
AN EXAMINATION OF THE RELATIONSHIPS BETWEEN DEPRESSION 

SYMPTOMS, COPING STRATEGIES, AND RESILIENCE: 

UNDERSTANDING THESE VARIABLES IN THE 

CONTEXT OF A GENERAL SAMPLE 

A THESIS 

SUBMITTED IN PARTIAL FULFILLMENT OF THE REQUIREMENTS 

FOR THE DEGREE OF MASTER OF ARTS 

IN THE GRADUATE SCHOOL OF 

TEXAS WOMAN'S UNIVERSITY 

DEPARTMENT OF PSYCHOLOGY AND PHILOSOPHY 

COLLEGE OF ARTS AND SCIENCES 

BY 

JAMIE WALKER, B.A. 

DENTON, TEXAS 

DECEMBER 2012 



TEXAS WOMAN�S UNIVERSITY 
DENTON, TEXAS 

November 7, 2012 

To the Dean of the Graduate School: 

I am submitting herewith a thesis written by Jamie Walker entitled "''An Examination of 
the Relationships Between Depression Symptoms, Coping Strategies. and Resilience: 
Understanding These Variables in the Context of a General Sample." I have examined 
this thesis for form and content and recommend that it be accepted in partial fut fillment 
of the requirements for the degree of Master of Arts with a major in Counseling 
Psychology. 

Accepted: 

-I · D 
{?S!:r� ?

ntenm ean o t e ra uate School 



ACKNOWLEDGMENTS 

It is with immense gratitude that I acknowledge the support I have received from 

my committee chair, Dr. Jenelle Fitch. This thesis would not have been possible without 

her continuous guidance and encouragement. Dr. Fitch's positive attitude and empathic 

demeanor helped me to believe in my abilities and she has been an inspiration throughout 

my graduate career. From the beginning of my graduate studies, her mentorship and 

insight have played an integral role in my success as a graduate student. I owe my 

deepest gratitude to her for the patience and understanding she has provided along the 

journey to completing my degree. 

I would also like to express my appreciation to my committee members. I am 

grateful to Dr. Jeff Harris for his assistance throughout the course of this project. It was 

with his direction that the focus of my study was formed and I consider it an honor to 

have had the opportunity to work with him. Finally, I wish to thank my statistical 

consultant, Dr. Chris Hart for serving on my committee. I appreciate his involvement and 

sense of humor. 

111 



ABSTRACT 

JAMIE WALKER 

AN EXAMINATION OF THE RELATIONSHIPS BETWEEN DEPRESSION 
SYMPTOMS, COPING STRATEGIES, AND RESILIENCE: 

UNDERSTANDING THESE VARIABLES IN THE 
CONTEXT OF A GENERAL SAMPLE 

DECEMBER 2012 

The purpose of this study was to determine the relationships between depression 

symptoms, coping strategies, and resilience. There was a need for this research because 

these variables had not been explored in a general population sample. Snowball sampling 

occurred through social networking websites using a post that provided an overview of 

the study and a link to the PsychData website where it could be accessed. Participants 

completed four instruments to measure demographics, coping strategies, depression 

symptoms, and resilience. Analysis of data from 13 7 participants revealed that as the use 

of problem-focused coping strategies increased, depression symptoms decreased and 

resilience increased. Furthermore, as the use of less-useful coping strategies increased, 

depression symptoms increased and resilience decreased. Also, as resilience increased, 

depression symptoms decreased. Mediation analyses revealed that resilience mediated the 

relationship between problem-focused coping and depression, as well as the relationship 

between less-useful coping and depression. 
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CHAPTER I 

INTRODUCTION 

The relationships between depression symptoms, coping strategies, and resilience 

are of great interest to psychologists because identifying the coping strategies utilized by 

resilient individuals may predict which clients are at risk of depression and promote the 

development of coping skills useful in the successful navigation of vulnerability factors. 

Results from this study may help to direct future research regarding whether or not 

methods of altering coping strategies can possibly increase resilience and decrease 

depression symptoms, and potentially inform the development of interventions to 

improve well-being and functioning in adverse situations. 

Depression presents as feelings of worthlessness, sadness, disturbances in sleep 

and appetite, lack of interest in previously enjoyed pursuits, and thoughts of death. The 

symptoms must be serious enough to hinder social or occupational functioning (APA, 

2000). Based upon severity, depression can be categorized into mild, moderate, or severe 

(Feliciano & Arean, 2007). Symptoms such as sensitivity to interpersonal rejection 

suggest that psychotherapy may be a more promising intervention than medication 

because the depression may be more stress related (Beck, 1961 ). 

The diathesis-stress model forms the basis for three important theories that 

conceptualize the etiology of depression. Specifically, Beck's (1976) cognitive theory, 

the reformulated learned helplessness theory (Abramson et al. , 1978), and 
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psychodynamic theory (Hirschfeld, 1976) propose that maladaptive self-schemata, a self

deprecating attributional style and anaclitic personality traits, respectively, predispose 

individuals to develop depression under certain conditions. These models hypothesize 

that depression results from the interaction between vulnerability factors and 

psychosocial stress. The stressors from these theories are most often losses or 

disappointments experienced in interpersonal relationships, social roles, or achievement

related goals, which have been identified as precipitating events (Barnett & Gotlib, 

1988). 

Coping can be defined as cognitive and behavioral efforts that are constantly 

changing in order to manage specific demands that the person has appraised as exceeding 

one's resources. The constantly changing and specific pieces of this definition point to 

the process-orientation of coping. The coping process refers to the change in coping 

thoughts and actions in response to the unfolding of a stressful encounter. Coping is a 

shifting process in which a person relies more heavily on certain types of coping at 

certain times during the process. These changes are a function of continuous appraisals 

of the changing relationship between person and the environment. Shifts in this 

relationship result in reappraisal of the stressor, its significance, and what can be done, 

which influences subsequent coping efforts (Lazarus & Folkman, 1984). Another 

important aspect of the aforementioned definition of coping is that it is identified 

independently of its outcome. In other words, coping consists of efforts which are 
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implemented in attempts to deal with stressors, and is unrelated to the effectiveness of 

those efforts (Folkman, 1984). 

Folkman & Lazarus (1980) argued that there are two types of coping: (1) 

problem-focused coping and (2) emotion-focused coping. They propose that coping has 

two major functions: (1) to improve the problem causing distress, which is accomplished 

through the use of problem-focused coping, and (2) to regulate distressing emotion, 

which is accomplished through the use of emotion-focused coping. Both types of coping 

are implemented in most stressful situations, but their relative proportions are dependent 

upon how the situation is appraised. Problem-focused coping strategies are used more in 

encounters that are appraised as changeable, meaning that they hold potential for control. 

Emotion-focused coping strategies are used more in encounters that are appraised as 

unchangeable and hold no potential for control (Folkman & Lazarus). 

Lazarus ( 1966) created a model of stress and coping, which proposed that stress 

consists of (1) primary appraisal, (2) secondary appraisal, and (3) coping. Primary 

appraisal refers to perceiving a threat to oneself. Secondary appraisal consists of thinking 

of a potential response to the threat. Coping includes the execution of that response. 

Congruence between appraisal and reality is necessary for adaptive coping to occur. For 

example, if a person appraises a controllable situation as uncontrollable, then the 

necessary problem-focused coping is unlikely to take place. Another example of a 

discrepancy between appraisal and reality would be a person appraises an uncontrollable 

event as controllable. This mismatch creates a problem because the individual is likely to 
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implement problem-focused coping strategies that only lead to frustration and 

disappointment (Folkman, 1984). 

Individuals who are able to maintain adaptive development in spite of adversity 

are considered resilient. The concept of resilience aids in understanding why one 

individual may react poorly to an objectively minor stressor, while another individual 

may not experience any distress even when encountering an objectively major stressor. 

Resilience encompasses the idea of something positive coming out of misfortune, or hope 

embedded in adversity. This is something that most individuals can appreciate because 

everyone is faced with harsh conditions at some point (Dyer & McGuinness, 1996). 

The two central features .of resilience are vulnerability factors and protective 

factors, both of which have the potential to alter the negative effects of adverse life 

situations. Vulnerability factors may exacerbate the impact of a risk condition, whereas 

protective factors moderate a risk condition in a positive direction. Vulnerability factors 

may include exposure to violence, inconsistent or harsh parental discipline, or individual 

attributes such as poor impulse control or low intelligence (Luthar & Cicchetti, 2000). 

Protective factors include personality characteristics ( e.g. , hardiness, persistence, 

personal competence, acceptance of self and life, self-esteem) and social characteristics 

( e.g. , social support, parental bonding) (Dutton, 2010). Research on resilience is 

important because it highlights the various mechanisms involved in these vulnerability 

factors and protective factors, which informs appropriate directions for intervention and 

further research (Luthar & Cicchetti). 
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Rutter' s (1985) model of resilience proposes that resilience and vulnerability are 

at opposite ends of a continuum, along which individual response to adversity falls at 

some point. One's response is determined by the dynamic interaction between 

vulnerability factors and protective factors. These interactive processes involve the 

interplay of many variables which should be considered over time, not just at a single 

point in time when one encounters adversity. 

Purpose of Study 

The purpose of this study was to determine the relationship between depression 

symptoms, type of coping strategies, and resilience. There is a need for this study 

because the relationship between depression symptoms, coping strategies, and resilience 

has not been explored in a general population sample. Although there have been studies 

which have looked at different combinations of these variables, none of them have 

examined all three in a sample that is intended to represent the general population. The 

subjects in previous studies have come from very specific populations. The value that 

this study will add to the field is an exploration of the relationships between these 

variables in a general population. Therapeutic implications of this study include the 

possibility of affirming established relationships and discovering new relationships 

among depression symptoms, coping strategies, and resilience in order to better treat 

client symptoms. Its clinical relevance to counseling psychology includes the application 

of its findings to counseling interventions when working with depressed clients who also 

lack effective coping skills or resilience. 
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CHAPTER II 

LITERATURE REVIEW 

This chapter will examine the literature on depression, coping, and resilience, 

followed by hypotheses for the current study. The focus will be on depression and how 

its etiology and symptoms are related to the variables of coping and resilience. The 

chapter will conclude with the hypotheses for the current study. 

Depression 

To be diagnosed with major depressive disorder (MDD), one must experience 

either depressed mood or anhedonia, which is the lack of interest or enjoyment in regular 

activities, for most of the day almost every day for at least two weeks. It is also required 

that one have at least five of the nine symptoms associated with MDD for at least two 

weeks. The nine symptoms include: (1) depressed mood, (2) diminished interest or 

pleasure in almost all activities, (3) significant weight loss or weight gain or a decrease or 

increase in appetite, ( 4) insomnia or hypersomnia, ( 5) psychomotor agitation or 

retardation, (6) fatigue or loss of energy, (7) feelings of worthlessness or excessive or 

inappropriate guilt, (8) diminished ability to think or concentrate, or to make decisions, 

and (9) recurrent thoughts of death, suicidal ideation, plans, or attempts (AP A, 2000). 

Depression has also been operationalized as negativistic thinking, which is the 

cognitive style employed by individuals suffering from depressive disorders (Beck, 

1961 ). This way of thinking involves being overly pessimistic and critical, expecting 
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failure and disappointment in all aspects of life, and focusing on failures in order to 

confirm these expectations (Alloy et al., 2000). Negativistic thinking is also associated 

with low self-esteem and passivity in the face of difficulty (Lewinsohn, Hoberman, & 

Rosenbaum, 1988). It can lead to diminished enjoyment of previously liked activities 

and also social isolation (Brugha et al., 1987). 

For the purposes of this study, depression will be defined using the criteria from 

which The Center for Epidemiologic Studies Depression Scale (CES-D Scale; Radloff, 

1977) was developed. The CES-D Scale emphasizes the affective component of 

depression in order to measure one's current level of depressive symptoms. It is based on 

symptoms such as: depressed mood; feelings of guilt, worthlessness, helplessness, and 

hopelessness; psychomotor retardation; loss of appetite; and sleep disturbance (Radloff). 

Theories of Depression 

A variety of theories have been proposed to explain depression, such as learned 

helplessness (Abramson et al., 1978), cognitive theory (Beck, 1963), psychodynamic 

theory (Hirschfeld, 1976), diathesis-stress model (Beck, 1976), and integrative theory 

(Lewinsohn et al., 1988). For the purposes of this study, the theory oflearned 

helplessness will be used to explain the etiology of depression because of its inextricable 

link to coping and resilience. 

Learned Helplessness 

The theory of learned helplessness proposes that when individuals attempt to 

solve an unsolvable problem, they develop the expectation that the outcome cannot be 
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controlled by their actions. Consequently, individuals may generalize this belief that 

their efforts are futile to subsequent challenges, which may deplete their motivation to 

solve problems. This motivational deficit involves a decreased voluntary initiation of 

responses that follows an expectation that outcomes are uncontrollable (Abramson et al., 

1978). In other words, experience with unsolvable problems may weaken performance 

on subsequent tasks (Hiroto, 1974). 

Learned helplessness was first tested on dogs by administering shocks that could 

not be avoided or escaped to subjects in the experimental group. The dogs were then 

placed in a shadow box and given a shock, which could be avoided by jumping over a 

barrier. The control group learned how to escape the shock and did so, but the 

experimental group, which included dogs who first received inescapable shocks showed 

deficits in their escape response (Overmier & Seligman, 1967). 

Depression can be caused by learning that outcomes are uncontrollable. The self

concept of helplessness is a sufficient, but not necessary, condition of depression 

(Abramson et al., 1978). Individuals may be more vulnerable to developing depressive 

symptoms based on attributional style, which is a habitual approach to explaining the 

causes of life events. The occurrence of negative events often leads to an expectation that 

future negative events will be uncontrollable, if one attributes them that way. This 

perception of helplessness often triggers the onset of depression (Barnett & Gotlib, 1988). 

Depression has been found to be associated with self-deprecating attributional 

biases, which include attributing negative events to internal, stable, and global factors and 
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attributing positive outcomes to external, unstable, and specific causes (Seligman, 

Abramson, Semmel, & von Baeyer, 1979). Barnett and Gotlib found that depressed 

patients could be differentiated from nondepressed patients based on attributions for a 

single recent negative event. Certain early life experiences can lead to depressogenic 

schemata, which are synonomous with self-depricating attributional biases discussed 

above and present as very rigid and unwarranted viewpoints about the world and the self 

(Barnett & Gotlib). 

Support for the theory of learned helplessness was found in a study of 124 urban 

firefighters that looked at the relationship between depression symptoms and resilience. 

Results showed that personal mastery-an indicator of resilience-was associated with 

fewer depressive symptoms (Smith et al., 2011). Personal mastery involves having a 

sense of mastery and control over external circumstances (Smith et al.) and negates 

learned helplessness. 

Another study' s researchers who found support for the learned helplessness 

theory of depression had 20 participants complete a resilience building program called 

Promoting Adult Resilience (PAR; Millear, Shochet, Biggs, & Donald, 2008). The 

results indicated significant increases in self-efficacy and decreases in symptoms of 

depression, which were maintained six months after completing the PAR. Self-efficacy 

is another construct that opposes learned helplessness. This opposition was achieved in 

the PAR by addressing cognitions in order to increase feelings and experiences of 
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competence. Both the efforts and the outcomes of increased self-efficacy are concurrent 

with decreased depression (Mill ear et al.). 

This theory has also been tested with research examining depression symptoms 

among battered women, which found that learned helplessness was a significant mediator 

between violence and symptoms of depression (Bargai, Ben-Shakhar, & Shalev, 2007). 

Acquiring learned helplessness may place battered women at a higher risk of developing 

depressive symptoms th~ those who do not have learned helplessness. Treatment 

interventions for learned helplessness may reduce the occurrence of depressive symptoms 

among battered women. These interventions aim at achieving empowerment, which is a 

concept that contradicts learned helplessness (Bargai et al.). 

Cognitive Theory of Depression 

People have characteristic ways of interpreting negative life events and those who 

display a dispositional negative cognitive style and dysfunctional attitudes are at greater 

risk for depression (Beel,, 1987). The hopelessness theory of depression proposes that 

depressive symptoms m.ay result from attributing negative life events to stable and global 

causes, associating them with future negative consequences, and seeing them as implying 

personal·deficit and worthlessness (Abramson et al., 1989). Scher et al. (2005) found that 

the interaction between :t1egative cognitive style and stressors may predict prospective 

depressive symptoms and clinically significant depressive disorders. Negative cognitive 

style and underlying cognitive vulnerability can be activated by negative life events as 
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well as internal affective and cognitive processes such as negative mood states and 

ruminative processing and may lead to depression (Scher et al.). 

Factors Associated with Depression 

Appraisal and Attribution 

Depression can also be operationalized regarding one's appraisal and attribution 

styles. Appraisal is the cognitive process of determining emotion and is a rapid, 

indeliberate, intuitive process that occurs immediately in reaction to some event (Arnold, 

1960). It involves the evaluation of threat, harm, and challenge (Lazarus & Folkman, 

1984). One's pattern of appraising stressors and the coping responses implemented to 

manage stressors can play a central role in depression (Abramson et al., 1978). 

A concept related to appraisal is attribution, which can be defined as one's style 

of explaining the causes of life events (Barnett & Gotlib, 1988). Attributional style is 

conceptualized along three dimensions: (1) external/internal, (2) stable/unstable, and (3) 

global/specific. Individuals with an external attributional style attribute causes to an 

event or situation in the environment, whereas individuals with an internal attribution 

style attribute causes to personal factors. A stable attributional style involves seeing 

causes as unchanging, whereas an unstable attributional style involves seeing causes as 

changing. To have a global attributional style means believing that an event affects all 

aspects of one's life, whereas having a specific attributional style means that one does not 

generalize one event to all events (Seligman et al, 1979). 
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People who are prone to attributing failure to global, stable, and internal factors 

are most vulnerable to feelings of helplessness, depression, and low self-esteem. The 

typical attribution style adopted by people who are depressed for failure is unreasonably 

distorted toward global, stable, and internal factors and, for success, toward specific, 

unstable, and external factors. Attributing failure to stable, global, and internal factors 

causes one to expect that future outcomes will be independent of his/her actions, which 

will result in more substantial depressive symptoms (Abramson et al., 1978). 

The likelihood of depressive symptoms is decreased when the person attributes 

responsibility for negative events to unstable factors, like behavior or effort, instead of 

stable factors, like character or ability (Peterson, Schwartz, & Seligman, 1981 ). Internal 

attribution to failure results in more negative affect than does external attribution to 

failure (Abramson, Seligman, & Teasdale, 1978), perhaps because it involves blaming 

oneself instead of others or one's environment. For example, attributing failure to lack of 

ability would produce greater negative affect than attributing failure to task difficulty. 

Ciesla and Roberts (2007) found that utilizing a negative attributional style may 

predict depressive symptoms. These depressive symptoms, which may have initially 

been caused by a negative attributional style, may further increase the accessibility of a 

negative attributional style (Ciesla & Roberts). Researchers have proposed that there is a 

reciprocal and dynamic relationship between negative cognitive style and depressive 

symptoms (Lo, Ho, & Hollon, 2010). 
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In another study, participants were trained to form self-deficient, stable 

attributions for negative events. They reported higher levels of depressed mood 

following a difficult anagram task than those participants who were trained to form more 

positive attributions (Peters, Constans, & Mathews, 2011 ). 

Gender Differences in Depression 

Another factor associated with depression is gender. Depression has been found 

to be at least twice as prevalent in adolescent females as it is in adolescent males. A 

study of 1709 American adolescents, who were interviewed with a version of the 

Schedule for Affective Disorders and Schizophrenia for School-Age Children, 

determined that girls were twice as likely to -meet the criteria for at least one major 

depressive episode and were more likely to experience recurrences of depression. 

Despite these gender differences in pervasiveness, depressive symptoms were displayed 

similarly in adolescent males and adolescent females. The only differences included 

symptoms of crying, tearfulness and weight fluctuations, which were experienced more 

often by girls than by boys. Participants' depressive symptoms did not change between 

adolescence and adulthood, but symptoms were shown to change between episodes, 

which makes it challenging to foresee the recurrence of depression (Lewinsohn, Petit, 

Joiner, & Seeley, 2003). 

Gender differences related to depression have also been found in adults. Gater et 

al. (1998) found that the female-to-male ratio is approximately 2: 1 or greater for major 

depression. This discrepancy could be related to the gender bias that exists in the 
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diagnosis of depression, or biological factors such as hormonal differences. Researchers 

indicated that ways in which males and females react to stressors may also contribute to 

these sex differences in the presentation of depression (Hammen, 2005). Reactions to 

stressors include coping strategies, which may play a role in the development of 

depression. 

Sex differences in depression may also be related to the differential importance 

placed on relationships and the perception of others, also known as social-evaluative 

concerns. Females are more worried about relationships than are males. This 

preoccupation with others may prevent one from exploring her relationship needs and 

whether they are being met. Worrying about relationships with others may also interfere 

with noticing, valuing, and appreciating her own personal strengths, attributes, and 

achievements (Frydenberg, 2008). Reducing social-evaluative concerns may assist 

individuals in coping with and preventing depression. 

Treatment of Depression 

There has been research on multiple programs for the treatment of depression, 

especially for adolescents. The Best of Coping (BOC; Frydenberg, 2008) program is a 

10-week coping skills program that educates adolescents about coping. It was designed 

to help them identify their own coping patterns and reduce the use of non-productive 

coping strategies in favor of more productive ones. The BOC program is comparable to 

the Problem Solving for Life (Spence, Sheffield, & Donovan, 2003) and Penn Resiliency 

(Gillham, Brunwaser, & Freres, 2007) programs in its coverage of cognitions and 
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problem-solving, though it has a more extensive emphasis on coping. The BOC program 

discourages the use of non-productive coping and encourages the use of productive 

coping by targeting cognitions and behaviors. Participants are taught to be more assertive 

and optimistic and are equipped with effective problem-solving and decision-making 

skills (Frydenberg). 

Transforming depressive cognitions into coping cognitions may also be effective 

in the treatment of depression. Individuals can learn to identify and challenge irrational 

and negative thoughts. Depressed individuals can explore their attributions of undesired 

events and replace stable, global and internal attributions with unstable, specific and 

external attribution, which results in a more realistic and optimistic understanding of 

negative events. Other suggestions for reducing symptoms of depression include 

employing productive coping strategies such as exercise, positive thinking, activity, and 

remaining socially connected. Depression is sustained by non-productive strategies such 

as sluggishness, negative thinking, inactivity and isolation (Frydenberg, 2008). 

Coping 

Coping refers to the cognitive or behavioral responses that individuals use to 

manage, reduce, or control demands that are appraised as harmful, threatening, or 

challenging (Mosley et al., 1994). It is an important area of research because the way in 

which individuals cope can influence various aspects of their lives, including subjective 

wellbeing, self-efficacy, relationships, career performance, and aspirations (Frydenberg 
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& Lewis, 2009). Researchers have formulated several methods of classifying types of 

copmg. 

Emotion-focused and Problem-focused Coping 

Folkman and Lazarus (1980) were the first to categorize coping and did so by 

using its two major functions: (a) the management of stressful emotions (emotion

focused coping), and (b) the effort to improve the situation causing the stress (problem

focused coping; Folkman & Lazarus). An emotion-focused coping example would be 

trying to focus on the positive aspects of the situation. An example of problem-focused 

coping would be formulating a plan of action to resolve an issue and following it. In their 

study of a middle-aged community sample, Folkman and Lazarus found that problem

focused coping was used more often in situations that were perceived by the individual to 

be alterable than in those perceived to be unchangeable. In turn, emotion-focused coping 

was used more often in situations that were perceived to be fixed than in those perceived 

to be alterable (Folkman & Lazarus). Therefore, both types of coping have their purpose 

and complement one another. 

Emotion-focused coping and problem-focused coping are not independent, but 

rather they work together to form adaptive responses to stressors. Folkman (1984) 

introduced the cognitive theory of stress and coping in order to explain the relationship 

between problem-focused and emotion-focused coping. The efficacy of problem-focused 

coping is mostly dependent upon the effectiveness of emotion-focused coping. In other 

words, if problem-focused efforts are attempted without the support of emotion-focused 
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efforts, then escalated emotions will obstruct the cognitive resources crucial to problem

focused coping (Folkman). This suggests that the two are actually more effective if 

utilized together. The enhanced efficacy of this combination could support the results of 

a study by Folkman and Lazarus (1980), where participants utilized both problem

focused and emotion-focused coping in 98% of their stressful events of daily living 

during one year. This finding highlights that the fact that both defensive components and 

problem-solving components are necessary in order to understand the concept of coping. 

Defensive components are emotion-focused methods with the objective of decreasing 

tension and re-establishing equilibrium (Folkman & Lazarus). 

Furthermore, emotion-focused coping can complement problem-focused coping 

when utilized in order to control emotions that would otherwise interfere with problem

focused coping (Lazarus & Folkman, 1984). Because emotions can potentially distract 

one from actively seeking a solution to a stressor, emotion-focused coping strategies can 

allow one to deal more effectively with a stressor. The negative feelings that come with 

stressors, such as anxiety or fear, need to be regulated in order to prevent them from 

hindering problem-focused efforts and to maintain a comfortable internal state (Folkman, 

1984 ). Positive feelings such as excitement, eagerness, and hopefulness also arise during 

times of stress, but these require little if any regulation and may actually complement 

problem-focused efforts. Emotion-focused coping can be utilized to reframe the 

implication of an experience, thereby increasing one's feeling of control over a stressor. 

The significance of having even a small amount of control over one's emotions when 
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attempting to cope with a difficult experience is one reason why problem-focused coping 

is complemented by emotion-focused coping in most troublesome situations (Folkman). 

Although emotion-focused coping is beneficial when paired with problem

focused strategies, much research has found that relying heavily on this style can be 

detrimental. In a study of Australian adolescents, those participants who used more 

emotion-focused coping than problem-focused coping demonstrated less effective coping 

(Lewis & Frydenberg, 2002). Research looking at the coping styles of first-year college 

students found that personal adjustment was positively correlated to active-coping 

strategies and negatively correlated to coping by emotional catharsis, which involves a 

focus on emotions and venting (Leong, Bonz, & Zachar, 1997). A study of 

undergraduates found that emotion-focused coping strategies, specifically coping by way 

of emotional expression, are linked to distress and dysfunction (Stanton, Danoff-burg, 

Cameron, & Ellis, 1994). Workers in Finland who employed problem-focused coping 

strategies displayed better well-being through higher job satisfaction and work 

engagement than workers who used emotion-focused coping strategies (Rantanen et al. , 

2011 ). Emotion-focused coping is a method of defense that is intended to lessen stress 

and repair equilibrium. This approach directs attention toward tension reduction instead 

of problem-solving. This may serve to temporarily ease discomfort, but does not put an 

end to the threat itself. Although preserving emotional balance is a principal role of 

coping, so is problem-solving (Folkman & Lazarus, 1980). 
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In addition to the problem-focused and emotion-focused coping categories created 

by Folkman and Lazarus (1980), Billings and Moos (1984) added a third type of coping, 

appraisal-focused coping. They believed that coping strategies can be organized into 

three categories: appraisal-focused coping, problem-focused coping, and emotion

focused coping. Appraisal-focused coping consists of attempts to define one's personal 

interpretation of a situation; an example of this would be stepping back from the situation 

in order to be more objective. Problem-focused coping includes efforts that are intended 

to change or remove the source of stress by coping with the reality of the situation; an 

example of this would be bargaining or compromising to obtain a desirable outcome. 

Finally, emotion-focused coping entails reactions that manage emotions brought about by 

stressors and preserve affective equilibrium; an example of this would be attempts to 

distract oneself from the problem (Billings & Moos). 

Functional and Dysfunctional Coping 

Frydenberg and Lewis (1993) proposed the presence of three coping styles, two of 

which are functional (i.e., productive coping and reference to others) and one of which is 

dysfunctional (i.e. , non-productive coping). Functional coping can be defined as attempts 

to control a problem by finding support, carrying out actions to resolve a problem, or 

contemplating possible resolutions. Thus, the problem is identified, various solutions are 

created, and actions are carried out (Seiff ge-Krenke, 1995). Productive coping attempts 

to resolve a problem by altering some facet of the problematic situation. An example of 

productive coping is focusing on the positive aspects of a situation. Referen~e to others 

19 



is the dependence on external resources to resolve a problem (Frydenberg & Lewis). An 

example of reference to others is seeking social support. In contrast, dysfunctional 

coping includes withdrawing from or denying the presence of a problem, avoiding 

identifying solutions, and efforts to control the emotions (Seiffge-Krenke ). Non

productive coping is an ineffective attempt to manage the distress from problematic 

situations; an example of non-productive coping is worrying (Frydenberg & Lewis). 

Researchers examined the coping styles used by adolescents and found that the use of 

non-productive coping strategies was negatively correlated with well-being, whereas the 

use of productive coping strategies was positively correlated with well-being (Frydenberg 

& Lewis, 1999). 

Active and Passive Coping 

Another approach that researchers have used to categorize coping is by dividing 

strategies into active coping and passive coping (Hirokawa, Yagi, & Miyata, 2002). 

Active coping refers to a problem-focused coping style; whereas passive coping refers to 

avoid-and-escape coping. An example of active coping would be trying to find out more 

about the problem. Examples of passive coping could include fleeing from or negatively 

appraising stressful events (Hirokawa et al.). 

A similar categorization of coping strategies includes engagement, which is 

comparable to active coping, and disengagement, which is comparable to passive coping. 

In order to study this categorization, the relationship between coping and depression were 

examined among a group of medical students and researchers found that engagement 
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strategies were more effective and led to more adaptive outcomes when modifying 

stressful situations than disengagement strategies. Engagement coping strategies were 

also associated with lower levels of depressive symptoms than disengagement strategies 

(Mosley et al., 1994). 

Coping and Depression 

Insufficient coping skills are associated with psychopathology, in that coping skill 

deficits precipitate behavioral and emotional symptoms of depression. Researchers have 

found that nonsuicidal children implemented more active coping strategies than suicidal 

children (Asamow, Carlson, & Guthrie, 1987). This finding points to the possibility that 

employing active coping strategies may prevent suicidal ideology and the associated 

psychopathology. In another study, suicidal youths reported negative cognitive 

reframing, anger, and blaming others more frequently than nonsuicidal youths when 

challenged by similar stressful events (Chagnon, 2007). These emotion-focused coping 

strategies could have precipitated the suicidality of the participants. Researchers also 

found that students who use emotion-oriented coping behaviors are more likely to 

experience depression (Shikai et al. , 2007). 

Difficulty facing problems in order to find solutions is likely to be related to 

depressive symptoms (Ogul & Gencoz, 2003). This relationship has been examined in 

research linking depression to poor problem-solving skills (Goodman, Gravitt, & Kaslow, 

1995; Wright et al., 2010). Depression was positively associated with internalizing 

coping and negatively associated with problem-solving and seeking social support. 

21 



Furthermore, depressive symptoms seemed to decrease the probability of using social 

support to deal with a problem or distraction to relieve negative emotions (Wright et al.). 

Billings and Moos (1984) looked at coping patterns in adults who were entering 

treatment for depression and found that problem-solving coping and regulation of 

emotion were associated with less severe symptoms of psychopathology, whereas 

emotional-discharge responses were associated with worse dysfunction. Seiffge-Krenke 

(1995) conducted a study on adolescents and found that approach-oriented coping was 

found to be the most frequently used type of coping in nonclinical samples, indicating 

that the use of active coping styles is associated with less psychopathology. Sasaki and 

Katsuyuki (2007) performed a study on the coping skills of university students and found 

that the use of cognitive reinterpretation and problem solving may be more adaptive than 

other coping skills in the prevention of psychological problems. Repressive coping 

behavior was associated with fewer symptoms of psychopathology than not exhibiting 

repressive coping (Coifman et al., 2007). 

Other researchers have also discovered less adaptive coping strategies. In a study 

examining the relationship between coping strategies and psychological distress among 

secondary school teachers in Hong Kong, Chan (1998) found that not all coping 

strategies are effective at alleviating distress. Furthermore, certain strategies, such as 

avoidance, may actually worsen distress. Adolescents who used avoidant coping tended 

to be maladaptive across a variety of circumstances (Frydenberg & Lewis, 1999) and 
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reported more depressive symptoms than those using approach coping (Herman-Stahl et 

al. , 1995). 

Avoidance is often categorized with other maladaptive coping strategies. 

Disengagement coping, which includes avoidance, denial, and wishful thinking, may 

increase one' s risk for psychopathology (Sontag & Graber, 2010). Symptoms of 

depression are highly associated with the avoidant coping strategy withdrawal (Seiff ge

Krenke, 2000). Seiffge-Krenke (1993) found that participants in clinical samples used 

withdrawal and avoidant coping twice as often than by subjects in nonclinical samples. 

This finding highlights the association between psychopathology and avoidant coping. 

Experiential avoidance involves excessive negative evaluations of thoughts, 

feelings and sensations, and an aversion to experience them and intentional efforts to 

escape from them (Bach & Moran, 2008). Experiential avoidance plays a role in the 

development and maintenance of psychopathology and a variety of clinical syndromes 

(Kashdan et al., 2006). Experiential avoidance was highly and positively related to 

general measures of psychopathology and specific measures of depression. A voidant 

coping may lead to psychological distress through rigid inclinations to avoid 

uncomfortable thoughts, feelings, or sensations (Costa & Pinto-Gouveia, 2011 ). 

Another maladaptive coping strategy that may lead to depression is rumination. 

Rumination is a way of thinking that includes repeatedly and passively focusing on 

negative events, as well as on the causes and consequences of those events. Researchers 

have proven that rumination is a cognitive risk factor for depression (Hankin.et al., 2007). 
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Individuals who react to negative mood states by consistently engaging in rumination 

tend to have more persistent and severe depressive episodes (Lo, Ho, & Hollon, 2010). A 

ruminative response style is commonly regarded as a trademark of depressive disorders 

(Nolen-Hoeksema et al, 2007). Participants in a study who used a ruminative response 

style displayed increases in depressive symptoms, whereas participants who used 

distraction and problem-solving response styles did not (Abela et al. , 2002). Lo, Ho, and 

Hollon found that rumination intensified negative mood states, enhanced negative 

thinking and memory, and weakened social problem solving in participants. Not only 

does rumination predict the duration of depressed mood or depressive episodes, it also 

predicts new onsets of major depressive episodes (Nolen-Hoeksema, 2000). Ciesla and 

Roberts (2007) discovered a self-perpetuated cycle of cognitive-affective processing that 

occurs in depression and is generated through rumination. Rumination increases the 

influence of negative cognition on depression, which increases the influence of 

depression on cognition (Ciesla & Roberts). 

Psychopathology is also associated with insufficient emotion regulation. Emotion 

regulation can be unconscious or conscious and is implemented in order to increase, 

maintain, or decrease one or more pieces of an emotional reaction (Gross, 1999). 

Strategies such as reframing the situation are typically used to regulate emotions when 

they first arise and are generally viewed as adaptive. Conversely, strategies such as 

concealing or suppressing feelings are often incorporated later in the process and are 

generally viewed as maladaptive (Gross, 1998). Reappraisal is an adaptive emotion 
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regulation strategy and individuals who implemented it reported lower levels of 

psychopathology (Gross & John, 2003). Maladaptive emotion regulatory processes can 

worsen depression (Price, Monson, Callahan, & Rodriguez, 2006), while positive 

refocusing had a strong negative relationship with depression (Garnefski & Kraaij, 2006). 

Participants who reported regulating their emotions infrequently and ineffectively 

also reported higher depression. In contrast, participants who reported using reappraisal 

frequently and effectively and low levels of suppression reported the lowest levels of 

depressive symptoms. The ability to regulate emotions and flexibly employ various 

coping strategies based on the situation may be linked to less psychopathology and more 

adaptive functioning (Eftekhar, Zoellner, & Vigil, 2009). 

Adaptability 

Adaptability can be understood by looking at the transactional model of coping, 

which says that coping is always changing the cognitive and behavioral attempts made by 

a person to manage demands seen as challenging. This model views the relationship 

between the person and the environment as dynamic and bidirectional because both are 

constantly changing and influencing one another. The way in which a person copes 

changes as a situation progresses. The essence of coping and adaptation is change 

because when encountering a threat, one must change something in order to return to a 

more comfortable relationship with the environment (Lazarus & Folkman, 1984). 

In contrast to the transactional model of coping, some theorists believe that 

individuals implement stable coping styles or dispositions in every stressful situation that 
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they encounter. This view suggests that people approach each coping situation using a 

preferred set of coping strategies that does not change, instead of choosing coping 

strategies based on what is most appropriate for a given situation. It has been suggested 

that confronting obstacles with a rigid coping style would be counterproductive, because 

it allows for only one mode of coping rather than allowing the person to flexibly adapt 

responses to varying circumstances (Carver, Scheier, & Weintraub, 1989). Coping may 

be adaptive when it is applied flexibly, contingent upon contextual demands and 

circumstances. Therefore, it may be the rigid and inflexible application of coping 

strategies that leads to functional impairment, not the particular strategies themselves 

(Kashdan, Barrios, Forsyth, & Steger, 2006). 

The importance of adaptation was displayed in a study investigating coping 

strategy patterns in victims of intimate partner violence. Goodman and colleagues (2003) 

found that most women implemented private strategies in the beginning, but a smaller 

group added more public strategies as the violence increased. The private strategies, such 

as placating and resisting, were reported to be less helpful than the public strategies, such 

as pursuing assistance from community agencies or the legal system (Goodman et al.). 

This finding points to the importance of adaptability because the participants who used 

different coping strategies to adapt to their environment after the initial ones failed were 

more resilient than those participants who continued using less helpful strategies. 
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Gender Differences in Coping 

The higher prevalence of depression in women than in men could be related to 

differences in their coping strategies. Women typically use coping strategies that are 

intended to alter their emotional reactions to stressors, while men use more problem

focused strategies to deal with stressors (Matud, 2004; Mezulis et al., 2002). These 

emotion-focused coping strategies more often utilized by women are more associated 

with depression than the problem-focused coping strategies usually employed by men 

(Mezulis et al.). These differences in the way women and men tend to cope with stressful 

situations may explain why women usually report experiencing more psychological 

distress and depression symptoms than men (Matud). 

There may also be a biological component behind gender differences in coping. 

Women who react to stressors using negative cognitive styles experience higher levels of 

depressive symptoms than men using the same cognitive styles (Mazure & Maciejewski, 

2003). So, despite both men and women using the same cognitive styles, only the female 

participants experienced an increase in depressive symptoms, which implies the presence 

of a biological explanation to gender differences in depression. Similar findings were 

reported in a study by Blalock and Joiner (2000), who observed a sample of nonclinical 

participants and found that cognitive avoidance was significantly associated with 

increases in depressive symptoms in women, but not in men. Cognitive avoidance is a 

coping strategy that involves attempts at not thinking about stressors or wishing they did 

not exist (Blalock & Joiner). Another study found that women who reported using less 
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positive reframing scored higher on a measure of depression than women who reported 

using more positive reframing, although a similar effect was not observed with men. 

Less use of positive reframing as a coping strategy may place women at risk for 

depression and may be a factor in the higher prevalence of depression for females than 

males (Kelly et al., 2008). 

Resilience 

Resilience has been defined in many different ways. While some view resilience 

as a stable construct, others see it as a dynamic process. Wagnild and Young (1993) 

considered resilience to be a stable personality characteristic that regulates the negative 

outcomes of stressful situations and supports adaptation. Others who view resilience as 

stable include Friborg, Hyemdal, Rosenvinge, and Martinussen (2003), Blum (1998), and 

Masten (2001 ). In contrast, resilience can also be defined as an ability that changes over 

time and is improved by protective factors that allow individuals to successfully cope 

with adversity (Stewart, Reid, & Mangham, 1997). Others who view resilience as 

dynamic include Woodgate (1999), Haase (1997), and O'Grady and Metz (1987). 

The key difference between the trait and outcome conceptualizations of resilience 

is that the outcome conceptualization requires exposure to substantial adversity, whereas 

the trait conceptualization does not. The outcome conceptualization of resilience views 

resilience as a result of exposure to adversity. The trait resilience approach views 

resilience as a trait defined by individual characteristics that enable people to reach 

positive outcomes or prevent negative ones (Philippe et al. , 2011 ). 
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Various models of resilience view it as a process, not a trait. Resilience is an 

outcome of various factors shaping each other rather than a single factor (Fergusson & 

Lynskey, 1996). There are transactional processes that underlie both normal and deviant 

responses to adversity (Garmezy & Rutter, 1983; Werner & Smith, 1982). Resilience is a 

response to stimuli, not a state-trait characteristic. It is related to cognitive appraisals of 

stressors and problem-solving skills utilized by individuals (Azlina, Jamaluddin, Symaco, 

& Darusalam, 2010). 

Characteristics of Resilience 

Resilient individuals develop certain characteristics early in life by having a 

foundation of a secure attachment to others (Svanberg, 1998), which involves the use of a 

caregiver as a secure base for exploration. The child protests a caregiver's departure, 

seeks closeness, and is comforted upon return and resumes exploration. With secure 

attachment, it is possible to be comforted by a stranger but the child shows clear 

preference for the caregiver (Ainsworth et al., 1978). 

The presence of secure current relationships also appears to foster resilience 

(Beardslee, 1989). Werner and Smith (1982) found that social and familial relationships 

are related to resilience. Individuals who are resilient also put forth more effort to 

resolve marital conflicts (Werner, 2001). O'Leary and lckovics (1995) found that social 

relationships may be vital to resilience in women. 

Resilience is also associated with possessing specific personal dispositions and 

attitudes, such as an internal locus of control, pro-social behavior, empathy, positive self-
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image, optimism for the future, and a strong ability to organize one's life and endorse 

supportive relationships with family and friends (Friborg et al., 2003). A study 

conducted by Werner and Smith (1982) found that there were four characteristics 

common to the 10% of individuals that they labeled as resilient: (a) an active approach 

toward solving life's problems; (b) a tendency to perceive their experiences 

constructively, even if these experiences caused pain or suffering; (c) the ability, from 

infancy on, to gain other people's positive attention; (d) and a strong reliance on faith to 

maintain a positive view of a meaningful life. These characteristics served as 

compensatory factors that either decreased or counteracted participants' risk of negative 

developmental outcomes, such as serious learning or behavior problems, delinquency 

records, mental health problems, or pregnancies by age 18 (Werner & Smith). 

Werner (2001) found that the central features of resilient people who surmount 

challenging conditions are general flexibility and the use of various protective resources 

within themselves or in the environment to cope. These protective resources can take 

many forms, such as a stable marriage to a stable paiiner, stable job, family relationships, 

education, vocational skills acquired through serving in the aimed forces, or active 

participation in a religion or community of faith (Werner). 

Many researchers have found similar results for identifying the personal resources 

of resilient individuals. One of these resources is above-average intelligence. Individuals 

who exhibit resilience typically show higher levels of intelligence than those who do not 

exhibit resilience (Jacelon, 1997; Fergusson, & Lunskey, 1996; Woodgate, 1999). 
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Another common theme among resilient people is optimism and hope for the 

future (Blum, 1998; Druss & Douglas, 1988; Jacelon, 1997; Mak, 2011). Having a 

positive outlook on life and concentrating on the positive facets of a situation increases 

one's chances of exhibiting resilience. A positive view of one's environment allows 

resilient individuals to see opportunities in difficult situations (Wang, 2009). 

Resilient individuals also tend to lead active and engaged lives and be energetic 

and well-functioning (Jacelon, 1997; Kimchi& Schaffner). Self-esteem has also been 

linked to resilience. A positive self-image, an internal locus of control, self-reliance, 

independence, belief in self-help, strong sense of self, and self-confidence are associated 

with resilience (Blum, 1998; Jacelon, 1997; Kimchi & Schaffner, 1990; Mak, 2011). 

Resilient individuals also show signs of maturity. They are often described as 

responsible and future oriented with high internalized values (Kimchi & Schaffner). 

Fergusson and Lynskey (1996) noted that resilient individuals possess: high intelligence, 

low affiliations with delinquent peers, and an absence of externalizing behaviors, 

substance abuse, and juvenile delinquency. 

Resilience may also be related to possessing good social skills. Resilient 

individuals have been described as socially perceptive, socially mature, caring, nurturing, 

and report that they feel secure in their social worlds (Kimchi & Schaffner, 1990). Lee 

and colleagues (2011) found that resilience was also significantly and positively related 

to social support. Characteristics of resilience typically determine an individual ' s ability 

to obtain social support, which may facilitate effective coping when under stress (Lee et 
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al.). Other researchers found that resilient individuals had a sense of invincibility, which 

was demonstrated through a "healthy denial" of their discouraging medical diagnoses 

(Druss & Douglas, 1988). 

Resilience is characterized by personal qualities that enable individuals to thrive 

when faced with adversity (Cui, Teng, Li, & Oei, 2010). Lee et al. (2011) performed a 

confirmatory factor analysis on results from the Canadian Forces Recruit Health 

Questionnaire in order to examine resilience factors. Factor loadings revealed that 

resilience was comprised of hardiness, mastery, and self-esteem. Hardiness indicates 

optimistic expectations, a sense of personal responsibility, and meaning pertaining to 

one's work (Lee et al.). Mastery refers to the extent to which individuals view 

circumstances as being under their control (Pearlin & Schooler, 1978). Self-esteem 

reflects positive attitudes toward oneself (Lee et al.). Hardiness was found to play a 

significant role in the psychological well-being and resilience of Canadian forces officer 

candidates undergoing basic training (Skomorovsky & Sudom, 2011 ). 

Contributing Protective Factors in Resilience 

Protective factors are skills and abilities accessed by individuals and are necessary 

for resilience to occur. They can be divided into three broad categories: (a) individual 

competencies, (b) interpersonal competencies, and ( c) familial competencies (Dyer & 

McGuinness, 1996). Examples of individual competencies include personality traits like 

self-esteem, social competence, and coping strategies. Interpersonal competencies 

include being able to maintain an external support system that encourages and reinforces 
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one' s efforts to cope with life stressors. Familial competency might refer to family 

cohesion and a lack of conflict (Garmezy, 1991). 

Along the line of interpersonal competencies, researchers examining resilience in 

teachers found that resilience was associated with feelings of connectedness to those with 

whom they work or interact socially. Resilience was displayed through accounts of 

caring relationships that had helped the participants through adversity. Results showed 

that positive relationships and interactions with others is important in fostering resilience 

(Muller, Gorrow, & Fiala, 2011) 

When protective factors are implemented, there is a shift from risk to adaptation 

(Woodgate, 1999). In other words, whenever there is a threat, resilient individuals 

respond by utilizing protective factors in order to adapt to the situation. Resilience is not 

an attribute of an individual, but rather a process that is affected by protective and 

vulnerability factors. A person's responses likely depend on the situation (Rutter, 1987). 

As noted earlier, resilient people bounce back from adversity and go on with their lives 

because they possess protective factors (Dyer & McGuinness, 1996). Protective factors 

grant resistance to stressors and promote adaptation and competence (Kimchi & 

Schaffner, 1990). They alter one's responses to environmental dangers that predispose an 

individual to react in maladaptive ways (Rutter, 1985). For example, Garmezy (1991) 

found that one of the major protective factors for children who are raised in economic 

disadvantage is a source of support, such as a concerned teacher, a strong maternal figure, 

or a caring member of an agency or church. 
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Traditional risk factors can also function as protective factors in certain situations 

(Sameroff & Chandler, 1975). This process occurs by building up one's resistance to 

threats and practicing responses that promote adaptation. However, a balance must exist 

between life events that heighten one's vulnerability and protective factors that enhance 

one's resilience (Dyer & McGuinness, 1996). Maintaining balance between vulnerability 

and protective factors is a fundamental characteristic of resilience. Resilience does not 

imply the absence of stressors, nor is it presumed that resilient individuals will be 

resilient under all conditions (Jew, Green, & Droger, 1999). 

Resilience and Stressors 

As long as levels of stress are not too high, stressors may actually enhance 

resilience (Garmezy, Masten, & Tellegen, 1984). Stressors can be defined as events or 

situations that induce emotional reactions (Garmezy & Rutter, 1983). Resilience 

develops from facing stress at a time and in a way that permits one to feel mastery and 

appropriate responsibility, which increases one's self-confidence and sense of 

competence (Jew et al., 1999). One of the mechanisms in the development ofresilience 

involves the confidence to successfully manage difficulties. Provided that adequate 

resources are available for addressing moderate stressors, exposure to stress may promote 

confidence that one is able to adapt to future stressors, thereby enhancing resilience (Neff 

& Broady, 2011). 

In a study looking at resilience of marital well-being, researchers found that 

partners who experienced moderate stressors at the beginning of the marriage and had 
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access to adequate resources for coping displayed greater resilience over a 2-year period 

than those who reported fewer early stress experiences. These stressors allowed the 

couples to practice adaptive coping strategies and increase their feelings of self-efficacy 

and confidence to manage conflicts, which increased the likelihood of successful 

adaptation to future stressors. Partners who experienced more stress early in the marriage 

also displayed more resilience after transitioning to parenthood than did partners who had 

less stressful experiences early in the marriage. For these couples, dealing with moderate 

stressors enhanced the resilience of their marriage (Neff & Broady, 2011). 

Resilient individuals thrive after successfully dealing with challenges, adopting 

positive characteristics from the experience and exceeding previous levels of growth and 

functioning (O'Leary & Ickovics, 1995). Resilience is not the incapability of being 

wounded or injured, but the ability to bend, yet subsequently recover, from adversity 

(Garmezy, 1993). Invulnerability highlights consistent behavior, whereas resilience 

allows for change with recovery (Kimchi & Schaffner, 1990). Cognitive appraisal theory 

of resilience proposes that reactions to stressors are determined by appraisal of the 

circumstances and by the ability to reflect on an experience, apply meaning to it, and to 

integrate this meaning into one's belief system (Mrazek & Mrazek, 1987). 

Resilience and Vulnerability 

Resilience involves having access to psychological and social resources that help 

one tolerate adversity (Rutter, 2007). Having access to resources may be important for 

resilience; whereas, the lack of resources may heighten threat (O'Leary & Ickovics, 

35 



1995). For example, a resilience study was conducted in the New York area after the 

September 11, 2001 terrorist attack and researchers found that a decline in income was 

related to less resilience and more psychological symptoms. This finding suggests that 

individuals with less monetary resources may also lack psychological resources necessary 

to recover (Bonanno, Galea, Bucciarelli, & Vlahov, 2007). One's reaction to adversity is 

located on a continuum between resilience and vulnerability at opposite ends (Rutter, 

1985). Coping successfully with risk differentiates resilience from vulnerability (Rutter, 

1987). 

Resilience and Exposure 

Resilience is often confused with the idea of immunity to being wounded or hurt 

(Woodgate, 1999). To the contrary, being exposed to stressors actually enables 

individuals to cope more effectively with stress later in life because of its inoculating 

effect. The instillation of resilience does not result from avoiding stressors, but in 

approaching stressful situations at a point in time and in a manner that promotes self

confidence and social competence (Rutter, 1985). Resilient traits are reinforced by 

recurring successful encounters with stressors, which increase the likelihood of adaptive 

resilient coping in the future (Woodgate). Recurring mastery in the presence of stress 

builds resilience by allowing one to face new experiences with a feeling of competence, 

rather than fear (Caplan, 1990). This growth that comes out of coping with adverse 

experiences results in higher levels of psychological functioning and well-being than 

were previously experienced (Seery, Holman, & Silver, 2010). Rutter (1987) stated that 
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resilience arises from successful encounters of risk, not avoidance of it. Risk can be 

thought of as the presence of factors that typically lead to maladaptive responses. 

Researchers found that individuals with a history of some adversity presented as 

more resilient than those who had no adversity or high adversity (Seery et al., 2010). 

Mineka and Zinbarg (2006) found that participants who experienced adversity learned to 

implement effective coping skills, engage social support networks, create a sense of 

mastery, and foster beliefs in successful coping ability in the future. These qualities build 

resilience in the face of subsequent adversity, which seems more manageable rather than 

overwhelming, resulting in benefits to overall mental health and well-being (Seery et al.). 

Resilience as a Dynamic Process 

Looking at resilience as a process recognizes that it can be learned by the 

individual. It also permits a more thorough understanding of the construct in that other 

variables, such as personality traits, environmental factors, self-esteem, and social 

competence, must be taken into account as contributing factors and outcomes of 

resilience (Woodgate, 1999). It is possible for one to acquire the behaviors, thoughts, and 

characteristics of resilience (Newman, 2005). Resilience as a dynamic process is 

evidenced by a resilient individual who, on occasion, will exhibit a maladaptive response 

before achieving successful adaptation (Woodgate). It is a dynamic process determined 

by protective factors (Dyer & McGuinness, 1996) and it may be a process that one may 

be able to learn (Fine, 1991 ). Resilience is an adaptive process in which individuals work 

to reestablish their sense of self, relationships, beliefs, and goals in relation to their 

37 



circumstances, which can potentially lead to personal and intellectual growth despite the 

challenges often involved (Tedeschi, 1999). 

Kidd and Davidson (2007) examined resilience in individuals who recently 

became homeless and found that many of them were able to develop independence, 

connect with others, and learn the mechanics of survival on the streets. Their process of 

resilience included testing, adopting, and rejecting various meaning systems to which 

they were exposed. This evolution of their value systems, identity, and relating to others 

was dependent upon the interaction among the individual's background, street context, 

and learning process. Those participants who were able to negotiate these processes were 

healthy, considered their lives to be rewarding, and labeled resilient by the researchers 

(Kidd & Davidson). 

Conceptualizing resilience as the ability to bounce back from adverse situations 

might imply that one does not grow or change from the process (Woodgate, 1999). A 

more optimistic view of resilience moves beyond this homeostatic viewpoint, to suggest 

that individuals dealing with challenges can advance beyond survival and recovery to 

thrive (O'Leary & Ickovics, 1995). In a study of teenagers living with cancer, Haase 

(1997) found that resilience can lead to growth and an increased quality of life. This 

enhanced quality of life can then result in enhanced resilience to stressors (Woodgate). 

Theories of Resilience 

The Framework of Resilience Model (Kumpfer, 1999) describes how 

psychosocial outcomes result from the interaction of individual, environmental, and 
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situational factors . The resilience process is activated by some type of adversity that the 

individual perceives as stressful, which disrupts homeostasis and creates disequilibrium 

in the individual. The intensity of stress caused by the disequilibrium is dependent upon 

the perception, cognitive appraisal, and interpretation of the stressor as threatening. All 

of these factors are shaped by the protective and risk factors present in one's environment 

and personal characteristics. Successful adaptation to these risk factors, through the use 

of protective factors, likely results in resilience. The resilience model uses the concept of 

these predisposing factors as a way of categorizing environmental variables and 

individual differences. Risk factors are vulnerabilities which increase the likelihood of 

poor adaptive outcomes. Protective factors are immunities which decrease the likelihood 

of poor adaptive outcomes (Kumpfer). 

According to psychoanalytic theory, resilience is the dynamic ability to modify 

one's level of ego-control in response to environmental stressors (Block & Block, 1980). 

When viewed as a continuum, ego-resilience is at one end encompassing the 

characteristics of resourcefulness, flexibility, and having a range of problem-solving 

strategies. At the opposite extreme of the continuum is ego-brittleness, which entails a 

lack of flexibility, an inability to respond to in stressful situations, disorganization when 

encountering change or stress, and a difficulty recovering after challenging experiences 

(Block & Block). 
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Depression and Coping 

Adaptive coping strategies boost self-efficacy, optimism, and self-reliance, which 

create a readiness to actively solve problems (Kumpfer, 1999). Prelow, Weaver, and 

Swenson (2006) tested an urban sample of adolescents and found that coping efficacy in 

the African American participants was inversely related to their depressive symptoms. It 

is suggested that coping efficacy may promote the use of coping strategies that have the 

power to either change the risk or the perception of risk, which could decrease depressive 

symptoms (Prelow et al.). 

Li, Di Giuseppe, and Froh (2006) measured levels of depression and coping in 246 

adolescents and found that high degrees of emotion-focused and ruminative coping were 

related to high levels of depression. Problem-focused and distractive coping had a 

negative correlation with depression. Rumination can be defined as worrying about a 

problem repetitively in an effort to control one's feelings that result from the problem. 

This strategy is less likely to alleviate depression than the more active or distractive 

coping methods, like exercising (Li et al.). Another coping skills program was developed 

by Cardemil et al. (2005) specifically for low-income Latina mothers and found a 

significant decline in depressive symptoms reported by the sample after completing the 

program. It consisted of weekly group sessions, whose primary goals were to teach 

participants concrete skills to help them regulate negative emotions (Cardemil et al.). 

The results found in both of these studies demonstrate the relationship between 

40 



depression and coping, in that certain types of coping were found more in individuals 

who displayed symptoms of depression than those who did not. 

Galaif, Sussman, Chou, and Wills (2003) examined the relationship between 

protective and risk factors in a sample of 646 high school students. They found that 

anger coping, which includes seeking revenge, was associated with sustained depression. 

This finding could be explained by the possibility that anger coping induces negative 

reactions from others, which often leads to depression. Seeking social support is 

considered an adaptive coping style and it predicted reductions in anger coping. 

Implications of these studies include the importance of encouraging troubled adolescents 

to obtain social support, ask for help and discuss their concerns in order to prevent 

symptoms of depression (Galaif, et al.). These results align with previous findings that 

seeking social support can improve psychological well-being (Wills et al., 1996). 

The Penn Resiliency Program (PRP; Cardemil, Reivich, & Seligman, 2002) is a 

school-based program developed to prevent depression by teaching problem-solving 

skills and was applied to groups of low-income minority middle-school students. The 

study found fewer depressive symptoms in the Latino children in the prevention groups 

than in the randomly assigned controls, for up to six months after completion of the 

program. The program resulted in lasting relief for those initially symptomatic children, 

while also preventing the development of depressive symptoms in initially asymptomatic 

children. PRP's effect on depressive symptoms appeared to be mediated by decreases in 

negative cognitions during the program (Cardemil et al.). 
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Coping and Resilience 

Coping and resilience are two constructs that are often confused with one another 

because they are so similar. For example, their presence or absence is most apparent and 

easily observed in times of adversity. One method of differentiating them is to look at 

coping in a behavioral framework and resilience in more of a cognitive and perceptional 

framework. There is debate over whether each of them is a stable trait or a dynamic 

process. In any case, there is a reciprocal relationship linking the two concepts. 

It is difficult to talk about resilience without relating it to coping. Woodgate 

( 1999) stated that coping is not only a component of resilience, but it is a construct that is 

equated with resilience. Resilience can even be defined as an indicator of one's ability to 

successfully cope with stress (Connor & Davidson, 2003). This is not to say that 

resilience is a trait, but rather a process of using certain coping skills that lead one to be 

resilient. Resilient individuals utilize certain skills and abilities in stressful situations, 

allowing them to cope with stress more effectively than non-resilient individuals (Jew, 

Green, & Droger, 1999). In this way, the utilization of adaptive coping skills is a part of 

and can lead to resilience. Resilient coping is characterized by its promotion of positive 

adaptation despite high levels of stress (Sinclair & Wallston, 2004). 

Resilience transpires from the interaction between an individual's beliefs about 

his/her abilities, relationships, and goodness in the world and stressors to shape one's 

coping skills (Jew, Green, & Droger, 1999). The personality traits linked to resilience 

reduce the likelihood of negative reactions to stressors and increase the likelihood of 
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effective coping and adaptation. Resilient characteristics, therefore, foster the use of 

adaptive coping in the face of stressful events (Rutter, 1987). Lin and colleagues (2004) 

examined differences between resilient and non-resilient children after the death of a 

primary caregiver. They found that resilient children showed better coping efficacy, 

which was measured using a scale that determined the children's subjective evaluation of 

their ability to handle problems and feelings (Lin et al.). 

Resilience was directly affected by the utilization of social support and problem

focused coping (Catalano, Chan, Wilson, Chung-Yi, & Muller, 2011). Tenacity, personal 

strength, and optimism were identified as characteristics of resilience and were directly 

impacted by possessing the protective factors of social support and a problem-focused 

coping style. Interventions aimed at increasing resilience include improving social skills 

and developing adaptive coping and problem-solving strategies. These strategies boost 

resilience by activating and cultivating one's strengths, expanding internal and external 

resources (i.e., protective factors), and decreasing stress and environmental obstacles 

(i.e., risk factors) (Catalano et al.). 

Depression and Resilience 

Possessing characteristics of resilience has been associated with the absence of 

depressive symptoms. A study of255 individuals with spinal cord injury was conducted 

in order to examine the relationship between resilience and depression and found that 

characteristics associated with resilience were inversely related to depressive symptoms 

(Catalano et al., 2011 ). Researchers concluded that these resilience characteristics may 
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buffer the impact of stressors and decrease the occurrence of depressive symptoms. 

Resilience showed a direct buffering effect on symptoms of depression and mediated the 

effect of perceived stress on symptoms of depression. Their findings also point toward 

the idea that it is the perception of stress that influences the occurrence of depression, not 

the mere presence of stress (Catalano et al.). Rutter (1987) agrees that resilience acts as a 

buff er that prevents psychotic disorders. 

Resilience has even been shown to prevent depression in cases of severe 

adversity. Questionnaires were completed by 118 outpatients at a psychology clinic in 

order to measure their levels of childhood trauma, ego-resilience, and depression 

(Philippe et al. , 2011). Mediation analyses from the study revealed that ego-resilience 

mediated the connection between childhood trauma and depression. These results 

suggest that ego-resilience may prevent psychological symptoms. Ego-resilience 

significantly reduced the relationship between childhood trauma and psychology 

symptoms. Even when no severe trauma was experienced in childhood, ego-resilience 

plays the same protective role against psychological symptoms (Philippe et al.). 

Svanberg (1998) also said that resilience may significantly decrease one' s vulnerability to 

developing a psychiatric disorder. 

Depression, Coping, and Resilience 

There have also been studies examining the relationship between all three 

variables. Grattan and colleagues (2011) looked at the psychological impacts of an oil 

spill on coastal communities in Alabama and Florida. Results showed that participants 
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with income loss related to the spill had significantly higher depression levels, less 

resilience, and used more behavioral disengagement to cope than those with stable 

incomes. Disengagement coping strategies and other avoidant techniques were 

associated with negative psychological outcomes. These findings are evident of the 

buffering effect that coping strategies and resilience can have on the psychological effects 

of stressful events (Grattan et al.). Millear et al. (2008) tested the effects of a resilience

building program on a sample of 20 adults. They found that the changes brought about in 

coping self-efficacy and depression were a reflection of resilience being made up of 

efforts put forth as well as the outcomes of these efforts (Millear et al.). 

Murphy and Marelich (2008) investigated factors associated with resilience in a 

sample of children whose mothers were diagnosed with AIDS or HIV. They found that 

resilient children showed less depressive symptoms by reports from both mother and 

child than the non-resilient children. Children classified as resilient also reported better 

coping self-efficacy and had higher self-reports of effectiveness than did the non-resilient 

children. Resilient children displayed better coping skills, which could explain their 

ability to cope with depression better than the non-resilient children (Murphy & 

Marelich). 

Hardiness is not only a component of resilience (Lee et al., 2011 ), but it also has 

the power to foster resilience (Maddi, Brow, Khoshaba, & Vaitkus, 2006). A study of 

military and governmental personnel found that hardiness is negatively related to 
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depression and positively related to coping and social support. Researchers concluded 

that the presence of hardiness may prevent depression (Maddi et al.). 

Looking at the literature, one may notice certain themes between depression, 

coping strategies, and resilience. It seems that higher levels of depression are related to 

emotion-focused coping strategies and lower levels of resilience. Researchers have also 

found that the absence of depression is associated with problem-focused coping strategies 

and higher levels of resilience. It only makes sense, therefore, that emotion-focused 

coping strategies are related to lower levels of resilience and problem-focused coping 

strategies are related to higher levels of resilience. 

Research Questions and Hypotheses 

The purpose of this study was to investigate the relationship between coping, 

depression, and resilience in general population. Examination of theoretical and empirical 

explanations of these variables has led to the following research questions and hypotheses. 

Research Question 1 

Are there gender differences in depression, coping strategies, and resilience? 

Hypothesis 1. It was hypothesized that depression symptoms would be higher in 

female participants than in male participants. In order to test this relationship, a between

groups independent sample t-test was performed to determine differences between 

females and males. Gender was measured with the second question on the demographic 

form and depression was measured with the CES-D scale. Based on previous research on 
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the prevalence of depression, it was expected that female participants would report more 

depression symptoms than male participants. 

Hypothesis 2. It was hypothesized that emotion-focused coping strategies would 

be more prevalent in female participants than in male participants. In order to test this 

relationship, a between-groups independent sample t-test was performed to determine 

differences between females and males. Gender was measured with the second question 

on the demographic form and coping was measured with the Brief COPE. Based on 

previous research on coping, it was expected that female participants would report more 

use of emotion-focused coping strategies than male participants. 

Hypothesis 3. It was hypothesized that problem-focused coping strategies would 

be more prevalent in male participants than in female participants. In order to test this 

relationship, a between-groups independent sample t-test was performed to determine 

differences between females and males. Gender was measured with the second question 

on the demographic form and coping was measured with the Brief COPE. Based on 

previous research on coping, it was expected that male participants would report more 

use of problem-focused coping strategies than female participants. 

Hypothesis 4. It was hypothesized that male participants would have higher 

levels of resilience than female participants. In order to test this relationship, a between

groups independent sample t-test was performed to determine differences between 

females and males. Gender was measured with the second question on the demographic 

form and resilience was measured with the BRCS. Based on previous research, it was 
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expected that male participants would report higher levels of resilience than female 

participants. 

Research Question 2 

What are the relationships between depression symptoms, coping strategies, and 

resilience? 

Hypothesis 5. It was hypothesized that as the use of emotion-focused coping 

strategies increased, depression symptoms would increase and resilience would decrease. 

In order to test this, the Pearson correlation coefficient was calculated between the use of 

emotion-focused coping strategies and depression symptoms, as well as between the use 

of emotion-focused coping strategies and resilience. The use of emotion-focused coping 

strategies was measured with the Brief COPE, depression symptoms were measured with 

the CES-D scale, and resilience was measured with the BRCS. 

Hypothesis 6. It was hypothesized that as the use of problem-focused coping 

strategies increased, depression symptoms would decrease and resilience would increase. 

In order to test this the Pearson correlation coefficient was calculated between the use of 
' 

problem-focused coping strategies and depression symptoms, as well as between the use 

of problem-focused coping strategies and resilience. The use of problem-focused coping 

strategies was measured with the Brief COPE, depression symptoms were measured with 

the CES-D scale and resilience was measured with the BRCS. 
' 

Hypothesis 7. It was hypothesized that as the use of less-useful coping strategies 

increased, depression symptoms would increase and resilience would decrease. · In order 
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to test this, the Pearson correlation coefficient was calculated between the use of less

useful coping strategies and depression symptoms, as well as between the use of less

useful coping strategies and resilience. The use of less-useful coping strategies was 

measured with the Brief COPE, depression symptoms were measured with the CES-D 

scale, and resilience was measured with the BRCS. 

Hypothesis 8. It was hypothesized that as resilience increased, depression 

symptoms would decrease. In order to test this, the Pearson correlation coefficient was 

calculated between resilience and depression symptoms. Resilience was measured with 

the BRCS and depression symptoms were measured with the CES-D scale. 

Hypothesis ·9. It was hypothesized that resilience would mediate the relationship 

between problem-focused coping and depression. In order to test this, a mediation 

analysis was performed. The first step was to find a significant correlation between 

problem-focused coping and depression and problem-focused coping and resilience. The 

next step was regression analysis (Baron & Kenny, 1986). Resilience was measured with 

the BRCS, problem-focused coping was measured with the Brief COPE Problem

Focused subscale, and depression was measured with the CES-D scale. 

Hypothesis 10. It was hypothesized that resilience would mediate the 

relationship between emotion-focused coping and depression. In order to test this, a 

mediation analysis was performed. The first step was to find a significant correlation 

between emotion-focused coping and depression and emotion-focused coping and 

resilience. The next step was regression analysis (Baron & Kenny, 1986). Resilience was 
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measured with the BRCS, emotion-focused coping was measured with the Brief COPE 

Emotion-Focused subscale, and depression was measured with the CES-D scale. 

Hypothesis 11. It was hypothesized that resilience would mediate the 

relationship between less-useful coping and depression. In order to test this, a mediation 

analysis was performed. The first step was to find a significant correlation between less

useful coping and depression and less-useful coping and resilience. The next step was 

regression analysis (Baron & Kenny, 1986). Resilience was measured with the BRCS, 

coping was measured with the Brief COPE, and depression was measured with the CES

D scale. 

50 



CHAPTER III 

METHODOLOGY 

Participants 

Participants were recruited from the websites www.facebook.com, 

www.craigslist.org, and www.reddit.com. The only inclusion criteria for this study 

included: all participants must be at least 18 years of age and sufficiently fluent in English 

to comprehend the questions on the measures contained within the study. The mean age of 

participants was 39.41 years (SD= 14.67). Men comprised 48.2% and women comprised 

51.1 % of the participants. The majority of participants were college-educated or held a 

degree. White/non-Hispanic participants were the most prevalent (83.9%), followed by 

Asian/Pacific Islander (5.8%), Hispanic (4.4%), and African American (2.9%). Most of the 

participants identified as heterosexual (92%). Married participants made up 45.3% of the 

sample, followed by single (25.5%), partnered (14.6%), and divorced/separated (11.7%) 

(see Table 1). Participation was on a voluntary basis and informed consent was obtained 

from each participant. According to GPower 3 .1, the minimum number of participants 

required in order to achieve appropriate power for the study was 115. 
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Table 1 

Descriptive Statistics for Demographic Variables 

Variable Frequency Percent 

Age 18-27 33 24.1 
28-37 42 30.6 
38-47 19 13.9 
48-57 26 19.0 
58-67 11 8.0 
68-77 6 4.4 

Gender Man 66 48.2 
Woman 70 51.1 
Other · 1 .7 

Education Some High School 8 5.8 
Diploma/GED 22 16.1 
Some College 47 34.3 
Bachelor's Degree 36 26.3 
Master's Degree 19 13.9 
Doctorate 5 3.6 

Ethnicity African American 4 2.9 
Asian/Pacific Islander 8 5.8 
Hispanic 6 4.4 
White/Non-Hispanic 115 83.9 
Other 4 2.9 

Sexual Orientation Heterosexual 126 92.0 
Gay/Lesbian 6 4.4 
Bisexual 4 2.9 
Other 1 .7 

Relationship Status Married 62 45.3 
Partnered 20 14.6 
Single 35 25.5 
Widowed 1 .7 
Divorced/Separated 16 11.7 
Other 3 2.2 
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Instrumentation 

Participants completed four instruments in the following order: (a) a demographic 

form (Appendix A), (b) a coping strategies measure, the Brief COPE (Appendix B; 

Carver, 1997), ( c) a depression measure, the Center for Epidemiologic Studies 

Depression Scale (Appendix C; CES-D Scale; Radloff, 1977), and (d) a resilience 

measure, the Brief Resilient Coping Scale (Appendix D; BRCS; Sinclair & Wallston, 

2004). The demographic form (Appendix A) was presented first because it was the least 

sensitive of the questionnaires. The coping strategies questionnaire (Appendix B) 

followed because placing the longest of the questionnaires near the beginning may have 

prevented fatigue from completing it. The resilience measure (Appendix D) was 

completed last because it was the shortest, which decreased the chances of the 

participants being overwhelmed at the end. 

Demographic Form 

The demographic form was created by the researcher for this study. It consisted 

of 7 questions inquiring of the participants' age, gender, highest level of education, 

current school enrollment status, ethnicity, sexual orientation, and relational status. 

The Brief COPE 

Coping strategies were assessed through the Brief COPE, which was a 28-item 

questionnaire measuring 14 different coping reactions with two items each (Carver, 

1997). These 14 scales can be grouped into 3 subscales: emotion-focused, problem

focused, and less useful coping. The scales that tested for emotion-focused coping 
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included: denial, use of emotional support, positive reframing, humor, acceptance, and 

religion. The scales that examined at problem-focused coping were active coping, use of 

instrumental support, and planning. The scales which reviewed less-useful coping were 

self-distraction, substance use, behavioral disengagement, venting, and self-blame. 

Responses were based on a Likert scale, ranging from 1 (I haven't been doing this at all) 

to 4 (I've been doing this a lot). An example of an item used to test utilization of 

problem-focused coping is, "I've been getting help and advice from other people." On 

the other hand, an example of an item used to test utilization of emotion-focused coping 

is, "I've been making jokes about it." Finally, an example of an item used to test 

utilization of less useful coping is, "I've been criticizing myself." Although a cutoff 

between high and low scores was not specified, higher scores for each group of coping 

strategies indicated more reliance on that type of coping strategy and lower scores 

indicated less reliance on that particular type of coping strategy (Carver). 

Reliability analysis measuring internal consistency found that all the scales met or 

exceeded the value of .50; alpha scores ranged from .50 to .90. The scales showed the 

followed alpha levels: active coping a.= .68, planning a.= .73, positive reframing a= .64, 

acceptance a.= .57, humor a.= .73, religion a.= .82, using emotional support a= .71, 

using instrumental support a.= .64, self -distraction a.= .71, denial a.= .54, venting a= 

.50, substance use a.= .90, behavioral disengagement a.= .65, and self-blame a.= .69. All 

of the scales yielded reliability scores exceeding .60, except for venting, denial, and 

acceptance. These data support the internal reliability of the scales (Carver, 1997). In a 
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study by Fillion, Kovacs, Gagnon, and Endler (2002) on breast cancer patients, the Brief 

COPE demonstrated construct convergent validity when its scores were compared to 

scores on the CHIP (Coping with Health Injuries and Problems; Endler, Parker, & 

Summerfeldt, 1998), which assessed facets of coping in individuals with illnesses. 

Concurrent criterion validity was found by correlating scores from the Brief COPE and 

the POMS (Profile of Mood States; Lorr, McNair, & Fisher, 1982), which examined 

mood disturbance. Data from the present study also revealed internal consistency for the 

Problem-Focused subscale (a== .84), Emotion-Focused subscale (a= .69), and the Less

Useful subscale (a= .81) (see Table 2). 

The Center for Epidemiologic Studies Depression Scale 

Depression symptoms were measured using the Center for Epidemiologic Studies 

Depression Scale (CES-D Scale), which was a 20-item scale designed to measure 

depressive symptoms (Radloff, 1977). Although they are not considered subscales in the 

measures, the major components of depressive symptoms identified by clinical literature 

and factor analysis, were tested by the CES-D scale. Factor loadings above .40 

demonstrated construct validity and included: (1) depressed affect (i.e. , blues, lonely, 

crying, sad), (2) positive affect (i.e., good, hopeful, happy), (3) somatic and retarded 

activity (i.e., bothered, appetite, effort, sleep), and ( 4) interpersonal (i.e., unfriendly, 

dislike) (Radloff). 

Each item asked participants to indicate how often they felt a certain way during 

the past week. Possible responses included: (a) rarely or none of the time (less·than 1 
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day), (b) some or a little of the time (1-2 days), (c) occasionally or a moderate amount of 

time (3-4 days), or ( d) most or all of the time ( 5-7 days). An example of an item from the 

scale was, "I felt that everything I did was an effort." Each response was ranked from 

zero to three based on the frequency of occurrence of the symptom over the past week. 

Overall possible scores range from zero to 60, with more symptoms indicated by higher 

scores and less symptoms indicated by lower scores. There were no cut off scores 

(Radloff, 1977). 

The items have shown very high internal consistency, as reflected in coefficient 

alpha values of .85 in the general population and .90 in the patient sample, split-halves 

values of .77 in the general population and .85 in the patient sample, and Spearman

Brown values of .87 in the general population and .92 in the patient sample. Test-retest 

correlations have shown adequate reliability scores in the moderate range, with all but 

one being between .45 and .70. The larger time intervals for test-retests yielded smaller 

correlations; the longest time interval of 12 months has the lowest correlation value (r = 

.32) and is the only one outside of the .45 to .70 range (Radloff, 1977). Data from the 

current study also demonstrated the reliability of the CES-D scale (a= .80) (see Table 2). 

Correlations with other self-report measures, clinical ratings of depression, and 

other variables confirm the measure's criterion validity. Average scores were 

significantly higher for a group of psychiatric inpatients than the average for the general 

population samples. Seventy percent of the patients scored at or above an arbitrary cutoff 

score of 16, while only twenty-one percent of the general population sample scored that 
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high. There was a correlation of .56 between ratings of depression by a nurse and scores 

on the CES-D scale for the inpatients. Correlation of the Hamilton Clinician's Rating 

scale with the CES-D scale was .69. Correlation of the Raskin Rating scale with the 

CES-D scale was . 7 5 (Radloff, 1977). 

The Brief Resilient Coping Scale 

Resilience was assessed through the Brief Resilient Coping Scale (BRCS), which 

consisted of 4 items designed to measure tendencies in coping with stressors (Sinclair & 

Wallston, 2004 ). Each item was rated on a scale. from 1 to 5 to indicate what degree the 

participant identified with it, where 1 meant the statement does not describe the 

participant at all and 5 meaning it described the participant very well. Scores could range 

from 4 to 20, with higher scores indicating more resilience and lower scores indicating 

less resilience. There were no cut off scores. An example of an item from the scale is, "I 

look for creative ways to alter difficult situations" (Sinclair & Wallston). 

Criterion validity was indicated by the theoretically predictable correlations 

between BRCS scores and other measures. Correlations indicated that individuals with 

high scores on the BRCS also reported higher levels of positive personal coping 

resources ( e.g., optimism and self-efficacy), adaptive pain coping behaviors ( e.g. , 

reappraisal and active problem solving), and psychological well-being ( e.g., positive 

affect and life satisfaction). Furthermore, participants who scored high on the BRCS also 

reported lower levels of maladaptive personal coping resources ( e.g. , helplessness) and 
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pain coping behaviors ( e.g., catastrophizing), and less negative affect or depressed mood 

(Sinclair & Wallston, 2004). 

Cronbach' s alpha reliability was computed to test for internal consistency in the 

BRCS and was found to be .69 (Sinclair & Wallston, 2004). Data from the present study 

displayed reliability for the BRCS as well (a= .87) (see Table 2). Test-retest correlation 

of the BRCS was computed in order to assess reliability and stability of the measure 

before and after an intervention and was determined to be .71 (n=87;p<.001) prior to the 

intervention and .68 (n=83;p<.001) postintervention. Predictive validity was 

demonstrated by averaging preintervention BRCS scores and comparing them to 

averaged postintervention outcomes. Preintervention BRCS scores were a significant 

predictor of postintervention outcomes in that the intervention designed to enhance 

resilient coping led to improved psychological and physical well-being. Indicators of 

psychological and physical well-being were measured by an Outcomes Index which 

included: the Life Satisfaction Scale (Diener et al., 1985), the positive and negative affect 

subscales of the PANAS (Watson, Clark, & Tellegen, 1988), a shortened version of 

Tack's (1990) fatigue scale, the pain subscale from the Arthritis Impact Measurement 

Scales (AIMS; Meenan, Gertman, & Mason, 1980), and the global well-being visual 

analog scale (Meenan et al.). 

Procedure 

The method of recruitment was via snowball sampling through the websites 

www.facebook.com, www.craigslist.org, and www.reddit.com. Recruitment began with 

58 



a post on the principal investigator's page on each of the websites requesting 

participation in the study. To create a snowball sampling effect, the post encouraged 

participants to share the post on their own pages. The post provided an overview of the 

study and provided a link to the PsychData website address (URL) where the study could 

be accessed via the internet. Participants were asked to participate in the study by going to 

the www.psychdata.com survey website. The post indicated that the study was approved 

by the Texas Woman's University Institutional Review Board (IRB), that participation 

was entirely voluntary, that all responses would be completely anonymous with no 

identifiable information connected to an individual ' s data, and that participants could 

request a summary of findings at the completion of the study. Furthermore, participants 

were also informed that there was a potential loss of confidentiality in all email, 

downloading, and internet transactions. 

After reading about the study and clicking on the PsychData link, participants 

were asked to give informed consent if they wished to participate. The informed consent 

included the eligibility requirements to participate in the study, the purpose of the study, 

potential benefits and risks, the right of participant termination, and contact information 

for psychological services if desired. Possible benefits included receiving a summary of 

the results of the study, a heightened self-awareness by answering,thought-provoking 

personal questions, and information regarding mental health resources. Participants were 

informed that the survey would take approximately 10-15 minutes to complete. 

Participants read and electronically signed an informed consent, assuring the anonymity 
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of the survey. Participants were given the e-mail address of the researcher in case they 

had questions, concerns, or were interested in the results of the study. They were also 

provided with resources for locating mental healthcare providers. 

This study was approved by the Texas Woman's University Institutional Review 

Board (IRB). Participants were informed that their participation in the study was 

completely anonymous and that no personally identifiable data would be collected. In 

order to maximize participants' anonymity, information regarding IP addresses was not 

collected. 
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CHAPTER IV 

RESULTS 

The results of the study are reported in the following chapter. First, the 

preliminary analyses are presented. Next, descriptive and correlational analyses are 

provided. Finally, the analyses of the hypotheses are presented. 

Preliminary Analyses 

Preliminary Data Screening 

First, the dataset was reviewed for missing data. Scores for each of the scales 

were given for participants who completed at least 80% of the items on each scale. 

Missing data was addressed via mean substitution. Out of 175 participants, one was 

excluded due to being under 18 years of age and 3 7 were excluded because they did not 

complete at least 80% of the items on each scale. These exclusions resulted in a total of 

137 participants included in the final analysis. Finally, data screening procedures were 

conducted to examine skewness and kurtosis. 

Descriptive Analyses 

Frequencies and descriptive statistics were calculated for the demographic 

variables (See Table 1) and measures (See Table 2). Scale ranges, means, standard 

deviations, and internal consistencies for the measures are shown in Table 2. 
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Table 2 

Descriptive Statistics and Internal Consistency Reliabilities for Scales and Subscales 

Scale Range 
Measure Minimum Maximum M SD a 
Brief COPE 

Problem-Focused 0.25 1.00 0.64 0.19 .84 
Emotion-Focused 0.25 0.88 0.55 0.12 .69 
Less Useful 0.25 0.93 0.52 0.15 .81 

CESD 22.00 66.00 42.77 9.79 .80 
BRCS 4.00 20.00 13.85 4.55 .87 
Note: CESD = The Center for Epidemiologic Studies Depression Scale; BRCS = The 
Brief Resilient Coping Scale 

Tests for Correlations between Demographics and Scales 

Pearson product-moment correlations were calculated to determine if 

demographic variables, such as, age, gender, highest level of education, current school 

enrollment status, ethnicity, sexual orientation, and relationship status, were associated 

with participants' scores on the CESD, BRCS, and COPE subscales. Significant positive 

correlations were found between participants' highest level of education and their scores 

on the COPE Problem-Focused subscale, r = .26,p < .Ol, and Emotion-Focused subscale, 

r =.23,p < .01. Significant positive correlations were also found between participants' 

relational status and their scores on the BRCS, r = .21,p < .05; and the COPE Problem

Focused subscale, r = .l 7,p < .05. The results of these analyses will be discussed further 

in Chapter 5. 

Tests for Correlations between Scales 

Internal consistencies and correlation coefficients of the CESD, BRCS, and COPE 

were examined using Cronbach's alpha (Table 2). Coefficient alphas for the CESD, 
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BRCS, and the three subscales of the COPE (Problem-Focused, Emotion-Focused, and 

Less Useful) ranged from a= .69 to a= .87. Correlation coefficients were also calculated 

to examine the intercorrelations among the variables (Table 3). Results indicated that 

there were significant correlations between the scores on the BRCS and the CESD, r = -

.40,p < .01, the CESD and the COPE Problem-Focused, r = -.18,p < .05, and Less 

Useful subscales, r = .68, p < .0l, the BRCS and the COPE Problem-Focused subscale, r 

= .46,p < .01, the BRCS and the COPE Emotion-Focused subscale, r = .27,p < .0l, the 

BRCS and the COPE Less Useful subscale, r = -.41,p < .01, the COPE Problem-Focused 

subscale and the COPE Emotion-Focused subscale, r = .57,p < .01, and the COPE 

Emotion-Focused subscale and the COPE Less Useful subscale, r = .25,p < .01. 

Table 3 

lntercorrelations between Variables 

CESD 
BRCS 
COPE (PF) 
COPE (EF) 
COPE (LU) 

CESD BRCS 

-.40** 

COPE 
(PF) 

-.18* 
.46** 

COPE 
(EF) 

.08 

.27** 

.57** 

COPE 
(LU) 

.68** 
-.41 ** 
-.10 
.25** 

Note. CESD = The Center for Epidemiologic Studies Depression Scale; BRCS = The 
Brief Resilient Coping Scale; PF= Problem-Focused; EF = Emotion-Focused; LU= Less 
Useful.* p < .025, I-tailed. **p < .005, I-tailed. 
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Exploratory Analysis 

Data from the current study was compared to data from previous research to 

determine the sample's similarities to other non-clinical samples in terms of symptoms of 

depression. Boisvert and colleagues (2003) administered the CES-D to a non-clinical 

sample and found M= 12.0 (SD= 10.5) for males and M= 15.2 (SD= 14.3) for females. 

Results from the current study revealed M = 42.88 (SD= 10.07) for males and M = 42.39 

(SD= 9.34). Thus, participants from the current study were more depressed than another 

non-clinical sample. 

Analysis of Hypotheses 

The eleven hypotheses investigated in this study assessed the relationship between 

depression symptoms, coping strategies, resilience, and gender. Results from the analyses 

are reported in this section. 

Hypothesis 1 

Hypothesis 1 stated that depression symptoms would be higher in female 

participants than in male participants. A one-tailed independent samples t-test revealed 

that depression symptoms were not significantly higher in female participants than in 

male participants, t (134) = .30,p = .39 (Table 4). Thus, Hypothesis 1 was not supported. 

Hypothesis 2 

Hypothesis 2 stated that emotion-focused coping strategies would be more 

prevalent in female participants than in male participants. Results from a one-tailed 

independent samples t-test did not indicate that female participants utilized more 
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emotion-focused coping strategies, t (134) = -.59, p = .28 (see table 4). As a result, 

Hypothesis 2 was not supported. 

Hypothesis 3 

Hypothesis 3 stated that problem-focused coping strategies would be more 

prevalent in male participants than in female participants. A one-tailed independent 

samples t-test did not reveal that male participants utilized more problem-focused coping 

strategies, t (134) = -.25, p = .40 (Table 4). Thus, Hypothesis 3 was not supported. 

Hypothesis 4 

Hypothesis 4 stated that resilience would be higher in male participants than in 

female participants. A one-tailed independent samples t-test did not indicate that male 

participants exhibited higher levels of resilience than female participants, t ( 134) = 1.52, 

p = .07 (Table 4). Thus, Hypothesis 4 was not supported. 

Table 4 

Summary of Independent Samples T-Test of Gender and Depression Symptoms, 

Coping Strategies, and Resilience 

Sig. (1- Mean 
95% Confidence 

Std. Error Interval of Difference 
t df tailed) Difference Difference Lower U er 

CESD 0.30 134 0.39 0.49 1.66 -2.80 3.79 
COPE (EF) -0.59 134 0.28 -0.01 0.02 -0.05 0.03 
COPE (PF) -0.25 134 0.40 -0.01 0.03 -0.07 0.06 

BRCS 1.52 134 0.07 1.18 0.78 -0.36 2.72 
Note. CESD = The Center for Epidemiologic Studies Depression Scale; BRCS = The 
Brief Resilient Coping Scale; PF= Problem-Focused; EF = Emotion-Focused 
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Hypothesis 5 

Hypothesis 5 stated that as the use of emotion-focused coping strategies 

increased, depression symptoms would increase and resilience would decrease. 

Calculation of the Pearson product moment correlation coefficient did not support this 

hypothesis, where r (135) = .08,p = .17, for depression symptoms and r (135) = .27,p = 

.001, for resilience (Table 3). 

Hypothesis 6 

Hypothesis 6 stated that as the use of problem-focused coping strategies 

increased, depression symptoms would decrease and resilience would increase. 

Calculation of the Pearson product moment correlation coefficient resulted in r (135) = 

-.18, p = .02, for depression symptoms and r (135) = .46, p < .001 , for resilience (Table 

3), which indicated that Hypothesis 6 was supported. 

Hypothesis 7 

Hypothesis 7 stated that as the use of less-useful coping strategies increased, 

depression symptoms would increase and resilience would decrease. Calculation of the 

Pearson product moment correlation coefficient resulted in r (135) = .68 , p < .001 , for 

depression symptoms and r (135) = -.41 ,p < .001 , for resilience (Table 3), which 

indicated that Hypothesis 7 was supported. 
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Hypothesis 8 

Hypothesis 8 stated that as resilience increased, depression symptoms would 

decrease. Calculation of the Pearson product moment correlation coefficient resulted in r 

(135) = -.40, p < .001, (Table 3), which indicated that Hypothesis 8 was supported. 

Hypothesis 9 

Hypothesis 9 stated that resilience would mediate the relationship between 

problem-focused coping and depression. The first step in testing this was to find a 

significant correlation between problem-focused coping and depression, which was found 

to be r (135) = -.18,p = .02, (Table 3) and problem-focused coping and resilience, which 

was found to be r (135) = .46, p < .001, (Table 3). The next step was regression analysis 

(Baron & Kenny, 1986), which resulted in F(2, 134) = 12.84,p < .001 , (Table 5 and 

Figure 1) and indicated that mediation accounts for a significant portion of variance. 

Therefore, Hypothesis 9 was supported. 

Table 5 

Mediation Analysis of COPE Problem-Focused Subscale with Depression and Resilience 

Variable ~ SE 
COPE (PF) 0.54 4.53 
Resilience -0.87 0.19 
Constant 54.53 3.00 

Beta 
0.01 

-0.41 

R = .40, R2 = .16, Adj-R2 = .15, SE= 9.03 , F(2 , 134) = 12.84 
Note: SE is Standard Error 
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0.12 

-4.55 
18.21 

p 
.91 
.00 
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Resilience 

r = -.40** 

r = -.18* 

Problem-Focused Coping Depression 

Figure 1. Mediating effect of resilience on problem-focused coping and depression. 
Note: * p < .025, I-tailed. **p < .005, I-tailed. F(2, 134) = 12.84** 

Hypothesis 10 

Hypothesis 10 stated that resilience would mediate the relationship between 

emotion-focused coping and depression. The first step (Baron & Kenny, 1986) in testing 

this was to find a significant correlation between emotion-focused coping and depression. 

Because this first step was not met, r (135) = .08, p = .17 (Table 3), the mediation 

analysis was not completed. Therefore, Hypothesis 10 was not supported. 

Hypothesis 11 

Hypothesis 11 stated that resilience would mediate the relationship between less

useful coping and depression. The first step in testing this was to find a significant 

correlation between less-useful coping and depression, which was found to be r (l 35) = 

.68,p < .001, (Table 3) and less-useful coping and resilience, which was found to be r 

(135) = -.41 ,p < .001, (Table 3). The next step was regression analysis (Baron & Kenny, 

1986), which resulted in F(2, 134) = 62.34, p < .001 , (Table 6 and Figure 2) and indicated 

that mediation accounts for a significant portion of variance. Therefore, Hypothesis 11 

was supported. 
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Table 6 

Mediation Analysis of COPE Less-Useful Subscale with Depression and Resilience 

Variable ~ SE 
COPE (LU) 39.96 4.39 
Resilience -0.31 0.15 
Constant 26.28 3.68 

Beta 
0.62 

-0.14 

R = .69, R2 = .48, Adj-R2 = .47, SE= 7.10, F(2, 134) = 62.34 
Note: SE is Standard Error 

Resilience 

r=-.41** 

r = .68** 

Less-Useful Coping 

t 
9.12 

-2.11 
7.14 

r = -.40** 

Depression 

Figure 2. Mediating effect of resilience on less-useful coping and depression. 
Note: * p < .025, I-tailed. **p < .005, I-tailed. F(2, 134) = 62.34** 
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CHAPTER V 

DISCUSSION 

The following chapter includes a discussion of the results. A summary of the 

analyses are reviewed with descriptions of the hypotheses and how they relate to current 

research. Finally, a review of the strengths, limitations, and the research, clinical, and 

theoretical implications are provided. 

Summary and Discussion of Analyses 

Hypothesis 1 

Hypothesis 1 stated that depression symptoms would be higher in female 

participants than in male participants. Incongruent with previous research, results 

indicated that depression symptoms were not significantly higher in female participants 

than in male participants. Other studies have indicated that women have higher levels of 

depression symptoms than men (Kelly et al., 2008; Li, DiGiuseppe, & Froh, 2006). This 

discrepancy between the results from the current study and previous studies could be 

attributed to other gender differences in the sample, which were discussed in the 

exploratory analyses section. 

Hypothesis 2 

It was also hypothesized that emotion-focused coping strategies would be more 

prevalent in female participants than in male participants. The finding that emotion

focused coping strategies were not significantly more prevalent in female participants 
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than in male participants contradicts previous research (Billings & Moos, 1984; Li et al, 

2006). This incongruence could be due to reluctance from the females in the sample to 

admit that they rely on emotion-focused coping strategies, as most of them could be 

described as stereotypical for females. Folkman and Lazarus (1980), however, suggested 

that gender differences in emotion-focused coping are a cultural stereotype and found that 

they did not exist in their study of a community sample. 

Hypothesis 3 

It was hypothesized that problem-focused coping strategies would be more 

prevalent in male participants than in female participants. It was found that problem

focused coping strategies were not significantly more prevalent in male participants than 

in female participants. This finding contradicts previous research results that indicate 

that men use more problem-focused coping than women (Folkman & Lazarus, 1980; Li et 

al., 2006). This contradiction could be attributed to the high levels of depressive 

symptoms reported by the sample, in that high levels of depressive symptoms are 

associated with a lack of implementing problem-focused coping strategies. 

Hypothesis 4 

Another hypothesis stated that resilience would be higher in male participants 

than in female participants. This was inferred from the literature that reveals a higher 

prevalence of depression in females than males (Kelly et al., 2008; Li, DiGiuseppe, & 

Froh, 2006) and links a lack of resilience to depression symptoms (Catalano et al., 2011; 

Grattan et al., 2011; Maddi et al., 2006; Mak et al., 2011; Murphy & Marelich, 2008; 

71 



Philippe et al., 2011; Skomorovsky & Sudom, 2011; Wagnild & Young, 1993). However, 

resilience was not found to be significantly higher in male participants than in female 

participants in the current study. Once again, this could possibly be the result of the high 

levels of depressive symptoms reported by the sample. Because resilience and depression 

have an inverse relationship, an abundance of depressed participants means a lack of 

resilience. 

Hypothesis 5 

Hypothesis 5 stated that as the use of emotion-focused coping strategies 

increased, depression symptoms would increase and resilience would decrease. Results 

from the current study, however, revealed that as the use of emotion-focused coping 

strategies increased, depression symptoms did not increase significantly and resilience 

did not decrease significantly as expected. This expectation was based on previous 

research around the dysfunctional outcomes associated with the use of emotion-focused 

coping strategies (Austenfeld & Stanton, 2004; Billings & Moos, 1984; Billings & Moos, 

1985; Chagnon, 2007; Coyne, Aldwin, & Lazarus, 1981; Lewis & Frydenberg, 2002; 

Mosley et al., 1994; Shikai et al., 2007; Wadsworth et al. , 2004; Wingenfeld et al. , 2009). 

Austenfeld and Stanton challenged the negative reputation of emotion-focused coping 

strategies by presenting the idea that coping questionnaires often confound emotion

focused coping with distress and self-deprecation (Austenfeld & Stanton). There have 

also been studies that highlight the adaptive potential of emotion-focused coping in 

response to stressors such as infertility (Berghuis & Stanton, 2002), breast cancer 
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(Stanton et al., 2000), and chronic pain (Smith et al., 2002). This seems to be the case for 

the current study's sample, who did not report more depression symptoms or less 

resilience with the use of emotion-focused coping strategies. 

Hypothesis 6 

Hypothesis 6 stated that as the use of problem-focused coping strategies 

increased, depression symptoms would decrease and resilience would increase. This 

hypothesis was supported. Analyses showed that as the use of problem-focused coping 

strategies increased, depression symptoms decreased and resilience increased. These 

findings are in agreement with previous research connecting problem-focused coping 

strategies with less dysfunction (Billings & Moos, 1984; Kelly et al., 2008; Lin et al., 

2004; Li et al., 2006; Mosley et al., 1994; Maddi et al., 2006; Millear et al., 2008; 

Murberg & Bru, 2005; Murphy & Marelich, 2008; Prelow et al., 2006; Smith et al., 2011; 

Sontag & Graber, 201 0; Wadsworth et al., 2004; Wang & Miao, 2009; Wingenfeld et al., 

2009; Wright et al., 2010). This relationship could be the result of individuals' problems 

being actively dealt with by implementing problem-focused coping strategies. Effectively 

handling one's problems could promote resilience and serve as a protective factor against 

depression. 

Hypothesis 7 

In addition, it was hypothesized that as the use of less-useful coping strategies 

increased, depression symptoms would increase and resilience would decrease. This 

hypothesis was supported. Consistent with previous research, as the use of less~useful 
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coping strategies increased, depression symptoms increased and resilience decreased. 

This finding could be a product of the maladaptive effect that less-useful coping 

strategies have on one's life. Most of these strategies involve a focus on immediate 

gratification, instead of solving the problem at hand. Unresolved problems could lead to 

an increase in symptoms of depression and a decrease in resilience, as a result of feeling 

helpless with regard to life's challenges. Similar results were found by other researchers 

(Galaif et al., 2003; Grattan et al., 2011; Lo, Ho, & Hollon, 201 0; Li et al., 2006; Martyn

Nemeth et al., 2009; Mosley et al., 1994; Murberg & Bru, 2005; Shikai et al., 2007; 

Sontag & Graber, 2010; Wadsworth et al., 2004). For example, the less-useful coping 

strategy of anger coping behaviors may sustain depression (Galaif et al.). It was also 

found that higher rates of depression and less resilience were associated with the less

useful coping strategy of behavioral disengagement (Grattan et al.). 

Hypothesis 8 

Hypothesis 8 speculated that as resilience increased, depression symptoms would 

decrease, which was confirmed by the results. This finding supports previous research 

that revealed in an inverse relationship between resilience and depression symptoms 

(Catalano et al., 2011; Grattan et al., 2011; Maddi et al. , 2006; Mak et al., 2011; Murphy 

& Marelich, 2008; Philippe et al., 2011; Skomorovsky & Sudom, 2011; Wagnild & 

Young, 1993 ), suggesting that resilience may buff er the perception of stress on 

depression symptoms (Catalano et al). The resilience reported by the individuals from 

the current study's sample probably serves as a protective factor against depression 
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because it allows them to bounce back after set-backs. Instead of focusing on the 

negative aspects of their situations and becoming depressed, they harness their resilience 

to overcome challenges and grow from their experiences. 

Hypothesis 9 

The next hypothesis stated that resilience would mediate the relationship between 

problem-focused coping and depression, which was confirmed by the results. This 

finding could be due to the usefulness of resilience in dealing with challenges. Resilience 

allows one to thrive and can be especially adaptive when combined with the use of 

problem-focused coping. When combined, problem-focused coping and resilience can 

serve as even stronger protective factors against depression than when used alone. In 

another study, resilience was shown to be a buff er by mediating the relationship between 

stress and depression symptoms (Catalano et al., 2011). 

Hypothesis 10 

It was also hypothesized that resilience would mediate the relationship between 

emotion-focused coping and depression. Resilience did not, however, mediate the 

relationship between emotion-focused coping and depression in the current study. Other 

researchers have found that resilience may serve as a buff er against psychotic disorders 

(Rutter, 1987). In order for resilience to mediate the relationship between emotion

focused coping and depression, a significant correlation between emotion-focused coping 

and depression was necessary, but not found in the current study. It seems that 

individuals from the sample used in the present study did not experience an adverse effect 
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from implementing emotion-focused coping strategies. This could be a product of 

balancing their use of emotion-focused coping with problem-focused coping, as they are 

more effective when combined. 

Hypothesis 11 

The last hypothesis stated that resilience would mediate the relationship between 

less-useful coping and depression, which was confirmed by the results. This finding 

could be attributed to the buffering effect that resilience has on the use of less-useful 

coping strategies. Although, less-useful coping strategies have been shown to be 

associated with depression, resilience may lessen their negative effects by allowing one 

to recover from obstacles and thrive instead of developing depressive symptoms. Other 

researchers have also shown that psychopathology is not necessarily a direct product of 

coping, but that other processes are involved (Costa & Pinto-Gouveia, 2011 ). Costa and 

Pinto-Gouveia carried out a study and found that experiential avoidance partially or fully 

mediated the effects of coping on depression. 

Strengths and Limitations 

Strengths 

There were strengths associated with the present study. First of all, the CES-D, 

Brief COPE, and BRCS all demonstrated high reliabilities and validities, which provided 

support for the current study' s findings. Reliability analyses demonstrated high internal 

consistencies and test-retest reliabilities in all three measures (Carver, 1997; Sinclair & 

Wallston, 2004; Radloff, 1977). Factor loadings and correlational analyses with similar 
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self-report measures confirm their validities (Endler et al., 1998; Lorr et al., 1982; 

Radloff; Sinclair & Wallston). 

Another strength was the statistical power provided by the 13 7 participants. The 

sample exceeded the minimum number of 115 participants required to achieve adequate 

power for the study, according to GPower 3.1. Furthermore, participant recruitment was 

not aimed at any specific population, but sought to create a sample that was 

representative of the general population. This diversity resulted in increased external 

validity and generalizability of the research outcomes, thereby increasing the 

applicability of the findings (Berger, Begun, & Otto-Salaj , 2009). 

There were no incentives for participation, such as extra credit in a class or 

chance to win a prize. Not offering incentives maintained the integrity of the data 

through upholding the ethical principle of free, informed consent for participation in 

research (Head, 2009). Furthermore, the issue of participants answering in a way to earn 

the incentive was not a concern in the current study (McKeganey, 2001). They were free 

to provide authentic accounts of their experiences, rather than feeling prompted to give 

false information to be eligible for an incentive (Russell, Moralejo, & Burgess, 2000). 

Although the sample size may have been larger if an incentive had been offered, the lack 

of incentives may have prevented careless or inaccurate responses that result from 

individuals being motivated to participate based on the chance of receiving something or 

feeling coerced (Cleary, Walter, & Matheson, 2008). The lack of incentive also decreased 
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the chance that participants would respond repeatedly to receive multiple payments 

(Lord, Brevard, & Budman, 2011) 

The high level of anonymity provided by the collection of data was another 

strength of the study because it also allowed participants to provide honest responses 

without the fear of judgment. Anonymity was an important facet of the current study 

because it reduced bias that may have resulted from the sensitive, potentially stigmatizing 

topics, covered in the surveys (Cantrell & Lupinacci, 2007). Answering anonymously 

also prevented the feeling of coercion by the principle researcher, as many of the 

potential respondents were friends of the principle researcher on Face book. 

Limitations 

Along with strengths, the current study had limitations as well. The recruitment 

method utilized by the principle researcher may have limited the variability of those who 

participated. Not only was it limited to individuals who have internet access, but to those 

who are active on the social networking sites Fackbook, Craigslist, and Reddit. The 

possibility of sample selection bias and limited generalizability of results are risks 

associated with online survey methodology, which presents challenges in terms of 

accessing the target audience (Lord et al., 2011). The use of snow-ball sampling also 

involved sacrificing full control over the recruitment process and may have resulted in a 

certain type of participant. 

Another limitation for this study was the use of self-report data. This method of 

data collection runs the risk of participants answering items in a way that represents 
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social desirability instead of their actual experience (Adams, Soumerai, Lomas, & Ross

Degnan, 1999). Utilizing self-report data also runs the risk of participants not recalling 

their behaviors and experiences accurately (Ramo, Hall, & Prochaska, 2011 ). Another 

possibility is that participants may have exaggerated their symptoms in order to represent 

themselves in a more negative light than was their reality. In order to avoid potential 

biases associated with self-report data collection, future studies could employ a 

qualitative methodology of data collection such as interviewing or observing participants. 

Further limitations were discovered while examining the demographic differences 

between males and females. There was a significant difference in the mean ages of male 

and female participants. A one-tailed independent samples t-test revealed a mean 

difference of 5.86, with male participants being older than female participants and t (134) 

= 2.37,p = .01. Another gender difference was found in relationship status, X 2 (10, n = 

309) = 115.85,p < .001. For example, there were 55 males who identified as 

divorced/separated and only 25 females who identified as divorced/separated (Table 7). 

Gender differences were also found in sexual orientation, X 2 (6, n = 309) = 317.23, p < 

.001. For example, there were 15 females who identified as non-heterosexual and only 

six males who identified as non-heterosexual (Table 8). 
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Table 7 

Crosstabulation of Gender and Relational Status 

Relational Status 
Gender Married Partnered Single Widowed Divorced/ Other 

Se2arated 

Man 28 16 51 4 55 6 

Woman 34 24 54 0 25 6 

Other 0 0 0 0 0 6 

Total 62 40 105 4 80 18 

Table 8 

Crosstabulation of Gender and Sexual Orientation 

Sexual Orientation 
Gender Heterosexual Gay/Lesbian Bisexual Other 

Man 154 6 0 
Woman 128 9 6 
Other 0 0 0 

Total 282 15 6 

Research, Theoretical, and Clinical Implications 

Research Implications 

0 
0 
6 
6 

Total 

160 

143 

6 

309 

Total 
160 
143 
6 

309 

The current study aligns with the previous research in the field and provides 

substantial validation for the findings. For example, as the use of problem-focused coping 

strategies increased, depression symptoms decreased and resilience increased (Abela et 

al., 2002; Asarnow et al., 1987; Billings & Moos, 1984; Eftekhar, Zoellner, & Vigil, 

2009; Garnefski & Kraaij, 2006; Gross & John, 2003 ; Li, DiGiuseppe & Froh, 2006; 

Prelow et al., 2006; Price, Monson, Callahan, & Rodriguez, 2006; Sasaki and Katsuyuki, 
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2007; Seiffge-Krenke, 1995). Another finding that aligns with other studies is that as the 

use of less-useful coping strategies increased, depression symptoms increased and 

resilience decreased (Billings & Moos, 1984; Catalano et al. , 2011; Chagnon, 2007; 

Ciesla and Roberts, 2007; Costa & Pinto-Gouveia, 2011; Frydenberg & Lewis, 1999; 

Galaif, Sussman, Chou, and Wills, 2003; Goodman, Gravitt, & Kaslow, 1995; Grattan et 

al. , 2011; Hankin et al., 2007; Herman-Stahl et al., 1995; Kashdan et al., 2006; Lo, Ho, & 

Hollon, 2010; Nolen-Hoeksema, 2000; Nolen-Hoeksema et al, 2007; Seiffge-Krenke, 

1993; Seiffge-Krenke, 2000; Sontag & Graber, 2010; Wright et al. , 2010). Also 

consistent with other research was the finding that as resilience increased, depression 

symptoms decreased (Cardemil et al., 2002; Catalano et al., 2011; Grattan et al., 2011; 

Maddi et al., 2006; Millear et al., 2008; Murphy & Marelich, 2008; Philippe et al., 2011; 

Svanberg, 1998). 

The last result that validates previous research is that resilience mediated the 

relationship between coping strategies and depression. Similarly, Catalano et al. (2011) 

found that resilience directly buffered symptoms of depression and mediated the 

relationship between stress and symptoms of depression. Other researchers have also 

shown the presence of a mediator between coping and depression (Costa & Pinto

Gouveia, 2011). Furthermore, Rutter (1987) found that resilience acts as a buffer against 

psychotic disorders. 

Although the results of this study revealed a correlation between depression, 

coping strategies, and resilience, causality was not examined. In order to classify a 
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problem as causal in the onset of a depressive episode, it must precede the onset of 

depressive symptoms. Therefore, longitudinal research is most appropriate to identify 

etiological factors in depression (Barnett & Gotlib, 1988). The relationships among 

depression symptoms, coping strategies, and resilience could be investigated in future 

studies in regard to their ability to predict the future occurrence of one another. For 

example, researchers could investigate the possibility of causality by performing a 

longitudinal study to examine whether the use of certain coping strategies is a risk factor 

for depression. Careful screening of the lifetime psychiatric history of each subject would 

be necessary to obtain a truly premorbid sample. Furthermore, a large sample and lengthy 

time period would be necessary to increase the probability that a sufficient number of 

participants would become depressed during the study (Barnett & Gotlib). Possible 

hypotheses of future research could include the idea that a lack of resilience is an 

antecedent, concomitant, or consequence of depression. Along the same lines, it could be 

hypothesized that the use of certain types of coping strategies is an antecedent, 

concomitant, or consequence of depression. 

Theoretical Implications 

The variables of this study are closely related to the learned helplessness theory of 

depression. This theory posits that depression occurs as a result of a lack of resilience 

after repeated adverse experiences (Abramson et al., 1978). Many of the characteristics of 

resilient individuals are absent in those who experience depression. For example, an 

internal locus of control (Friborg et al., 2003), the ability to surmount challenging 
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conditions (W emer 2001 ), optimism and hope for the future (Mak, 2011 ), a positive view 

of one' s environment and seeing opportunities in difficult situations (Wang, 2009), the 

ability to thrive when faced with adversity (Cui et al. , 2010), a sense of mastery (Mineka 

& Zinbarg, 2006), and the ability to bounce back from adversity (Dyer & McGuinness, 

1996) are in contrast to the presence of learned helplessness. The theorized antithetical 

relationship between resilience and learned helplessness is supported by the results of the 

current study through the observed inverse correlation between resilience and depression 

symptoms. 

Findings from the present study support this theory by exhibiting a relationship 

between resilience and symptoms of depression. Further support for the learned 

helplessness theory of depression could be provided by a study examining the causality 

effect of the lack of resilience on symptoms of depression. One could also theorize that 

the characteristics of learned helplessness mediate the relationship between a lack of 

resilience and depression, in that resilience seems to prevent learned helplessness despite 

certain challenges that one may face. 

Clinical Implications 

In terms of clinical practice, it is important for clinicians to understand the impact 

that depression, coping strategies, and resilience have on one another. Findings from this 

study highlight the relationships among these three variables and can be utilized by 

clinicians. For example, because the use of problem-focused coping strategies was 

associated with higher resilience and lower symptoms of depression, it may be beneficial 
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to implement psychoeducation interventions around how to employ more problem

focused coping strategies. Along the same lines, clinicians can guide their clients away 

from the use of less-useful coping strategies, as they were associated with higher 

symptoms of depression and lower resilience in the current study. Many programs, such 

as the Best of Coping program (Frydenberg, 2008), the Problem Solving for Life program 

(Spence et al., 2003), and the Penn Resiliency program (Gillham et al. , 2007), already 

exist and have proven to be successful in the development of more problem-focused 

coping strategies and a decrease in less-useful coping strategies in participants. 

Lastly, results showed that resilience was inversely proportional to symptoms of 

depression, which implies that clinicians should focus on ways of bolstering resilience 

levels of their clients who show signs of depression. Researchers have shown that it is 

possible to develop resilient behaviors, thoughts, and characteristics (Newman, 2005) 

because resilience is a leamable process (Fine, 1991 ). This accessibility of resilience 

should be utilized by clinicians through helping their clients to reestablish a sense of self, 

relationships, beliefs, and goals in relation to their circumstances. By guiding clients 

through the adaptive process of resilience, they can help them to grow personally and 

intellectually, in spite of the challenges they may face (Tedeschi, 1999). 

Conclusions 

Results from the current study exhibited relationships between depression 

symptoms, coping strategies, and resilience and supplied further support for previous 

studies looking at these variables. Future research might continue to examine causality 
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among depression symptoms, coping strategies, and resilience in order to identify them as 

risk factors for one another. The results of this study support the theory of learned 

helplessness as it relates to resilience and depression. This research provides further 

evidence on the importance of implementing effective coping skills in day-to-day life and 

their association with mental health. This information may assist clinicians in preparing 

treatment plans designed for the unique issues of their depressed clients. 
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