undergraduate students are prone to employ 

negative coping mechanisms, the results showed that the University of Regina students in 

the present sample did not often employ negative coping mechanisms. In fact, the most 

frequently used negative coping mechanism was item 1 (“Turning to work/leisure 

activities to take my mind off things”), a method that while intended to portray a negative 

method of avoidance may have 

                                                 
18 The composite scores for the two coping mechanisms scales were computed by adding 

the individual students’ responses to all the items in each of the scales (i.e. the total score 

for “negative” and the total score for “positive). The composite mean values were then 

divided by six (the number of items in each scale) in order to achieve comparable values 

for ease of interpretation. In other words, this extra step is completed so that all items, 

including the composite means, range between 1 and 4.   
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Table 4.6 – Students’ Use of Negative Coping Mechanisms 

 Percent (%) who reported:  
M SD     1    2   3    4  

1. Turning to work or to leisure activities to 

take my mind off of things 
11.0 34.9 37.3 16.7  2.60 0.89 

2. Refusing to believe that it has happened 73.9 17.4 5.3 3.4  1.38 0.74 

3. Drinking alcohol and partying to distract 

myself, or to make myself feel better 
66.0 25.4 6.7 1.9  1.44 0.71 

4. Using drugs to distract myself, or to 

make myself feel better 
90.0 6.2 2.4 1.4  1.15 0.52 

5. Giving up trying to deal with or fix it 67.3 22.1 9.1 1.4  1.45 0.72 

6. Blaming or criticizing myself for what 

has happened 
41.1 33.0 14.8 11.0  1.96 1.00 

Total (Composite Score)      1.67 0.43 

Note. 1= ‘Never,’ 2= ‘Occasionally,’ 3= ‘Frequently,’ 4= ‘Almost Always’  

 

 

been construed by respondents as a positive way preventing them from dwelling on an 

issue that is causing distress. About 17% of respondents indicated that they employed this 

method “almost always,” while the majority of respondents indicated employing the 

method “occasionally” or “frequently” (34.9% and 37.3%, respectively). Only 11% 

indicated that they had “never” employed this method. This item had a comparatively 

higher mean (M= 2.60; SD= 0.89), as is to be expected from the pattern of responses. 

Few respondents indicated regularly employing other methods of avoidance, such as item 

2 (“Refusing to believe it has happened”) or item 5 (“Giving up trying to deal with or fix 

it”), with 73% and 67% of respondents, respectively, indicating having “never” employed 

these methods. The means of both items were on par with one another, averaging around 

1.4, indicating that the average respondent reported to have never or only “occasionally” 

engaging in any of these behaviours. 
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Item 6 (“Blaming or criticizing myself for what has happened”) revealed a higher 

frequency, with well over half (58.8%) of respondents indicating that they had engaged in 

self-blame at least occasionally. The mean of the item averaged at just under 2 (M=1.96; 

SD=1.00), indicating that the average respondent reported engaging in this behaviour 

“occasionally.” The second highest percentage (11%) of students who reported “almost 

always” engaging in a behaviour was revealed for this item, demonstrating students’ 

tendency to blame themselves for the distress they may be feeling. While in some cases, 

it may be true that a student’s irresponsible actions have resulted in producing stressful 

circumstances (e.g., failing to complete readings prior to class, leaving assignments to the 

last minute, or boycotting studying prior to an exam), this tendency to blame oneself may 

also result from a student’s inability to recognize symptoms consistent with a mental 

disorder such as anxiety.  

Although risky behaviour among emerging adults and post-secondary students is 

well documented in the relevant literature, the same did not ring true for the current 

sample. Overwhelmingly, 90% of respondents indicated that they had “never” engaged in 

item 4 (“Used drugs to distract myself, or to make myself feel better”). Only 6.2% of 

respondents indicated that they had engaged in this behaviour “occasionally,” with even 

fewer respondents reporting more frequent use (2.4%= “Frequently;” 1.4%= “Almost 

always”). It is important to note, however, that the sensitive nature of this item may 

threaten the reliability of responses for this measure as a result of the social desirability 

bias19. Respondents may have been reluctant to accurately report illegal behaviour, 

                                                 
19 The social desirability bias refers to the tendency for respondents to present a 

favourable image of themselves when participating in questionnaires (Van de Mortel 

2008).  
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despite being assured of both anonymity and confidentiality. Respondents reported 

engaging in item 3 (“Drinking and partying to distract myself, or make myself feel 

better”) more frequently (25.4%= “Occasionally;” 6.7%= “Frequently;” 1.9%= “Almost 

always”), though the majority of respondents (66%) indicated having “never” engaged in 

this behaviour as a method of coping, either.  

Table 4.7 – Students’ Use of Positive Coping Mechanisms 
 Percent (%) who reported:  

M SD     1    2   3    4  

1. Taking action to try to make the situation 

Better 
6.9 43.8 34.0 15.3  2.58 0.83 

2. Getting help and advice from other people 

(friends/family)  
20.1 39.7 28.2 12.0  2.32 0.93 

3. Seeking professional help and advice from 

others (medical professional) 
77.0 12.9 7.2 2.9  1.36 0.74 

4. Looking for something good in what is 

happening (positive thinking) 
4.9 33.0 37.9 24.3  2.82 0.86 

5. Trying to come up with a strategy of how 

to deal with the issue  
5.8 33.2 39.4 21.6  2.77 0.85 

6. Getting emotional support from others 

(friends/family) 
16.3 32.7 33.2 17.8  2.52 0.97 

Total (Composite Score)      2.40 0.59 

Note. 1= ‘Never,’ 2= ‘Occasionally,’ 3= ‘Frequently,’ 4= ‘Almost Always’  

 

The most frequently employed positive coping mechanisms were items 4 

(“Looking for something good in what is happening – positive thinking”) and 5 (“Trying 

to come up with a strategy of how to deal with the issue”), with 24.3% and 21.6% of 

respondents, respectively, reporting usage of these methods “almost always”. Less than 

6% of respondents reported “never” using these methods of coping. Item 1 (“Taking 

action to try and make the situation better”) was also used fairly frequently, with 93.1% 

of respondents reporting use of this method of coping at least occasionally (43.8%= 

“Occasionally;” 34%=“Frequently;” 15.3%= “Almost always”). Items 2 (“Getting help 

and advice from friends/family”) and 6 (“Getting emotional support from 



 105 

friends/family”) were worded similarly, but interestingly, produced slightly different 

responses. Fewer respondents reported seeking advice from friends and family (20%= 

“Never”) as opposed to receiving emotional support from the same sources (16%= 

“Never”). Based on the results, respondents were more likely to seek emotional support 

from friends and family, but less likely to seek advice for a solution to their problem.  

Over three quarters (77%) of respondents indicated that they had “never” 

“[sought] professional help and/or advice from a medical professional” (Item 3). Given 

that the previous analysis showed 75% and 78.7% of respondents self-reported at least 

mild symptoms consistent with depression and anxiety, respectively, this finding is 

concerning. Only 2.9% of students reported “occasionally” utilizing professional mental 

health services, and only 10% reported a greater frequency (7.2%= “Frequently;” 2.9%= 

“Almost always”). The mean for this item was the lowest of all other items on the scale 

(M=1.36; SD=0.74). The extensive disuse of professional mental health services shown 

here heavily suggests that active barriers to help seeking are at play within the current 

sample, potentially including negative attitudes towards the use of professional treatment. 

 

4.1.4 Perceived Barriers to Treatment among the Sample of Respondents 

Another major objective of the present study was to determine students’ perceived 

barriers to seeking professional mental health treatment. Respondents were asked to 

imagine that they were about to see a mental health professional for an issue that had 

been troubling them, using a scale from 1 to 4 (where 1= “Not concerned” and 4= “Very 

concerned”) to indicate the extent of their fear, or how much concern each item would 

cause them.  
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Descriptive statistics for the responses to the perceived barriers to treatment scale 

are displayed in Table 4.8. The first column lists each of the items as they appeared on 

the questionnaire. The following four columns list the percentage of respondents who 

selected each frequency. The final two columns report the means and the standard 

deviations for each item. Higher mean scores indicate that students perceived the item to 

be a more substantial obstacle to seeking professional mental health care. Overall, the 

composite mean score of the scale was 1.8220, indicating that the average respondent 

found the items on the scale to represent barriers with which they would be “slightly 

concerned” when considering seeking treatment. 

Respondents identified items 16 (“I will have to re-live some unpleasant 

experiences”), 9 (“I will find out my problems are worse than I thought”), 6 (“I will have 

to admit to a problem I am not yet ready to face”) and 8 (“If I go to a mental health 

professional, it will mean something is really wrong with me”) as causing them the most 

concern, or representing the largest barriers to seeking treatment. Taken together, these 

items seem to reflect a degree of fear regarding self-discovery. Over 60% of respondents 

indicated that they would be at least slightly concerned about items 16, 9, and 6, and just 

under half (49.5%) would be at least slightly concerned about item 8. These items also 

presented with some of the highest means in the scale (Item 16, M=2.06; Item 9, M= 

2.03; Item 6, M= 2.01; Item 8, M= 1.82). Respondents also expressed concerns with item 

4 (“My therapist will tell me my problem is insignificant”) and item 7 (“I will have to 

                                                 
20 The composite score was computed by adding the individual students’ responses to 

each item in the scale. The composite mean value was then divided by 19 (the number of 

items in each scale) to achieve a value that would be comparable with the individual 

items for ease of interpretation. In other words, this extra step is completed so that all 

items, including the composite mean, ranged between 1 and 4.   
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change how I currently cope with problems”). About one quarter (24.9%) and over a third 

(39.4%) of respondents indicated that they would be “slightly concerned” with the 

barriers presented in items 4 and 7, respectively. Item 7 seemed to cause more concern 

among respondents, with two in ten respondents (19.7%) indicating that they would be 

“concerned” about having to change their current methods of coping, and about 1 in ten 

(8.2%) indicating they would be “very concerned.” This is also supported by the high 

mean attributed to this item (M= 2.03, SD= 0.92). Though over half of the respondents 

(55%) indicated that they would not be concerned at all with item 4, just over 20% 

indicated that they would be more than slightly concerned with being told that the issue 

causing them distress is insignificant (16.3%= “concerned;” 3.8%= “very concerned”). 

The results also revealed that a fear of stigma was fairly prevalent in the sample. 

Items 1 (“My friends will judge me negatively for seeing a mental health professional”), 

2 (“My therapist will ridicule me”), 3 (“I will feel embarrassed in front of the mental 

health professional”), 11 (“I will be labeled as crazy”), and 15 (“Seeing a mental health 

professional will negatively impact my job or future education”) reflected fear of therapy, 

concern regarding the judgment one might receive as a result of seeking treatment, in 

addition to self-stigma, reflected in feelings of embarrassment and/or shame. Over one 

quarter of respondents (27.8%) indicated that they would be “slightly concerned” that 

their friends may judge them negatively, with 13.9% indicating greater levels of concern 

(11%= “Concerned;” 2.9%= “Very concerned”). Similarly, 33% of respondents indicated 

that they would be at least slightly concerned that they would be labelled as ‘crazy’ in the 

event that they chose to seek professional mental health care. As discussed in Chapter 2, 

fear of stigma has been well documented as a significant roadblock to help seeking.  
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Table 4.8 – Students’ Perceived Barriers to Treatment (N=207) 
 Percent (%) who reported:  

M SD     1    2   3    4  

1. My friends will judge me negatively for 

seeing a MH professional 
58.4 27.8 11.0 2.9  1.58 0.80 

2. My therapist will ridicule me 

 
79.9 12.9 5.3 1.9  1.29 0.66 

3. I will feel embarrassed in front of the MH 

Professional 
48.1 31.3 16.3 4.3  1.77 0.88 

4. My therapist will tell me my problem is 

Insignificant 
55.0 24.9 16.3 3.8  1.69 0.88 

5. I will find out that I am the only one with a 

particular problem  
81.3 12.0 3.8 2.9  1.28 0.67 

6. I will have to admit to a problem I am not 

ready to face 
38.0 32.7 19.7 9.6  2.01 0.98 

7. I will have to change how I currently cope 

with problems 
32.7 39.4 19.7 8.2  2.03 0.92 

8. If I go to a MH professional, it means 

something is really wrong with me 
50.5 26.0 14.4 9.1  1.82 0.99 

9. I will find out my problems are worse than 

I thought 
39.2 28.2 22.5 10.0  2.03 1.01 

10. The therapy will not work 43.1 31.1 17.2 8.6  1.91 0.97 

11. I will be labelled as crazy 67.0 19.6 7.2 6.2  1.53 0.88 

12. The information I share will not be kept 

Confidential 
67.5 17.7 7.2 7.7  1.55 0.92 

13. The treatment will make things worse 69.4 17.7 6.7 6.2  1.50 0.87 

14. I will be put on drugs, or hospitalized 55.0 24.4 12.9 7.7  1.73 0.96 

15. Seeing a mental health professional will 

negatively impact my job or future education 
59.8 19.1 12.9 8.1  1.69 0.98 

16. I will have to re-live some unpleasant 

experiences 
36.8 32.1 19.1 12.0  2.06 1.02 

17. What the MH professional says will be 

difficult for me to hear 
40.9 37.0 13.9 8.2  1.89 0.93 

18. My family will not support my efforts to 

get help form a MH professional 
79.9 9.6 6.7 3.8  1.34 0.77 

19. My religious beliefs will conflict with 

seeking help 
93.8 1.9 2.9 1.4  1.12 0.50 

Total (Composite Score)      1.82 0.99 

Note. 1= ‘Not concerned,’ 2= ‘Slightly concerned,’ 3= ‘Concerned,’ 4= ‘Very Concerned’  
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Often, this fear of stigma can also be perceived as a future concern when considering job 

opportunities and furthering one’s education. Four in ten respondents (40.2%) indicated 

that they would be at least slightly concerned that seeking professional mental health 

treatment would negatively impact their job or future education. Fewer students had 

confidentiality concerns, though a substantial number of students (32.5%) reported that 

they would be at least slightly concerned with item 12 (“The information I share will not 

be kept confidential”).  

More directly related to fear of treatment itself, items 2 (“My therapist will 

ridicule me”) and 3 (“I will feel embarrassed in front of the mental health professional”) 

revealed varying responses. Respondents appeared to be less concerned with their 

therapist potentially ridiculing them (79.9%= “Not concerned”) when compared to their 

responses to item 3, with only 48.1% of respondents reporting not being concerned about 

feeling embarrassed in front of the mental health professional. Over three in ten 

respondents indicated that they would be “slightly concerned” with feeling embarrassed 

during therapy, while 16.3% indicated they would be “concerned,” and 4.3% indicated 

being “very concerned.” In comparison, one fifth of respondents reported that they would 

feel at least “slightly concerned” that their therapist would ridicule them for their mental 

health struggles (12.9%= “Slightly concerned;” 5.3%= “Concerned;” 1.9%= “Very 

concerned”). Very few students indicated that they would have a religious conflict of 

interest when considering seeking treatment (Item 19, 93.8%= “Not concerned”). 

Additionally, few respondents indicated that they would be concerned with their family 

and friends not supporting their choice to seek therapy (Item 18, 79.9%= “Not 
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concerned”), though it remains concerning that over 20% of the sample reported being at 

least slightly concerned with this lack of social support.  

The composite score mean for the perceived barriers to treatment scale was 1.82, 

suggesting that overall, the average respondent was likely to be “slightly concerned” 

about perceived barriers to treatment. 

4.2 Bivariate Analyses 

Bivariate analyses of the relationships between each individual independent 

variable used in the multivariate model and the two dependent variables were carried out 

using simple linear regression to examine the impact of each independent variable on its 

own on each outcome variable, without controlling for the impact of those previously 

entered into the equation. Results of this analysis are reported in Table 4.9. Variables six 

through ten are the five factors extracted through the factor analysis completed on the 

contextual stressors scale. Similarly, variables thirteen through fifteen are the three 

factors extracted through the factor analysis completed on the barriers to treatment scale. 

As detailed in Chapter 3, the summative composite scores were used for variables eleven 

and twelve and for each dependent variable in both the bivariate and multivariate 

analysis21.  

Among the sociodemographic variables, only sex had a statistically significant 

relationship with one of the dependent variables, accounting for 2.8% of the variance in 

the severity of self-reported symptoms consistent with anxiety (R2= 0.028, p<0.05).  

                                                 
21 The summative composite scores were used, as opposed to those that had been 

averaged earlier for ease of interpretation (e.g., the summative composite score for the 

PHQ-9 was used, which ranges from 0 to 27, as opposed to the averaged composite score 

for the same variable, which ranges from 0 to 3). To be noted, these changes in metrics 

do not affect the results. 
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Statistically significant relationships were found between each of the contextual 

stressors and each of the dependent variables, meaning that the greater the perceived 

stress, the higher the score on the severity index22 for self-reported symptoms consistent 

with depression and anxiety. ‘Academic Stressors’ contributed to 8.6% of the variance in 

the severity of symptoms consistent with depression (R2= 0.086, p<0.001), and about 

8.3% of the variance in the severity 

Table 4.9 – Bivariate Analysis of Relationships between Independent and Dependent 

Variables used in the Multivariate Model 

 Symptoms of Depression  Symptoms of Anxiety 

 R R2  R R2 

1. Sex1 0.108 0.012  0.168* 0.028 

2. Age 0.050 0.003  0.021 0.000 

3. Marital Status2 0.027 0.001  0.042 0.002 

4. Live w/ Family3 0.024 0.001  0.022 0.000 

5. Year of Study 0.050 0.002  0.034 0.001 

6. Academic Stressors 0.293*** 0.086  0.289*** 0.083 

7. Grade Expectations 0.246** 0.060  0.297*** 0.088 

8. Enviro. Maladjustment 0.338*** 0.114  0.316*** 0.100 

9. Financial Stressors 0.180* 0.033  0.214** 0.046 

10. Role Conflict 0.293*** 0.086  0.300*** 0.090 

11. Positive Coping 0.090 0.008  0.271*** 0.073 

12. Negative Coping  0.577*** 0.333  0.540*** 0.291 

13. Fear of Therapy 0.213** 0.045  0.221** 0.049 

14. Fear of Self-Discovery 0.428*** 0.183  0.327*** 0.107 

15. Fear of Stigma 0.102 0.010  0.050 0.003 

Note. R2= R Squared, R= Pearson’s r, *p<0.05, **p<0.01, ***p<0.001 
1 Dummy variable, where 0= Male (Reference category) 
2 Dummy variable, where 0= Unmarried (Reference category) 
3 Dummy variable, where 0= Other Living Arrangement (Reference category) 

 

 

                                                 
22 Recall that the higher the score on the severity index, the more severe the self-reported 

symptoms consistent with disorder. 
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of symptoms consistent with anxiety (R2= 0.083, p<0.001). The stress caused by ‘Grade 

Expectations’ contributed to 6% of the variance in the severity of symptoms consistent 

with depression (R2= 0.060, p<0.01), and about 9% of the variance in the severity of 

symptoms consistent with anxiety (R2= 0.088, p<0.001). Individually, this variable had 

the greatest impact on predicting the severity of symptoms consistent with anxiety out of 

all the included contextual stressors. ‘Environmental Maladjustment’ accounted for 

11.4% of the variance in the severity of symptoms consistent with depression (R2= 0.114, 

p<0.001), making it the variable with the largest impact of all the contextual stressors on 

the severity of symptoms consistent with depression. In turn, this variable explained 10% 

of the variance in the severity of symptoms consistent with anxiety (R2= 0.100, p<0.001). 

‘Financial Stressors’ accounted for 3.3% of the variance in the severity of symptoms 

consistent with depression (R2= 0.033, p<0.05), and about 5% of the variance in the 

severity of symptoms consistent with anxiety (R2= 0.046, p<0.01). Finally, ‘Role 

Conflict’ explained 8.6% of the variance in the severity of symptoms consistent with 

depression (R2= 0.086, p<0.001), and 9% of the variance in the severity of symptoms 

consistent with anxiety (R2= 0.090, p<0.001). 

The use of negative coping methods also had a statistically significant (p<0.001) 

relationship with each the severity of self-reported symptoms consistent with depression 

and anxiety. The use of negative coping methods accounted for 33.3% of the variance in 

the severity of symptoms consistent with depression (R2= 0.333, p<0.001), and about 

29% of the variance in the severity of symptoms consistent with anxiety (R2= 0.291, 

p<0.001). While the use of positive coping methods was significantly related to the 

severity of symptoms consistent with anxiety (albeit in the opposite direction 
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hypothesized in the present study), explaining about 7% of the variance (R2= 0.073, 

p<0.001), it did not have a significant relationship with the severity of symptoms 

consistent with depression.  

Both “Fear of Self-Discovery” and “Fear of Therapy” had statistically significant 

relationships with both outcome measures. For the severity of self-reported symptoms 

consistent with both depression and anxiety, ‘Fear of Self-Discovery’ had the highest 

impact, explaining 18.3% of the variance in the severity of symptoms consistent with 

depression (R2= 0.183, p<0.001), and 10.7% of the variance in the severity of symptoms 

consistent with anxiety (R2= 0.107, p<0.001). ‘Fear of Therapy’ accounted for 4.5% of 

the total variance in the severity of symptoms consistent with depression (R2= 0.045, 

p<0.01), and about 5% of the variance in the severity of symptoms consistent with 

anxiety (R2= 0.049, p<0.01). “Fear of Stigma” did not have a significant relationship with 

either dependent variable.  

4.3 Multivariate Analyses 

 In order to determine the unique contribution of the predictor variables within a 

multivariate model, regression analyses were also undertaken. Hierarchical multiple 

linear regression was selected as the best method of multivariate analysis for the purposes 

of the present study. Recalling the conceptual model introduced in Section 3.1, the 

present study seeks to determine the individual and combined contributions of perceived 

contextual stressors, coping mechanisms, and perceived barriers to treatment in 

predicting the severity of self-reported symptoms consistent with mental disorder among 

post-secondary students. In what follows, each of these factors (in addition to 

sociodemographic characteristics) will be entered into the regression model in “blocks,” 
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as described in Section 3.8. Using hierarchical multiple linear regression allows for a 

more in-depth analysis of the ability of each set of variables to mediate the outcome when 

all previous variables are controlled for. 

4.3.1 Predicting the Severity of Depression  

Table 4.10 displays the results of the first hierarchical multiple linear regression 

analysis, predicting the severity of self-reported symptoms consistent with depression 

among this sample of University of Regina students. Groups of predictors, or independent 

variables, were entered into the regression model in ‘blocks.’ Each set of predictors will 

be assessed in terms of its ability to affect the outcome variable (the severity of self-

reported symptoms consistent with depression) after the previously entered group of 

variables has been controlled for. Once all blocks have been entered into the equation, the 

overall model and relative contribution of each block of variables will be assessed in 

terms of ability to predict the severity of self-reported symptoms consistent with 

depression among this sample of respondents. 

As illustrated in Table 4.10, R was different from zero at the end of each block, 

indicating that each group of variables influenced the overall model. Blocks two through 

four were statistically significant. After all predictor variables had been entered into the 

equation (Model 4), R2 was 0.582 with F= 15.843, p<0.001, indicating that 58.2% of the 

variability in the severity of students’ self-reported symptoms consistent with depression 

was predicted by the selected sociodemographic variables, contextual stressors, use of 

coping mechanisms, and perceived barriers to treatment entered into the model. 

Model 1 included the first block of variables: select sociodemographic 

characteristics of the sample. After the variables in Block 1 were entered, R2 was 0.015 
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with F= 0.547 (not significant), indicating that only 1.5% of the variance in the severity 

of students’ self-reported symptoms consistent with depression could be explained by 

sociodemographic characteristics alone. Although none of the variables in Block 1 were 

found to be significant predictors of the severity of symptoms consistent with depression, 

‘Sex’ made the largest (though insignificant) contribution to the first Model (β= 0.102). 

After the contextual stressors were entered into Block 2, R2 was 0.384 with F= 

10.954 (p<0.001), indicating that together, the sociodemographic variables and contextual 

stressors explained 38.4% of the total variance in the severity of students’ self-reported 

symptoms consistent with depression. Based on the R2 change value (0.369, p<0.001), 

the contextual stressors alone explained 36.9% of the total variance in the dependent 

variable, after controlling for the effects of the sociodemographic variables. As expected, 

the contextual stressors variables  
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Table 4.10 – Hierarchical Regression Coefficients for Selected Predictors of the Severity Index for Self-Reported 

Symptoms Consistent with Depression (as per the PHQ-9) 
 Block 1 Block 2 Block 3 Block 4 

     B SE Beta      B   SE Beta     B   SE Beta     B    SE Beta 

(Constant)  9.452*** 2.600   9.888*** 2.109   0.093*** 2.717  -2.936*** 2.665  

Sociodemographic Factors             

Age -0.031 0.103 -0.026  0.027 0.084  0.022  0.048 0.075  0.040  0.061 0.071  0.051 

Sex             

Male (r)             

Female  1.665 1.213 0.102 -0.485 1.005 -0.030  0.381 0.902  0.023  0.162 0.859  0.010 

Marital Status             

Single (r)             

Married -0.142 1.453 -0.009 -0.757 1.173 -0.046 -0.440 1.044 -0.026 -0.630 0.987 -0.038 

Living Arrangement             

Other (r)             

With Family -0.241 0.989 -0.019 -1.484 0.813 -0.118 -1.233 0.732 -0.098 -1.601* 0.699 -0.127 

Year of Study -0.199 0.429 -0.036   0.023 0.349  0.004 -0.201 0.310  0.037  0.262 0.293  0.048 

Contextual Stressors             

Academic Stressors     1.853*** 0.379  0.293  1.550*** 0.344  0.245  1.415*** 0.329  0.224 

Grade Expectations     1.617*** 0.377  0.263  1.207** 0.350  0.196  1.130** 0.332  0.184 

Env. Maladjustment     2.002*** 0.368  0.326  1.653*** 0.330  0.269  1.384*** 0.318  0.225 

Financial Stressors     1.136** 0.380  0.183  1.034** 0.340  0.066  1.108** 0.322  0.178 

Role Conflict     1.907*** 0.370  0.310  0.958** 0.357  0.156  1.312*** 0.345  0.213 

Coping Mechanisms             

Positive Coping       -0.144 0.098 -0.083 -0.151 0.093 -0.086 

Negative Coping       -1.009*** 0.145  0.417  0.725*** 0.152  0.300 

Barriers to Treatment             

Fear of Therapy           0.980** 0.310  0.160 

Fear of Self-Discovery           1.418*** 0.357  0.230 

Fear of Stigma           0.163 0.319  0.026 

Model F 0.547   10.954*** 15.793***   15.843***   

R 0.122     0.619     0.722     0.763   

R Square 0.015     0.384     0.521     0.582   

R Square Change 0.015     0.369***   0.138***     0.060***   

Note. B= Unstandardized coefficients. SE= Standard Error. Beta= Standardized coefficients. *p<0.05, **p<0.01, ***p<0.001.
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were found to have positive and significant impacts on the severity of self-reported 

symptoms consistent with depression, providing evidence to support Hypothesis 6. 

“Environmental Maladjustment” made the largest unique contribution to the overall 

model (β= 0.326, p<0.001). For every one-unit increase in the stress produced by 

“Environmental Maladjustment,” the severity of symptoms consistent with depression 

increased by 2.002 units (B= 2.002, p<0.001), holding all other variables constant. “Role 

Conflict” made the second-largest unique contribution to the overall model, where for 

every one-unit increase in the stress produced by “Role Conflict,” the severity of 

symptoms consistent with depression increased by 1.907 (B= 1.907). For every one-unit 

increase in the stress produced by “Academic Stressors,”  “Grade Expectations,” and 

“Financial Stressors,” the severity of symptoms consistent with depression increased by 

1.853 (B= 1.853), 1.617 (B= 1.617), and 1.136 units (B= 1.136), respectively, holding all 

other variables constant.  

After the use of both positive and negative coping mechanisms were entered in 

Block 3, R2 was 0.521 with F= 15.793 (p<0.001), indicating that together, the 

sociodemographic variables, contextual stressors, and use of coping mechanisms 

explained 52.1% of the total variance in the severity of students’ depression. Based on the 

R2 change value (0.138, p<0.001), use of coping mechanisms alone explained 13.8% of 

the total variance in the dependent variable, after controlling for the effects of all 

previously entered variables. As expected, the use of “Negative Coping” was found to 

have a statistically significant, positive impact on the dependent variable23, after 

controlling for both sociodemographics and perceived contextual stressors (p<0.001).  

                                                 
23 Recall that a positive impact indicates greater severity of symptoms consistent with 

mental disorder. 
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For every one-unit increase in the use of negative coping mechanisms, the severity of 

symptoms consistent with depression increased by 1.009 units (B= 1.009), holding all 

other variables constant. This finding provides support for Hypotheses 7. Though in the 

hypothesized direction, the coefficient for the use of “Positive Coping” was not 

statistically significant. The contextual stressors remained significant in Model 3, though 

“Grade Expectations” and “Role Conflict” became slightly less significant than they were 

in Model 2 (p<0.01).  

After the barriers to treatment were entered in Block 4, R2 was 0.582 with F= 

15.843 (p<0.001), indicating that the overall model explained about 58% of the total 

variance in the severity of students’ self-reported symptoms consistent with depression. 

Based on the R2 change value (0.060, p<0.001), barriers to treatment alone explained 6% 

of the total variance in the dependent variable, after controlling for the effects of all 

previously entered variables. As expected, all barriers to treatment variables were found 

to have positive relationships with the dependent variables. “Fear of Therapy” and “Fear 

of Self-Discovery” were statistically significant at p<0.01 and p<0.001, respectively. For 

every one-unit increase in “Fear of Therapy,” the severity of symptoms consistent with 

depression increased by 0.980 units (B= 0.980), holding all other variables constant. For 

every one-unit increase in “Fear of Self-Discovery,” the severity of symptoms consistent 

with depression increased by 1.418 units (B= 1.418), holding all other variables constant. 

That is, the greater the concern associated with this perceived barrier to treatment, the 

greater the severity of symptoms consistent with depression. The coefficient for “Fear of 

Stigma” was not statistically significant. These findings lend partial support to 

Hypothesis 9.  
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All contextual stressors variables retained their positive, significant relationships 

with the dependent variable from Model 3 in the final model, with the significance level 

for “Role Conflict” increasing to p<0.001. These findings provide evidence to support 

Hypothesis 6. In line with Hypothesis 7, the use of “Negative Coping” retained a 

statistically significant, positive relationship with the dependent variable (p<0.001), while 

the coefficient for the use of “Positive Coping” was in the hypothesized direction, but 

remained insignificant, not lending support for Hypothesis 8. Additionally, the 

sociodemographic variable “Live with Family” became a statistically significant 

predictor of dependent variable in the final model. This variable had an inverse 

relationship with the dependent variable (B=-1.601; p<0.05), providing support for 

Hypothesis 4.  

The standardized regression coefficients (beta or β) indicate the importance of the 

independent variables. As displayed in Table 4.10 (Block 4), “Negative Coping” (β= 

0.300, p<0.001) made the largest, unique contribution to predicting the dependent 

variable, when all other variables were controlled for. Therefore, the use of negative 

coping mechanisms was the most important predictor of the severity of students’ self-

reported symptoms consistent with depression. “Fear of Self-Discovery” made the 

second-largest, unique contribution to the model (β= 0.230, p<0.001), followed closely 

by “Environmental Maladjustment” (β= 0.225, p<0.001) and “Academic Stressors” (β= 

0.224, p<0.001). A summary of the hypotheses and their results based on the final model 

(Model 4) are reported in Table 4.11. 

In summary, students who perceived more stress resulting from each of the 

contextual stressors (Hypothesis 6) experienced more severe self-reported symptoms 
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consistent with depression. Similarly, students who frequently employed negative coping 

mechanisms (Hypothesis 7) and who indicated that “Fear of Self-Discovery” and “Fear of 

Therapy” caused them great concern with respect to seeking mental health treatment 

(Hypothesis 9) experienced more severe symptoms consistent with depression. Finally, in 

line with Hypothesis 4, self-reported symptoms consistent with depression were less 

severe among students living off campus with their families.  

Table 4.11 – Summary of Hypotheses Results for all Factors  

(Dependent Variable: Self-Reported Symptoms Consistent with Depression) 

Hypothesis 
Reject/Fail  

to Reject H0
24 

H1 
Self-reported symptoms consistent with mental disorder will be more 

severe among younger rather than older students. 
Fail to reject H0 

H2 
Self-reported symptoms consistent with mental disorder will be more 

severe among female students vis-à-vis their male counterparts. 
Fail to reject H0 

H3 

Self-reported symptoms consistent with mental disorder will be less 

severe among respondents who are married rather than those who are 

unmarried. 

Fail to reject H0 

H4 
Self-reported symptoms consistent with mental disorder will be less 

severe among students living off campus with their families. 

Reject H0; 

Support H4 

H5 
Self-reported symptoms consistent with mental disorder will be more 

severe among students in an earlier year of study. 
Fail to reject H0 

H6 
The severity of self-reported symptoms consistent with mental disorder 

will be positively related to students’ perceptions of stressors. 

Reject H0 for all 

stressors;  

Support H6 

H7 
The severity of self-reported symptoms consistent with mental disorder 

will be positively related to the use of negative coping mechanisms. 

Reject H0;  

Support H7 

H8 
The severity of self-reported symptoms consistent with mental disorder 

will be inversely related to the use of positive coping mechanisms. 
Fail to reject H0 

H9 

The severity of self-reported symptoms consistent with mental disorder 

will be positively related to students’ perceptions of barriers to 

treatment. 

Reject H0 for two 

barriers;  

Partial Support H9 

Note 1. H0 = Null hypothesis (predicts that there will be no statistically significant difference) 

Note 2. “Partial support” indicates that the research hypothesis (H1) was supported for some 

factors grouped into the same hypotheses category, but not all. As a result, the null hypothesis 

cannot be fully rejected. 

                                                 
24 We fail to reject the null hypothesis (H0) when the regression coefficients are not 

statistically significant. For example, in Model 4, the marital status “Married” was shown 

to have an inverse relationship with the severity of symptoms consistent with depression, 

meaning that as expected, married individuals had better mental health outcomes than did 

single individuals. Although this is in line with H3, as the result is not statistically 

significant, we fail to reject the null hypothesis of no difference).  
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4.3.2 Predicting the Severity of Anxiety  

Table 4.12 displays the results of the second hierarchical multiple linear 

regression analysis, predicting the severity of self-reported symptoms consistent with 

anxiety among this sample of University of Regina students. The same predictor 

variables were entered into the regression model in ‘blocks’ in the same order. As 

illustrated in Table 4.12, R was different from zero at the end of each block, indicating 

that each group of variables influenced the overall model. Blocks two through four were 

statistically significant. After all predictor variables had been entered into the equation 

(Model 4), R2 was 0.561 with F= 14.583, p<0.001, indicating that 56.1% of the 

variability in students’ self-reported symptoms consistent with anxiety is predicted by the 

selected sociodemographic variables, contextual stressors, use of coping mechanisms, 

and perceived barriers to treatment.  

Model 1 included the sociodemographic variables. After these variables were 

entered, R2 was 0.033 with F= 0.298 (not significant), indicating that only 3.3% of the 

variance in the severity of students’ self-reported symptoms of anxiety could be 

explained by sociodemographic characteristics alone. Only “Sex” was found to be a 

significant predictor of the severity of symptoms consistent with anxiety (β= 0.169, 

p<0.05)25. Female respondents scored 2.441 units higher (B= 2.441)26 on the severity 

index for symptoms consistent with anxiety than did males, providing evidence in 

support of Hypothesis 2. Results in Block 1 did not provide evidence to support 

Hypotheses 1 and 3 through 5. 

                                                 
25 Given the large beta (β) value, it is likely that this variable would have been even more 

statistically significant given a larger sample size.  
26 Recall that a positive impact indicates greater severity of symptoms consistent with 

mental disorder. 
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After the contextual stressors were entered into Block 2, R2 was 0.415 with F= 

12.482 (p<0.001), indicating that together the sociodemographic variables and contextual 

stressors explained 41.5% of the total variance in the severity of students’ self-reported 

symptoms consistent with anxiety. Based on the R2 change value (0.382, p<0.001), the 

contextual stressors alone explained 38.2% of the total variance in the severity of 

symptoms consistent with anxiety, after controlling for the effects of the 

sociodemographic variables. As expected, all contextual stressors variables had a 

statistically significant, positive relationship with the dependent variable, providing 

evidence to support Hypothesis 6. The stress produced from “Grade Expectations” made 

the largest, unique contribution to the overall model (β= 0.286, p<0.001). For every one-

unit increase in the stress produced by “Grade Expectations,” the severity of symptoms 

consistent with anxiety increased by 1.716 units (B= 01.716), holding all other variables 

constant. After adding the contextual stressors into the model, “Sex” was no longer a 

significant predictor variable. 

After coping mechanisms were entered in Block 3, R2 was 0.528 with F= 16.213 

(p<0.001), indicating that together the sociodemographic variables, contextual stressors, 

and use of coping mechanisms explained about 53% of the total variance in the severity 

of students’ self-reported symptoms consistent with anxiety. Based on the R2 change 

value (0.113, p<0.001), use of coping mechanisms alone explained 11.3% of the total 

variance in the dependent variable, after controlling for the effects of all previously 

entered variables. As expected, “Negative Coping” was found to have a highly 

significant, positive impact on the dependent variable (β=0.364, p<0.001). “Negative 

Coping” also made the most unique, significant contribution to the third model overall. 
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For every one-unit increase in the use of negative coping mechanisms, the severity of 

symptoms consistent with anxiety increased by 0.783 units (B= 0.783), holding all other 

variables constant. Unexpectedly, and similar to the results at the bivariate level, 

“Positive Coping” was also found to have a positive impact on the dependent variable, 

although the coefficient was not statistically significant. These findings provided 

evidence in support of Hypothesis 7, but not Hypothesis 8. In Model 3, the 

aforementioned contextual stressors retained their significance from Model 2, with the 

exception of “Role Conflict,” which became slightly less significant at p<0.01.  

After the barriers to treatment were entered in Block 4, R2 was 0.561 with F= 

14.583 (p<0.001), indicating that together the overall model explained 56.1% of the total 

variance in the severity of students’ self-reported symptoms consistent with anxiety. 

Based on the R2 change value (0.033, p<0.01), barriers to treatment alone explained 3.3% 

of the total variance in the dependent variable, after controlling for the effects of all 

previously entered variables. “Fear of Therapy” was found to be a statistically significant 

predictor of the dependent variable (β=0.165; p<0.01; B= 0.901), controlling for all 

previously entered variables. As expected, this variable had a positive relationship with 

the dependent variable, where the greater the overall concern associated with this barrier 

to treatment, the greater the severity of symptoms consistent with anxiety. The 

coefficients for “Fear of Self-Discovery” and “Fear of Stigma” were not statistically 

significant. These findings lend partial support to Hypothesis 9. In the final model, all 

stressors retained their levels of significance from Model 3, showing positive 

relationships with the dependent variable and providing evidence to support Hypothesis 
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Table 4.12 – Hierarchical Regression Coefficients for Selected Predictors of the Severity Index for Self-Reported Symptoms 

Consistent with Anxiety (as per the GAD-7) 
 Block 1 Block 2 Block 3 Block 4 

     B SE Beta      B   SE Beta     B   SE Beta    B    SE Beta 

(Constant)  8.291*** 2.292  -8.861*** 1.829  -1.913*** 2.401  -0.748*** 2.428  

Demographic Factors             

Age -0.022 0.091 -0.020  0.029  0.073 0.036  0.013 0.067  0.012  0.023 0.065  0.022 

Sex             

Male (r)             

Female  2.441* 1.070 0.169  0.436 0.871 0.042  0.846 0.797  0.059  0.791 0.782  0.055 

Marital Status             

Single (r)             

Married  1.043 1.281 0.070  0.519 1.017 0.063  0.967 0.922  0.065  0.796 0.899  0.054 

Living Arrangement             

Other (r)             

With Family  0.135 0.872 0.012 -1.056 0.705 -0.119 -0.549 0.647 -0.049 -0.660 0.637 -0.059 

Year of Study -0.188 0.379 -0.039 -0.017 0.302 -0.014  0.119 0.274  0.024  0.144 0.267  0.030 

Contextual Stressors             

Academic Stressors     1.616*** 0.329  0.064  1.238*** 0.304  0.220  1.211*** 0.300  0.215 

Grade Expectations     1.716*** 0.327  0.286  1.191*** 0.309  0.217  1.111*** 0.302  0.203 

Env. Maladjustment     1.664*** 0.319  0.234  1.369*** 0.292  0.250  1.228*** 0.290  0.224 

Financial Stressors     1.096** 0.329  0.021  0.902** 0.300  0.163  0.910** 0.294  0.164 

Role Conflict     1.681*** 0.321  0.224  0.879** 0.316  0.161  1.070** 0.314  0.196 

Coping Mechanisms             

Positive Coping        0.163 0.087  0.105  0.160 0.085  0.103 

Negative Coping        0.783*** 0.128  0.364  0.652*** 0.138  0.303 

Barriers to Treatment             

Fear of Therapy           0.901** 0.283  0.165 

Fear of Self-Discovery           0.583 0325  0.106 

Fear of Stigma          -0.028 0.291 -0.005 

Model F 0.298   12.482*** 16.213***   14.583***   

R 0.181     0.644     0.727     0.749   

R Square 0.033     0.415     0.528     0.561   

R Square Change 0.033     0.382***   0.113***     0.033**   

Note. B= Unstandardized coefficients. SE= Standard Error. Beta= Standardized coefficients. *p<0.05, **p<0.01, ***p<0.001.
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6. The use of “Negative Coping” also retained a statistically significant, positive 

relationship with the dependent variable (p<0.001), providing evidence to support 

Hypothesis 7. Model 4 did not provide support for Hypotheses 1 through 5 and 8. A 

complete summary of the hypotheses and their results are reported in Table 4.13. 

Table 4.13 Summary of Hypotheses Results for all Factors  

(Dependent Variable: Self-Reported Symptoms Consistent with Anxiety) 

Hypothesis 
Reject/Fail  

to Reject H0 

H1 
Self-reported symptoms consistent with mental disorder will be more 

severe among younger rather than older students. 
Fail to reject H0 

H2 
Self-reported symptoms consistent with mental disorder will be more 

severe among female rather than male students. 
Fail to reject H0 

H3 

Self-reported symptoms consistent with mental disorder will be less 

severe among respondents who are married rather than those who are 

unmarried. 

Fail to reject H0 

H4 
Self-reported symptoms consistent with mental disorder will be less 

severe among students living off campus with their families. 
Fail to reject H0 

H5 
Self-reported symptoms consistent with mental disorder will be more 

severe among students in an earlier year of study 
Fail to reject H0 

H6 
The severity of self-reported symptoms consistent with mental 

disorder will be positively related to students’ perceptions of stressors. 

Reject H0 for all 

stressors;  

Support H6 

H7 

The severity of self-reported symptoms consistent with mental 

disorder will be positively related to the use of negative coping 

mechanisms. 

Reject H0;  

Support H7 

H8 

The severity of self-reported symptoms consistent with mental 

disorder will be inversely related to the use of positive coping 

mechanisms. 

Fail to Reject H0 

H9 

The severity of self-reported symptoms consistent with mental 

disorder will be positively related to students’ perceptions of barriers 

to treatment. 

Reject H0 for 

“Fear of Therapy”;  

Partial Support H9 

Note 1. H0 = Null hypothesis (predicts that there will be no statistically significant difference) 

Note 2. “Partial support” indicates that the research hypothesis (H1) was supported for some 

factors grouped into the same hypotheses category, but not all. As a result, the null hypothesis 

cannot be fully rejected. 

 

The standardized regression coefficients (beta or β) indicate the importance of the 

independent variables. As with the first regression model, “Negative Coping” (β= 0.303, 

p<0.001) made the strongest unique contribution to explaining the dependent variable, 

when all other variables were controlled for (Table 4.12, Block 4). Therefore, the use of 
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negative coping mechanisms was the most important predictor of the severity of students’ 

anxiety. “Environmental Maladjustment” made the second-largest, unique contribution to 

the model (β=0.224, p<0.001), followed by “Academic Stressors” (β= 0.215, p<0.001). A 

summary of the hypotheses and their results based on the final model (Model 4) are 

reported in Table 4.13. 

In summary, students who perceived more stress resulting from each of the 

contextual stressors (Hypothesis 6) experienced more severe self-reported symptoms 

consistent with anxiety. Similarly, students who frequently employed negative coping 

mechanisms (Hypothesis 7) experienced more severe symptoms consistent with anxiety. 

Finally, students who indicated that “Fear of Therapy” caused them great concern with 

respect to seeking mental health treatment (Hypothesis 9) experienced more severe 

symptoms consistent with anxiety.  
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CHAPTER V 

Discussion, Implications and Directions for Future Research 

 

The final chapter of this thesis will restate the research problem and briefly 

review the main objectives of the study. The remaining sections are devoted to 

summarizing and discussing the research findings, along with acknowledging the 

implications of the present study and recommending directions for future research on the 

topic of post-secondary mental health. 

 

5.1 Restatement of the Research Problem and Objectives 

Mental health issues among post-secondary students is an ongoing issue for 

institutions of higher learning across North America. Furthermore, symptoms consistent 

with mental disorders such as anxiety and depression have reportedly increased both in 

prevalence and in severity among post-secondary student populations over the past 

several years (e.g., Gallagher 2013; Cook 2007; Hyun et al. 2006; Benton et al. 2003). An 

unmet need for mental health care has also been reported in several studies (e.g., 

Sunderland and Findlay 2013; World Health Organization 2013; Park, Attenweiller and 

Rieck 2012; Givens and Tjia 2002). Currently, the majority of the literature concerning 

post-secondary student mental health is based on the experiences of American college 

students, and limited work has been done to explore the determinants of mental health 

among Canadian students. Although a handful of existing Canadian studies have 

completed an in-depth examination of post-secondary students’ struggles with 

environmental maladjustment during university (e.g., Jackson et al. 2000; Pancer et al. 

2000), and students’ use of coping mechanisms, particularly with regard to the 
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importance of social support networks (e.g., Buote et al. 2007), these analyses have failed 

to take into account the wide variety of social and environmental determinants within the 

broader post-secondary structure that affect the mental health outcomes of the 

agents/students within. The majority of available Canadian data on student mental health 

are reported as part of larger health and wellness government and policy reports 

addressing the broader population (e.g., Mental Health Commission of Canada 2013; 

Pearson, Janz and Ali 2013; Sunderland and Findlay 2013; Government of Canada 2006; 

Health Canada 2002). As a result, these studies report high-level results, or general trends 

and themes applicable to the broader Canadian population, as opposed to including 

detailed analyses of issues within specific demographic groups, such as the post-

secondary population.  

As Canada places a great deal of emphasis and value on sustaining a highly 

educated workforce, Canadian post-secondary students are the future of our nation. 

Consequently, it is critically important to develop research that will aid in clarifying the 

determinants of students’ mental health outcomes in order to succeed in developing 

programs and services that will effectively target and support the mental health of 

Canada’s post-secondary student population. The present study contributes to the current 

body of literature on post-secondary student mental health in Canada, and is, to my 

knowledge, the first study to complete an in-depth analysis of the impact of a variety of 

determinants hypothesized to predict students’ mental health outcomes. Specifically, this 

study examined a sample of over 200 University of Regina students’ perceptions of 

contextual stressors unique to the post-secondary environment, attitudes towards, and use 

of coping mechanisms, and perceived barriers to seeking treatment, and these variables’ 
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relationships with, and contributions to, the presence and severity of self-reported 

symptoms consistent with depression and anxiety for this sample of students.  

Data were collected using an original survey entitled “Mental Health 

Deterioration in Canadian Post-Secondary Students: An Analysis of the Contextual 

Stressors and Obstacles to Utilizing Effective Coping Mechanisms.” The findings of this 

study have important implications for future research and program development intended 

to reduce the prevalence and severity of symptoms consistent with mental disorders (such 

as anxiety and depression) among Canadian post-secondary students. The findings with 

respect to each of the main objectives of the present study will be discussed in the 

subsequent sections. 

 

5.2 Objective 1: Prevalence of Symptoms Consistent with Mental Disorder  

The first goal of the present study was to evaluate the overall prevalence and 

severity of students’ self-reported symptoms consistent with anxiety and depression. 

Consistent with past research completed among American college student populations 

(e.g., Hefner and Eisenberg 2009; Blanco et al. 2008; Eisenberg et al. 2007b; Givens and 

Tjia 2002), a substantial prevalence of symptoms of disorder was found among students.  

The overall mean for the PHQ-9 scale was 1.05, indicating that the average 

student experienced some combination of the symptoms consistent with depression for at 

least several days over the past two weeks27. For the purposes of the present study, the 

PHQ-9 screening tool was used as a severity index for symptoms consistent with 

depression, as opposed to a tool for diagnosis of disorder. When the PHQ-9 is used as a 

                                                 
27 Recall that respondents were asked to indicate the frequency with which they had 

experienced each of the items on the PHQ-9 from a scale of 0 (“Not at all”) to 3 (“Almost 

every day”) over the past two weeks. 
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severity measure, the total score for each respondent is evaluated, as opposed to 

evaluating the response item by item28. Each respondent’s score can range from 0 to 27, 

wherein the larger the score, the more severe the respondent’s self-reported symptoms 

consistent with depression. That being said, it is still important here to highlight the 

responses to some of these items. For example, although item 9 (“Thoughts that you 

would be better off dead or of hurting yourself in some way”) reflected the lowest 

prevalence in this sample of students, it remains concerning that only 82.8% of student 

respondents indicated that they had not felt these feelings at all during the past two 

weeks. Also distressing is the fact that 1.4% of respondents indicated having felt this way 

“almost every day” in the past two weeks. The thoughts and feelings in item 9 are 

indicative of suicidal ideation and a tendency towards self-harm. Overall, almost 15% of 

respondents indicated having experienced the thoughts and feelings listed in item 9 for at 

least “several days” during the two-week period prior to survey completion. These 

findings are similar to those found by the Canadian Association of College and 

University Student Services (2013), where a much larger, nationally representative study 

found that 9.5% of students reported seriously considering suicide within the past year 

(American College Health Association 2013:14).  

Responses to the PHQ-9 can also be interpreted by cut off points for severity, 

where scores of 5, 10, 15, and 20 represent cut off points for “mild,” “moderate,” 

“moderately severe,” and “severe” symptoms consistent with depression, respectively 

(Kronke and Spitzer 2002). Although evaluation via cut off points is not the main focus 

                                                 
28 When using the PHQ-9 as a tool for diagnosis, algorithms outlining specific 

combinations of items and their frequencies are used in order to determine an initial 

diagnosis. As this is not the focus of the present study, the PHQ-9 was used simply as a 

self-reported symptom severity index.  
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of this study, it remains important to note that based on these criteria, results from the 

data collected revealed that nearly 75% of respondents reported at least mild symptoms 

consistent with depression, with 15% scoring in the moderately severe category and 

almost 8% in the severe. Less than a quarter of University of Regina students’ scores 

were low enough to constitute “no symptoms.” 

The overall mean for the GAD-7 scale was 1.36, indicating that the average 

respondent had experienced some combination of the symptoms consistent with anxiety 

for at least several days in the previous two week period. Taking into account this 

measure, it appears that symptoms consistent with anxiety are slightly more prevalent 

among University of Regina students than are symptoms consistent with depression. 

As with the PHQ-9, the GAD-7 was used to measure the severity of self-reported 

symptoms of anxiety. Each respondent’s score can range from 0 to 21, wherein the larger 

the score, the more severe the symptoms. Responses to the GAD-7 can also be interpreted 

by cut points, where scores of 5, 10, and 15 represent cut off points for “mild,” 

“moderate,” and “severe” symptoms consistent with anxiety, respectively (Spitzer et al. 

2006:1095). Although evaluation via cut off points is not the main focus of this study, it 

remains important to note that based on these criteria, results from the data collected 

revealed that nearly 80 per cent (78.7%) of respondents reported at least mild symptoms 

consistent with anxiety, with almost 25% of students scoring in the moderate category, 

and 21% in the severe category. 

Overall, University of Regina students reported a high rate of symptoms 

consistent with both anxiety and depression. While the results from the present study are 

not generalizable to the broader University of Regina student population given the nature 
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of the non-probabilistic sample design used for data collection, these findings nonetheless 

demonstrate the need for further research concerning the mental health outcomes of post-

secondary students. 

 

5.3 Objective 2: Analysis of Perceived Contextual Stressors  

The second objective of the present study was to examine students’ perceptions of 

which stressors within the post-secondary setting are the most significant sources of 

stress. This analysis was completed in an effort to better understand the student’s social 

context. Furthermore, understanding the sources of students’ stress is key, as students 

have reported stress to be the most common health factor impacting their academic 

performance (Byrd and McKinney 2012:186). Univariate analyses showed that students 

perceived there to be a variety of contextual stressors within the post-secondary 

environment29. Factor analysis was performed on students’ responses to the items within 

the contextual stressors inventory in order to create new measures, representing different 

categories of stress. Five factors were extracted: “Academic Stressors,” “Grade 

Expectations,” “Environmental Maladjustment,” “Financial Stressors,” and “Role 

Conflict.” These categories are consistent with those reported in the relevant literature 

(e.g., Byrd and McKinney 2012; Cook 2007; Hyun et al. 2006; Oswald and Clark 2003; 

Givens and Tjia 2002; Pancer et al. 2000).  

University of Regina students identified stressors relating to grades, academic 

workload, and expectations as being the most significant sources of stress. For example, 

over 95% of students indicated that studying for exams and tests caused them at least 

                                                 
29 Recall that students were presented with a number of stressors, and asked to indicate 

the level of stress each event caused them on a scale of one to four (Where 1= “Little to 

no stress” and 4= “Severe stress”). 
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some stress. Similarly, nearly 94% identified self-expectations for positive academic 

performance as a source of significant stress, while navigating unclear course 

requirements caused at least some stress for 91% of students. Nearly half of students 

reported that time management caused them significant stress, and nearly 100% identified 

managing the academic workload as a significant stressor. These findings are consistent 

with the literature, where academic self-confidence was identified as a significant 

predictor of mental health outcomes in addition to being a major source of stress for 

students (Byrd and McKinney 2012). Pancer et al. (2000) also identified difficulty in 

keeping up with academic work as a significant source of stress for students (and 

particularly for those in first year) in their own study (39). Many of the stressors that 

pertain to academics or grade expectations may also contribute to environmental 

maladjustment. The findings of the present study align with the literature, wherein several 

studies have identified undergraduate students’ adjustment to the post-secondary lifestyle 

and setting as a significant source of stress for students, particularly those in earlier years 

of study (e.g., Jackson et al. 2000; Pancer et al. 2000). Consistent with these findings is 

the fact that nearly half of respondents reported being in their first or second year of 

study. Therefore, we can assume that many of these students were experiencing similar 

environmental stressors to those identified in previous studies (e.g., Cook 2007; Oswald 

and Clark 2003; Jackson et al. 2000; Pancer et al. 2000).  

Financial stressors and role conflict were also found to be significant sources of 

stress for University of Regina students, with concern for affording expenses and 

balancing work obligations with school causing stress for 92% and 85% of students, 

respectively. This is consistent with the literature, where financial confidence was found 
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to be a significant contributor to students’ wellbeing (Hyun et al. 2006), and the 

balancing of school obligations, time, work, finances, and personal relationships was 

revealed to be major sources of stress for men and women between the ages of 15 and 24 

(Government of Canada 2006). A variety of other studies also identified multitasking and 

the balancing of multiple roles (social, employment, educational, etc.) to be a source of 

emotional stress for students (e.g., Buote et al 2007; Oswald and Clark 2003; Paul and 

Brier 2001). In the present study, lack of time for friends, family, and other social actives 

caused 44% of students significant to severe stress.  

Though initial univariate analyses showed that the majority of students perceived 

“Grade Expectations” to cause the most significant stress30, all stressors were found to 

have significant, positive relationships with each of the dependent variables (severity 

indexes for self-reported symptoms consistent with depression and anxiety) in both the 

bivariate and multivariate analyses. In both multivariate models, “Environmental 

Maladjustment” made the most significant overall contribution of all the contextual 

stressors.  

 

5.4 Objective 3: Students’ Use of Coping Mechanisms 

The third objective of the present study was to assess students’ attitudes towards, 

and use (or disuse) of coping mechanisms, and to determine whether they were more 

likely to employ positive (i.e., social support or professional counselling) or negative 

(i.e., substance abuse) methods. The use of coping mechanisms was evaluated with a 

                                                 
30 Items 10 (“Receiving poor grades”), 23 (“Worrying about the future - finding a job, 

graduating on time, etc.”) and 11 (“Witnessing a drop in your GPA”) on the contextual 

stressors scale were identified as causing “severe stress” among 43.3%, 38.5%, and 

33.8% of respondents, respectively. 
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scale presenting both positive and negative methods of coping31. Based on the univariate 

analysis, this sample of University of Regina students were more likely to employ 

positive coping mechanisms rather than negative coping mechanisms. However, results 

did indicate that students made use of both.  

Several studies have emphasized emerging adults’ tendencies towards risky 

behaviours through the use of negative coping mechanisms such as excessive alcohol use 

or abuse of drugs, reckless driving, or unsafe sexual activity (e.g., Iarovici 2014; Barret, 

Darradeau and Pihl 2006; Paschall 2002). Contrary to these findings, however, the vast 

majority of this sample of University of Regina students reported never engaging in 

substance abuse (alcohol nor drugs) as a method of avoidant coping. About nine in ten 

respondents indicated having never used drugs to distract themselves or to make 

themselves feel better. Two thirds of respondents reported never engaging in alcohol use 

as a coping mechanism, though 25% admitted to doing so occasionally. More frequently 

employed negative coping mechanisms were: refusing to believe that a stressful event or 

incident had occurred (26% of students used this method at least occasionally), giving up 

on trying to deal with or fix the issue (33% at least occasionally), and blaming or 

criticizing oneself for the problem (59% at least occasionally).  

The most frequently employed positive coping mechanisms were positive 

thinking (24.3% of students used this method almost always) and developing an effective 

strategy to deal with the issue (21.6% almost always). However, many students also 

reported seeking advice (80% at least occasionally) or emotional support (84% at least 

                                                 
31 Respondents were asked to indicate the frequency with which they had engaged in each 

activity to cope with stress, anxiety, depression, or other overwhelming feelings during 

their post-secondary education, on a scale from 1 to 4 (where 1= “Never” and 4= 

“Almost always”). 
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occasionally) from friends or family members. This is consistent with the literature, 

which indicates that social support networks are key to students’ positive adjustment to 

the post-secondary environment (e.g., Byrd and McKinney 2012; Wilson and Dean 2010; 

Hefner and Eisenberg 2009; Irons and Gilbert 2005). However, breaking away from 

family and friends who formed students’ social support networks throughout secondary 

school can also become a major source of maladaptation and maladjustment (Whitehill, 

Brockman and Moreno 2012). Based on the results of the present study, this sample of 

University of Regina students were more likely to seek support from friends and family 

than they were to seek help from a mental health professional. 

Over three quarters (77%) of respondents indicated that they never sought help 

from mental health professionals as a method of coping. Given the prevalence of 

symptoms consistent with mental disorder among students in this sample, this finding is 

of great concern. However, the extensive disuse of professional mental health services 

and help-negation32 is consistent with much of the literature regarding students’ help 

seeking behaviours (e.g., Wilson and Dean 2010; Rosenthal and Wilson 2008; Eisenberg, 

Golberstein and Gollust 2007; Givens and Tjia 2002). 

Bivariate analyses revealed that the use of negative coping mechanisms had a 

highly significant relationship with each of the dependent variables (severity indexes of 

self-reported symptoms consistent with anxiety and depression). Following multivariate 

analysis, negative coping mechanisms made the largest, significant contribution to 

predicting the severity of symptoms consistent with both anxiety and depression out of all 

the variables in the model. This is consistent with the literature, where Byrd and 

                                                 
32 Help negation refers to one’s “refusal or avoidance [to seek] help” (Wilson and Deane 

2010:292) 
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McKinney’s (2012) study found that students’ use of coping mechanisms had the largest 

influence on mental disorder and produced the greatest change in mental health outcomes 

(189).  

The bivariate analysis showed that the use of positive coping mechanisms had a 

significant relationship with the severity index of self-reported symptoms consistent with 

anxiety, but not with the severity index for symptoms associated with depression. 

Consistent with the literature (e.g., Byrd and McKinney 2012; Hefner and Eisenberg 

2009; Taylor and Stanten 2007), the usage of positive coping mechanisms had an inverse 

(albeit non-significant) relationship with the severity of symptoms consistent with 

depression, indicating that the use of positive coping mechanisms resulted in a lower 

score on the PHQ-9. However, both in the bivariate and multivariate analysis, positive 

coping mechanisms had a positive (non-significant) relationship with the severity of 

symptoms consistent with anxiety, a finding contrary to the literature, where the use of 

positive coping mechanisms, such as seeking social support from others, has been shown 

to encourage healthy adjustment and mediate mental distress (e.g., Whitehill, Brockman 

and Moreno 2012; Hunt and Eisenberg 2009; Irons and Gilbert 2005). It is possible that 

using positive, problem-focused coping methods, such as attempting to make the 

situation better, using positive thinking, or trying to come up with a strategy of how to 

deal with the issue, may produce more stress rather than eradicating it, particularly if the 

issue is one that cannot be easily solved. This finding is further elaborated in section 

5.6.5. 
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5.5 Objective 4: Perceived Barriers to Treatment 

The fourth objective of the present study was to determine students’ perceived 

barriers when considering seeking treatment for mental health issues. Factor analysis was 

performed on students’ responses to items in the perceived barriers to treatment scale to 

identify different categories of barriers. Three factors were extracted, consistent with 

three of the five factors found by Park, Attenweiler and Rieck (2012) in their original 

study33: “Fear of Therapy,” “Fear of Self-Discovery,” and “Fear of Stigma.” The findings 

demonstrated that students perceive there to be substantial barriers to treatment. 

“Fear of Self-Discovery” was prevalent among respondents, with items “I will have 

to re-live some unpleasant experiences” and “I will find out my problems are worse than 

I thought” representing the largest barriers to seeking treatment, with over 60% of 

respondents indicating that they would be at least slightly concerned with these items. 

Students also expressed concerns with having to admit to problems they were not yet 

ready to face, having to change their current methods of coping, and discovering 

something was “really wrong with them.”  

“Fear of Stigma” was also prevalent among this sample of University of Regina 

students, with about 41% of respondents expressing concern that their friends would 

judge them negatively for seeking treatment. Additionally, one third of respondents 

expressed concern that they would be labelled as “crazy” if they were to pursue 

treatment. These findings are consistent with much of the literature, where several studies 

                                                 
33 Repeat measures used in the original study were removed to accommodate the length 

of the questionnaire used in the present study, leaving 19 total items as potential 

perceived barriers. The original authors’ analyses investigated the complete MHTFO, a 

49-item inventory expected to produce a great degree of variability (Park, Attenweiler 

and Rieck 2012:754), which would explain why their factor analysis resulted in a larger 

number of factors. 
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have reported perceived stigma to be an important barrier to help seeking (e.g., Wyatt and 

Oswalt 2013; Eisenberg et al. 2009; Eisenberg, Golberstein and Gollust 2007; Crisp et al. 

2005). Personal stigma, as identified in the literature by Eisenberg et al. (2009), was also 

evident in the present study, reflected in feelings of potential embarrassment. Over half 

(52%) of students indicated that they would be at least slightly concerned with feeling 

embarrassed in front of a mental health professional.  

“Fear of Stigma” as it relates to therapy itself was also evident in respondents’ 

concern for how having a history of mental health treatment may affect future job or 

educational opportunities. Four out of ten respondents indicated that they would be at 

least slightly concerned that seeking professional mental health treatment would 

negatively impact their future, and over three in ten identified confidentiality concerns as 

a barrier to help seeking, consistent with Givens and Tjia’s (2002) findings. In line with 

findings from the relevant literature (e.g., Wilson and Deane 2010; Eisenberg, 

Golberstein and Gollust 2007; Givens and Tjia 2002), a lack of faith in treatment quality 

and/or effectiveness was also identified as a significant barrier in the present study, with 

nearly 60% of students expressing concerns that the therapy would not work. Finally, 

nearly half of respondents identified the potential for being placed on drugs or 

hospitalized as a significant barrier to seeking treatment.  

Although not all barriers were found to be significant predictors in the 

multivariate analysis after controlling for the effects of sociodemographics, contextual 

stressors, and the use of coping mechanisms, both “Fear of Self-Discovery” and “Fear of 

Therapy” remained significant predictors of the severity of self-reported symptoms 

consistent with depression, while “Fear of Therapy” remained a significant predictor of 
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the severity of symptoms associated with anxiety. These findings suggest that perception 

of barriers can contribute to students’ help negation. This is consistent with much of the 

literature, which shows that accessing effective treatment and positive help seeking 

behaviours can significantly reduce the severity of symptoms consistent with mental 

disorder (e.g., Wilson and Deane 2010; Eisenberg et al. 2009; Eisenberg, Golberstein and 

Gollust 2007). These findings also suggest that perceived barriers may change depending 

on the type of mental disorder an individual is struggling with. 

 

5.6 Objective 5: Determinants of Students’ Mental Health Outcomes 

The final objective of the present study was to determine the ability of perceived 

contextual stressors, use of coping mechanisms, and perceived barriers to treatment to 

predict the severity of depression and anxiety among this sample of University of Regina 

students. Hierarchical multiple linear regression was chosen to assess the ability of each 

set of variables to mediate the outcome when the effects of all previously entered 

variables are controlled for. This allows the researcher to pinpoint those factors that have 

the most statistically significant impact on the severity of symptoms consistent with 

mental disorder among post-secondary students. Overall, the regression analyses found 

that the model was successful in predicting a moderately strong amount of variance in the 

indices of severity of symptoms consistent with both depression (58.2%) and anxiety 

(56.1%). With the exception of the first block for each of the regression models 

(containing only sociodemographic variables), each block of variables influenced the 

overall model. The most important findings of the multivariate analyses are summarized 

below in Table 5.1. 
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Table 5.1 - Summary of Multivariate Analysis Results for both Models 

Predictors Depression Severity Index Anxiety Severity Index 

Sociodemographic Factors   

Living Arrangement Live with Family (Inverse) ------ 

Contextual Stressors   

Academic Stressors Positive Positive 

Grade Expectations Positive Positive 

Environmental Maladjustment Positive Positive 

Financial Stressors Positive Positive 

Role Conflict Positive Positive 

Coping Mechanisms    

Negative Coping Positive Positive 

Barriers to Treatment   

Fear of Self-Discovery Positive ------

Fear of Therapy Positive Positive 

Note 1. Positive relationship indicates the greater the score, the greater the severity of symptoms 

Note 2. The dummy variable for “Living Arrangements” is compared to the reference category. 

Therefore, the inverse relationship indicates that students who reported living off campus with 

family reported lower scores on the severity index (indicating less severe symptoms of 

depression, or better mental health outcomes) 

 

5.6.1 Students’ Living Arrangement 

 Students’ living arrangement was found to be a statistically significant predictor of 

the severity of symptoms consistent with depression, but not of those consistent with 

anxiety. The findings for this variable are contrary to much of the literature, which shows 

that living on campus (either in residence, or off camps with other students) leads to most 

positive mental health outcomes as a result of building strong social support systems with 

other students. Indeed, Buote et al. (2007) found that living arrangements were 

significant predictors of mental health outcomes with regard to the level and value of 

social support students received. In this particular study, students who lived in residence 

(or near campus with other students) were found to have higher levels of openness to new 

friendships, and as a result, built up a greater immediate social support network than did 

‘commuter’ students who lived off campus alone, or with family members (Buote et al. 

2007:676). Despite these findings, it was hypothesized that the reliable social support 
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offered by family would have a buffering effect on the potential emergence of symptoms 

consistent with mental disorder, particularly for those experiencing stress produced by 

environmental maladjustment (i.e., struggling to form new relationships and friendships 

with fellow students). Indeed, results of the present study showed that living with family 

members off campus had a statistically significant, inverse relationship with the severity 

of symptoms consistent with depression, as compared to other living arrangements (living 

on residence, near campus with friends, or off campus alone). An inverse relationship 

was also found between living with family members and the severity of symptoms 

consistent with anxiety, though the relationship was not statistically significant. Given the 

notable importance of strong social support networks in the reviewed literature (e.g., 

Byrd and McKinney 2012; Wilson and Dean 2010; Hefner and Eisenberg 2009; Irons and 

Gilbert 2005), this finding may indicate that the “safety net” of familial social support 

effectively mediates the severity of symptoms consistent with depression more so than 

the social support found in friendships. It is also possible that students receive more 

functional social support from family members, and structural social support from 

friendships34. Hefner and Eisenberg (2009) emphasized the importance of functional 

social support, finding that the positive effects of social support were the most effective 

when the support provided was highly functional. 

 

5.6.2 Contextual Stressors 

 All contextual stressors variables were found to be statistically significant 

                                                 
34 Hefner and Eisenberg (2009) emphasize the importance of recognizing structural 

versus functional social support, noting that, “structural support refers to the existence 

and quantity of relationships, whereas functional support refers to the perceived quality 

of [those] relationships” (491). 
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predictors of more severe symptoms consistent with both anxiety and depression. The 

results of this study indicate that pressures surrounding a variety of contextual stressors 

not only may cause students significant stress, but can also contribute to the severity with 

which students experience symptoms consistent with both anxiety and/or depression. 

Both “Grade Expectations” and “Academic Stressors” were found to have highly 

significant, positive relationships with both dependent variables, predicting more severe 

symptoms consistent with disorder (or poorer mental health outcomes). These findings 

are consistent with the literature, where academic self-confidence was identified as a 

significant predictor of mental health outcomes in addition to being a major source of 

stress for students (Byrd and McKinney 2012). Additionally, anxiety related to the 

pressures of testing and completing assignments has been well documented among 

students (Iarovici 2014:131). Pancer et al. (2000) also identified difficulty in keeping up 

with academic work as a significant source of stress for students (and particularly for 

those in first year) in their own study (39).  

 Of all of the contextual stressors variables entered into the regression equation, 

“Environmental Maladjustment” made the greatest unique, statistically significant 

contribution to the prediction of the severity of symptoms consistent with both depression 

and anxiety after controlling for the impact of all other variables. “Environmental 

Maladjustment,” therefore, had the greatest impact of all the contextual stressors included 

in the analysis. This finding is consistent with much of the literature, which shows that 

adjusting to the post-secondary environment can often be an exceedingly stressful 

experience for students (e.g., Byrd and McKinney 2012; Cook 2007; Oswald and Clark 

2003; Jackson et al. 2000; Pancer et al. 2000). In particular, Oswald and Clark (2003) 
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note that students new to post-secondary education often find the transition to be the most 

stressful adjustment phase in their life (188). As over half of the sample used for the 

present study reported being in first or second year, the finding that “Environmental 

Maladjustment” was perceived by students to be the most significant contextual stressor 

is not surprising.  

 As discussed in Chapter 2, students experience a variety of adjustment challenges 

when first beginning their post-secondary education, such as shifts in living 

arrangements, social circles, access to transportation, as well as to regular amenities, such 

as laundry and groceries. Furthermore, students face changes in academic workload, a 

substantial decrease in the guidance provided by professors, and a sudden need for 

budgeting their time in order to meet assignment deadlines. Pancer et al. (2000) argue 

that new students have a limited transition period during which they can become 

accustomed to their new post-secondary environment, as well as their new level of 

personal responsibility; hence, many students experience difficulty in adjusting to their 

newfound independence (39). The stressors within the “Environmental Adjustment” 

category fall under Byrd and McKinney’s (2012) umbrella of “individual” level 

stressors35. Since Environmental Adjustment was more significant than “Grade 

Expectations” and “Role Conflict” in both models, the present study’s findings align with 

Byrd and McKinney’s (2012) in that individual level stressors were stronger contributors 

to mental health outcomes than were those at the institutional level.  

  “Role Conflict” was another statistically significant predictor of the severity of 

                                                 
35 Individual level stressors refer to students’ academic adjustments to post-secondary 

education as well as self-perceptions of their skills and abilities (Byrd and McKinney 

2012:186). 
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symptoms consistent with both depression and anxiety. The importance of the perception 

of “Role Conflict” as a significant contextual stressor to students has been well 

documented in the relevant literature. Students face time management challenges, within 

and outside of the academic setting (consider those responsibilities related to work, social 

engagements, and relationships with friends, family, and significant others). The finding 

that several students in the present study identified lack of time for friends, family, and 

social obligations, as well as balancing academic and work obligations, as significant 

sources of stress supports the conclusion that role conflict and strain exist among this 

sample of University of Regina students. Balancing multiple obligations can result in a 

great degree of role strain for any individual, let alone an emerging adult who is still 

building on his or her ability to multitask. Data at the national level have also supported 

the finding that young adults between the ages of 15 and 24 see managing their time 

between multiple obligations to be a significant source of stress (Government of Canada 

2006:8).  

 “Financial Stressors” was also found to be a significant predictor of the severity of 

symptoms consistent with depression and anxiety. The stress produced by “Financial 

Stressors” goes hand-in-hand with the stress associated with “Role Conflict.” In some 

cases, it may not be financial strain that directly impacts students’ mental health, but 

rather a combination of that financial strain intermingling with the action taken to address 

financial need. In other words, the role conflict produced by fulfilling the roles of both 

“student” and “employee” can produce strain that negatively affects an individual’s 

mental health. Financial strains produced by incurring student loans (and having to repay 

them) in order to pay tuition, in addition to meeting one’s living expenses, therefore have 
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both direct and indirect impacts on students’ mental health outcomes, as demonstrated 

through the active component of the requirement to work throughout one’s post-

secondary education. This explanation gains more support considering that over the past 

35 years, the employment rate of full time post-secondary students increased from about 

25% to just under one in two, with the average time spent at work hovering around 

sixteen hours per week (Marshall 2010:7-8). Given that students are often expected to 

treat their post-secondary education like a full time job, it is not surprising that working 

an additional sixteen hours per week to meet their financial obligations contributes to the 

severity of symptoms consistent with anxiety and depression among students.  

 

5.6.3 Use of Coping Mechanisms 

 The use of positive coping mechanisms, such as seeking social support from others, 

has been shown to encourage healthy adjustment and mediate mental distress (e.g., 

Whitehill, Brockman and Moreno 2012; Hunt and Eisenberg 2009; Irons and Gilbert 

2005). However, in the present study, the use of positive coping mechanisms had a 

different relationship with each outcome variable examined. As hypothesized, and in line 

with the literature (e.g., Byrd and McKinney 2012; Hefner and Eisenberg 2009; Taylor 

and Stanten 2007), positive coping mechanisms had an inverse relationship with the 

severity of symptoms consistent with depression. Unexpectedly, positive coping 

mechanisms had a positive relationship with the severity of symptoms consistent with 

anxiety. It is possible that using positive, problem-focused coping methods such as 

attempting to make the situation better, using positive thinking, or trying to come up with 

a strategy of how to deal with the issue, may produce more stress rather than eradicating 

it, particularly if the issue is one that cannot be easily solved (e.g., receiving poor grades 
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due to lack of study time as a result of having to care for a sick child, while also 

struggling to meet one’s academic and employment obligations). In this case, dwelling on 

the issue, or attempting to resolve it to no avail, may produce even more stress, 

exacerbating symptoms associated with anxiety. Additionally, reaching out to friends or 

family for social support and/or advice may result in increased stress in the event that the 

advice given is unhelpful or misinformed. In both cases, however, the use of positive 

coping mechanisms was not a statistically significant predictor of the severity of 

symptoms consistent with anxiety and/or depression. 

 In line with the relevant literature (e.g., Byrd and McKinney 2012) the use of 

negative coping mechanisms was a statistically significant predictor of the severity of 

symptoms consistent with both anxiety and depression. The relationship between the use 

of negative coping mechanisms and the severity of symptoms was positive, indicating 

that more frequent use of negative coping mechanisms resulted in more severe symptoms 

of disorder, as hypothesized.  

 

5.6.4 Barriers to Treatment 

 “Fear of Self-Discovery” was a statistically significant predictor (p<0.001) of the 

severity of symptoms consistent with depression, after controlling for all other variables. 

Although the variable was not a statistically significant predictor of the severity of 

symptoms consistent with anxiety, it maintained a positive relationship with this 

dependent variable, indicating that the greater the “Fear of Self-Discovery,” the poorer 

the mental health outcome. As discussed in Chapter 4, “Fear of Self-Discovery” was 

quite prevalent among respondents, expressed through concerns of having to re-live 

unpleasant experiences, having to alter current methods of coping, and discovering that 
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something is “really wrong” with one’s mental health. Since help negation is 

symptomatic of depression, it is not surprising that fear of discovering more about one’s 

mental state is a significant barrier to treatment, as well as a significant predictor of the 

severity of symptoms consistent with depression. 

 “Fear of Therapy” was a statistically significant (p<0.01) predictor of the severity 

of symptoms consistent with both anxiety and depression, after controlling for other 

variables. A positive relationship existed, wherein the greater the concern regarding “Fear 

of Therapy”, the more severe the symptoms consistent with disorder. The items combined 

to create this variable consisted of doubts regarding confidentiality, fear that issues would 

be worse than one first thought, fear of being placed on drugs or being hospitalized, lack 

of faith in treatment effectiveness, and fear that seeking professional treatment would 

negatively impact future career or educational opportunities. The significance of this 

barrier is consistent with much of the literature. Givens and Tjia (2002) found that high-

achieving students reported several of these items as barriers to treatment. Threat of 

academic jeopardy in particular was found to be an important obstacle for medical 

students considering treatment mental disorder (e.g., Givens and Tjia 2002:920). 

Additionally, Eisenberg, Golberstein and Gollust (2007) found that students reported 

concern that treatment would not help, a fear of being hospitalized, and concern for 

privacy (600). Given the nature of these fears, it is not surprising that a positive, 

significant relationship was reported between “Fear of Therapy” and the severity of 

symptoms consistent with both anxiety and depression. 
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5.7 Limitations and Directions for Future Research 

 The present study is subject to the same methodological limitations that affect all 

survey-based research, including response bias, tendency for respondents to lean towards 

answering in line with social desirability, and overall reliability of responses. The present 

study broaches a topic that may be sensitive to some respondents, making the potential 

for response bias even greater. Given the sensitivity of the subject matter, there is no 

assurance that the data collected reflect students’ true mental states, nor their true feelings 

regarding contextual stressors, use of coping mechanisms, or perceptions of potential 

barriers to seeking mental health treatment. The use of self-report data raises several 

questions concerning reliability of the data. Despite the fact that participants were assured 

of complete anonymity and confidentiality, self-report bias and social desirability may 

have influenced the results. For these reasons, the estimates of prevalence of self-reported 

symptoms consistent with disorder and students’ perceptions of determinants of mental 

health are likely conservative. This could also have had an effect on observed 

relationships between variables. 

Secondly, the screening tools used to determine prevalence and severity of 

depression and anxiety in the present paper are used as indices of symptom severity, and 

not as tools for diagnosis of mental disorder. Not only is it true that a high score on the 

symptom severity index does not necessarily indicate a diagnosable mental disorder, but 

it is also important to note that diagnoses was not the intent or focus of the present study. 

The time of year during which survey completion took place (end of the semester) may 

also have contributed to spikes in feelings or symptoms consistent with anxiety and/or 

depression, possibly skewing the results with respect to prevalence of symptoms 
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consistent with mental disorder. Finally, the two items on the PHQ-9 that received the 

highest frequency indications from respondents (thereby contributing to a higher 

depression score) inquired as to students’ level of fatigue, energy, and sleep patterns. 

Though these measures are meant to identify abnormal sleep patterns as indicators of 

depression, these high frequencies may instead be indicators of sleep disorders among 

this sample of University of Regina students, another common disorder found among 

student populations in North America (Iarovici 2014). Additionally, neither the PHQ-9 

nor the GAD-7 scale provides the respondent with the opportunity to indicate having 

experienced the items on the list “once” or even “a few times” in the past two weeks; the 

options jump from “not at all” to “several times.” This could potentially result in an over-

inflation of self-reported symptoms if the respondent has experienced the issue only once, 

but is forced to pick “several days” as his or her response. Similarly, the respondent may 

pick “not at all,” potentially under-measuring symptoms.  

Third, due to scope restraints, the present study examined symptoms of only two 

mental disorders common to student populations: anxiety and depression. As a variety of 

mental health issues affect student populations, future, more comprehensive research 

should work towards addressing additional challenges, such as eating disorders, sleep 

disorders, substance abuse disorders, self-harm, and suicidal ideation.  

 Fourth, taken together, the predictors studied here accounted for nearly sixty per 

cent of the total variance in the severity of depression and anxiety. However, there remain 

many other predictors and correlates that deserve attention in future studies. In the 

present study, very few sociodemographic characteristics were found to be significant 

predictors, despite their significance in the literature. This may be due in part to the 
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limited sample size, and limited variation within the sample. For example, the 

distribution in the data used for the present study was very heavily skewed in favour of 

females, individuals aged 18-25, individuals of Caucasian descent, and Canadian citizens. 

More demographic variability would have allowed for a more well rounded analyses of 

the impacts of these variables. Another important predictor according to the relevant 

literature is the lack of awareness and education surrounding the recognition of mental 

health issues, as well as a lack of knowledge regarding the treatment services provided, 

both on and off campus (Wilson and Dean 2010). Several studies have suggested that an 

inadequate level of mental health literacy may be leading students to believe that their 

poor mental state is a result of normal stresses of post-secondary life, with this 

misconception resulting in a low level usage of mental health services (e.g., Wyatt and 

Oswalt 2013; Wilson and Dean 2010; Eisenberg, Golberstein and Gollust 2007). Future 

research should consider these and other relevant factors.  

 Fifth, as previously noted, several scales used in the present study were adapted 

from their original states in order to meet time and scope restrictions. Despite the 

practical reasons for which the scales were adapted (elaborated on in Chapter 3), revising 

a previously well-established scale might raise validity issues. Though the changes made 

to the scales used in the present study were not drastic, consisting of removing repeated 

or similar items, the implication of reducing the number of items on a scale’s content 

validity is acknowledged.  

Finally, the representativeness of this convenience sample is problematic, as one 

cannot generalize the results of the present study to the entire University of Regina 

student population. Thus, the findings of this study should not be used to make definitive 
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claims about the state of students’ mental health at the University of Regina, but rather as 

indicators of potential areas of concern. Future research should extend the findings of the 

present study to larger, randomly selected samples of post-secondary students. These 

findings should be replicated across diverse university environments in order to better 

understand students’ social context and to gain clarification of the determinants of 

students’ mental health outcomes. Ideally, the conclusions drawn from the present study 

will contribute to the current body of knowledge that is accessible to, and necessary for, 

the success of essential mental health counselling services provided by Canadian post-

secondary institutions. Although the data in the present study will be bound to the 

convenience sample of students at the University of Regina, general trends and themes 

may be applicable to larger, more comprehensive studies in the future, especially since 

the findings of the present study parallel findings of previous research. 

 

5.8 Implications of the Present Study 

As this study reveals, there are a number of social and environmental factors that 

can be considered determinants of students’ mental health outcomes. These factors point 

to potential areas for intervention or improvement in supporting students’ mental health 

and encouraging help seeking behaviours.  

A variety of contextual stressors, specific to the post-secondary environment, 

were identified as significant sources of stress for students. Among those found to be 

significant predictors of mental health outcomes were “Academic Stressors,” “Grade 

Expectations,” “Environmental Maladjustment,” “Financial Stressors,” and “Role 

Conflict.” Although time-management and the development of the ability to multi-task 

are largely the responsibility of the student, it is important for institutions to support 
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students in the transition to their post-secondary education, in addition to providing the 

tools students need to develop those time management skills. In the event that the 

institution already offers these resources, improved student awareness with respect to 

where to access these programs needs to become an institutional priority, particularly 

during the earlier years of study. This foresight will not only improve mental health 

outcomes, but may also contribute to the improvement of student recruitment and 

retention.  

The present study showed that this sample of University of Regina students were 

more likely to employ positive, rather than negative coping mechanisms. However, a 

disturbingly low rate of willingness to seek treatment, given the prevalence of self-

reported symptoms consistent with mental distress among the sample, was also reported. 

Furthermore, several barriers to treatment were identified by students, including fears of 

self-discovery, of stigma, and of therapy itself. Though the present study briefly 

discussed the development of several anti-stigma campaigns and mental health action 

plans at a variety of post-secondary institutions across Canada, this trend needs to 

continue moving towards encouraging the development of post-secondary environments 

where open discussion of mental health issues is commonplace. It is imperative that both 

faculty and students are aware of how to recognize symptoms of mental disorder, and 

how to broach the subject and encourage help seeking behaviour.  

Previous studies have indicated a prevalence of stress and other overwhelming 

feelings among post-secondary populations across North America (e.g., CACUSS and 

CMHA 2013; Gallagher 2013; Cook 2007; Hyun et al. 2006; Benton et al. 2003). 

Findings show students are actively struggling with environmental maladjustment, 
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feelings of homesickness, friendsickness, and difficulty with managing the multiple 

demands of their academic, professional, and social lives (e.g., Byrd and McKinney 

2012; Whitehill, Brockman and Moreno 2012; Fritz and DeMarinis 2008; Buote et al. 

2007; Cook 2007; Government of Canada 2006; Oswald and Clark 2003; Paul and Brier 

2001; Jackson et al. 2000; Pancer et al. 2000). Given these empirical findings, in addition 

to the fact that suicide is the second leading cause of death among young Canadians aged 

15 to 34 (Statistics Canada 2012), it is imperative that future research continues to 

evaluate the many determinants of post-secondary students’ mental health outcomes, 

making the treatment and analysis of mental health issues among this population a policy 

priority.  

The present study has begun to identify some determinants of post-secondary 

students’ mental health outcomes with respect to self-reported symptoms consistent with 

anxiety and depression in a Canadian context, taking into account contextual stressors 

specific to the post-secondary environment, students’ attitudes towards, and use of, 

coping mechanisms, as well as perceived barriers to treatment. Although there is certainly 

more work to be done, the conclusions drawn from the present study contribute to the 

current body of Canadian literature, and ideally, trends and themes identified here will 

contribute to larger, more comprehensive studies in the future that will move us towards 

building a healthy future for Canadian post-secondary students. 
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    For office use only 

 

2014 
 

 

 

Participation Consent Form 
 

Mental Health Deterioration in Canadian Post-Secondary Students: An 

Analysis of the Contextual Stressors and Obstacles to Utilizing Effective 

Coping Mechanisms 
 

Purpose of Study: 

This survey is being conducted as a partial requirement for a Master’s Thesis project.  

The primary objective of this study is to understand university students’ perceptions of 

stressors in an academic environment, as well as ways of coping with these stressors, and 

perceived barriers to seeking treatment.  

 

Procedures: 

Your participation is optional and will not influence your class standing in any way. 

There are no risks or benefits associated with completion of the following questionnaire. 

Completion of the questionnaire will take approximately 20 minutes. Please be advised 

that the participant reserves the right to refuse answering all questions. As the individual 

questionnaires and the results from this survey are anonymous and confidential, please 

DO NOT place your name, student number or any other form of personal identification 

on the questionnaire. Data collected for the purposes of this study will be stored 

electronically for a minimum of 5.5 years. 

 

Right to Withdraw: 

Participants are given the option to withdraw from this study at any time while filling out 

the questionnaire. Incomplete or semi-complete questionnaires will be securely shredded 

and will not be used in data analysis. Once a participant has completed the questionnaire, 

there is no longer an option to withdraw from the study, as all information is anonymous 

and confidential, making it impossible to locate a specific student's questionnaire. 

 

Ethical Approval: 

Please be advised that this questionnaire has been approved by the Research Ethics Board 

of the University of Regina. If you have any questions or concerns regarding the 

procedures of this project, please do not hesitate to contact Brooke Jones-Delcorde (E-

mail: jonesdeb@uregina.ca) or Dr. Rozzet Jurdi (E-mail: rozzet.jurdi@uregina.ca). If 

you have any concerns regarding your rights as a participants, please contact the Chair of 

the Research Ethics Board (Tel: 585-4775; E-mail: research.ethics@regina.ca).  

 

Thank you for your participation.  

 

 

mailto:rozzet.jurdi@uregina.ca
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 SECTION A: Stressors in a University Environment 
 
1. Which of the following events cause you stress? Please indicate the level of stress each event 

causes you using the legend below and to the right. 
1= Little to no stress 

2 = Some stress 

3 = Significant stress 

4 = Severe stress 

a. Participating in class 1 2 3 4 

b. Worrying about money/expenses (tuition, rent, etc.) 1 2 3 4 

c. Applying for scholarships 1 2 3 4 

d. Handling the academic workload 1 2 3 4 

e. Taking student loans, and/or being obligated to pay them 

back after completion of studies 
1 2 3 4 

f. Balancing work outside of school with academics 1 2 3 4 

g. Adjusting to the campus environment 1 2 3 4 

h. Meeting new people/friends in the academic community  1 2 3 4 

i. Meeting with professors to discuss grades/course work 1 2 3 4 

j. Receiving poor grades 1 2 3 4 

k. Witnessing a drop in your GPA (grade point average) 1 2 3 4 

l. Managing your time between assignments, exams, 

readings, etc. 
1 2 3 4 

m. Sitting examinations 1 2 3 4 

n. Meeting assignment deadlines 1 2 3 4 

o. Studying for examinations, tests, etc. 1 2 3 4 

p. Preparing and delivering oral presentations 1 2 3 4 

q. Expectations from self to do well 1 2 3 4 

r. Expectations from others to do well (parents, faculty, etc.) 1 2 3 4 

s. Waiting for grades/results 1 2 3 4 

t. Lack of time for family and friends, or social activities 1 2 3 4 

u. Navigating unclear coursework requirements 1 2 3 4 

v. Group assignment work 1 2 3 4 

w. Worrying about the future (i.e. finding a job, graduating 

“on time”, etc.) 
1 2 3 4 

GSI-R (Rocha-Singh 1994); USS (Burge 2009) 
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SECTION B: Mental Health 
 

2. Have you ever suffered from a mental health disorder, such as anxiety or depression? 

 

a. Yes 

b. No 

c. Unsure 

 

3. Have you suffered from a mental health disorder, such as anxiety or depression since 

beginning your post-secondary education? 

 

a. Yes 

b. No  

c. Unsure 

 

4. Have any of your post-secondary peers suffered from a mental health disorder, such as 

anxiety or depression since beginning post-secondary education? 

 

a. Yes 

b. No 

c. Unsure 

 

5. Over the last two weeks, how often have you been bothered by the following 

problems? Please circle the number that most reflects your feelings using the legend 

below and to the right. 
0 = Not at all 

1 = Several days 

2 = More than half the days 

3 = Almost every day 

 

a. Feeling nervous, anxious, or on edge 0 1 2 3 

b. Not being able to stop or control worrying 0 1 2 3 

c. Worrying too much about different things 0 1 2 3 

d. Had trouble relaxing 0 1 2 3 

e. Being so restless that it is hard to sit still 0 1 2 3 

f. Becoming easily annoyed or irritable 0 1 2 3 

g. Feeling afraid, as if something awful may happen 0 1 2 3 

GAD-7, Spitzer, Williams & Knoenke, (2006) 
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6. Over the last two weeks, how often have you been bothered by the following 

problems? Please circle the number that most reflects your feelings using the legend 

below and to the right. 
0 = Not at all 

1 = Several days 

2 = More than half the days 

3 = Almost every day 

 

a. Little interest or pleasure in doing things 0 1 2 3 

b. Feeling down, depressed, or hopeless 0 1 2 3 

c. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

d. Feeling tired or having little energy 0 1 2 3 

e. Poor appetite or overeating 0 1 2 3 

f. Feeling bad about yourself – or that you are a failure or 

have let yourself or your family down 
0 1 2 3 

g. Trouble concentrating on things, such as reading or 

watching television 
0 1 2 3 

h. Moving or speaking so slowly that other people noticed – 

or the opposite – being so fidgety or restless that you have 

been moving around a lot more than usual 

0 1 2 3 

i. Thoughts that you would be better off dead or of hurting 

yourself in some way  
0 1 2 3 

PHQ-9, (Spitzer, Williams and Knoenke 2006) 

 

 

7. Do you feel that the post-secondary setting fosters an environment where students are 

prone to mental health deterioration (i.e. feelings of excess anxiety, depression, etc.)? 

a. Yes 

b. No 

 

 

8. Do you feel that feelings of anxiety and/or depression are an inherent (naturally 

occurring, or to be expected) part of the post-secondary experience (consider the stress 

that accompanies exams, deadlines, receiving poor grades, etc.)? 

c. Yes 

d. No 
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SECTION C: Methods of Coping 
 

9. Please indicate which of the following activities you have engaged in to cope with 

stress, anxiety, depression, or other overwhelming feelings during your post-secondary 

education using the legend below and to the right: 
1= Never 

2 = Occasionally  

3 = Frequently 

4 = Almost always 

 

a. I’ve been taking action to try to make the situation better 1 2 3 4 

b. I’ve been getting help and advice from other people 

(friends or family) 
1 2 3 4 

c. I’ve been seeking professional help and advice from 

others (medical professional) 
1 2 3 4 

d. I’ve been looking for something good in what is 

happening (positive thinking) 
1 2 3 4 

e. I’ve been trying to come up with a strategy of how to deal 

with the issue 
1 2 3 4 

f. I’ve been getting emotional support from others (family or 

friends) 
1 2 3 4 

g. I’ve been turning to work or to leisure activities (i.e. 

reading, shopping) to take my mind off of things. 
1 2 3 4 

h. I’ve been refusing to believe that it has happened 1 2 3 4 

i. I’ve been drinking alcohol and partying to distract myself, 

or to make myself feel better 
1 2 3 4 

j. I’ve been using drugs to distract myself, or to make myself 

feel better 
1 2 3 4 

k. I’ve been giving up trying to deal with it or fix it 1 2 3 4 

l. I’ve been blaming or criticizing myself for what has 

happened 
1 2 3 4 

All items adapted from the Brief-COPE Inventory (Carver 1997) 
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SECTION D: Treatment Options  

 
10. Do you feel that you have sufficient knowledge of the mental health treatment options 

(including counselling services) provided by the University of Regina? 

 

a. Yes, I am aware of all treatment options provided by the University of Regina 

b. Yes, I am aware of some treatment options provided by the University of Regina, 

but am unsure of how to access them 

c. No, I am not aware of any treatment options provided by the University of Regina 

 

 
11. Do you feel that you have sufficient knowledge of the mental health treatment options 

(including counselling services) offered from external providers in the Regina area 

(outside of the University of Regina)? 

 

a. Yes, I am aware of all or many treatment options provided in the Regina area 

b. Yes, I am aware of some treatment options provided in the Regina area, but am 

unsure of how to access them 

c. No, I am not aware of any treatment options provided in the Regina area outside 

of the University of Regina 
 

 

12. Imagine that you are about to see a mental health professional for a current or past 

issue that is troubling you. Please use the scale below to respond to the items below, 

indicating the extent of your fear, or how much you think that issue may bother you. 
 

1= I would not be concerned about this 
2 = I would be slightly concerned about this  

3 = I would be concerned about this issue 

4 = I would be very concerned about this issue 

 

a. My friends will judge me negatively for seeing a mental 

health professional 
1 2 3 4 

b. My therapist will ridicule me 1 2 3 4 

c. I will feel embarrassed in front of the mental health 

professional 
1 2 3 4 

d. My therapist will tell me my problem is not significant 1 2 3 4 

e. I will find out I am the only person with a particular 

problem 
1 2 3 4 

f. I will have to admit to a problem I am not ready to face 1 2 3 4 

g. I will have to change how I currently cope with problems 1 2 3 4 

h. If I go to a mental health professional, it means that 

something is really wrong with me 
1 2 3 4 

i. I will find out that my problems are worse than I thought 1 2 3 4 

j. The therapy will not work 1 2 3 4 

k. I will be labelled as crazy 1 2 3 4 
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l. The information I share will not be kept confidential 1 2 3 4 

m. The treatment will make things worse 1 2 3 4 

n. I will be put on drugs, or hospitalized 1 2 3 4 

o. Seeing a mental health professional will negatively 

impact my job or future education 
1 2 3 4 

p. I will have to re-live some unpleasant experiences 1 2 3 4 

q. What the mental health professional says will be difficult 

for me to hear 
1 2 3 4 

r. My family will not support my efforts to get help from a 

mental health professional 
1 2 3 4 

s. My religious beliefs will conflict with seeking help from a 

mental health professional 
1 2 3 4 

All items adapted from the Mental Health Treatment Fears & Obstacles Inventory (MHTFO)  

(Park, Attenwieler and Rieck 2012) 
 

 

 

SECTION E: Socio-Demographic and Background Characteristics 
 

13. What is your sex? 

 

a. Male 

b. Female 

 

14. What is your age?  ___________ 

 

15. Which of the following best describes your racial origin? 

a. White (e.g. British, European, Latin/South American of Caucasian background) 

b. Black (e.g. African American, West Indian) 

c. Aboriginal (First Nations, Metis, Inuit) 

d. Asian (e.g. Bangladeshi, Cambodia, Chinese, Filipino, Iranian, Japanese, Korean, 

Pakistani, Palestinian, Indian, Vietnamese) 

e. Other. Please specify: ________________________________ 

 

16. Which of the following best describes your sexual orientation? 

a. Heterosexual 

b. Homosexual 

c. Bisexual 

d. Transsexual 

e. Unsure 

 

17. Which of the following best describes your relationship status? 

a. Single 

b. Married or common-law 

c. Divorced 

d. Separated 

e. Widowed 
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18. Which Department do you belong to (i.e. Sociology and Social Studies)?  

 

____________________________________________________________ 

 

19. What year of study are you currently in? 

a. 1 

b. 2 

c. 3 

d. 4 

e. 5 

f. Graduate level 

 

20. How many classes are you currently registered in (this semester)? ______________ 

 

21. How many hours per week do you work for a paid job?  ______________hours/week. 
                (Enter “0” if you do not have a job) 

 

22. Please circle the option the best describes your status: 

a. Canadian Citizen 

b. Landed Immigrant 

c. International (Visa) Student 

d. Other. Please specify: __________________________________ 

 

23. Did you move away from home (a different City) to attend the University of Regina? 

a. Yes 

b. No 

 

24. For how many years have you lived in Regina?  ______________ 

 

25. Please circle the option that best reflects your current living arrangements: 

a. Live in residence on campus 

b. Live off campus with roommates (or significant other) 

c. Live off campus with parents in family home 

d. Live off campus alone  

 

26. Please circle the number that best reflects your socioeconomic status: 
(i.e., your social location with reference to education, occupation, and financial resources) 

 

1 2 3 4 5 

Low               High 
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27. Which category best describes your family’s total yearly income? 

 

1. $20,000 or below 4. $60,001 to $80,000 

2.  $20,001 to $40,000 5. $80,001 to $100,000 

3. $40,001 to $60,000 6. $101,000 or more 

 

28. Which category best describes your personal total yearly income? 

 

1. $20,000 or below 4. $60,001 to $80,000 

2.  $20,001 to $40,000 5. $80,001 to $100,000 

3. $40,001 to $60,000 6. $101,000 or more 

 

29. Please circle the number that best reflects how important religion is in your life: 

 

1 2 3 4 5 

Very unimportant                  Very important 

 

30. What is the highest level of education completed by your parents? 

 

 a. Father b. Mother 

No formal education 1 1 

Primary school 2 2 

Secondary school 3 3 

Trade School/Apprenticeship 4 4 

College/Polytechnic 5 5 

University 6 6 

Graduate school 7 7 

 

 

If you are currently feeling any emotional distress as a result of responding to the 

questions above, please contact the University of Regina’s mental health counsellor: 

 

U of R Counselling Services 

Room 251 Riddell Centre 

University of Regina 

Regina, Saskatchewan S4S 0A2 

Phone: 306-585-4491 

Hours: Mon – Fri 8:30am–4:30pm 

 

 

 

Thank you for participating in this questionnaire! 
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APPENDIX B 

 

University of Regina Ethics Board Certificate of Approval 

 

 



 173 

 

Research Ethics Board 
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Any significant changes to your proposed method, or your consent and recruitment procedures 
should be reported to the Chair for Research Ethics Board consideration in advance of its 
implementation. 

 

ONGOING REVIEW REQUIREMENTS 

In order to receive annual renewal, a status report must be submitted to the REB Chair for Board 
consideration within one month of the current expiry date each year the study remains open, and 
upon study completion. Please refer to the following website for further instructions:  
http://www.uregina.ca/research/REB/main.shtml 
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