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Abstract 

Title: Student Well-being in the Time of COVID: Survey of Online Students’ 

Coping 

Author: Ellen Catherine Coble 

Advisor: Victoria Follette, Ph.D. 

The emergence of the COVID-19 pandemic has presented the global population 

with a considerable stressor resulting in significant loss of life, impaired health, 

disrupted social practices, and economic atrophy. While many have been impacted 

and are currently being studied, a population less frequently considered in the 

literature is that of online college students. Previous research has indicated the 

influence of several factors on college students’ well-being when coping with stress 

under typical circumstances such as coping strategies (e.g., problem-focused, 

emotion-focused, and avoidant/dysfunctional), experiential avoidance, and social 

support. Studies performed in the wake of large-scale crises highlight proximity to 

the crisis as another variable associated with student coping and well-being. The 

present study aimed to test these determinants of student coping and well-being in 

light of the present pandemic by examining online students’ exposure to COVID-

19, coping strategies, experiential avoidance, and social support as predictors of 

distress and/or well-being. Results indicated partial support for COVID-19 
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exposure predicting distress as well as resounding support for experiential 

avoidance and dysfunctional coping strategies predicting distress. Problem-focused 

coping, emotion-focused coping, and social support failed to emerge as significant 

predictors of students’ distress or well-being. 

Keywords: online college students, well-being, COVID-19, pandemic, coping, 

experiential avoidance  
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Chapter 1  

Statement of Objectives 

During this time of global crisis with the COVID-19 pandemic impacting 

most of the world population’s daily functioning, gaining a better understanding of 

how people are reacting to this stressful situation will expand our knowledge base 

about human adaptation to and well-being during national and global emergencies. 

Specifically, the present research looked at online college students’ reactions to 

COVID-19 and their sense of well-being during this stressful time. This research 

will also provide useful information about which coping strategies in particular are 

most adaptive in crisis circumstances such as the current one. Although this is not 

historically the first virus outbreak to impact individuals all across the planet, 

contagions such as the “Black Death” plague and the Spanish Flu occurred in 

periods prior to the advent of modern research and data collection procedures. The 

timing of this study presents a unique opportunity to collect data on pandemic 

reactions in undergraduate students, a topic which has heretofore been lacking in 

the literature base. Furthermore, the specific focus on the well-being and coping 

strategies of distance learners, or online college students, presents yet another 

aspect of psychological functioning worthy of examination in a population that has 

been largely ignored in the literature thus far. 
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The present study utilized a sample of cross-sectional data to examine the 

relationships between online college students’ experience with COVID-19 and the 

ways in which they coped with the stress elicited by the virus’s many impacts. 

Students’ well-being was evaluated from performance on standard psychological 

measures of distress—specifically tests evaluating the presence and degree of 

depression, anxiety, and stress symptoms. Ways of coping were measured by 

inventories of coping and communication strategies as well as by an assessment 

determining the degree to which participants engaged in experiential avoidance 

tactics. Exploratory analyses were conducted upon demographic variables to 

determine whether certain groups of online college students reacted differently to 

the coronavirus pandemic than others. Gathering this information about online 

students’ coping and distress during COVID-19 could be beneficial for a number of 

reasons, including potentially aiding colleges in the development of prevention and 

intervention programs that are designed to support students during this stressful 

time. 
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Chapter 2  

Literature Review 

COVID-19 

With more than 94.9 million confirmed cases across 218 countries and a 

total of over 2,050,857 deaths as of January 20, 2021, the virus dubbed severe acute 

respiratory syndrome coronavirus 2 (SARS-CoV-2) has created a global pandemic 

in the form of its contracted illness, coronavirus disease 2019, or COVID-19 

(World Health Organization [WHO], 2021; Pettersson, Manley, & Hernandez, 

2021). Declared a Public Health Emergency of International Concern (PHEIC) in 

January 2020 by the WHO—and later, in March, officially dubbed a “pandemic”—

COVID-19 is the third global disease outbreak caused by a strain of the coronavirus 

family, following severe acute respiratory syndrome (SARS) and Middle East 

respiratory syndrome (MERS; Jiloha, 2020; Joseph, 2020; Gumbrecht & Howard, 

2020). Mortality rates of the disease are still being assessed; however, at this time 

estimates range from 2%-3.4% (Pettersson, Manley, & Hernandez, 2021; Centers 

for Disease Control and Prevention [CDC], 2020a). Those particularly vulnerable 

to severe illness resulting from COVID-19 are those above age 65 and those with 

pre-existing medical conditions (Pettersson, Manley, & Hernandez, 2021; CDC, 

2020a).  
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This is by no means the first pandemic to impact the planet, as historians 

track instances of globally infectious disease epidemics back to 165-180 with the 

Antonine Plague. Believed to have consisted of either smallpox or measles, the 

Antonine Plague’s death toll totaled 5 million people (LePan, 2020). By far the 

deadliest pandemic to have occurred was the Bubonic Plague or the “Black Death,” 

which killed over 200 million people between 1347 and 1351, decimating 30-50% 

of Europe’s population (LePan, 2020). More recent pandemics include 2009-2010’s 

H1N1 “Swine flu” virus, which killed approximately 200,000 people and 2014-

2016’s Ebola outbreak, which killed 11,000 (LePan, 2020). The preventative 

practice of quarantine dates back to the 14th century, when coastal towns like 

Venice required sailors on incoming ships to stay onboard and anchored for 40-

days before entering the port; the word quarantine derives from Italian “quaranta 

giorni,” or “forty days” (LePan, 2020). 

As part of an effort to diminish the spread of COVID-19, most countries 

have modernized the idea of quarantine with “stay at home” orders and by adopting 

social distancing guidelines that encourage people to self-quarantine in their 

residences, minimizing face-to-face contact with others. In the case that someone 

must leave the house for essential business, the public has been instructed to wear 

protective face masks and remain at least 6 feet from other individuals at all times 

(CDC, 2020b). Global observation indicates that this strategy has been effective for 
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countries like New Zealand, which—as of June 2020—reports no active cases of 

COVID-19 (BBC News, 2020). Countries like the United States, however, that 

have been less stringent in their enactment of public health policy changes, 

continue to see instances of the disease developing at alarming rates. Although 

some individuals in the United States are complying with the CDC’s 

recommendations for public safety, large numbers of others fail to do so for 

differing reasons. Some cite their rights as being infringed upon by orders to wear 

protective face-masks, while others support conspiracy theories surrounding the 

reality and validity of the virus.  

Younger people in the United States are now thought to be contributing to a 

large portion of the increase in outbreaks, illustrated by the reduction in median age 

for Florida residents testing positive for the disease, which has jumped from being 

65 years old in March of 2020 to 35 years old in June 2020 (Bosman & Mervosh, 

2020). The casualness with which some younger Americans are approaching the 

pandemic is cause for alarm to many public health officials and may be reflected in 

the present study findings, as college students represent a key segment of the 

younger population in question (Bosman & Mervosh, 2020). 

Of the 94.9 million reported global cases of COVID-19 as of January 20, 

2021, over 23.8 million belong to the United States population (WHO, 2021). 

Aside from the fear of infection—or worse: death—by coronavirus, Americans are 
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facing a number of other stressful impacts of the disease, including the fact that 

many businesses have been forced to halt or significantly reduce operations under 

new public health policy paradigms, leaving millions unemployed in the United 

States alone (Cohen & Hsu, 2020). Other significant stressors include school 

closings that obligate parents to essentially homeschool their children, changes to 

daily routines, and social adjustments such as increased time spent with cohabitants 

(potentially leading to tension and conflict) and diminished time with friends and 

loved ones residing outside of the home.  

Potentially causing disruptions in almost all areas of daily life, it is no 

surprise that the COVID-19 pandemic constitutes a significant source of stress for 

many people. Researchers have looked at the psychological impacts of the 

pandemic thus far upon different populations and the results indicate that people 

are feeling a substantial strain as a result of the coronavirus (Wang et al., 2020; 

Park et al., 2020; Rajkumar, 2020; Limcaoco et al., 2020).  

In China, Wang et al. (2020) found that within the first two weeks of the 

epidemic, 53.8% of their respondents reported a moderate-to-severe psychological 

impact from COVID-19 and approximately one third (28.8%) indicated they were 

experiencing moderate-to-severe levels of anxiety in connection with the disease. 

Rajkumar (2020) indicates that symptoms of anxiety and depression (16-28%) and 

extreme stress (8%) appear to be fairly common reactions to the pandemic in the 



 

 

 

 

7 

global public. Park et al. (2020) collected data on Americans’ top perceived 

stressors, which include—from most to least stressful: financial concerns; risk of 

loved ones becoming infected; inadequate access to reliable information about the 

disease (including personal risk of illness); stigma, shame, discrimination, or social 

exile related to quarantine or working in a high-risk area; loss of current job 

training opportunities or education benchmarks; changes to daily work routines; 

potential changes to the national or global economy (future job prospects, loss of 

investments); and difficulty accessing important resources for daily life (e.g., 

healthcare, food, clothes, water, housing, medical supplies or prescriptions). 

Compared to results from a National Health Interview Survey (NHIS) in 

2018, adults in the United States in April 2020 were considered eight times more 

likely to meet criteria for serious mental distress (27.7% versus 3.4%) and three 

times more likely to meet criteria for moderate or serious mental distress (70.4% 

versus 22%; Twenge & Joiner, 2020). Younger age, female gender, and student 

status were all found to be factors associated with more significant levels of 

reported stress or psychological distress with regard to the current pandemic 

circumstances (Park et al., 2020; Rajkumar, 2020; Wang et al., 2020). 

College Students and COVID-19 

In the United States, 80% of surveyed college students indicated that the 

coronavirus has negatively impacted their mental health, while one in five students 



 

 

 

 

8 

reported that their mental health status significantly worsened under COVID-19 

(Active Minds, 2020a). When describing the ways in which the virus has most 

impacted their lives, 48% reported financial setbacks, 56% indicated having to 

relocate, 80% have experienced feelings of loneliness or isolation, 81% endorsed 

disappointment or sadness, and 91% of United States college students specified that 

the pandemic has caused them stress or anxiety (Active Minds, 2020a). 

Similar results have been seen around the world. For example, in China—

where the virus is said to have originated—while only 0.9% of polled college 

students endorsed severe levels of anxiety resulting from the coronavirus pandemic, 

2.1% reported moderate anxiety and 21.3% indicated they were experiencing mild 

anxiety for a total of 24.9% of Chinese college students reporting the experience of 

some anxiety as a result of the COVID-19 situation (Cao et al., 2020). In addition, 

Cao et al. (2020) found that economic impacts, effects on daily life, and delays in 

academic activities were strongly associated with anxiety symptoms, whereas 

social support was negatively correlated with anxiety in their sample. Although the 

coronavirus contagion is clearly a source of stress for individuals around the world, 

the concept of stress has been a focus of psychological attention and research for 

many decades prior to the COVID-19 outbreak, as navigating stressors of varying 

degrees constitutes a universal experience that all human beings will confront 

during their lifetimes. 
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Stress 

The concept of psychological stress was adapted from the field of physics, 

which defines stress as force exerted per unit area of a material. Seventeenth 

century physicist-biologist Robert Hooke originally popularized the term in his 

field with his work on man-made structures’ capability to withstand heavy weights, 

or loads (Lazarus, 1993). Although endocrinologist Hans Selye is often credited 

with introducing the term “stress” into the medical (and thus psychological) realm 

in 1936, researcher and physiologist Walter Cannon may have actually adopted the 

term first when he published an article in 1935 entitled, “Stresses and Strains of 

Homeostasis” (Robinson, 2018). Modern-day utilization of the term typically refers 

to a psychological and/or physiological state of arousal or tension produced by the 

perception of an environmental challenge as surpassing one’s typical capacity to 

cope. Throughout the decades of research on stress, several theories or models of 

stress have prevailed as most influential and widely accepted. Three such models 

are Selye’s theory of general adaptation syndrome, the allostatic model of stress, 

and Lazarus’s transactional model of stress. 

General Adaptation Syndrome 

Hans Selye viewed stress as a demand upon the body for adaptation, which 

is typically met with a consistent three-stage physiological response that he dubbed 

the general adaptation syndrome (GAS; Robinson, 2018; Broderick & Blewitt, 
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2015). The first stage of the GAS is the alarm reaction in which the body 

recognizes the stressor and prepares to fight or flee by releasing epinephrine from 

the adrenal medulla and glucocorticoids from the adrenal cortex (Robinson, 2018; 

McEwen, 2005). The second stage, the resistance phase, is when the immune 

response continues to increase and the body continues to resist the impacts of the 

stressor in a manner specific to that stressor (Broderick & Blewitt, 2015; Robinson, 

2018). For example, in the case of stress by nutritional deprivation, the body 

conserves energy by becoming lethargic, while maximizing the absorption of 

nutrients (Robinson, 2018). The third phase, exhaustion, is when the bodily system 

becomes depleted of resources from fighting the stressor and the adaptive response 

ceases, to be followed by fatigue, illness, or even death with enough prolonged 

exposure to the stressor and stress reaction (McEwen, 2005; Broderick & Blewitt, 

2015). 

In his later years, Selye expanded upon his GAS notions to differentiate 

between “good” stress and “bad” stress: eustress and distress, respectively 

(Lazarus, 1993). Eustress is the “good” type of stress associated with positive life 

events, such as weddings and promotions that Selye deemed to be associated with 

healthy bodily states, whereas distress is the typical (“bad”) stress that people tend 

to associate with the term stress which leaves a negative impact upon the body both 

physically and psychologically (Lazarus, 1993; Broderick & Blewitt, 2015). 
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The Allostatic Model of Stress 

Whereas Selye’s GAS depended upon the concept of homeostasis, or the 

body’s tendency to revert back to a fixed point of balance, the more modern model 

of allostasis recognizes that few of the body’s processes truly work around a 

homeostatic design and instead asserts that the body maintains “balance through 

adaptation” (Broderick & Blewitt, 2015, p. 66). The allostatic model contends that 

the central nervous system exerts control over a number of interacting systems—

namely the nervous, immune, and endocrine systems—to enable adjustments to be 

made flexibly so that the best balance for each specific stressor is found through a 

dynamic process called allostatic accommodation (Broderick & Blewitt, 2015). Too 

much chronic stress can result in allostatic load or overload, which is the 

cumulative results of the body operating under allostatic states, or the burden on 

systems to constantly adapt or accommodate to environmental and psychological 

demands (McEwen, 2005; Broderick & Blewitt, 2015). Although the body’s 

reactions to stress are adaptive for short periods, extended activation of stress 

systems like the hypothalamic-pituitary-adrenal (HPA) axis or stress hormones like 

cortisol can eventually be damaging to the body, causing metabolic problems like 

diabetes or other problems such as memory impairment (McEwen, 2005; Broderick 

& Blewitt, 2015). 
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The Transactional Model of Stress 

Lazarus’s transactional model of stress was the first popular theory to 

incorporate individual differences into the conceptualization of stress reactions 

(Robinson, 2018). To Lazarus, stress results from the ongoing relationship between 

an individual and their environment, a process that he and his colleagues termed 

“transaction,” which connotes a merging of the person and their environment into a 

new relational entity (Vollrath, 2001). As Lazarus pointed out, what may present as 

a significant, noxious stressor to one individual could appear to a different 

individual as not being stressful at all; the differentiation lies within each 

individual’s appraisal or interpretation of the stressor (Robinson, 2018; Lazarus, 

1993). Lazarus categorized stress into three types: harm, threat, and challenge 

(Lazarus, 1993). Harm refers to psychological damage that has already occurred, 

whereas threat indicates the anticipation of harm. Challenge refers to difficult 

demands that the individual perceives as capable of being tackled or overcome with 

the appropriate implementation of coping resources (Lazarus, 1993). Lazarus and 

his colleagues indicated that as part of the reaction to an active stressor, a person 

undergoes two processes of evaluating the stressor—first by determining or 

“appraising” to which of the three categories (harm, threat, or challenge) the 

stressor belongs, while the secondary appraisal consists of evaluating the 

availability and efficacy of potential coping strategies (Robinson, 2018; Vollrath, 

2001). 
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Rather than simply postulating psychological theories, Lazarus and his team 

devoted research efforts in the laboratory to proving the accuracy of his 

transactional model of stress. One such experiment paradigm involved trying to 

influence participants’ stress reactions to stressful (gory) films by preceding the 

presentation of the videos with disclaimers designed to influence the way the 

subjects interpreted what they were being shown (Lazarus, 1993). For example, 

before a film clip of an individual being fatally impaled by equipment in a 

woodworking shop, one orientation passage informed viewers that the video was 

important for the purpose of indicating safety in the context of woodworking 

(mimicking the psychological process of intellectualization or distancing). Another 

orientation passage denied the reality of the events portrayed in the film altogether 

(mimicking denial). A third condition emphasized the sources of threat in the film 

and a fourth control condition did not include an orientation passage to attempt 

influencing participants’ interpretations of what they were being shown on film. 

Researchers measured stress reactions by combining participants’ self-reports of 

distress with physiological measures of stress such as heart rate and skin 

conductance. Results of this study supported Lazarus’s hypotheses: the orientation 

passages did appear to influence the degree to which participants experienced stress 

reactions after viewing the film clips. Whereas the denial and distancing passages 

were associated with significantly lowered stress reactions compared to the control 

condition, the emphasized threat condition was associated with higher rates of 
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stress reactions. In effect, Lazarus’s research confirms what his transactional model 

of stress claims, that, “the degree of stress reaction depend[s] on evaluative 

thoughts (appraisal and coping)” (Lazarus, 1993, p. 7). 

Stress in College Students 

Stress is a well-documented phenomenon in today’s college students 

(Robotham & Julian, 2006; Saleh, Camart, & Romo, 2017; Amin, Asadullah, & 

Sultan, 2019). Typical sources of stress can vary from relationship concerns 

(including family, peers, and romantic), to perceived lack of resources (e.g., time, 

money, etc.), and include students’ expectations (of self and others) as well as 

academic pressures (Hurst et al., 2013). Another initial source of stress for students 

may include the transition to college or university itself, which may be 

accompanied by changes to geographic location and daily routine, as well as 

introducing increased levels of personal responsibility, along with the burden of 

establishing new social contacts or supports (Robotham & Julian, 2006). This 

onslaught of stressors at the beginning portion of the college experience may 

explain the trend that portrays college student distress levels as “peaking” during 

freshmen year and receding for most as time in college progresses (Kitzrow, 2009). 

According to a survey conducted by the American College Health 

Association (ACHA), only 1.6% of 73,912 undergraduate students from 140 

schools within the United States reported that they had not experienced any stress 
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within the preceding 12 months; contrastingly, 44.4% of those surveyed reported 

that they would rate their level of overall stress within the previous year to be 

“more than average” (ACHA, 2018). Other estimates of college student stress rates 

in different countries approximate 60-70% of students reporting stress (Amin et al., 

2019; Saleh et al., 2017). In addition to the stressors previously mentioned, 

longitudinal national polling data suggests that young adults tend to experience 

higher levels of stress than older adults, with women consistently reporting higher 

levels of stress and distress than men (Cohen & Janicki-Deverts, 2012; Amin et al., 

2019; Saleh et al., 2017). Most of this data pertains to stress levels disclosed by the 

typical on-campus, college-aged student before the onset of COVID-19; however, 

the impact of stress on the nontraditional student (and/or “distance learner”) and the 

impact of stressors in today’s pandemic climate are different considerations 

altogether. 

Stress in Online College Students 

Although there exists a vast array of literature detailing the motivations and 

academic successes of online college students, very few publications examine the 

stress levels of students participating in distance learning forms of undergraduate 

college education. With over 50% reporting high stress levels and over one third 

endorsing moderate levels of stress, Gyambrah, Sesay, and Amponsah (2017) cited 

rates of perceived stress in online college students that are quite similar to those 
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indicated above for traditional college students. This finding corresponds with other 

studies that failed to find any significant difference between the levels of stress 

reported by nontraditional and/or online college (and graduate) students compared 

to their on-campus counterparts (Beccaria, Rogers, Burton, & Beccaria, 2016; 

Ramos, 2011; Ramos & Borte, 2012). 

Although there may be few discernable differences between the levels of 

stress reported by online college students versus on-campus college students, the 

demographic composition of distance college learners constitutes a notable 

difference between the two populations. Whereas traditional college-aged students 

are typically around the ages of 18 - 22 years old, online college students’ average 

age is 30.5; however, there are students from a variety of generations that comprise 

the online college community with approximately half consisting of Millennials 

(ages 28 - 38), about one third belonging to Generation X (ages 39 - 54), and the 

remainder being split between Baby Boomers (55 - 73) and Generation Z (18 - 22;  

Clinefelter, Aslanian, & Magda, 2019). Like the general population of college 

students, of which 70% reportedly work either full- or part-time, around 72% of the 

online college student community works full- or part-time while pursuing their 

higher education degree (Clinefelter et al., 2019). Thirty-eight percent of 

undergraduate online students are married compared to around 6% of the general 

college population (Clinefelter et al., 2019; ACHA, 2018). Whereas 22% of today’s 
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college students are parents, 37% of online college students have at least one child 

(Cruse et al., 2019; Clinefelter et al., 2019). With these substantial lifestyle 

differences playing a part in how students navigate their daily lives, it is somewhat 

surprising that the reported levels of stress are so similar between on-campus and 

online college students. 

Coping with Stress 

As much as stress constitutes an inherent part of every human’s life 

experience, so too does coping, a process that goes hand-in-hand with stress. 

Coping can be defined as individuals’ attempts to navigate or lessen the impacts of 

stress through the implementation of internal and/or external resources and 

strategies available to them. While some researchers and theorists focus upon 

conscious coping methods, others indicate that many attempts to cope are 

involuntary, or can occur without a person’s conscious awareness (Aldwin, 2011). 

Lazarus and his colleagues focused on the conscious process of evaluating 

resources and electing to cope with stressors in certain ways, yet others in the field 

highlight the possibility of people reacting to stress with involuntary attempts to 

cope, such as unknowingly executing social withdrawal behaviors in the face of 

stress and/or performing overlearned coping reactions to the point of reflexive, 

non-conscious performances of coping strategies (Aldwin, 2011). The field 

continues to debate whether the type of coping strategies implemented are 
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determined by situational or contextual demands, personality-specific dispositional 

factors, demographic qualities, or a combination of the above (Aldwin, 2011; 

Carver, Scheier, & Weintraub, 1989; Kariv & Heiman, 2005). 

Despite the act of coping consisting of efforts to diminish the impact of 

stress upon an individual, not all coping strategies are considered to be effective or 

adaptive. Whereas some coping mechanisms are broadly considered to be 

functional, such as taking a problem-solving approach to the stressor, others are 

deemed dysfunctional, such as the utilization of alcohol or drugs to mediate 

emotional experiences or stressors (Chao, 2012; Aldwin, 2011; Carver et al., 1989). 

Other dysfunctional coping strategies include focusing on the “venting” of 

emotions, behavioral and mental disengagement, and denial (Carver et al., 1989; 

Baqutayan, 2015). Functional coping strategies, on the other hand, are numerous, 

with some researchers indicating the existence of hundreds of different coping 

tactics (Aldwin, 2011). For the purposes of the present research, however, coping 

strategies will be categorized into the three arenas acknowledged by the majority of 

the coping research literature as useful divisions or classifications: problem-focused 

coping, emotion-focused coping, and avoidant/dysfunctional coping. 

Problem-Focused Coping 

Initially conceptualized by Lazarus and his colleagues, problem-focused 

coping consists of efforts to manage or modify the problem that is causing one 
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stress (Kariv & Heiman, 2005; Baker & Berenbaum, 2007; Baqutayan, 2015). 

Problem-focused coping strategies can include: planning, or thinking about how to 

actively handle a stressor; taking steps to put that plan into action; suppression of 

competing activities (to narrow one’s focus to the stressor at hand); restraint 

coping, or waiting until the appropriate opportunity to act on one’s plan; and 

seeking social support for instrumental reasons, such as soliciting advice or help 

from others (Carver et al., 1989; Baqutayan, 2015). Problem-focused coping, which 

attempts to eliminate or alter the stressor through active involvement, can enhance 

feelings of control and is typically implemented in situations that an individual 

perceives to be controllable (Baqutayan, 2015; Kariv & Heiman, 2005). In addition, 

men are more likely to implement problem-focused coping than are women, who 

tend to rely more on its counterpart, emotion-focused coping (Baker & Berenbaum, 

2007). 

Emotion-Focused Coping 

Also initially introduced by Lazarus and his associates, emotion-focused 

coping entails strategies to reduce or manage the negative emotions associated with 

a stressor (Carver et al., 1989; Baker & Berenbaum, 2007; Kariv & Heiman, 2005; 

Baqutayan, 2015). Although both problem- and emotion-focused coping strategies 

are utilized by many in approximately 80% of situations, people typically 

implement emotion-focused coping strategies in situations that are deemed to be 
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generally uncontrollable, such as the diagnosis of certain physical ailments or after 

tragic events (Aldwin, 2011; Baqutayan, 2015; Palus et al., 2012). Helpful 

emotion-focused coping strategies can include: seeking social support for 

emotional reasons; positive reinterpretation (or reappraisal) of the situation and 

psychological growth; acceptance of the situation; turning to religion for support; 

and humor (Baqutayan, 2015; Carver et al., 1989). Traditionally, the 

conceptualization of emotion-focused coping also included some strategies that are 

commonly associated with poor outcomes, such as avoidance and escape tactics, 

focusing on and venting of emotions, denial, and other distancing efforts; however, 

other researchers have re-categorized these tactics into the arena of avoidant coping 

strategies (Baqutayan, 2015; Baker & Berenbaum, 2007). 

Avoidant Coping 

Avoidant coping strategies, accepted by most as maladaptive or 

dysfunctional, are characterized by a lack of proactive effort to change the stressful 

situation or one’s reaction to it (Kariv & Heiman, 2005; Chao, 2011). Avoidant 

coping involves efforts to behaviorally or mentally disengage or distract oneself 

from the present stressor and can be reflected in a number of behaviors such as 

sleeping away stress, using drugs or alcohol to numb one’s perception of stress, 

denying the existence of a stressful situation, or losing hope (Chao, 2011; Kariv & 

Heiman, 2005).  
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Some researchers argue that college students utilize avoidant coping 

strategies at a high rate, whereas others point to women being more likely to 

implement these coping tactics compared to men (Chao, 2011; Kariv & Heiman, 

2005). Chao (2011) found that the application of avoidant coping strategies 

deteriorates the association between stress and well-being in college students, 

particularly when the students report low levels of social support. This finding 

indicates that students with low levels of social support who use high levels of 

avoidant coping have the lowest levels of well-being when they are feeling stressed 

(Chao, 2011). Experiential avoidance, while thematically similar to the notion of 

avoidant coping strategies, constitutes a distinct construct as determined by 

statistical factor analyses (Karekla & Panayiotou, 2011). 

Experiential Avoidance 

Experiential avoidance, though alluded to in a number of psychological 

approaches, is a central concept of modern behavioral therapies such as dialectical 

behavior therapy (DBT) and acceptance and commitment therapy (ACT; Hayes et 

al., 1996). Experiential avoidance is a person’s unwillingness to remain in contact 

with negatively evaluated inner experiences (e.g., emotions, thoughts, memories, 

bodily sensations, etc.) and their efforts to escape both these experiences and the 

contexts that produce them (Hayes et al., 1996; Karekla & Panayiotou, 2011; 

Bardeen, Fergus, & Orcutt, 2013; Plumb, Orsillo, & Luterek, 2004). Although 
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experiential avoidance in practice can involve coping strategies that are subsumed 

under the umbrella of avoidant coping, such as thought- or emotional suppression, 

experiential avoidance represents a distinct psychological construct, as it is 

correlated not only with avoidant coping, but also with the expression of negative 

affect (Karekla & Panayiotou, 2011). Although experiential avoidance tactics can 

appear effective in the short-term, the long-term implications are less promising 

(Hayes et al., 1996). Research indicates that efforts to suppress or distract oneself 

from inner experiences not only results in an influx of those experiences, but also 

ultimately increases the distress associated with those experiences (Hayes et al., 

1996; Kashdan et al., 2006).  

Experiential avoidance is strongly associated with measures of general 

psychopathology and—more specifically—measures of anxiety and depression 

(Kashdan et al., 2006; Hayes et al., 2004). Experiential avoidance is also positively 

correlated with perceived stress, indicating that individuals with high levels of 

experiential avoidance also tend to have high levels of perceived stress (Bardeen, 

Fergus, & Orcutt, 2013). Kashdan et al. (2006) found experiential avoidance to be 

related to “diminished daily positive affective experiences and healthy life 

appraisals, diminished frequency of positive events and more frequent negative life 

events, and greater negative affective experiences” (p. 1301). Individuals who 

utilize experiential avoidance following exposure to stressful and traumatic events 
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are more likely to demonstrate impaired psychological functioning, implicating 

experiential avoidance as playing an important part in the development of 

psychological distress in the wake of stressful life experiences (Plumb et al., 2004). 

Another implicated player in the realm of coping with stressful experiences is a 

person’s perception of their level of social support. 

Perceived Social Support 

Social support is widely accepted in the psychological literature as being 

beneficial for one’s psychological and physical health (Chao, 2012; Chao, 2011; 

Hamdan-Mansour & Dawani, 2008; Baqutayan, 2015; Lakey & Orehek, 2011). 

More specifically, the perception of social support is positively associated with 

both mental health and happiness and negatively correlated with nonspecific 

psychological distress, depression symptoms, posttraumatic stress disorder (PTSD) 

symptoms, and life dissatisfaction (Lakey & Orehek, 2011; Chao, 2012). Many cite 

perceived social support as an effective buffer against stress, reasoning that when 

people have high enough levels of perceived social support, they interpret or 

appraise stressors to be less threatening to their well-being, thus increasing the 

notion that sufficient coping resources are available and reducing the impact of 

stress upon the individual (Chao, 2011; Lakey & Orehek, 2011; Calvete & Connor-

Smith, 2006). These effects also pertain to the college student population, as, 
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according to Chao (2012), social support’s relationship with college student well-

being is a well-documented phenomenon. 

College Student Coping and Well-being 

Despite the research highlighting the beneficial qualities of social support 

for college students’ coping processes, Chao (2012) reports that social support has 

decreased within the past decade. Students with low levels of social support are 

more likely to engage in less healthy behaviors such as sedentary practices, alcohol 

abuse, and abnormal (excessive/insufficient) sleeping schedules (Chao, 2012). This 

finding is consistent with research that indicates loneliness in college students is 

negatively correlated with psychological well-being (Bhagchandani, 2017). 

Sideridis (2008) indicates that the five most frequent strategies for college students 

attempting to cope with stress are: browsing the internet; sleeping and resting; 

using instant messaging; complaining; and watching television or movies. As 

evident from this inventory of most-utilized coping strategies, it appears as though 

the number of college students employing dysfunctional coping tactics to manage 

stress is on the rise (Chao, 2012). What’s more, experiential avoidance may play a 

role in this dysfunctional coping, as first-year students with a history of alcohol 

abuse or dependence have significantly higher levels of experiential avoidance 

(Levin et al., 2012). Unfortunately, even students with high levels of social support 

who implement dysfunctional coping strategies are susceptible to lower levels of 
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well-being, as dysfunctional coping has been found to deteriorate the buffer of 

social support against stress (Chao, 2012). All of these findings were developed 

during relatively “normal” or non-significant periods of recent history; however, 

the implications for college students’ coping and well-being during times of crisis 

may be more informative for the present juncture with consideration of the 

COVID-19 pandemic. 

College Student Coping During Crises 

Because the present study looks specifically at how college students are 

coping with the impact of COVID-19, literature that considers this population’s 

coping efforts in the wakes of previous crises or mass traumas could serve to 

inform researchers on what to expect from participants as they continue to endure 

the current pandemic.  

Following the 2008 mass shooting at Northern Illinois University, Palus et 

al. (2012) discovered that college students’ use of acceptance-coping strategies was 

initially high immediately following the incident and that the use of these strategies 

increased over the period of 3-6 months afterward, while avoidance-coping 

strategies’ use decreased over time. Whereas female students tended to implement 

more religious- and emotion-focused coping strategies than their male counterparts 

at both time points, the use of these strategies decreased with time and they applied 

more active-coping strategies as time elapsed. Males initially used more active 
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coping strategies, a trend which was shown to decrease over time. The majority of 

students exhibited use of increased acceptance, positive reinterpretation, and 

growth over time, which researchers described as indications of resilience (Palus et 

al., 2012). 

9/11. A number of psychological studies examined college students’ 

reactions and coping in the aftermath of the 2001 September 11th terrorist attacks 

on New York City’s World Trade Centers. While students from universities all 

over the country reported immediate psychological impacts from the attacks on the 

Twin Towers, these reactions appeared to dwindle over the period of two to four 

months that followed (Liverant et al., 2004; Swenson & Henkel-Johnson, 2003; 

MacGeorge et al., 2004). Furthermore, it seems that geographic proximity to the 

site of attack was connected with greater levels of psychological distress, such as 

anxiety and PTSD symptoms (Blanchard et al., 2004). Several maladaptive coping 

strategies found to be predictive of initial anxiety symptoms included denial, 

behavioral disengagement, mental disengagement, and focus on and venting of 

emotions; however, only focus on and venting of emotions was associated with 

longer-term anxiety (Liverant et al., 2004). While efforts to seek out emotional and 

tangible support were associated with fewer symptoms of depression and physical 

illness (MacGeorge et al., 2004), female gender, number of hours spent watching 

television portrayals or coverage of the events, and degree of connectedness to the 
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victims of the attack were significantly related to higher rates of anxiety and PTSD 

symptoms (Blanchard et al., 2004). 

Natural Disasters. The literature on college students’ coping subsequent to 

natural disasters such as hurricanes or earthquakes details a variety of negative 

psychological reactions. It appears that the more personal impact the natural 

disaster has upon an individual, the more intense are students’ reports of stress, 

distress, PTSD symptoms, anxiety, and depression symptoms (Pickens et al., 1995; 

Davis et al., 2010). In students exposed to and displaced by Hurricane Katrina, 

depressive symptoms and PTSD symptoms were fully mediated by the degree of 

traumatic exposure and distress from the traumatic exposure that students 

experienced (Davis et al., 2010). On average, displaced students landed within the 

mild range for their depressive symptoms and reported significantly more 

depression and PTSD symptoms than their non-displaced counterparts, though both 

displaced and non-displaced students reported elevated rates of anxiety and stress 

(Davis et al., 2010). For students surveyed after Hurricane Andrew, social support 

mediated anxiety reactions (Pickens et al., 1995). Bianchini et al. (2015) found 

increased rates of substance use (alcohol, tobacco, and cannabis) in an Italian 

student population in the years following L’Aquila earthquake as well as “very 

low” rates (17.3%; p. 142) of posttraumatic growth. Posttraumatic growth was 
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determined to be negatively correlated with direct exposure to the earthquake 

(Bianchini et al., 2015). 

Disease Epidemics. Chinese college students’ reactions to other recent 

disease outbreaks (such as the 2009 H1N1 influenza pandemic and the 2003 SARS 

epidemic) demonstrate that the number of perceived stressors and the use of 

avoidant coping strategies predicted psychological problems (Main et al., 2011). In 

addition, about 2% of university students polled qualified for a PTSD diagnosis 

during the H1N1 epidemic in China and the factors of female gender, contraction of 

the disease, having family members or acquaintances with the disease, and fear of 

the disease were all significant predictors of stress symptoms (Xu et al., 2011).  
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Chapter 3  

Aims of Present Study 

The present study aimed to examine the online undergraduate college 

student population at Florida Institute of Technology in terms of their reactions to 

the present COVID-19 pandemic. Distance learners’ methods of coping and overall 

sense of well-being were investigated and analyzed alongside the students’ 

demographic information, history of personal interactions with the virus, 

communication habits, level of experiential avoidance, and perceptions of available 

social support. Well-being was assessed by student outcomes on measures of 

depression symptoms (PHQ-9) and anxiety symptoms (GAD-7, COVID ASDS); 

lower scores on these indexes of distress indicated higher degrees of student well-

being. With the present study, researchers hoped to capture a picture of how Florida 

Tech online undergraduate students dealt with the coronavirus outbreak as well as 

determining which methods of coping appear to be most effective for students 

during a time of national and global crisis. 

Hypotheses 

Based on previous research results of college students in crisis situations, the 

present researcher expected that greater levels of personal exposure to the COVID-

19 virus would be related to lower levels of student well-being (Blanchard et al., 

2004; Pickens et al., 1995; Davis et al., 2010; Xu et al., 2011). Due to literature that 
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regards avoidant coping strategies as generally dysfunctional and being linked to 

higher levels of anxiety over time, I also expected to find higher levels of well-

being associated with the more adaptive coping strategies of the Brief COPE index 

(i.e., active coping, planning, positive reframing, acceptance, humor, religion, using 

emotional support, and using instrumental support) while lower levels of well-

being were anticipated to be related to the more dysfunctional coping strategies like 

self-distraction, denial, venting, substance use, behavioral disengagement, and self-

blame (Chao, 2011; Liverant et al., 2004). In addition to the Brief COPE measure, 

students’ performance on the AAQ-II provided information to researchers on 

coping strategies and were anticipated to be related to students’ levels of well-

being. Previous research indicates that individuals who rate high on experiential 

avoidance measures have higher degrees of psychopathology, anxiety and 

depression symptoms, and tend to have higher levels of perceived stress (Kashdan 

et al., 2006; Hayes et al., 2004; Bardeen et al., 2013; Plumb et al., 2004). Higher 

rates of experiential avoidance in this sample were suspected to also be related to 

dysfunctional or avoidant coping strategies, as Levin et al. (2012) found first year 

college students high on experiential avoidance to engage in more alcohol abuse 

and dependency behaviors. 

I also expected that higher levels of perceived social support in this sample 

would be related to higher levels of student well-being and lower levels of 
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perceived stress, as evidenced in previous research outcomes (Chao, 2012; Chao, 

2011; Hamdan-Mansour & Dawani, 2008; Baqutayan, 2015; Lakey & Orehek, 

2011; Calvete & Connor-Smith, 2006). Although media exposure has been linked 

to more negative outcomes with college student coping in crisis situations 

(Blanchard et al., 2004), it was anticipated that in this time of general isolation, 

students would utilize online forms of communication as supplemental sources of 

social support, which could be beneficial to their well-being, as perceived social 

support has been shown to be beneficial for coping with stress (MacGeorge et al., 

2004). 

The proposed hypotheses were as follows: 

A. The relationship between demographic variables will be evaluated in an 

exploratory fashion in order to determine if certain subgroups of online 

students respond differently to the COVID-19 situation compared to other 

subgroups. 

1.   It is hypothesized that women in this sample will report a higher degree 

of psychological distress than the men. 

B. The relationship between COVID-19 exposure and student well-being will 

be evaluated. 

1. It is hypothesized that students with more personal exposure to COVID-

19 will demonstrate lower rates of psychological well-being, as 
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evidenced by higher scores on the PHQ-9, GAD-7, and COVID ASDS 

assessments. 

C. The relationship between student well-being and styles of coping will be 

evaluated. 

1. It is hypothesized that students who report use of more adaptive coping 

strategies (active coping, planning, positive reframing, acceptance, 

humor, religion, using emotional support, and using instrumental 

support) on the Brief COPE measure will demonstrate higher levels of 

well-being as evidenced by lower scores on the PHQ-9, GAD-7, and 

COVID ASDS assessments. 

2. It is hypothesized that students who report the use of more dysfunctional 

coping strategies (self-distraction, denial, venting, substance use, 

behavioral disengagement, and self-blame) on the Brief COPE measure 

will demonstrate lower levels of well-being as evidenced by higher 

scores on the PHQ-9, GAD-7, and COVID ASDS assessments. 

3. It is hypothesized that students reporting higher levels of experiential 

avoidance on the AAQ-II measure will demonstrate lower levels of 

well-being as evidenced by higher scores on the PHQ-9, GAD-7, and 

COVID ASDS assessments. 

D. The relationship between student well-being and perceived social support 

will be evaluated. 
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1. It is hypothesized that students who report higher levels of perceived 

social support on the SSQ6 will demonstrate higher levels of well-being 

as evidenced by lower scores on the PHQ-9, GAD-7, and COVID 

ASDS assessments. 
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Chapter 4  

Methods 

Subjects 

Subjects were 72 undergraduate students enrolled in the online program of 

Florida Institute of Technology. Although 207 participants initially responded, 10 

individuals declined to consent. Of the 197 consenting participants, 10 respondents 

did not indicate whether they were online students or on-campus students and were 

therefore excluded from the data. Of the 187 students who consented to the study 

and indicated their online/on-campus status, 73 subjects (39.04%) were online 

students. One of the 73 online student subjects was excluded from the sample 

because he or she only completed 23% of the survey. This resulted in a sample size 

of 72 online student subjects. Further demographic information on the participants 

comprising the sample is provided in the Results section. 

The sample’s students were at least 18 years of age and their geographic 

location may have varied because of their online student status. Between the dates 

of April 28, 2020 and October 25, 2020 subjects were recruited through several 

online formats: the Sona system, the FitForum listserv email chain, and a link 

located on the Florida Tech Counseling and Psychological Services (CAPS) 

website. The Sona program enables undergraduate students to register for research 

studies in exchange for credits that are required for the completion of their 
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psychology courses. These students earned a total of 1 credit for participating in 

this online survey. Additional subjects were recruited via the online listserv 

FitForum and the CAPS website. Those who did not receive credit through the 

Sona system will be entered into a raffle to win one of ten $20 gift cards upon 

completion of the study. Subjects participated on a voluntary basis and were 

informed at the outset of their ability to discontinue their participation at any time 

during the course of the research.  

Measures 

The online survey, a series of nine measures, took approximately 20 

minutes to complete. In addition to psychological measures, the survey also 

included several attention-check questions appearing periodically throughout, 

which requested that the respondent answer in a specific way (e.g., a true/false item 

that reads “Mark this item true”). Every participant accurately responded to the first 

attention-check item and because only two individuals failed to appropriately 

respond to each of the following two attention-check items, no participants were 

excluded from data-analysis because of this measure. 

Demographics 

Researchers developed a list of demographic questions in order to gain 

some understanding of the participants’ backgrounds. Questions covered topics 

such as subjects’ gender, age, ethnicity, religion, U.S. citizenship, primary 
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language, SES and political orientation. Demographic questions also included 

subjects’ status of enrollment in academics and extracurricular activities at Florida 

Tech, and inquired about any plans to return to Florida Tech for the fall semester of 

2020. 

COVID-19 Questions 

A list of COVID-19 questions was also developed by the researchers to 

learn about participants’ personal experiences during the COVID-19 pandemic. 

Questions concerned themes such as subjects’ living arrangements during the 

pandemic, potential personal exposure to the virus, and knowledge of 

acquaintances infected with the virus. 

The questions used to assess personal COVID-19 exposure were slightly 

revised during data collection on July 20, 2020. Prior to this date, 25 individuals 

(34.7% of total sample) responded to list of questions illustrated in Appendix B 

under subheading COVID-19 Questionnaire—Prior to 07/20/2020. The 47 

participants (65.3%) who participated in the study following July 20, 2020 

answered the alternate set of COVID-19 exposure questions illustrated in Appendix 

B under subheading COVID-19 Questionnaire—Beginning 07/20/2020. 
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Acute Stress Disorder Scale—Adapted for COVID-19 

The Acute Stress Disorder Scale (ASDS; Bryant, Moulds, & Guthrie, 2000) 

was adapted by the Center for Pediatric Traumatic Stress (CPTS, 2020) to be more 

specific to the COVID-19 phenomenon. The adapted, COVID-19 version utilized 

in the present study was a 20-item self-report measure that asked participants to 

rate their stress reactions on a Likert scale of 1 (“Not at all”) to 5 (“Very much”) 

for items such as “Have you ever felt numb or distant from your emotions” in 

relation to the COVID-19 pandemic. Scores are totaled for items 1-19 with a cutoff 

score of 56 indicating significant reactions (CPTS, 2020). The original ASDS, 

modeled after the Diagnostic and Statistical Manual of Mental Disorders (DSM; 

American Psychiatric Association [APA], 2013) acute stress disorder diagnosis, 

demonstrates excellent internal reliability ( = .96), as well as good sensitivity 

(95%) and specificity (83%). The internal reliability calculated for this scale in the 

present study is consistent with its published reliability score, as the Cronbach’s  

for items 1-19 equaled .96.  

Acceptance and Action Questionnaire-II 

The Acceptance and Action Questionnaire—II (AAQ-II; Bond et al., 2011) 

is a self-report instrument measuring participants’ psychological inflexibility and 

experiential avoidance. Subjects answered seven items on a seven-point Likert 

scale (ranging from 1, “never true” to 7, “always true”) to determine their score on 
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this single-factor scale. Items included content such as “My painful experiences and 

memories make it difficult for me to live a life that I would value.” Possible scores 

range from totals of 7.00 to 49.00 with higher scores indicating higher levels of 

psychological inflexibility or experiential avoidance. This revised version of the 

Acceptance and Action Questionnaire (AAQ-I; Hayes et al., 2004) demonstrates 

improved psychometric properties such as good internal consistency (mean  

coefficient .84 across six samples [.78 - .88]) and 3- and 12-month test-retest 

reliabilities of .81 and .79, respectively, as well as satisfactory convergent and 

discriminant validity (Bond et al., 2011). The internal consistency for the AAQ-II 

data of this sample was excellent with a Cronbach’s  of .93. 

Patient Health Questionnaire-9 

The Patient Health Questionnaire-9 (PHQ-9; Kroenke, Spitzer, & Williams, 

2001) is a brief self-report measure that assesses the severity of a subject’s 

depression symptoms over a two-week period. The instrument corresponds with the 

DSM (APA, 2013) criteria for diagnosis of a major depressive episode in two ways: 

first, by aligning each of the nine items with one of the DSM’s diagnostic criteria 

for a major depressive episode, and secondly with the two-week period captured by 

the assessment, which mirrors the DSM’s timeline for length of a major depressive 

episode. Participants rated items such as “feeling down depressed or hopeless” on a 

4-point Likert scale (0, “Not at all,” to 3, “Nearly every day”) and total scores can 
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range from 0 - 27 with 0 indicating a lack of depressive symptoms. Ranges of total 

scores greater than 0 are categorized into five classifications to help delineate the 

severity of a respondent’s depression: minimal depression (1 - 4), mild depression 

(5 - 9), moderate depression (10 - 14), moderately severe depression (15 - 19), and 

severe depression (20 - 27). The PHQ-9 reports excellent internal reliability 

(Cronbach’s  measuring .89 and .86 in two studies) and test-retest reliability is 

also satisfactory with correlations of .84 (Kroenke et al., 2001). Internal reliability 

for the PHQ-9 in the present study was calculated to be  =  Kroenke et al., 

(2001) also demonstrated adequate criterion, construct, and external validity for the 

PHQ-9, suggesting that their measure is generalizable to a variety of outpatient 

clinic settings. Student performance on this measure was interpreted as an 

indication of well-being, as higher levels of depressive symptoms (i.e., higher 

scores on this measure) indicated lower levels of student well-being. 

Generalized Anxiety Disorder 7-item Scale 

The generalized anxiety disorder 7-item scale (GAD-7; Spitzer et al., 2006) 

is a self-report measure designed to quickly assess the presence and severity of 

generalized anxiety disorder symptoms in respondents. Participants rated their 

anxiety symptoms for the preceding two weeks on a four-point Likert scale (with 0 

indicating “Not at all” and 3 representing “Nearly every day”) for all seven items. 

For example, one GAD-7 item is “worrying too much about different things.” 
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Scores are totaled to obtain an overall estimate of anxiety severity. Scores can 

range from 0 - 21, with higher scores indicating more severe levels of anxiety. 

Ranges of total scores are classified into categories to facilitate the interpretation of 

the GAD-7 outcomes with scores of 0 - 4 indicating a minimal level of anxiety, 

scores of 5 - 9 connoting a mild level of anxiety, scores of 10 - 14 representing a 

moderate level of anxiety, and scores of 15 - 21 illustrating a severe level of 

anxiety. The GAD-7 demonstrates excellent internal consistency (Cronbach’s  = 

.92) and good test-retest reliability (intraclass correlation = .83) as well as 

indications of good criterion, construct, factorial, and procedural validity (Spitzer et 

al., 2006). The Cronbach’s  for the GAD-7 measure on this study was consistent 

with previous published internal reliability estimates at a value of  = .92. Student 

performance on this measure was also interpreted as an indication of well-being, as 

higher levels of anxiety symptoms (identified by higher scores on the GAD-7) 

connoted lower levels of student well-being. 

Social Support Questionnaire—Short Form 

The Social Support Questionnaire—Short Form (SSQ6; Sarason et al., 

1987) is a revised, 6-item version of the original 27-item Social Support 

Questionnaire (SSQ; Sarason et al., 1983). This measure estimates both the extent 

of a participant’s social support as well as incorporating an evaluation of the 

participant’s satisfaction with said social support. The SSQ6 was shown to have 
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high internal reliability and correlated highly with the SSQ. For this measure, 

participants are asked to list the initials or relationship of up to nine persons who 

provide them with the type of social support described in each item. For example, 

“Whom can you really count on to be dependable when you need help?” The option 

of “No one” is offered if the participant does not perceive any individuals as being 

supportive in that area. Afterwards, participants are asked to rate the degree of 

satisfaction they feel towards that domain of social support on a 6-point Likert 

scale ranging from 1 (“very dissatisfied”) to 6 (“very satisfied”). Number scores 

(SSQN) are calculated by summing the total number of individuals listed and 

dividing by the number of items (six). Satisfaction scores (SSQS) are calculated by 

averaging the six satisfaction evaluation scores. If the individual provides the 

relationship context of individuals they list in their responses, the scores can also be 

calculated for family and non-family scores by attending to family or non-family 

social supports exclusively. 

For the present research study, participants were asked to report the number 

of supportive individuals relevant for each item rather than listing the initials of 

those individuals. Instead of “no one” being available as an option to select, 

participants were instructed to select “0” to indicate no support for a question. 

These modifications were made due to limitations posed by the Qualtrics survey 

and data collection medium. Because respondents still reported on their levels of 
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satisfaction with the degree of social support received for each item, both SSQN 

and SSQS scores’ derivation were possible even with these changes to the 

traditional SSQ6 administration. 

Brief COPE 

The Brief COPE inventory (Carver, 1997) is a self-report measure assessing 

coping strategies—both adaptive and maladaptive—implemented by respondents 

after the onset of a recent stressor. In the case of the present research, instructions 

alluded to the COVID-19 pandemic as the recent stressor in question. The 28-item 

questionnaire utilizes a 4-point Likert scale ranging from 1, “I haven’t been doing 

this at all” to 4, “I’ve been doing this a lot” to determine the frequency of different 

coping reactions. An example of one Brief COPE item is “I’ve been turning to 

work or other activities to take my mind off of things.” Each item corresponds to 

one of 14 different scales of coping, with each scale consisting of two items. The 

scales (active coping, planning, positive reframing, acceptance, humor, religion, 

using emotional support, using instrumental support, self-distraction, denial, 

venting, substance use, behavioral disengagement, and self-blame) demonstrate 

sufficient reliability, as their  values meet or exceed the .50 minimally acceptable 

value. All but three scales (venting, denial, and acceptance) hold reliabilities of at 

least .60 (Carver, 1997). In the present study, reliability values for the scales ranged 

from .05 (self-distraction) to .96 (substance use) with all but three scales (self-



 

 

 

 

43 

distraction, denial, and behavioral disengagement) holding reliabilities of at least 

.60. Two scales did not meet the minimally accepted −value of .50 (self-

distraction and denial). 

As demonstrated by Cooper, Katona, Orrell, and Livingston (2006), the 14 

coping scales of the Brief COPE can be divided into three factors or groups: 

problem-focused coping strategies (active coping, instrumental support, and 

planning), emotion-focused coping strategies (acceptance, emotional support, 

humor, positive reframing, and religion), and dysfunctional coping strategies 

(behavioral disengagement, denial, self-distraction, self-blame, substance use, and 

venting). These three scales were tested for internal reliability in the present study 

and demonstrated acceptable Cronbach’s  values of .84 for problem-focused 

coping, .76 for emotion-focused coping, and .78 for dysfunctional coping.  

Total scores on each of the three scales were divided by the number of 

items contributing to each scale to derive an average coping style score for each 

scale ranging from 1.00 to 4.00. For reference, scores of 1.00 on the problem-

focused coping scale would indicate a lack of problem-focused coping, as 

respondents would have answered “I haven’t been doing this at all” to all problem-

focused coping items on the Brief COPE measure. Alternatively, scores of 4.00 

would indicate frequent problem-focused coping, as respondents would have 
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answered “I’ve been doing this a lot” in response to all problem-focused coping 

items.  

Communication Methods 

The researchers generated a list of communication methods (e.g., texting, 

phone calls, Zoom, etc.) and asked participants to rate how frequently they have 

used any and all of the methods since the COVID-19 virus outbreak. The 5-point 

Likert scale of frequency offered options that ranged from 1, “Never” to 5, “Daily”. 

Procedure 

Students were recruited via online platform Sona, email listserv FitForum, 

and the Florida Tech CAPS website. From each of these avenues, participants 

clicked a link which redirected them to a website named Qualtrics to take the 20-

minute survey. After reading an informed consent page, which outlined the 

purpose, procedure, potential risks, and potential benefits of the subject’s 

participation in the study, as well as listing the contact information for principal 

researchers, participants electronically gave their consent to participate. Following 

the informed consent process, students supplied their email addresses in order to be 

entered into the raffle for one of ten $20 gift cards and then proceeded forward with 

answering the survey questions. 
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If a potential subject elected not to participate in the survey during the 

informed consent process, he or she was redirected to a webpage that listed a 

number of local mental health resources which may have been used to seek out 

counseling or other psychological assistance. This same resource list was also 

displayed to participants after completing the survey and is available for reference 

in Appendix C. Survey measures were administered in the same order as that listed 

above. Data was collected by Qualtrics and was downloaded by researchers upon 

termination of the data collection period. Each participant was assigned a randomly 

generated code number and the file linking subjects’ email addresses to this code 

number was password protected and was only accessible to the four principal 

researchers. 

Cross-Sectional Data 

This study utilized a sample of cross-sectional data, meaning that it was 

data gathered from a sample of a population at one point in time rather than 

multiple points in time. Because of this facet of the present research, findings are 

observational or descriptive in nature and must be very cautiously examined in 

terms of considering implications of cause-and-effect between the variables studied 

(Cherry, 2019). Another challenge to using cross-sectional data is the possibility of 

differences arising between cohorts, or the likelihood that measuring a similar 

sample at a different point in time will generate different results due to generational 
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and/or geographic differences between cohorts. Because of the online student status 

of this sample, cohort differences may be less likely to play a role in this data, as 

the population of online or distance learners tends to consist of a wider variety of 

individuals in terms of age and geographic location compared to traditional on-

campus college students. 
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Chapter 5  

Results 

Sample Characteristics 

Descriptive frequencies of the sample’s reported demographic information 

are displayed in Table 1. The majority of the sample were female (n = 56, 77.78%), 

Caucasian (n = 34, 47.22%), and Florida Tech online Freshmen (n = 56, 77.78%). 

The age of participants ranged from 18 to 59 years with 38.89% of the sample (n = 

28) falling within the traditional college student age range of 18 - 22 years old. 

However, participants in the sample most frequently reported being between 23 - 

35 years of age (n = 31, 43.06%). Socioeconomic status, estimated by participant 

reports of household yearly income, varied from less than $20,000 (n = 19, 

26.39%) to exceeding $100,000 (n = 9, 12.50%). A little over one third of the 

sample (34.72%) identified as liberal in political orientation (n = 25), while another 

third (33.33%) identified as moderate (n = 24) and the remaining third was divided 

between conservatives (n = 11, 15.28%) and participants who declined to provide 

an answer (n = 12, 16.67%). Religious affiliations most frequently endorsed were 

Christian (n = 28, 38.89%) and “Spiritual, but not committed to a particular faith” 

(n = 18, 25.00%). 
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Sample Ranges, Means, and Standard Deviations on Relevant Measures 

 Table 2 illustrates the means and standard deviations of validated measures 

used to test hypotheses. Indications of well-being were represented by lower total 

scores on the three measures of psychological distress: COVID ASDS, PHQ-9, and 

GAD-7. COVID ASDS total scores ranged from 19.001 (lack of COVID-19 stress) 

to 94.00 (severe COVID-19 stress) with a mean value of 44.35 (SD = 20.51). 

Eighteen students (25.00%) obtained scores greater than 56.00, thus exceeding the 

measure’s cutoff score and indicating one quarter of the sample reported clinically 

significant stress reactions to COVID-19. PHQ-9 total scores ranged from 0.00 (no 

depression symptoms) to 27.00 (severe level of depression symptoms) with a mean 

value of 7.58 (mild depression) and standard deviation of 7.00. Twenty-nine 

students (40.28%) obtained PHQ-9 total scores in the moderate to severe 

depression range. GAD-7 total scores ranged from 0.00 (no anxiety symptoms) to 

21.00 (severe level of anxiety symptoms) with a mean value of 6.38 (mild anxiety) 

and standard deviation of 5.90. Twenty-four participants (33.33%) obtained GAD-7 

total scores in the moderate to severe anxiety range. 

 Social support was assessed by calculating each student’s SSQN and SSQS 

scores on the SSQ6 measure. Both SSQN and SSQS demonstrated excellent 

                                                      
1 One participant failed to answer the 14th question of the COVID ASDS measure, which caused his 

total score to originally be 18.00, one point less than the scale’s minimum of 19.00. To resolve this 

error, the minimum score of 1.00 was substituted for his omitted question, thus raising his score to 

the scale’s minimum value of 19.00. 
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internal reliabilities with both Cronbach’s  values being .95. SSQN scores ranged 

from 0.50 to 10.00 with the average number of supportive individuals being 4.15 

(SD = 2.56). SSQS scores ranged from 1.67 (low degree of satisfaction with social 

support) to 6.00 (very satisfied with social support) with a mean of 5.28 (SD = 

1.07). On average, subjects indicated they most frequently relied upon problem-

focused coping strategies (M = 2.45, SD = 0.77) more so than emotion-focused 

coping (M = 2.39, SD = 0.59) and dysfunctional coping was utilized least often (M 

= 1.73, SD = 0.46). Scores obtained on the problem-focused coping factor ranged 

from 1.00 (lack of problem-focused coping) to 4.00 (frequent problem-focused 

coping). Emotion-focused coping factor scores ranged from 1.00 (lack of emotion-

focused coping) to 3.40 (fairly frequent emotion-focused coping). Dysfunctional 

coping scores ranged from 1.00 (complete lack of dysfunctional coping) to 3.17 

(somewhat frequent use of dysfunctional coping). Experiential avoidance was 

measured by total scores on the AAQ-II (M = 17.54, SD = 9.18) and scores on this 

scale ranged from 7.00 (no indication of experiential avoidance) to 40.00 (fairly 

frequent experiential avoidance). 

Correlational Analyses 

 All primary measures described above were analyzed with Pearson 

correlations in order to determine the direction and strength of relationships 

between primary variables in the study. Results are reported in Table 2. While 
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number of social supports was significantly negatively correlated with anxiety (r = 

-.30, p = .02), satisfaction with social support had significant negative associations 

with both depression (r = -.31, p = .01) and anxiety (r = -.34, p = .003). These 

relationships indicate that the greater the level of social support reported and 

perceived by participants, the lower their scores were on two of the measures of 

psychological distress; therefore, online students with higher degrees of social 

support reported higher rates of well-being.  

Whereas problem-focused coping strategies were significantly positively 

correlated with COVID-19 stress (r = .28, p = .02) and depression (r = .25, p = .03), 

dysfunctional coping was significantly related to COVID-19 stress (r = .68, p < 

.001), depression (r = .71, p < .001), and anxiety (r = .81, p < .001). Thus, subjects 

who utilized more problem-focused and dysfunctional coping strategies 

experienced more distress, as opposed to those who implemented less of these 

coping strategies and endorsed greater levels of well-being. Emotion-focused 

coping styles were not significantly associated with any of the three psychological 

distress/well-being measures.  

Lastly, experiential avoidance was significantly positively correlated with 

COVID-19 stress (r = .65, p < .001), depression (r = .74, p < .001), and anxiety (r = 

.83, p < .001) as well as with dysfunctional coping (r = .74, p < .001). These 

relationships indicate participants who used more experiential avoidance scored 



 

 

 

 

51 

higher on all three measures of psychological distress and tended to utilize 

dysfunctional coping strategies more often. Alternately, subjects who scored lower 

on the AAQ-II, thus demonstrating increased psychological flexibility, exhibited 

higher degrees of well-being and relied less often upon dysfunctional coping 

strategies. Experiential avoidance also evidenced significant negative relationships 

with number of social supports (r = -.41, p = .001) and social support satisfaction (r 

= -.42, p < .001). Thus, online students who used more experiential avoidance 

reported lower levels of social support overall, whereas more psychologically 

flexible students tended to have higher degrees of social support. 

Examination of Demographics and Primary Variables 

In accordance with Hypothesis A, participant age and gender were tested for 

significant differences between groups using one-way analyses of variance 

(ANOVAs) and independent samples t-tests looking at experiential avoidance, 

psychological distress (COVID ASDS, PHQ-9, and GAD-7 scores), coping style 

(problem-focused, emotion-focused, or dysfunctional), and social support (SSQN 

and SSQS scores).  

Age 

Summaries of the ANOVA analyses conducted on participants’ age are 

illustrated in Table 3. Of the analyses done on participants’ age, the only significant 

findings occurred in the areas of experiential avoidance and dysfunctional coping.  
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An ANOVA was conducted to examine mean differences in experiential 

avoidance across participant age groups. Because the variances of the three age 

groups (18 - 22, 23 - 35, and 36 - 59) were significantly different (75.13, 102.59, 

and 21.06, respectively) as indicated by Levene’s test (F = 5.63, p = .01), thus 

violating the assumption of homogeneity of variance, the alternative Welch’s F-

ratio was utilized. Analysis of variance showed a main effect of age on experiential 

avoidance, F(2, 43.68) = 9.41, p < .001. Post-hoc analyses using the Games-Howell 

test indicated experiential avoidance scores were significantly lower for subjects in 

the 36 - 59 age range as compared to subjects in the 18 - 22 age range (p = .001) 

and subjects in the 23 - 25 age range (p = .01). 

Next, an ANOVA was conducted to consider any differences in degree of 

dysfunctional coping occurring by age group. Because the variances of the three 

age groups (18 - 22, 23 - 35, and 36 - 59) were once again significantly different 

(0.20, 0.26, and 0.06, respectively) as indicated by Levene’s test (F = 3.83, p = 

.03), the alternative Welch’s F-ratio was utilized. Analysis of variance showed a 

main effect of age on dysfunctional coping, F(2, 42.70) = 5.97, p = .01. Post-hoc 

analyses using the Games-Howell test indicated dysfunctional coping scores were 

significantly lower for subjects in the 36 - 59 age range as compared to subjects in 

the 18 - 22 age range (p = .01) and subjects in the 23 - 25 age range (p = .02). 
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Gender 

Hypothesis A.1 predicted women would demonstrate higher levels of 

psychological distress than men in this sample. Table 4 illustrates male and female 

online students’ performance on a number of psychological variables, including 

levels of psychological distress. Independent samples t-tests were conducted to 

compare psychological distress levels across male and female participants by 

comparing mean PHQ-9, COVID ASDS, and GAD-7 total scores across genders. 

On average, male and female participants demonstrated similar total scores on 

measures of COVID-19 stress (M = 40.56, SD = 18.74; M = 45.43, SD = 21.02, 

respectively), depression symptoms (M = 6.50, SD = 6.39; M = 7.89, SD = 7.19, 

respectively), and anxiety symptoms (M = 5.81, SD = 5.24; M = 6.54, SD = 6.11, 

respectively). Because women did not report a higher degree of psychological 

distress than men and there were no significant differences in scores on any of the 

psychological distress measures across genders, hypothesis A.1 was not supported. 

Influence of COVID-19 Exposure on Well-being 

Descriptive frequencies of the sample’s COVID-19 exposure are illustrated 

in Table 5. Of the 46 participants (63.89%) who responded to the question 

inquiring about personal contraction of COVID-19, only 2 individuals (2.78%) 

reported they had contracted the virus. From the 42 people (58.33%) who 

responded about a known individual dying from coronavirus or its complications, 4 
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subjects (5.56%) indicated the known individual had died. Because the number of 

positive responses to these two questions were so few, these variables were not 

included in the virus exposure data analyses. 

Regarding number of people known to have contracted COVID-19, the 47 

responses ranged from 0 to 15 with a mean value of 2.81 (SD = 3.15). This variable 

was combined with the original data gathered from the “Did you personally know 

someone who contracted (or believes they contracted) COVID-19?” question and 

dummy coded to values of 0 or 1 to indicate whether the individual had known 

someone who contracted COVID-19 (represented by 1) or had not known anyone 

with COVID-19 (represented by 0). Other dummy coded variables included the 

question targeting relationships of individuals with COVID-19 (coded 0 for not 

family/spouse and 1 for family/spouse) and whether the individual was hospitalized 

(coded 0 for no/not sure and 1 for yes). 

Hypothesis B.1 proposed that a higher degree of personal exposure to 

COVID-19 would correspond with lower levels of well-being. Personal COVID-19 

exposure was estimated from the three dummy coded COVID-19 variables: 

whether the participant knew anyone with COVID-19, whether the known 

individual with COVID-19 was a family member of the participant, and whether 

the known individual with COVID-19 was hospitalized for the virus. Because the 

latter two variables were dependent upon whether the participant knew anyone with 
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COVID-19, the analyses examining these three variables against well-being were 

done in two stages. First, three Pearson correlations were conducted to determine 

the direction and strength of the relationship between participants’ status of 

knowing an individual who had contracted COVID-19 and total scores on measures 

of psychological distress (COVID ASDS, PHQ-9, and GAD-7). Results are 

illustrated in Table 6. Next, three multiple regression analyses were conducted 

using only individuals who had known someone with COVID-19 to determine if 

having family members with the virus and knowing someone hospitalized for the 

virus significantly predicted total scores on the three psychological distress 

variables. These multiple regression results are displayed in Tables 7, 8, and 9. 

Results for the Pearson correlations (as seen in Table 6) showed that the 

status of knowing at least one individual with COVID-19 was not significantly 

associated with COVID-19 stress, r = .10, p = .42, depression symptoms, r = 0.06, 

p = .60, or anxiety symptoms, r = .12, p = .31, thus failing to provide any support 

for Hypothesis B.1. 

The first multiple regression’s results are illustrated in Table 7. When both 

predictors (having family with COVID-19 and knowing someone hospitalized for 

COVID-19) were included, neither having a family member with COVID-19 (M = 

0.33, SD = 0.48) nor knowing someone hospitalized for COVID-19 (M = 0.26, SD 

= 0.45) significantly predicted COVID-19 stress (b = -10.94, p = .12; b = 13.34, p = 
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.08). Both predictors failed to explain a significant amount of the variance in 

COVID ASDS total scores, R2 = .12, F(2,39) = 2.55, p = .09, indicating personal 

connection to the virus was not relevant for participants’ level of COVID-19 stress. 

The second multiple regression examined the predictive values of having 

family members with COVID-19 and knowing someone hospitalized for COVID-

19 on total PHQ-9 scores.  Results are displayed in Table 8. When both predictors 

were included, having family members with COVID-19 did not significantly 

predict depression symptoms, b = -3.62, p = .10; however, knowing someone 

hospitalized for COVID-19 did significantly predict depression symptoms, b = 

7.06, p = .004. Both predictors together explained a significant amount of the 

variance in PHQ-9 total scores, R2 = .22, F(2,39) = 5.34, p = .01. This regression 

illustrated that students who knew individuals hospitalized for COVID-19 were 

more depressed. 

The third multiple regression conducted on having family members with 

COVID-19 and knowing someone hospitalized for COVID-19 looked at 

predictions of total GAD-7 scores. Results are outlined in Table 9. When both 

predictors were included, having family members with COVID-19 did not 

significantly predict anxiety symptoms, b = -1.59, p = .40; however, knowing 

someone hospitalized for COVID-19 did significantly predict anxiety symptoms, b 

= 5.34, p = .01. Both predictors together explained a significant amount of the 
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variance in GAD-7 total scores, R2 = .16, F(2,39) = 3.66, p = .04. Thus, participants 

who knew someone hospitalized for COVID-19 had more anxiety. 

 From these analyses, it appears the most salient predictor of psychological 

distress in terms of COVID-19 personal exposure is having known someone who 

was hospitalized for COVID-19 reasons, as this variable significantly predicted 

participants’ anxiety and depression symptoms. This provides some support for 

Hypothesis B.1. However, the hypothesis was not completely supported, as 

knowing someone hospitalized for the virus did not significantly predict COVID-

19 stress, nor did having family members who contracted COVID-19 predict any of 

the psychological distress measures’ scores. 

Influence of Coping Styles, Experiential Avoidance, and Social Support on 

Well-being 

 In order to address Hypotheses C-D, three multiple regression analyses 

were conducted examining coping styles, experiential avoidance, and social support 

as predictors of well-being. Hypothesis C.1 predicted students who used more 

adaptive coping strategies (e.g., problem-focused coping and emotion-focused 

coping) would demonstrate higher levels of well-being, while Hypothesis C.2 

proposed students using more dysfunctional coping strategies would demonstrate 

lower levels of well-being. Hypothesis C.3 asserted subjects with higher levels of 

experiential avoidance would endorse lower levels of well-being and Hypothesis 
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D.1 anticipated students with higher degrees of perceived social support (estimated 

by SSQN and SSQS scores) would report higher levels of well-being. As 

previously noted, well-being was indicated by lower scores on the three measures 

of psychological distress (COVID ASDS, PHQ-9, and GAD-7).  

The first multiple regression was conducted to determine if coping styles, 

experiential avoidance, and social support predicted COVID-19 stress. Results are 

illustrated in Table 10. While problem-focused coping and emotion-focused coping 

did not significantly predict COVID-19 stress (and therefore provided no support 

for Hypothesis C.1), dysfunctional coping did significantly predict COVID-19 

stress, b = 17.07, p = .01, supporting Hypothesis C.2. Because experiential 

avoidance also significantly predicted total scores on the COVID ASDS measure, b 

= 0.88, p = .02, Hypothesis C.3 was also supported. Neither social support predictor 

(SSQN or SSQS) significantly predicted COVID-19 stress, thus failing to provide 

any support for Hypothesis D.1. The series of predictors explained a significant 

amount of the variance in COVID ASDS total scores, R2 = .54, F(6,57) = 11.15, p < 

.001. 

The second multiple regression determined whether coping styles, 

experiential avoidance, and social support predicted depression. Results are 

illustrated in Table 11. Problem-focused coping significantly predicted depression 

symptoms, b = 2.20, p = .03, but did not predict scores in the appropriate direction 
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to support Hypothesis C.1. Dysfunctional coping also significantly predicted 

depression, b = 6.48, p = .001, thus providing further support for Hypothesis C.2. 

Experiential avoidance significantly predicted depression symptoms, b = 0.31, p = 

.004, and in doing so provided additional support for Hypothesis C.3. Emotion-

focused coping and social support failed to significantly predict depression and 

therefore failed to support Hypotheses C.1 and D.1, respectively. Together, the 

series of predictors explained a significant amount of the variance in PHQ-9 total 

scores, R2 = .66, F(6,57) = 18.52, p < .001. 

Results of the third multiple regression, which tested coping strategies, 

experiential avoidance, and social support as predictors of total GAD-7 scores, are 

illustrated in Table 12. Neither problem-focused coping nor emotion-focused 

coping significantly predicted anxiety symptoms, thus failing to provide any 

support for Hypothesis C.1. However, dysfunctional coping did significantly 

predict anxiety symptoms, b = 6.36, p < .001, supporting Hypothesis C.2 even 

further. Hypothesis C.3 was also further supported when experiential avoidance 

significantly predicted anxiety symptoms, b = 0.26, p < .001. Social support did not 

significantly predict anxiety and therefore failed to provide any evidence for 

Hypothesis D.1. The series of predictors explained a significant amount of the 

variance in GAD-7 total scores, R2 = .79, F(6,57) = 36.68, p < .001.  
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 Taken together, there was no support for Hypotheses C.1 or D.1 in any of 

the three regression analyses. However, Hypotheses C.2 and C.3 were both 

supported across all three regressions, indicating students who used more 

dysfunctional coping and experiential avoidance had more COVID-19 stress, 

depression, and anxiety, and therefore lower levels of well-being. 
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Chapter 6  

Discussion 

It is clear the current COVID-19 pandemic has impacted millions of people 

across the globe in a variety of ways, including in the arena of mental health 

(Holman et al., 2020; Active Minds, 2020b). The present study aimed to examine 

how the coronavirus outbreak affected online college students by gathering and 

analyzing data on 72 Florida Tech distance learners’ reports of personal connection 

to the virus, degrees of psychological distress, methods of coping, use of 

experiential avoidance, and perceptions of social support. Data analyses culminated 

in significant results with regard to relationships between student well-being and 

several factors, including COVID-19 exposure, coping styles, and experiential 

avoidance. 

Differences Across Demographic Variables 

Contrary to trends exhibited in the literature (Blanchard et al., 2004; Xu et 

al., 2011), women in this study did not report significantly higher rates of 

psychological distress than the men. It is possible that the sample’s relatively low 

number of male participants (n = 16) had an impact on this finding and that the 

male data of this sample demonstrates a limited, nonrepresentative picture of the 

online male student population in terms of COVID-19-related psychological 

distress. If, however, this study’s findings are accurate in terms of psychological 
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distress levels across genders, this would indicate both male and female online 

college students have experienced similar levels of depression, anxiety, and 

COVID-19-related stress during the time of the coronavirus pandemic. Such 

uniformity in the pandemic reactions of men and women in the online college 

student population would indicate the importance of targeting both genders equally 

in colleges’ COVID-19 prevention and intervention program efforts. 

Interestingly, statistically significant results emerged within the 

demographic domain of age. Older participants (aged 36 – 59) reported using 

significantly lower levels of dysfunctional coping strategies (i.e., behavioral 

disengagement, denial, self-distraction, self-blame, substance use, and venting) and 

obtained significantly lower scores of experiential avoidance compared to the 

younger two age groups (18 – 22 and 23 – 35). These results are fairly consistent 

with previous research by Mahoney, Segal, and Coolidge (2015), who found 

significantly lower levels of experiential avoidance in older adults compared to 

younger adults. Furthermore, Karekla and Panayiotou (2011) established a 

connection between experiential avoidance and dysfunctional coping strategies by 

demonstrating participants in their study who scored higher on experiential 

avoidance relied significantly more upon self-distraction, denial, behavioral 

disengagement, venting, and self-blame for coping.  
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By endorsing lower levels of experiential avoidance, the older students in 

this sample indicated they are more willing than the younger students to tolerate or 

withstand unpleasant internal experiences (such as thoughts, emotions, memories, 

etc.) and spend comparatively less time and effort trying to alter, avoid, or escape 

these “negative” experiences. Although this increased sense of psychological 

flexibility demonstrated by the 36 – 59 year old participants has been linked to 

improved mental health functioning during the COVID-19 pandemic (Smith, 

Twohy, & Smith, 2020), no significant differences were found in the current study 

between the older age group and the younger two age groups in terms of subjects’ 

depression, anxiety, and COVID-19 stress.  

Personal COVID-19 Exposure and Well-being 

Of the COVID-19 exposure variables analyzed (knowing at least one person 

with COVID-19, having a family member contract COVID-19, and knowing 

someone hospitalized for COVID-19), only knowing someone hospitalized for the 

virus significantly predicted scores on any measures of psychological distress. 

Specifically, knowing someone hospitalized for COVID-19 predicted both 

depression and anxiety symptoms in this sample. This finding provided partial 

support for the hypothesis that a higher degree of personal exposure to the virus 

would accompany lower levels of student well-being.  
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Perhaps a more accurate hypothesis would have taken into account the 

degree of illness severity in subjects’ personal exposure to the virus. For example, 

consider the following two scenarios: having a family member who contracted 

COVID-19 and recovered safely at home versus having a hairdresser who 

contracted COVID-19 and was hospitalized for the condition. In the first scenario 

the family member is emotionally (and perhaps physically) closer to the participant, 

thus providing the student with a higher degree of personal exposure or connection 

to the virus than exposure to the hairdresser would. Yet this study’s results indicate 

it is a hospitalized acquaintance (the hairdresser) that would have more of an 

impact on student well-being as opposed to the family member with a less severe 

COVID-19 condition. Therefore, more so than personal exposure to the virus, it 

appears knowledge of more severe COVID-19 cases may have played the 

significant role in students’ well-being. However, the meager existing literature 

examining impacts of COVID-19 exposure on well-being does not support this 

conjecture and, further, demonstrates conflicting findings regarding virus exposure, 

personal and/or family contraction, and illness severity for well-being and/or 

distress (Holman et al., 2020; Pakenham et al, 2020). For these reasons, 

coronavirus exposure and/or severity would be excellent areas for research for 

additional well-being studies. 
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Coping Styles and Well-being 

As hypothesized, dysfunctional coping predicted higher scores on all 

measures of psychological distress and therefore lower levels of well-being in this 

online college student sample. This finding is consistent with previous literature 

examining impacts of college students’ coping styles on well-being, both in 

relatively uneventful times (Chao, 2012) and in times of crisis (Liverant et al., 

2004; Main et al., 2011). These results imply the value of assessing students’ 

typical coping strategies for navigating COVID-19 and aiming to reduce or 

substitute behaviors falling within the dysfunctional coping realm (e.g., behavioral 

disengagement, denial, self-distraction, self-blame, substance use, and venting) in 

order to maximize students’ well-being during this difficult time. 

Although more adaptive coping strategies (represented in the present study 

by problem-focused and emotion-focused coping) were expected to predict higher 

levels of student well-being, this hypothesis was not supported by the data. In fact, 

problem-focused coping significantly predicted depression and COVID-19 stress 

such that students who utilized more problem-focused coping reported higher 

levels of depression and COVID-19 stress. Despite the unanticipated nature of this 

finding, it is not altogether unfounded when considering previous literature on 

problem-focused coping. Problem-focused coping is typically best utilized in 

situations perceived as controllable (Baqutayan, 2015; Kariv & Heiman, 2005; 
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Glass et al., 2009); however, the current COVID-19 pandemic is largely outside of 

anyone’s control. Thus, relying upon problem-focused coping behaviors that work 

by leveraging control to enact change while in the midst of largely uncontrollable 

circumstances such as these could result in feelings of hopelessness, depression, 

and/or stress, as we see in the present study.  

While previous research indicates emotion-focused coping is typically 

implemented in situations deemed to be generally uncontrollable (Aldwin, 2011; 

Baqutayan, 2015; Palus et al., 2012), this study found on average online students 

used emotion-focused coping less often than problem-focused coping. Emotion-

focused coping’s failure to significantly correlate with and predict students’ well-

being in this research suggests that this coping style is either inconsequential for 

online college students during the COVID-19 pandemic, or that its benefits may 

have been better explained or accounted for by other analyzed variables, such as 

experiential avoidance. 

Experiential Avoidance and Well-being 

As hypothesized, use of experiential avoidance predicted lower levels of 

well-being in this sample, as indicated by higher total scores on all three measures 

of psychological distress for students higher in experiential avoidance. This finding 

is consistent with previous literature that highlights associations between 

experiential avoidance and anxiety, depression, and perceived stress (Kashdan et 
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al., 2006; Hayes et al., 2004; Bardeen et al., 2013). These results are also congruent 

with newer research implicating experiential avoidance as an important component 

of negative mental health reactions to the COVID-19 pandemic (Pakenham et al., 

2020; Smith et al., 2020). Not only was experiential avoidance predictive of poorer 

well-being in online students as illustrated by higher COVID-19 stress, depression, 

and anxiety symptoms, it also was significantly correlated with a number of other 

negative outcomes measured in this study. 

Experiential avoidance demonstrated a significant positive relationship with 

the dysfunctional coping style, meaning students who implemented more 

experiential avoidance also utilized more dysfunctional coping strategies. Other 

researchers like Karekla and Panayiotou (2011) have also previously demonstrated 

this connection; however, the finding remains noteworthy because of the 

implications for online students’ mental health. Because both experiential 

avoidance and dysfunctional coping predict poorer well-being, these topics present 

two excellent targets of focus and/or change for COVID-19 mental health 

intervention programs. Whereas providing psychoeducation on the different coping 

styles and their impacts on mental health constitutes a relatively straightforward 

behavioral-change approach to improving students’ well-being, acceptance-based 

treatments aimed at increasing participants’ psychological flexibility and 
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decreasing experiential avoidance could also prove useful for college students 

confronting COVID-19. 

Additional significant associations for experiential avoidance within the 

present data included the negative correlations between experiential avoidance and 

both measures of social support. These relationships indicated students who used 

more experiential avoidance reported significantly fewer social support figures in 

their lives as well as estimating significantly lower levels of satisfaction with their 

social support. Alternately, students with more psychological flexibility reported 

greater numbers of social support figures and greater satisfaction with their social 

support. Because of the cross-sectional nature of this data and the correlational 

analyses performed, it is not possible to determine whether experiential avoidance 

caused online students’ perceptions of low social support or whether lower levels 

of social support led to students implementing more experiential avoidance. 

However, Kelly et al. (2019) established experiential avoidance as a significant 

mediator of the association between posttraumatic stress disorder (PTSD) 

symptoms and social support in their longitudinal analysis of veterans, indicating 

experiential avoidance use explained the relationship between PTSD symptoms and 

social support deficits. Based off of their conclusion, experiential avoidance could 

very well play a negative role in online students’ social engagement and subsequent 
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satisfaction with social support. This would imply students high in experiential 

avoidance are less able and/or willing to connect to sources of social support.  

Because experiential avoidance was significantly connected with so many 

negative outcomes within this study alone (e.g., distress, dysfunctional coping, 

insufficient social support), attempting to decrease students’ experiential avoidance 

and increase their psychological flexibility would be a worthwhile objective to 

incorporate into colleges’ future COVID-19 mental health intervention efforts. 

These programs could develop brief psychological interventions modeled after 

acceptance-based treatments such as ACT, which seeks to build clients’ 

psychological flexibility (and thereby reduce experiential avoidance) as one of its 

primary therapeutic endeavors. A substantial base of literature demonstrates ACT’s 

efficacy in treating a variety of psychological difficulties, including several studies 

that describe its usefulness in the college student population for increasing 

psychological flexibility and a sense of well-being (Grégoire et al., 2018; Räsänen 

et al., 2016).  

Social Support and Well-being 

Simple Pearson correlations indicated that number of social supports was 

significantly negatively associated with anxiety and social support satisfaction was 

significantly negatively correlated with both anxiety and depression. Therefore, 

online students in this sample with fewer social supports experienced increased 
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anxiety and those with lower levels of satisfaction with their social support 

exhibited higher degrees of both anxiety and depression. These results are 

consistent with previous literature trends for social support that highlight the 

importance of social support perception in mental health and well-being (Lakey & 

Orehek, 2011; Chao, 2012). However, the failure of these correlational trends to 

appear in the regression analyses suggests the effects of these social support 

variables overlapped with other variables examined and were better accounted for 

by those other predictors. 

Limitations 

There are a number of limitations associated with the current study worth 

noting. First, the cross-sectional nature of the data precludes any conclusions of 

causality between the variables measured. Other limitations involve the COVID-19 

exposure questions. Because researchers developed this set of questions, construct 

validity values remain unknown for this measure, as opposed to the other 

previously validated measures included in the survey. Another limitation regarding 

these questions centers around their slight modification in the midst of data 

collection, which was performed in order to account for the changing circumstances 

of the rapidly evolving pandemic. Because of these modifications, not all 

participants responded to the same set of questions and therefore sample sizes for 

the COVID-19 exposure analyses were reduced. This reduction in sample size may 
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have impacted the validity of the COVID-19 exposure analyses. Although students’ 

communication habits were originally an area of researcher interest, the method in 

which this data was collected (as designed by researchers) did not allow for 

differentiation between communication methods used for school and/or work and 

those used for personal contact. For this reason, communication methods were 

excluded from analysis. Another potential limitation involves one of the participant 

recruitment strategies used to augment the sample. Because students navigating the 

CAPS website are more likely to be facing psychological difficulties than the 

average student, it is possible that any participants who volunteered by following 

the link posted on the CAPS website may have somewhat skewed the sample to 

depict more psychological distress than is accurate of the general online student 

population. 

Finally, the obtained sample size of 72 subjects was less than ideal, as 

researchers aimed to include at least 100 participants when designing the study. 

Within this sample, males were underrepresented (n = 16) and there were very few 

Juniors (n = 4) and only one Senior. The relatively small sample size—particularly 

with regard to the COVID-19 questions—resulted in small cell sizes for some of 

the analyses that may have created insufficient degrees of power. A larger sample 

with more males and upperclassmen would likely increase the validity and 

generalizability of research results. 
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Future Research 

Future research in this arena should examine the outcomes of COVID-19 

exposure, coping strategies, experiential avoidance, and social support on online 

college students’ well-being utilizing a larger, more balanced sample (regarding 

gender, class standing, etc.) in order to determine the validity of certain findings 

within the present research, such as the uniformity of psychological distress across 

genders. Other questions posed by the present study’s findings that could be 

explored in future research include the older age group’s lower levels of 

experiential avoidance and dysfunctional coping which failed to correspond with 

higher levels of well-being. Research that seeks to illuminate both the causes and 

implications of these differences in age groups could help further expand 

knowledge on how students of all ages are responding to COVID-19. Future 

research would also do well to focus on establishing more cohesive and reliable 

results for connection to COVID-19 and/or severity of COVID-19 exposure/illness 

with regard to individuals’ well-being. 

Because this data was cross-sectional it only provided a snapshot of 

information for one cohort at one point in time; alternatively, a longitudinal 

research design would be useful in determining the long-term effects of the 

pandemic on college students’ coping and well-being. Additional areas of focus 

could include qualitative data on participants’ attitudes surrounding the pandemic, 
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including perceptions of risk/danger and willingness to comply with CDC 

recommendations of social distancing and mask-wearing, etc. It is entirely possible 

individuals who do not view the pandemic as a serious threat would evidence lower 

levels of distress due to perceptions of the pandemic being less of a “stressor”. 

This study was performed concurrently with a similar study using on-

campus Florida Tech students. Future research comparing the similarities and 

differences between online and on-campus students’ reactions to the current 

pandemic would be interesting and useful for the design of colleges’ COVID-19 

mental health intervention programs and resources. Because the present study’s 

findings highlight the presence of experiential avoidance across a number of 

negative outcomes, future research that examines the efficacy of ACT-based 

interventions or experiential avoidance reduction strategies in college students with 

regard to COVID-19 and well-being would be invaluable for creating clinical 

evidence of how best to address COVID-19 difficulties in the college population. 

Conclusion 

In conclusion, the COVID-19 pandemic constitutes a global crisis that will 

continue to impact our lives for the foreseeable future. The present study 

highlighted the roles of coping style and experiential avoidance as predictors of 

online college students’ well-being during the pandemic. These findings, along 

with future research in this area, will help to establish a foundation of knowledge 

for how to best assist college students in successfully navigating these 
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“unprecedented times.” While we may look forward to a time in the future without 

quarantines and social distancing, we must accept our present as it is and in doing 

so work to accumulate understanding of our circumstances through research and 

empirical evidence in order to gain wisdom of how to best help those in need. 
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Appendix A: Tables 
 

Table 1 
 

Descriptive Frequencies for Demographics of Online Student Sample 

Demographic Variable  Frequency  Percent 

Gender     

Male  16  22.22 

Female  56  77.78 

Age     

18-22  28  38.89 

23-35  31  43.06 

36-59  13  18.06 

Ethnicity     

African-American  13  18.06 

American Indian or Alaska Native  1  1.39 

Asian  3  4.17 

Caucasian  34  47.22 

Hispanic/Latino  15  20.83 

Native Hawaiian or Other Pacific 

Islander 

 1  1.39 

Other (Multi-racial)  5  6.94 

U.S. Citizen     

Yes  68  94.44 

No  4  5.56 

If not citizen, how many months in U.S.     

0  2  2.78 

12  1  1.39 

14  1  1.39 

English first language     

Yes  64  88.89 

No  8  11.11 

Class Standing     

Freshman  56  77.78 

Sophomore  11  15.28 

Junior  4  5.56 

Senior  1  1.39 
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Table 1 continued 
 

Descriptive Frequencies for Demographics of Online Student Sample 

Demographic Variable  Frequency  Percent 

Household Income     

< $20,000  19  26.39 

$21,000 - $35,000  13  18.06 

$36,000 - $50,000  11  15.28 

$51,000 - $75,000  7  9.72 

$76,000 - $100,000  13  18.06 

> $100,000  9  12.50 

Political Orientation     

Liberal  25  34.72 

Moderate  24  33.33 

Conservative  11  15.28 

Declined to answer  12  16.67 

Religion     

Catholic  10  13.89 

Protestant  1  1.39 

Christian  28  38.89 

Jewish  1  1.39 

Mormon or Latter Day 

Saints 

 
2  2.78 

Hindu  1  1.39 

Agnostic  5  6.94 

Atheist  1  1.39 

Spiritual, but not committed 

to a particular faith 

 
18  25.00 

Pagan  1  1.39 

Other (None, Not Sure)  3  4.17 

Declined to answer  1  1.39 
Note. n = 72 
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Table 2 
 

Correlations between Distress, Social Support, Coping, and Experiential Avoidance 

Variable M SD 1 2 3 4 5 6 7 8 9 

1. ASDS 44.35 20.51 -         

2. PHQ-9 7.58 7.00 .80*** -        

3. GAD-7 6.38 5.90 .76*** .84*** -       

4. SSQN 4.15 2.56 -.19 -.22 -.30* -      

5. SSQS 5.28 1.07 -.16 -.31** -.34** .39** -     

6. Problem 2.45 0.77 .28* .25* .18 .06 .30* -    

7. Emotion 2.39 0.59 .18 .05 .06 .11 .38** .71*** -   

8. Dysfunc 1.73 0.46 .68*** .71*** .81*** -.19 -.17 .32** .24* -  

9. AAQ-II 17.54 9.18 .65*** .74*** .83*** -.41** -.42*** .13 .02 .74*** - 

Note. n = 72 except SSQN (nSSQN = 64). *p < .05, **p < .01, ***p < .001, two-tailed. ASDS = COVID-19 stress, PHQ-9 = depression, GAD-7 =  

anxiety, SSQN = average number of social supports, SSQS = average social support satisfaction, Problem = problem-focused coping, Emotion = 

emotion-focused coping, Dysfunc = dysfunctional coping, AAQ-II = experiential avoidance. 
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Table 3 
 

Results of One-way ANOVAs for Psychological Variables Across Age Groups 

Psychological Variable Age Group 
Welch’s 

F 
df 

 18-22  23-35  36-59  df1 df2 

 M SD n  M SD n  M SD n    

Distress               

COVID ASDS 44.64 17.76 28  46.19 23.90 31  39.31 17.71 13 0.56 2 34.78 

PHQ-9 7.61 5.61 28  8.74 8.15 31  4.77 6.43 13 1.50 2 33.19 

GAD-7 7.00 5.02 28  6.90 6.93 31  3.77 4.46 13 2.39 2 36.59 

Experiential Avoidance               

AAQ-II 19.36 8.67 28  18.52 10.13 31  11.31 4.59 13 9.41*** 2 43.68 

Coping Style               

Problem-Focused Coping 2.36 0.68 28  2.55 0.85 31  2.40 0.77 13 0.47 2 32.81 

Emotion-Focused Coping 2.35 0.54 28  2.49 0.65 31  2.23 0.54 13 0.93 2 34.23 

Dysfunctional Coping 1.80 0.45 28  1.78 0.51 31  1.46 0.25 13 5.97** 2 42.70 

Social Support               

SSQN 3.36 2.14 27  4.47 2.55 25  5.28 3.07 12 2.58 2 27.49 

SSQS 4.88 1.37 28  5.52 0.83 31  5.54 0.50 13 2.70 2 41.96 

Note. n = 72. *p < .05, **p < .01, ***p < .001. COVID ASDS = COVID-19 stress, PHQ-9 = depression, GAD-7 = anxiety, AAQ-II = 

experiential avoidance, SSQN = average number of social supports, SSQS = average social support satisfaction 
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Table 4 
 

Results of t-tests for Psychological Variables in Men versus Women 

Psychological Variable Group 
95% CI for 

Mean 

Difference 

t df 

 Men  Women   

 M SD n  M SD n    

Distress           

COVID ASDS 40.56 18.74 16  45.43 21.02 56 -16.48, 6.75 -0.84 70 

PHQ-9 6.50 6.39 16  7.89 7.19 56 -5.37, 2.58 -0.70 70 

GAD-7 5.81 5.24 16  6.54 6.11 56 -4.08, 2.63 -0.43 70 

Experiential Avoidance           

AAQ-II 17.06 7.55 16  17.68 9.65 56 -5.84, 4.61 -0.24 70 

Coping Style           

Problem-Focused Coping 2.43 0.81 16  2.45 0.76 56 -0.46, 0.41 -0.12 70 

Emotion-Focused Coping 2.26 0.64 16  2.42 0.58 56 -0.49, 0.18 -0.95 70 

Dysfunctional Coping 1.64 0.41 16  1.76 0.48 56 -0.38, 0.14 -0.91 70 

Social Support           

SSQN 3.21 2.33 16  4.47 2.58 48 -2.72, 0.20 -1.73 62 

SSQS 4.72 1.53 16  5.43 0.85 56 -1.56, 0.12 -1.79 17.74 

Note. n = 72. *p < .05. COVID ASDS = COVID-19 stress, PHQ-9 = depression, GAD-7 = anxiety, AAQ-II = experiential avoidance, SSQN = 

average number of social supports, SSQS = average social support satisfaction. Equal variances not assumed for SSQS t-test 
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Table 5 
 

Descriptive Frequencies for COVID-19 Exposure of Online Student Sample 
COVID-19 Exposure Question  Frequency  Percent 

How many individuals do you currently reside with?     

0  10  13.89 

1-2  24  33.33 

3-4  29  40.28 

5-6  8  11.11 

7-8  1  1.39 

Have you personally contracted COVID-19?     

Yes  2  2.78 

No  44  61.11 

Did not answer  1  1.39 

Not posed this question  25  34.72 

Did you personally know someone who contracted COVID-19?     

Yes, I personally knew someone  11  15.28 

No, but someone close to me knew someone  7  9.72 

No, but an acquaintance/coworker knew someone  2  2.78 

No  5  6.94 

Not posed this question  47  65.28 

How many people have you personally known who contracted 

COVID-19? 

 
  

 

0  16  22.22 

1-5  23  31.94 

6-9  6  8.33 

10-15  2  2.78 

Not posed this question  25  34.72 

Knew someone who had contracted COVID-19     

Yes  42  58.33 

No  30  41.67 
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Table 5 continued 
 

Descriptive Frequencies for COVID-19 Exposure of Online Student Sample 
COVID-19 Exposure Question  Frequency  Percent 

Relationship of closest known individual who contracted COVID-19     

Immediate family: parent, sibling, or child  9  12.50 

Extended family: grandparent, aunt/uncle, cousin  5  6.94 

Significant other or spouse  0  0.00 

Close friend  7  9.72 

Acquaintance (e.g., co-worker, classmate, teammate, neighbor, 

hairdresser, etc. 

 
21  29.17 

Did not respond/Was not posed this question  30  41.67 

Was the individual hospitalized for the virus?     

Yes  11  15.28 

No  28  38.89 

I’m not sure  3  4.17 

Did not respond/Was not posed this question  30  41.67 

Did the individual die due to the virus or complications related to it?     

Yes  4  5.56 

No  38  52.78 

Did not respond/Was not posed this question  30  41.67 

Note. n = 72 

 

Table 6 
 

Correlations Between Knowing Someone with COVID-19 and Well-being 
Variable M SD 1 2 3 4 

1. KnownCOVID 0.58 0.50 - - - - 

2. COVID ASDS 44.35 20.51 .10 - - - 

3. PHQ-9 7.58 7.00 .06 .80*** - - 

4. GAD-7 6.38 5.90 .12 .76*** .84*** - 

Note. *p < .05, **p < .01, ***p < .001. KnownCOVID =  whether participants indicated they knew 

at least one individual who contracted COVID-19, COVID ASDS = COVID-19 stress, PHQ-9 = 

depression, GAD-7 = anxiety 
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Table 7 
 

Summary of Multiple Regression Analysis for COVID-19 Exposure as a Predictor 

of COVID-19 Stress 
 R R2 SE of the 

estimate 

R2 

Change 

b SE t 

Model 1 .34 .12 20.65 .12    

COVID Family     -10.94 6.84 -1.60 

COVID Hospitalized     13.34 7.34 1.82 

Note. n = 42. *p < .05. COVID Family = whether participant reported family member contracting 

COVID-19, COVID Hospitalized = whether participant reported knowing someone hospitalized for 

COVID-19 

 

 

Table 8 
 

Summary of Multiple Regression Analysis for COVID-19 Exposure as a Predictor 

of Depression 
 R R2 SE of the 

estimate 

R2 

Change 

b SE t 

Model 1 .46 .22 6.55 .22    

COVID Family     -3.62 2.17 -1.67 

COVID Hospitalized     7.06 2.33 3.04** 

Note. n = 42. *p < .05, **p < .01. COVID Family = whether participant reported family member 

contracting COVID-19, COVID Hospitalized = whether participant reported knowing someone 

hospitalized for COVID-19 

 

 

Table 9 
 

Summary of Multiple Regression Analysis for COVID-19 Exposure as a Predictor 

of Anxiety 
 R R2 SE of the 

estimate 

R2 

Change 

b SE t 

Model 1 .40 .16 5.64 .16    

COVID Family     -1.59 1.87 -0.85 

COVID Hospitalized     5.34 2.00 2.67* 

Note. n = 42. *p < .05. COVID Family = whether participant reported family member contracting 

COVID-19, COVID Hospitalized = whether participant reported knowing someone hospitalized for 

COVID-19 
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Table 10 
 

Summary of Multiple Regression Analysis for COVID-19 Stress 
 R R2 SE of the 

estimate 

R2 

Change 

b SE t 

Model 1 .74 .54 14.76 .54    

Problem-Focused Coping     2.24 3.38 0.66 

Emotion-Focused Coping     -0.55 4.61 -0.12 

Dysfunctional Coping     17.07 6.58 2.60* 

AAQ-II     0.88 0.35 2.50* 

SSQN     0.20 0.84 0.23 

SSQS     1.13 2.40 0.47 

Note. n = 64. *p < .05. AAQ-II = experiential avoidance, SSQN = average number of social 

supports, SSQS = average social support satisfaction 

 

 

Table 11 
 

Summary of Multiple Regression Analysis for Depression 
 R R2 SE of the 

estimate 

R2 

Change 

b SE t 

Model 1 .81 .66 4.29 .66    

Problem-Focused Coping     2.20 0.98 2.24* 

Emotion-Focused Coping     -2.62 1.34 -1.96 

Dysfunctional Coping     6.48 1.91 3.39** 

AAQ-II     0.31 0.10 3.03** 

SSQN     0.04 0.24 0.17 

SSQS     0.50 0.70 0.72 

Note. n = 64. *p < .05, **p < .01. AAQ-II = experiential avoidance, SSQN average number of social 

supports, SSQS = average social support satisfaction 
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Table 12 
 

Summary of Multiple Regression Analysis for Anxiety 
 R R2 SE of the 

estimate 

R2 

Change 

b SE t 

Model 1 .89 .79 2.78 .79    

Problem-Focused Coping     0.23 0.64 0.36 

Emotion-Focused Coping     -0.61 0.87 -0.71 

Dysfunctional Coping     6.36 1.24 5.14*** 

AAQ-II     0.26 0.07 3.95*** 

SSQN     0.00 0.16 -0.00 

SSQS     -0.41 0.45 -0.91 

Note. n = 64. *p < .05, **p < .01, ***p < .001. AAQ-II = experiential avoidance, SSQN = average 

number of social supports, SSQS = average social support satisfaction 
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Appendix B: Survey Questions 

 

Demographic Questionnaire 

We want to collect a little information about you first. Please answer the following 

demographic questions. 

 

1. What is your gender? 

• Male 

• Female 

• Prefer not to answer 

• Other (please specify) 

o Open-ended text box 

 

2. What is your age? 

• Open-ended text box 

 

3. What ethnicity are you? 

• African American/Black/African Origin 

• American Indian or Alaska Native 

• Asian 

• Caucasian 

• Hispanic/Latino 

• Native Hawaiian or Other Pacific Islander 

• Middle Eastern 

• Other (please specify) 

o Open-ended text box 

 

4. Are you a U.S. citizen? 

• Yes 

• No 

o If No: 

4a. How many months have you resided in the U.S.? 

• Open-ended text box 

 

5. Is English your first language? 

• Yes 

• No 
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6. Are you an on-campus student or are you taking your degree through 

Florida Tech Online? [NOTE: this is referring to whether you are registered 

on-campus or full-time online. On-campus students taking online courses, 

would still select “on-campus”]2 

• On-campus 

• Florida Tech Online 

o If On-Campus: 

6a. Are you currently, or were you in the past academic year, 

involved in (check all that apply): 

• Fraternity/Sorority 

• Athletics Team 

• Intramural, non-NCAA, athletics team 

• Student government 

• Other Student Organization (please list all): 

o Open-ended text box 

 

7. What is your current class standing? 

• First year/Freshman 

• Second year/Sophomore 

• Third year/Junior 

• Fourth year/Senior 

• Graduate student 

 

8. If you are in your first, second, or third year, do you have plans to return to 

Florida Tech in the fall?3 

• Yes 

• No 

• Unsure 

o If No or Unsure: 

8a. If you are willing, please elaborate on your reasons for not 

returning: 

• Open-ended text box 

 

                                                      
2 This question was revised on July 20, 2020 to read “At the beginning of the Spring 2020 semester, 

were you an on-campus student or were you taking your degree through Florida Tech Online?” 
3 This question was removed on July 20, 2020 
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9. What is your approximate annual household income? (NOTE: If you are 

considered a dependent of your parents, please use that household’s 

estimated income) 

• < $20,000 

• $21,000 - $35,000 

• $36,000 - $50,000 

• $51,000 - $75,000 

• $76,000 - $100,000 

• > $100,000 

 

10. Please indicate your political orientation: 

• Sliding scale: 1 - 10; 1 = Extremely Liberal, 10 = Extremely 

Conservative  

 

11. What is your current religion, if any? 

• Catholic 

• Protestant 

• Christian 

• Jewish 

• Muslim 

• Mormon or Latter Day Saints 

• Sikh 

• Hindu 

• Buddhist 

• Agnostic (you are not sure if there is a God) 

• Atheist (you believe there is no God) 

• Spiritual, but not committed to a particular faith 

• Other: 

o Open-ended text box 

 

12. How important is religion/spirituality in your life? 

• Extremely important 

• Very important 

• Moderately important 

• Slightly important 

• Not at all important 
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COVID-19 Questionnaire—Prior to 07/20/2020 

1. When the states issued a “Stay at Home/Safer at Home” (i.e., the month of 

April) order for the COVID virus, were you in the United States for the 

majority of the month? 

• Yes 

• No 

o If No: 

1a. In what country did you reside for the majority ( > 2 weeks) 

of April? 

• Open-ended text box 

 

2. How many individuals stayed in the residence with you? 

• Open-ended text box 

o If zero, directed to next group of questions, otherwise: 

 

3. We want to know a bit more about those individuals you were staying with. 

Please answer the following classification questions for each: 

3a. Individual #1: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

3b. Individual #2: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 
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o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

3c. Individual #3: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

3d. Individual #4: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

3e. Individual #5: 
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• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

3f. Individual #6: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

3g. Individual #7: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 
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o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

3h. Individual #8: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

3i. Individual #9: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

3j. Individual #10: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 
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o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

 

4. Did you personally know someone who contracted (or believes they 

contracted) COVID-19? 

• Yes, I personally knew someone 

• No, but someone close to me knew someone 

• No, but an acquaintance/coworker knew someone 

• No 

o If any answer other than Yes, I personally knew someone, directed 

to next section of questions, otherwise: 

 

5. How close to you, relationship-wise, was the individual? 

• Immediate family: parent, sibling, or child 

• Extended family: grandparent, aunt/uncle, cousin 

• Significant other or spouse 

• Close friend 

• Acquaintance (e.g., co-worker, classmate, teammate, neighbor, 

hairdresser, etc.) 

 

6. Was the individual hospitalized for the virus? 

• Yes 

• No 

• I’m not sure 

 

7. Did the individual die due to the virus or complications related to it? 

• Yes 

• No 

• I’m not sure 
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COVID-19 Questionnaire—Beginning 07/20/2020 

1. How many individuals do you currently reside with? (Please write a 

number. If you reside alone, please write 0) 

• Open-ended text box 

o If zero, directed to question #3, otherwise: 

 

2. We want to know a bit more about the individuals you reside with. Please 

answer the following classification questions for each: 

2a. Individual #1: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

2b. Individual #2: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

2c. Individual #3: 
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• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

2d. Individual #4: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

2e. Individual #5: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 
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o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

2f. Individual #6: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

2g. Individual #7: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

2h. Individual #8: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 
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o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

2i. Individual #9: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 

2j. Individual #10: 

• Gender 

o Male 

o Female 

o Prefer not to say 

• Age 

o Open-ended text box 

• Relationship to you 

o Grandparent 

o Parent/Step-parent 

o Sibling/Step-sibling 

o Child/Step-child 

o Other relative (e.g., aunt/uncle, cousin 

o Friend/roommate 

o Other 
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3. Have you personally contracted COVID-19? 

• Yes 

• No 

 

4. How many people have you personally known who contracted (or believes 

they contracted) COVID-19? (Please write in a number. If none, pleas write 

0). 

• Open-ended text box 

o If zero, directed to next group of questions, otherwise: 

 

5. Consider the person closest to you who has contracted COVID-19. What is 

their relationship to you? 

• Immediate family: parent, sibling, or child 

• Extended family: grandparent, aunt/uncle, cousin 

• Significant other or spouse 

• Close friend 

• Acquaintance (e.g., co-worker, classmate, teammate, neighbor, 

hairdresser, etc.) 

 

6. Was the individual hospitalized for the virus? 

• Yes 

• No 

• I’m not sure 

 

7. Did the individual die due to the virus or complications related to it? 

• Yes 

• No 

• I’m not sure 
 

COVID ASDS 

Please consider how you have been feeling lately related to COVID-19. 

 

(Not at all) (Mildly) (Medium) (Quite a bit) (Very Much) 

 

1. Have you felt numb or distant from your emotions? 

2. Have you ever felt in a daze? 

3. Have things around you ever felt unreal or dreamlike? 
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4. Have you ever felt distant from your normal self or like you were watching 

it happen from the outside? 

5. Have you been unable to recall important aspects of things that have 

happened? 

6. Have memories of things that have happened kept entering your mind? 

7. Have you had bad dreams or nightmares? 

8. Have you felt that you are reliving things that have happened? 

9. Do you feel upset when you are reminded of things that have happened? 

10. Have you tried not to think about it? 

11. Have you tried not to talk about it? 

12. Have you tried to avoid situations or people that remind you of it? 

13. Have you tried not to feel upset or distressed by it? 

14. Have you had trouble sleeping? 

15. Have you felt more irritable? 

16. Have you had difficulty concentrating? 

17. Have you become more alert to danger? 

18. Have you become jumpy? 

19. When you think about it, do you sweat or tremble, or does your heart beat 

fast? 

 

Thinking about all of these reactions taken together, how much are they bothering 

you or getting in the way of your school work, relationships, or other parts of your 

life? 

• Not at all 

• Mildly 

• Medium 

• Quite a bit 

• Very much 

 
AAQ-II Questionnaire 

Below you will find a list of statements. Please rate how true each statement is for 

you by using the scale below to fill in your choice. 

 

(Never True) (Very Seldom True) (Seldom True) (Sometimes True) (Frequently 

True) (Almost Always True) (Always True) 

 

1. My painful experiences and memories make it difficult for me to live a life 

that I would value. 

2. I’m afraid of my feelings. 



 

 

 

 

117 

3. I worry about not being able to control my worries and feelings. 

4. My painful memories prevent me from having a fulfilling life. 

5. Emotions cause problems in my life. 

6. It seems like most people are handling their lives better than I am. 

7. Worries get in the way of my success. 

 

*Manipulation check* 

 

Mark this item True. 

• True 

• False 
 

PHQ-9 

Over the last 2 weeks, how often have you been bothered by any of the following 

problems? 

 

(Not at all) (Several days) (More than half the days) (Nearly every day) 

 

1. Little interest or pleasure in doing things 

2. Feeling down, depressed, or hopeless 

3. Trouble falling asleep, or sleeping too much 

4. Feeling tired or having little energy 

5. Poor appetite or overeating 

6. Feeling bad about yourself—or that you are a failure or have let yourself or 

your family down 

7. Trouble concentrating on things, such as reading the newspaper or watching 

television 

8. Moving or speaking so slowly that other people could have noticed. Or the 

opposite—being so fidgety or restless that you have been moving around a 

lot more than usual 

9. Thoughts that you would be better off dead, or of hurting yourself 

 

If you checked off any problems, how difficult have these problems made it for you 

to do your work, take care of things at home, or get along with other people? 

• Not difficult at all 

• Somewhat difficult 

• Very difficult 

• Extremely difficult 
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GAD-7 

Over the last 2 weeks, how often have you been bothered by the following 

problems? 

 

(Not at all) (Several days) (Over half the days) (Nearly every day) 

 

1. Feeling nervous, anxious, or on edge 

2. Not being able to stop or control worrying 

3. Worrying too much about different things 

4. Trouble relaxing 

5. Being so restless that it’s hard to sit still 

6. Becoming easily annoyed or irritable 

7. Feeling afraid as if something awful might happen 

 

If you checked off any problems, how difficult have these made it for your to do 

your work, take care of things at home, or get along with other people? 

• Not difficult at all 

• Somewhat difficult 

• Very difficult 

• Extremely difficult 

 
SSQ6 

The following questions ask about people in your environment who provide you 

with help or support. Each question has two parts. For the first part, select how 

many people you know, excluding yourself, whom you can count on for help or 

support in the manner described. If your answer is greater than 10, select "10". 

  

For the second part, select how satisfied you are with the overall support you have 

for each preceding question. 

 

If you have had no support for a question, select "0," but still rate your level of 

satisfaction. 

 

Please answer all questions as best you can. All your responses will be kept 

confidential. 

 

1. Whom can you really count on to be dependable when you need help? 

(Number of people) 
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• Sliding scale: 0 - 10 

 

2. How satisfied? 

• Very satisfied 

• Fairly satisfied 

• A little satisfied 

• A little dissatisfied 

• Fairly dissatisfied 

• Very dissatisfied 

 

3. Whom can you really count on to help you feel more relaxed when you are 

under pressure or tense? (Number of people) 

• Sliding scale: 0 - 10 

 

4. How satisfied? 

• Very satisfied 

• Fairly satisfied 

• A little satisfied 

• A little dissatisfied 

• Fairly dissatisfied 

• Very dissatisfied 

 

5. Who accepts you totally, including both your worst and your best points? 

(Number of people) 

• Sliding scale: 0 - 10 

 

6. How satisfied? 

• Very satisfied 

• Fairly satisfied 

• A little satisfied 

• A little dissatisfied 

• Fairly dissatisfied 

• Very dissatisfied 

 

7. Whom can you really count on to care about your, regardless of what is 

happening to you? (Number of people) 

• Sliding scale: 0 - 10 

 

8. How satisfied? 
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• Very satisfied 

• Fairly satisfied 

• A little satisfied 

• A little dissatisfied 

• Fairly dissatisfied 

• Very dissatisfied 

 

9. Whom can you really count on to help you feel better when you are feeling 

generally down-in-the-dumps? (Number of people) 

• Sliding scale: 0 - 10 

 

10. How satisfied? 

• Very satisfied 

• Fairly satisfied 

• A little satisfied 

• A little dissatisfied 

• Fairly dissatisfied 

• Very dissatisfied 

 

11. Whom can you count on to console you when you are very upset? (Number 

of people) 

• Sliding scale: 0 - 10 

 

12. How satisfied? 

• Very satisfied 

• Fairly satisfied 

• A little satisfied 

• A little dissatisfied 

• Fairly dissatisfied 

• Very dissatisfied 

 

*Manipulation check* 

 

Mark this item False 

• True 

• False 
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Brief COPE 

Answer the following questions based on how you’ve been coping with the recent 

COVID-19 outbreak. 

 

(I haven’t been doing this at all) (I’ve been doing this a little bit) (I’ve been doing 

this a medium amount) (I’ve been doing this a lot) 

 

1. I’ve been turning to work or other activities to take my mind off things. 

2. I’ve been concentrating my efforts on doing something about the situation 

I’m in. 

3. I’ve been saying to myself, “this isn’t real.” 

4. I’ve been using alcohol or other drugs to make myself feel better. 

5. I’ve been getting emotional support from others 

6. I’ve been giving up trying to deal with it. 

7. I’ve been taking action to try to make the situation better. 

8. I’ve been refusing to believe that it has happened. 

9. I’ve been saying things to let my unpleasant feelings escape. 

10. I’ve been getting help and advice from other people. 

11. I’ve been using alcohol or other drugs to help me get through it. 

12. I’ve been trying to see it in a different light, to make it seem more positive. 

13. I’ve been criticizing myself. 

14. I’ve been trying to come up with a strategy about what to do. 

15. I’ve been getting comfort and understanding from someone. 

16. I’ve been giving up the attempt to cope. 

17. I’ve been looking for something good in what is happening. 

18. I’ve been making jokes about it. 

19. I’ve been doing something to think about it less, such as going to movies, 

watching TV, reading, daydreaming sleeping, or shopping. 

20. I’ve been accepting the reality of the fact that it has happened. 

21. I’ve been expressing my negative feelings. 

22. I’ve been trying to find comfort in my religion or spiritual beliefs. 

23. I’ve been trying ot get advice from other people about what to do. 

24. I’ve been learning to live with it. 

25. I’ve been thinking hard about what steps to take. 

26. I’ve been blaming myself for things that happened. 

27. I’ve been praying or meditating. 

28. I’ve been making fun of the situation. 

 

*Manipulation check* 

Choose the choice that says “Never” 
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• Always 

• Most of the time 

• About half the time 

• Sometimes 

• Never 

 
Communication Methods 

On average, how often have you used the following communication methods since 

the COVID-19 virus outbreak? 

 

(Never) (Once a week) (2-3 times a week) (4-6 times a week) (Daily) 

 

1. Texting 

2. Phone calls 

3. FaceTime 

4. Facebook 

5. Instagram 

6. Twitter 

7. Snapchat 

8. Zoom 

9. Google Hangouts 

10. Microsoft Teams 

11. Skype 

12. WhatsApp 

13. TikTok 

14. Twitch 
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Appendix C: Resources List 

In the event that you find yourself in need of support or aid during these trying 

times, please refer to the following list of local resources: 

  

Florida Tech Counseling and Psychological Services (CAPS) 

Address: 150 W. University Blvd Melbourne, Florida 32901, Bldg. 264 

Phone: (321) 674-8050 

Website: https://www.fit.edu/counseling-and-psychological-services/ 

 

Brevard 211 Helpline  

Phone: call 211 –or- 321-632-6688 

Text Your Zip Code to:  898211 

Website:  http://www.211brevard.org/ 

 

Circles of Care  

Address: 880 Airport Road,  Melbourne, Florida 32901 

Phone: 321-914-0640  

Website: http://www.circlesofcare.org 

 

Crisis Text Line 

Text “HOME” to 741741 

Website: https://www.crisistextline.org/ 

 

National Suicide Prevention Lifeline 

Phone: 1-800-273-TALK/8255–or- Chat Now 

Website: https://suicidepreventionlifeline.org/ 
 


