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ABSTRACT

 Tens of thousands of students with psychiatric disabilities are enrolled in postsecondary 

education (Souma, Rickerson, & Burgstahler, 2012) and approximately one in five postsecondary 

students experience a mental illness (Substance Abuse and Mental Health Services 

Administration [SAMHSA], 2013); yet the field of psychology and rehabilitation psychology 

does not have a comprehensive understanding of what factors may influence outcomes. This 

study examined postsecondary students with psychiatric disabilities and potential predictors of 

quality of life (QOL) and academic achievement. This study’s aim was to determine whether 

person, disability, and environmental variables, as set forth by the psychosocial model of Vash 

and Crewe (2004) would predict the QOL and academic achievement of postsecondary students 

with psychiatric disabilities. Additionally, this study assessed gender differences on specific 

variables within the context of Vash and Crewe’s (2004) framework.

 QOL was measured using the WHOQOL-BREF (WHO, 1996), coping was measured 

using the Coping Strategies Inventory - Short Form (CSI-S; Tobin, 1995), and symptom severity 

was measured using the Sheehan Disability Scale (SDS; Sheehan, 1983). Further information 

was collected for variable usage within the  demographic question. This included: academic 

achievement (grade-point average), services utilized at their disability service center, and 

enrollment status (full-time versus part-time). A linear regression was used to determine if 

person, disability, and/or environmental variables would predict the QOL and academic 

achievement. Coping and symptom severity were identified as significant predictors of QOL 

across all four domains. The number of services utilized was identified as a significant predictor 

within the domains Physical and Social for QOL. No other predictors were identified for QOL, 
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furthermore, this study did not identify predictors of academic achievement. Next, a MANOVA 

was conducted to assess for gender differences across QOL, academic achievement, and coping. 

No significant findings were revealed. Possible explanations for both significant and non-

significant findings are discussed in detail.
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CHAPTER 1

INTRODUCTION

 Students with psychiatric disabilities are a unique subset of the academic population. In 

fact, the majority of high school students with mental illness (50%) fail to complete high school 

(National Alliance on Mental Illness [NAMI], 2012b). Of those students with psychiatric 

disabilities who do finish high school and attend a 4-year university, more than 45% ceased 

attending postsecondary school because of mental health related reasons (NAMI, 2012a). In 

2014, (NCESb) a 40% drop-out rate was reported among all postsecondary students.

 Upwards of 27% of young adults between the ages of 18 and 24 have been diagnosed with 

a mental illness (NAMI, 2011) and enter college (Hegland, 2004), and over 50% of this 

population will permanently withdraw from a university (NCE, 2009). Additionally, 

postsecondary students with psychiatric disabilities have been identified as a population that 

endorses lower levels of quality of life (QOL) as compared with their peers without psychiatric 

disabilities (Feldman & Crandall, 2007; Livingston & Boyd, 2010; Moses, 2010; Watson & 

Eack, 2011).

Statement of the Problem

 Research has demonstrated that people with psychiatric disabilities who do not have a 

postsecondary education, or those who have not been academically successful, are more likely to 

experience long-term negative effects, such as poverty and a lack of health care compared to 

people with a postsecondary education, without psychiatric disabilities (Drathring & Terpstra, 

2011; Lund, et al., 2010; McGuire & Miranda, 2008). Additionally, persons with psychiatric 

disabilities are more likely to be absent from work than their healthy counterparts, earn lower 
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wages (The U.S. Department of Labor, Bureau of Labor Statistics, 2013), experience social 

instability, economic hardships and are more likely to be incarcerated (Zullig & Divin, 2012, p. 

2; e.g., Thurlow, Sinclair, & Johnson, 2002). Research agrees (e.g., Barr et al., 2012; Drathring & 

Terpstra, 2011; Moses, 2010; Watson & Eack, 2011) that individuals with psychiatric disabilities 

and without a postsecondary education experience increased negative outcomes compared to 

those with a higher education. Postsecondary education provides an opportunity for students with 

psychiatric disabilities to achieve independence, gain a new level of responsibility, engage in 

self-advocacy, and seek appropriate accommodations (Barr et al., 2012).

 There is a reported increase in the number of postsecondary students with psychiatric 

disabilities, and most of these students do not reach degree completion (NAMI, n.d.). Tens of 

thousands of students with psychiatric disabilities are enrolled in postsecondary education 

(Souma, Rickerson, & Burgstahler, 2012) and approximately one in five postsecondary students 

experience a mental illness (Substance Abuse and Mental Health Services Administration 

[SAMHSA], 2013). Assisting this population in the completion of a postsecondary degree would 

likely provide them with long-term benefits.

 Degree completion among students with psychiatric disabilities is difficult to monitor as 

research has not clearly delineated between postsecondary students with mental illness versus 

psychiatric disabilities. A mental illness does not in and of itself constitute a psychiatric 

disability, rather a mental illness is classified as a psychiatric disability when the effects of the 

mental illness significantly interferes with the individual’s daily living and functioning (Boston 

University, Center for Psychiatric Rehabilitation, n.d.). Therefore, research may have examined 

individuals with mental illness resulting in significant impairment, however, researchers may not 
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have assessed functionality. Due to the increasing number of students with psychiatric 

disabilities attending postsecondary institutions (Collins & Mowbray, 2008; Guthman, Iocin, & 

Konstas, 2010; NCES, 2011; Newman, Wagner, Cameto, Knokey, & Shaver, 2010), and the high 

rate of academic incompletion (National Center for Education Statistics [NCES], 2014b), it is 

important to adequately understand the key factors that increase adaptability and grade-point 

average (GPA) among this population.

 Adaptation to a new environment, academic challenges, and the establishment of a new 

social support system can be difficult for students with disabilities who are transitioning into 

postsecondary education (Huger, 2011). New life challenges associated with entering college can 

be exacerbated by a psychiatric disability. However, most academic institutions have established 

services for postsecondary students with psychiatric disabilities to better promote a higher GPA. 

Universities provide counseling centers and student disability service offices to better assist 

students with disabilities in requesting services for accommodations.

 Although many students with a disability seek disability support services, counseling 

services may provide more targeted help in addressing specific functional limitations that result 

from the mental illness. These types of services serve a different function. Counseling services 

seek to provide mental health support to improve psychiatric disabilities, while disability support 

services are aimed at assisting students in achieving their educational goals despite their 

disability (Collins & Mowbray, 2005a). Unfortunately, many students with serious and long-term 

psychiatric disorders are not participating in counseling or disability support services on campus 

(Barr et al., 2012; Collins & Mowbray, 2005a; Drum, Brownson, Denmark, & Smith, 2009; 

NAMI, 2012), which may impact academic dropout and withdrawal rates. Additionally, 
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significant discrepancies exist between gender groups in the frequency of service utilization 

(McGuire & Miranda, 2008), such that females employ additional services at a higher rate than 

males.

 In summary, approximately one in five postsecondary students report experiencing a 

mental illness (SAMHSA, 2013), and the majority of these students will not obtain their degree 

(Kiuhara & Huefner, 2008; NCE, 2012). Research has demonstrated that this population does not 

frequently utilize university counseling centers or disability student centers on a regular basis 

(Barr et al., 2012; Collins & Mowbray, 2005a; Drum et al., 2009; NAMI, 2012), which may 

impact quality of life and GPAfor these students. Lower GPAs have demonstrated negative 

relationships with quality of life outcomes, which have the potential to significantly impact 

individuals over their lifespan (Drathring & Terpstra, 2011; Lund, et al., 2010; McGuire & 

Miranda, 2008). Finally, the literature does not differentiate between individuals with mental 

illness (SAMHSA, 2013) versus psychiatric disabilities (Souma et al., 2012) focusing on 

functional impairment. For example, NAMI (2011) classified anxiety and depression as mental 

illnesses whereas Johns Hopkins University (n.d.) identified the same disorders as psychiatric 

disabilities; neither mention functional impairment.

Theoretical Framework

 As the main focus of the present study is postsecondary students with psychiatric 

disabilities, the theoretical model is drawn from rehabilitation psychology literature. The theory 

of interest in the present study was the psychosocial model developed by Vash (1981) and later 

revised by Vash and Crewe (2004). This theory was never formally named; researchers and 

theorists simply refer to it as the Vash and Crewe (2004) psychosocial model. According to this 
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theory individuals experience a sense of loss over an illness or injury (Vash & Crewe, 2004). 

Vash and Crewe (2004) “present the psychological experience from the perspectives of people 

who have disabilities” (p. 8) and how being a person with a disability in today’s world affects 

“the basic life functions of surviving, living, working, playing. . .” (p. 8). According to this 

model, human beings share common responses of feeling devalued as a result of having a 

disability, with a need to ultimately seek acceptance of the disability. The model proposes 

variables that impact the individual’s reaction and acceptance of their disability and groups the 

variables under the following three categories: 1) the nature of the disability, 2) personal 

characteristics, and 3) the environment (Vash & Crewe, 2004). This framework incorporates the 

concept of acceptance of disability, also referred to as the acceptance of loss. This infers that the 

individual will adapt to the disability and environment concurrently while adjusting to, and 

ultimately accepting the disability. Acceptance of one’s disability has been shown to positively 

relate to one’s adaptation (Chiu, Livneh, Tsao, & Tsai, 2013; Psarra & Kleftaras, 2013; 

Smedema, Catalano, & Ebener, 2010). Furthermore, person, disability, and environmental factors 

are embedded within the construct of quality of life, which has been examined in the literature as 

a function of adaptation (Bishop, 2005; Bishop et al., 2007; Bishop et al., 2009).

 According to recent research (e.g., Bishop, 2005; Bishop, Stenhoff, & Shepard, 2007; 

Bishop, Frain, & Tschopp, 2008), adaptation to disability can be assessed through measures of 

QOL. As such, the proposed study can examine QOL within the context of Vash and Crewe’s 

(2004) psychosocial model. Quality of life is a multidimensional construct, inclusive of physical, 

mental, and social domains (WHO, 2014). It has been identified as an important area of research 

as it indicates changes in symptom severity and the effect on QOL (WHO, 1997). No known 
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studies have incorporated the concept of QOL into Vash and Crewe’s (2004) model to examine 

postsecondary students with psychiatric disabilities. Therefore, this study provided a unique 

perspective to the rehabilitation psychology literature by addressing this gap.

Social Significance of the Study

 This study contributes to currently existing literature by providing an understanding of the 

unique needs and characteristics that influence the QOL and GPA of postsecondary students with 

psychiatric disabilities. Additionally, this study provides information on service consumption 

among this population which further delineates the utility and efficacy of variable services as 

related to GPA when assessing accommodations used and grade-point average. Examination of 

within group differences related to gender, coping style, enrollment status, quality of life, and 

GPA was assessed further contributing to research. This study supplies further research 

supporting quality of life and psychosocial adaptation as one construct as QOL has been 

demonstrated as a practical way to assess adaptation (Bishop, 2005). Finally, no other known 

study to date has examined the quality of life and GPA of postsecondary students with 

psychiatric disabilities within the distinctive framework provided by rehabilitation literature via 

Vash and Crewe (2004). This allowed for the examination of person, disability, and 

environmental variables that were specifically selected as significant among postsecondary 

students with a psychiatric disability.

Purpose

 This study sought to fill two gaps in the literature by specifically examining postsecondary 

students with psychiatric disabilities at 4-year postsecondary institutions in the United States. 

The purpose of this study was to examine how person (gender and coping), disability (symptom 
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severity), and environmental factors (enrollment status and type of services used), as set forth by 

the psychosocial model of Vash and Crewe (2004), impact QOL and GPA.

 This study obtained and evaluated data from university students at postsecondary 

institutions by implementing a non-probability sample from across the United States, limiting 

participants to those enrolled at student disability centers. It was hoped that this study would lead 

to a better understanding of how professionals (e.g., faculty, counselors, and disability 

coordinators) may appropriately intervene in order to prevent decreased QOL and ultimately 

improve GPA among this population. To fully understand this study’s research questions and 

hypotheses, a list of operational definitions are provided below.

 Operational Definition of Terms

The following definitions were utilized in the present study:

Coping: “...an activity we do to seek and apply solutions to stressful situations or problems 

that emerge because of our stressors” (Sincero, 2012, para. 2). For the purpose of this study, 

coping was assessed via The Coping Strategies Inventory - Short Form (CSI-S; Tobin, 1984; 

1995).

Disability Variables: “...both time and type of disability onset influence how the person 

reacts...other influences relating to the nature of the disability are the types of functions that are 

impaired, the severity of the disability, its stability over time, and the presence (or absence) of 

pain” (Vash & Crewe, 2004, p. 32). For the purpose of this study a single disability variable was 

selected: symptom severity. Symptom severity was assessed via the Sheehan Disability Scale 

(SDS; Sheehan, 1983).
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Environmental Variables: “Reactions to disablement are determined not only by 

characteristics of the disabilities and the people who have them, but also by what is going on in 

the environment . . . immediate environmental variables such as family acceptance and support, 

income, available community resources, and the presence or absence of loyal friends...” (Vash & 

Crewe, 2004, p. 46). For the purpose of this study environmental variables selected include 

enrollment status (part-time versus full-time) and number of services used. This information was 

collected through self-report.

Grade-Point Average (GPA): “...a number representing the average value of the accumulated 

final grades earned in courses over time. More commonly called a GPA, a student’s grade point 

average is calculated by adding up all accumulated final grades and dividing that figure by the 

number of grades awarded. This calculation results in a mathematical mean - or average - of all 

final grades. The most common form of GPA is based on a 0 to 4.0 scale with a 4.0 representing 

a “perfect” GPA - or a student having earned straight As in every course” (Great Schools 

Partnership, 2013). For the purpose of this study GPA was assessed via self-report of student 

cumulative (total) grade-point average.

Mental Illness: “...a term that describes a broad range of mental and emotional conditions. 

Mental illness also refers to one portion of the broader ADA term mental impairment, and is 

different from other covered mental impairments such as mental retardation, organic brain 

damage, and learning disabilities. The term ‘psychiatric disability’ is used when mental illness 

significantly interferes with the performance of major life activities, such as learning, working 

and communicating, among others” (Boston University, Center for Psychiatric Rehabilitation, 

n.d., para. 1). For the purpose of this study, mental illness was assessed via self-reported clinical 
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diagnosis. Data was collected from Student Disability Service Centers that require a documented 

mental illness in order to receive services.

Person Variables: “...the array of personal characteristics and situations that determine the 

types and intensities of their reactions to the lack or loss of capabilities ordinarily taken for 

granted” (Vash & Crewe, 2004, p. 24). For the purpose of this study personal variables selected 

included gender and coping. Gender was assessed via self-report. See definition of coping for 

information pertaining to data collection.

Psychiatric disability: Psychiatric disabilities fall within the category of mental illness, such 

that “...when mental illness significantly interferes with the performance of major life activities, 

such as learning, working and communicating, among others” (Boston University, Center for 

Psychiatric Rehabilitation, n.d., para. 1). Data was collected from Student Disability Service 

Centers that require a documented psychiatric disability in order to receive services. For the 

purpose of this study, psychiatric disabilities was limited to mood disorders, anxiety disorders, 

obsessive-compulsive and related disorders, and trauma and stressor-related disorders. Other 

psychiatric disabilities were not included due to low prevalence rates (NAMI, 2012).

Psychosocial adaptation: “The individual’s personal and highly individual response to 

disability or illness-related disruptions across a wide range of life domains” (Orto & Power, 

2007, p. 235). For the purpose of this study psychosocial adaptation was not assessed 

individually, as it has been identified as interchangeable with the term Quality of Life. See 

Quality of Life defined for further information.

Quality of life: “…individuals’ perception of their position in life in the context of the culture 

and value systems in which they live and in relation to their goals, expectations, standards and 
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concerns. It is a broad ranging concept affected in a complex way by the person’s physical 

health, psychological state, level of independence, social relationships, personal beliefs and their 

relationship to salient features of their environment” (WHO, 1997, p. 1). For the purpose of this 

study Quality of Life was assessed via the World Health Organization Quality of Life - Brief 

Version (WHOQOL - BREF).

Delimitations

 Several delimitations exist in the present study that reduce the ability to generalize 

obtained results. First, the study’s external validity was limited by its target population — 

postsecondary students, ages 18 and older. The generalizability of this study was further limited 

by the composition of the final sample. The study’s design also limited its generalizability to a 

larger population because the study sought participants through university disability resource 

centers. Therefore, any students with psychiatric disabilities who are not registered with the 

campus disability resource center were automatically excluded. The sample was further restricted 

by individuals who may have asked to remove their name from the e-mail list associated with 

their student disability center.

 Another delimitation of this study was in regards to the operationalization of variables. 

Definitions of mental illness and psychiatric disability have been used interchangeably in past 

research without clear definitions, making results difficult to generalize. This in turn impacted 

the review of literature for the present study, which focused on postsecondary students with 

psychiatric disabilities. Similarly, GPA has been viewed in a variety of ways contingent on 

educational systems, policymakers, and educational backgrounds; as such, the discussion on 

GPA in research included wide variability. For example, as legislature and educational policy has 
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been altered over time (i.e., the Americans with Disabilities Act of 1990 and placement of 

student disability centers on campus) the impact on postsecondary students followed accordingly  

in research. Finally, variables were assessed within the context of operationalization of each 

measure.

 The manner through which data was collected was another delimitation. Because this 

study utilized self-reported measures for outcome variables as well as participant self-reported 

grade-point average), accurate results were dependent on the assumption that participants were 

responding truthfully.

 A final delimitation was the manner through which Vash and Crewe’s (2004) theory of 

psychosocial adaptation has been operationalized for the current study. Their theory encompasses 

a wide array of factors, and this researcher limited the study to five deemed of paramount 

importance based on relevant literature. Therefore, the results of this study measure aspects of 

Vash and Crewe’s (2004) theory of psychosocial adaptation.

Research Questions

The following research questions were developed based on content and methodological gaps 

noted within relevant research, as well as informed by the literature review.

1. What are the relationships among person (gender and coping), disability (symptom severity), 

environmental variables (enrollment status - full- versus part-time and number of services 

utilized), QOL, and GPA among postsecondary students with psychiatric disabilities?

2. Do gender differences exist between males and females on QOL, GPA, and coping?
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Summary

 In summary, this chapter provided a brief overview of postsecondary students with 

psychiatric disabilities. It also introduced the psychosocial model of Vash and Crewe (2004), 

which provided the foundation of person (gender and coping), disability (symptom severity), and 

environmental variables (enrollment status and services used) that impact reaction and adaptation 

to a disability. The statement of the problem, social significance, and purpose of the study were 

also presented. This was followed by the operational definitions of terms and the research 

questions.

 The next chapter will review literature on the following topics: psychiatric disabilities, 

postsecondary students with psychiatric disabilities, theoretical perspective of Vash and Crewe 

(2004), factors that predict GPA and psychosocial adaptation, and the gaps in this literature.
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CHAPTER 2

REVIEW OF THE LITERATURE

 This chapter will review research literature relevant to the current study. This study 

proposed to examine specific factors associated with decreased levels of QOL and increased 

GPA among postsecondary students with psychiatric disabilities. These factors included person 

(gender and coping), disability (symptom severity), and environmental factors (enrollment status 

and number of services utilized), as set forth by Vash and Crewe’s (2004) psychosocial model.

 First, research focused on persons with psychiatric disabilities will be discussed. Then, 

literature specifically relevant to postsecondary students with psychiatric disabilities will be 

presented. Finally, the theoretical underpinnings of this study will be discussed. Specifically, the 

psychosocial model established by Vash and Crewe (2004) and the construct of Quality of Life 

(QOL) will be detailed. This chapter ends with a critique of this body of literature.

Postsecondary Students with Psychiatric Disabilities

Defining Psychiatric Disabilities

 A psychiatric disability is “...when mental illness significantly interferes with the 

performance of major life activities, such as learning, working and communicating, among 

others” (Boston University, Center for Psychiatric Rehabilitation, n.d., para. 1). This definition 

was selected by the researcher because it acknowledges the importance of behaviors and 

subjective feelings, as they interfere with an individual’s functioning and impairment. Psychiatric 

disabilities are termed ‘invisible’ or ‘hidden disabilities’ because they cannot be seen outwardly 

by others (Bridgett, Grippo, & Magliano, 2013; Disabled World, n.d.). People with psychiatric 

disabilities may experience symptoms such as cognitive impairment, extreme fatigue, difficulty 
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with concentration, psychosis, and social impairment (American Psychiatric Association [APA], 

2013). As with physical illness, a psychiatric disability can be debilitating and cause serious 

impairment in functioning on a regular basis (APA, 2013). Psychiatric disabilities are recognized 

across the lifespan through national partnerships with institutions such as the Office of Disability, 

Social Security, Medicaid, the Individuals with Disabilities Education Act (IDEA, 2004), and the 

Americans with Disabilities Act (ADA, 1990; SAMHSA, 2012a).

 Psychiatric disabilities encompass a broad category of disorders that manifest in a variety 

of ways. This heterogeneity—particularly when combined with variations in age of onset, 

symptom severity and functional impairment—has resulted in multiple definitions used in the 

identification of people with psychiatric disabilities. Although the definition of a psychiatric 

disability in the past has included schizophrenia, bipolar disorder, and major depression (Bishop, 

Walling, Dott, Folkes, & Bucy, 1999), the definition has evolved to include other mood 

disorders, such as, seasonal affective disorder and postpartum depression (Hansson, 2006).

Prevalence Rates

 While mental illness is more widespread in the United States, a smaller subset of this 

group is considered psychiatrically disabled. Approximately 1 in 17 Americans live with a 

serious mental illness including schizophrenia (2.6 million), major depressive disorder (14.8 

million), or bipolar disorder (6.1 million; NIMH, 2013). According to the National Alliance on 

Mental Illness (NAMI, 2012), a much larger number of Americans meet criteria for a mental 

illness, about 25% or 61.5 million Americans.

 NAMI found that mood disorders (e.g., depression) are the third most common cause of 

U.S. hospitalizations in adults aged 18 to 44 (NAMI, 2013; Wier, 2013). As such, it is perhaps 
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not surprising that the third leading cause of death in the U.S. among 15-24 year olds is suicide, 

and that more than 90% of this group met the criteria for co-morbid psychiatric diagnoses 

(American Association of Suicidology, 2012) before their death.

 The adult-aged population diagnosed with a mental illness is composed of a diverse 

group of individuals not limited by race, gender, or age. According to the Center for Disease 

Control (CDC; 2011), 16% of the population diagnosed with a mental illness was Hispanic, 16% 

was Asian American, 19% was African American, 20.5% was Caucasian, 29% was American 

Indian or Alaska Native, and 28% reported two or more ethnicities. Furthermore, approximately 

25% of this group was male and 75% was female.

 When considering people with psychiatric disabilities, a smaller subset of the mentally ill 

population, younger groups seems to be more adversely affected. According to the CDC, the 18 

to 25 year-old age group had the highest rates of mental health disabilities, at 30% of the national 

psychiatrically disabled population. While the second highest incidence occurred in the 26 to 49 

year-old group. This group represented 21% of total psychiatrically disabled population 

nationally (CDC, 2011). Having provided the differences in prevalence rates of the 

psychiatrically disabled based on age and gender, the following section will present the rationale 

for categorization of psychiatric diagnosis and disorders relevant to this study.

Psychiatric Diagnosis.

 According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; 5th ed., 

American Psychiatric Association [APA], 2013), over 300 mental illnesses exist; however, all of 

these diagnoses do not necessarily constitute psychiatric disability. Instead, psychiatric disability 

must result in significant impairment of daily functioning. For many diagnoses, the DSM-5 
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requires clinicians to include a subjective severity rating that can help to clarify whether a 

patient’s diagnosis is in fact debilitating and may constitute psychiatric disability. It is essential 

to differentiate persons with diagnosable mental disorders from persons with psychiatric 

disabilities because these differences will impact treatment (e.g., therapy, medication), symptom 

presentation (e.g., apprehension, sadness, hallucinations), and functionality (e.g., ability to obtain 

and maintaining work, relationships, education; DSM-5, 2013). To help mental health 

professionals differentiate patients who are disabled, the DSM-5 often includes specifiers as part 

of diagnoses. These specifiers tend to clarify the severity of the diagnosis and help with the 

process of differentiating those who are disabled from those who meet diagnostic criteria but are 

able to function on a daily basis (DSM-5, 2013).

 The DSM-5 (APA, 2013) is organized categorically. Psychiatric diagnoses are grouped 

with like diagnoses. For example, bipolar disorder and major depressive disorder are both 

considered mood disorders, so they fall under the same section of the DSM-5 (APA, 2013). For 

the purpose of this study psychiatric disabilities will be limited to mood disorders, anxiety 

disorders, and obsessive-compulsive and related disorders. Other psychiatric disabilities, such as 

eating disorders, psychotic disorders, learning disabilities, and substance abuse will not be 

included due to low prevalence rates (i.e., eating disorders, psychotic disorders; NAMI, 2012) 

while others are not the variables of interest for the present study (i.e., substance abuse and 

learning disorders). As such, this literature review will briefly discuss the four diagnostic 

categories of the psychiatric disabilities that were examined in this study.
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 Mood disorders. These disorders include major depressive disorder, disruptive mood 

dysregulation disorder, premenstrual dysphoric disorder, substance/medication induced 

depressive disorder, depressive disorder due to another medical condition, persistent depressive 

disorder (dysthymia), bipolar I disorder, bipolar II disorder, cyclothymic disorder, substance/

medication induced bipolar and related disorder, and bipolar and related disorder due to another 

medical condition (DSM-5, 2013). The primary symptom is a disturbance in mood, which can be 

expressed as an inappropriate, exaggerated, or limited range of feelings. This disturbance often is 

identified as crying, or feeling depressed or suicidal. Alternatively, one may report excessive 

energy levels where limited sleep is required and the decision-making process is significantly 

hindered, specifically in individuals diagnosed with bipolar disorder (DSM-5, 2013). 

Approximately 20.9 million American adults (9.5% of the population) aged 18 years or older 

have been diagnosed with a mood disorder within the past year (NIMH, 2011a). The Anxiety and 

Depression Association of America (2015) reported that females are twice as likely to be 

diagnosed with a depressive disorder as males. The NIMH (2011a) stated that depressive 

disorders often co-exist with an anxiety disorder.

 Anxiety disorders. Anxiety disorders are characterized by abnormal or inappropriate 

levels of anxiety. These disorders include separation anxiety disorder, selective mutism, social 

anxiety disorder, agoraphobia, generalized anxiety disorder, panic disorder, specific phobia, 

substance/medication-induced anxiety disorder and anxiety disorder due to another medical 

condition (APA, 2013). Approximately 40 million American adults (18%) aged 18 years or older 

were diagnosed with an anxiety disorder in 2009 (NIH, 2009b), with almost 75% experiencing 

their first symptoms by the age of 25 (NIH, 2009b). Additionally, anxiety disorders are 
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diagnosed in females at double the rate of males (Woo & Keatinge, 2008). It is also common to 

be diagnosed with more than one anxiety disorder (e.g., generalized anxiety and specific phobia; 

Kessler et al., 2005b), although specific percentages with coinciding demographics have not 

been recorded.

 Obsessive compulsive and related disorders. The Diagnostic and Statistical Manual of 

Mental Disorders (4th ed. text rev; DSM-IV-TR; American Psychiatric Association, 2000) 

previously classified obsessive compulsive and related disorders under anxiety disorders. With 

the most recent revision (APA, 2013), this category includes: obsessive-compulsive disorder 

(OCD), body dysmorphic disorder, trichotillomania, hoarding disorder, excoriation, substance/

medication-induced OCD and related disorder, and obsessive-compulsive and related disorder 

due to another medical condition, other specified obsessive-compulsive and related disorder 

(APA, 2013). Due to significant changes to the DSM-5 (APA, 2013), prevalence rates for 

individuals with anxiety disorders are also inclusive of obsessive-compulsive and related 

disorders.

Trauma and stressor-related disorders. Similar to obsessive compulsive and related 

disorders, the DSM-IV-TR (APA, 2000) previously classified posttraumatic stress disorder under 

anxiety disorders. With changes put forth in the DSM-5 (APA, 2013), this category now 

includes: reactive attachment disorder, disinhibited social engagement disorder, posttraumatic 

stress disorder, acute stress disorder, and adjustment disorders.

Psychiatric Symptom Severity

 Psychiatric symptoms range in severity and impairment, from minimal to severe and 

debilitating. Research has associated the severity of psychiatric symptoms with negative 
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outcomes in postsecondary students, including academic withdrawal (Bowman, 2010; CDC, 

2009; NAMI, 2012a), lower GPA (Bowman, 2010; NAMI, 2012a; SAMHSA, 2012), and 

increased suicide attempts (Garlow et al., 2008; Kisch, Leino, & Silverman, 2005). A national 

study (SAMHSA, 2012) conducted interviews with 37,000 postsecondary students and young 

adults (ages 18 to 22) diagnosed with major depressive disorder. Among those students enrolled 

full-time, 14% reported experiencing ‘very severe’ impairment due to psychiatric symptoms, 

49% reported ‘severe’ symptoms, 30% indicated ‘moderate,’ and 6% reported ‘no or mild 

interference’ (SAMHSA, 2012). Symptom severity and impairment resulted in an inability to 

participate in ‘normal activities due to depression’ greater than 60 days for 10% of the sample, 29 

to 60 days for 9%, 14 for 28 days for 38%, 1 to 13 days for 38%, and 0 days for 31% (SAMHSA, 

2012). This means that almost 60% of participants missed a minimum of 2 weeks of school due 

to depressive symptoms. Extended absences such as these may lead to decreased academic 

performance, withdrawal, or eventual drop-out.

 In an international study, approximately 4,000 college and university counseling center 

directors were surveyed at 847 colleges and universities (Association for University and College 

Counseling Center Directors [AUCCCD], Reetz, Krylowicz, Bershad, Lawrence, & Mistler, 

2015). Completed annually, this survey is conducted to promote ‘college student mental health 

awareness through research, dissemination of key campus mental health issues and trends, and 

related training and education, with special attention to issues of changing demographics 

including diversity and multiculturalism’ (Reetz et al., 2015). The survey inquired about the 

severity levels of symptoms seen in students at their universities. The results indicated that 
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approximately 73% of the counseling center population had increased in symptom severity on 

campus (Reetz et al., 2015).

 Psychiatric symptom severity can be managed and measures by psychotropic medication 

usage. However, not all psychiatric disorders require medication and not all individuals seek 

medication-based treatment. In one study, Eisenberg, Hunt, Speer, and Zivin (2011), conducted a 

national survey to assess service utilization and help-seeking behavior among postsecondary 

students with a mental health problem. Twenty-six campuses were surveyed and identified 

approximately 14% of the sample as having used psychotropic medications during the past 12 

months, with approximately 10% of the sample currently taking medication (Eisenberg et al., 

2011). This study is one example showing that although psychotropic medications may be useful 

in managing psychiatric symptoms for some students, they are not necessary for all students with 

psychiatric disabilities, nor are they required.

 In summary, psychiatric symptoms range in severity and how they affect the functioning of 

postsecondary students with psychiatric disabilities. While the studies reviewed each have 

uniquely contributed to the literature, they are not without limitations. For example, psychiatric 

symptom severity was not classified using the same criteria so comparison of symptom 

interference among studies proved difficult (Barr et al., 2012; Eisenberg et al., 2011; SAMHSA, 

2012). The usage and impact of psychotropic medication among postsecondary students with a 

mental health problem was also assessed via one study (Eisenberg et al., 2011) however, other 

studies did not supply data regarding medication usage (Bowman, 2010; NAMI, 2012a). The 

following section will discuss the limited mental health services available to postsecondary 

students.
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Summary

This section has defined psychiatric disabilities, differentiated psychiatric disabilities 

from mental illness, discussed the prevalence rates of psychiatric disabilities in the adult 

population, and discussed variations between ethnicity groups. Four diagnostic categories have 

been defined, which was guided by the DSM-5 (2013). Psychiatric symptom severity among 

postsecondary students was presented. Research (e.g., Reetz et al., 2015; Eisenberg et al., 2011; 

NAMI, 2012a; SAMHSA, 2012) evidenced that students experiencing psychiatric symptoms 

displayed impaired functioning.

The following section will discuss prevalence rates for postsecondary students with 

psychiatric disabilities and the negative outcomes of these disabilities. Then a rationale for these 

negative outcomes will be provided, followed by a discussion of service utilization on university 

campuses and its importance. Finally, strategies that can help this population to succeed in their 

postsecondary career and how the present study assisted in addressing research limitations will 

be addressed.

Postsecondary Students with Psychiatric Disabilities

 The number of adults with psychiatric disabilities that have the opportunity to pursue a 

higher education is on the rise. In 1978, approximately 2.6% of postsecondary students were 

identified as having some type of disability (HEATH Resource Center, 1998). In 2011, the U.S. 

Department of Education, National Center for Education Statistics (NCES) reported that 11% of 

undergraduate students currently reported disability status. In 2008, the U.S. Department of 

Education NCES indicated that institutions granting postsecondary degrees had enrolled over 

700,000 students with disabilities (SWDs) over the previous year, with 76% of these students 
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reporting some type of mental illness. Data specifically quantifying postsecondary students with 

psychiatric disabilities (as compared to mental illness) is not available, therefore, this data will be 

used as a proxy since the psychiatrically disabled is a subset of the mentally ill population.  To 

better understand this increase, the following section will discuss this trend in further detail.

Prevalence rates

 According to NAMI (2011), about 27% of adults ages 18 to 24 have a diagnosed mental 

illness (p. 1), and according to SAMHSA (2013), approximately 20% of postsecondary students 

have a diagnosed mental illness. The American College Health Association (2013), identified 

depression and anxiety among the top barriers to educational achievement among postsecondary 

students.

 Prevalence rates for mental illness in postsecondary students are not equally distributed 

across ethnic groups. The aggregate percentage distribution of ethnicity across undergraduate 

institutions is as follows: White, 57.9%, Black, 16.1%, Hispanic, 16%, Asian, 5.6%, American 

Indian, .9%, Pacific Islander, 0.5%, and other groups, 3% (NCES, Postsecondary Student Aid 

Study, 2014a).In 2011, NAMI distributed a web-based national survey to postsecondary students 

with mental illness who are currently, or were previously, enrolled at a postsecondary institution 

within the past five years; 765 survey responses were collected (Gruttadaro & Crudo, 2012). The 

sample consisted of 82% students identifying as Caucasian, followed by 6% African American, 

6% Multiracial, 5% Asian American, 5% Hispanic/Latino, 3% American Indian, and 1% Pacific 

Islander. From these data, one can conclude that Caucasian students are disproportionately 

represented among the postsecondary student population with mental illness. Between the years 

2012 and 2019, the number of Caucasian postsecondary students with mental illness is expected 
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to increase by 5%, while the number of Hispanic students will increase by 27% (College Board, 

2013). When comparing prevalence rates across gender, mental illness impacts females at a 

higher rate than males within most disorders. In the 2011 NAMI survey, 82% of respondents 

were female, 16% were male, and 2% identified as transgender (Gruttadora & Crudo, 2012). 

However, these findings should be interpreted with caution, as women and Caucasian 

participants may have been more likely to complete the survey than others.

Summary

 Previous studies examining prevalence rates have found that upwards of “27% of young 

adults between the ages of 18 and 24 years old” NAMI, 2011a, p. 1), and as much as 19% of the 

university population (Collins & Mowbray, 2005b; Zivin, Eisenberg, Gollust, & Golberstein, 

2009), have a psychiatric disability or mental illness. While more students with psychiatric 

disabilities than ever are seeking a postsecondary education, over 50% of this population will 

permanently withdraw from school, making “this the highest dropout rate of any disability 

group” (Ellison et al., 2013, p. 2). Lastly, the dearth of mental health services available to 

university students on campus was reviewed, and budget constraints were cited as a primary 

factor that contributed to this deficiency (Barr et al., 2012). Having identified specific barriers 

that impede successful academic outcomes of postsecondary students with psychiatric 

disabilities, the following section presents information on services available to this population, 

both those used and those under-used.

Services for Postsecondary Students with Psychiatric Disabilities

 Higher education institutions have established disability resource centers or disability 

support services centers (Katsiyannis et al., 2009) to provide services for postsecondary students 
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with psychiatric disabilities. These centers were initially developed to comply with the 

previously discussed federal regulations. An array of accommodations are offered at these 

centers (Barr et al., 2012) to help individuals struggling to function on college campuses given 

the struggles that their disabilities bring. Research has shown that using multiple services may 

not be helpful (Culligan, 2009); therefore, identifying specific beneficial services is crucial.

Types of Services Requested

 In a national survey, Salzer, Wick, and Rogers (2008) collected data from 520 

postsecondary students with mental illness at 357 institutions. The most commonly used service 

identified as ‘very or extremely helpful’ was the provision of an Incomplete grade, provided 

when a student is unable to complete course requirements as the result of a documented illness or 

emergency after the 12th week of a semester. Other services identified as ‘very or extremely 

helpful‘ were modified or preferential seating arrangements (80%), written assignments in place 

of oral assignments (78%), and extended time to complete assignments (76%; Salzer et al., 

2008). Culligan (2009) found that while students with psychiatric disabilities use multiple 

accommodations, they may not be using the most effective accommodations, or they are focusing 

on the provision of multiple modalities instead of honing in on one.

 Collins and Mowbray (2005a) collected data on services provided to postsecondary 

students with psychiatric disabilities from 275 disability service centers. The top three most 

requested services included the provisions of individual support, accommodation letters, and 

referral information for mental health providers off campus (Collins & Mowbray, 2005a). While 

this information may serve to prepare staff members at university disability centers, without 

‘individual support’ being clearly defined, this ‘most requested service’ is subjective.
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 When discussing services requested, it is also important to mention the difference 

between cognitive and academic skills as cognitive dysfunction is inherent in mental illness 

(Medalia & Revheim, 2002). An individual with mental illness may also experience difficulty 

thinking clearly, paying attention, recalling  information, and even problem solving. Information 

also demonstrates that participating in a supportive and stimulative social and physical 

environment lends to improved coping with cognitive difficulties. Some services requested that 

ameliorate cognitive impairments may be psychotropic medications, skills focusing on improved 

executive functioning, as well as accommodations provided on campus (e.g.,computerized 

software; Medalia & Revheim, 2002).

Services Provided

 Psychiatric disabilities do not present with a clear trajectory regarding patterns of 

symptoms, treatment, levels of episode severity, course, or prognoses (Westerhof & Keyes, 

2010). Therefore, students with psychiatric disabilities have unique needs. Assistance may be 

achieved through educational accommodations or environmental adaptations. While staff 

working at designated service centers may encourage students to seek appropriate 

accommodations, it is ultimately each student’s responsibility to implement the recommendation 

and advocate for himself/herself. The requirement that students implement their 

recommendations contrasts with the manner through which disability services are administered 

in secondary schools (Zimmerman, n.d.). There, teachers are required to provide students with 

accommodations based on proper documentation with little student self-advocacy required.

 When referencing appropriate accommodations in the educational environment, some 

common academic modifications include test-taking accommodations (both technological or 

25



time extension), course substitution, note-taking services, audio-recorded lectures, social skills 

training, and self-advocacy (Collins, 2000; Collins & Mowbray, 2005a; Collins & Mowbray, 

2005b; Eudaly, 2003; Hartley, 2013; Kitzrow, 2003; Kiuhara & Huefner, 2008; Salzer et al., 

2008). The following study more clearly delineates the usefulness of services provided at student 

disability centers. In 2012, NAMI completed a national survey among students with mental 

illness. Participants identified the top five reasons the student disability center on their campus 

was useful; corresponding percentages were not provided. These reasons included the following: 

1) staff included mental health counselors, 2) staff helps communicate with the student’s 

professor about accommodations, 3) staff helps develop a plan for addressing mental health 

issues in school, 4) staff explains the process of securing accommodations, and 5) support staff 

contacts students to check on their status (Gruttadaro & Crudo, 2012). According to several 

studies (Gruttadaro & Crudo, 2012; Hartley, 2013; Mowbray et al., 2006), one of the most 

crucial services that can be provided to assist this population in achieving success throughout 

college is counseling services. However, not all university resource centers include mental health 

counselors (Mowbray et al., 2006).

Counseling Services

 Participating in therapeutic services can provide a variety of benefits, such as encouraging 

self-exploration, building coping skills, solving relational problems, and helping students adjust 

to mental and emotional issues (APA, 2014). Participating in counseling services is also 

important because therapists can increase and monitor students’ psychosocial functioning 

(Watson, 2012).
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 Multiple studies have examined the effect of counseling on psychological and academic 

distress and impairment in postsecondary students seeking services. Results have demonstrated 

decreased distress and increased academic functioning among this population (Choi, Buskey, & 

Johnson, 2010; Wolgast et al., 2005). For example, in 2012, Lockard, Hayes, McAleavey, and 

Locke examined academic distress among two comparison groups: a clinical group (N=49;—

students who participated in therapy at the college counseling center) and a nonclinical group 

(N=79;—students recruited from a university subject pool). Results of a repeated measures 

ANOVA demonstrated that academic distress decreased significantly for those from the clinical 

group participating in counseling (p = .014; Lockard et al., 2012). Additionally, results revealed 

that academic distress decreased significantly for those that participated in counseling for both 

clinical and nonclinical samples (p < .014). This study also found significant differences between 

the two groups—the clinical sample reported significantly higher levels of academic distress 

prior to beginning therapy than the nonclinical sample (p < .001; Lockard et al., 2012). This 

information asserts that both clinical and nonclinical samples of postsecondary students 

experience academic distress and reap the benefits of counseling services. Since students seeking 

services at the counseling center reported significantly elevated levels of academic distress, they 

may benefit from participating in center services.

 As discussed previously, alterations in symptom severity can play a vital role in 

impacting the academic and psychosocial functioning among postsecondary students (Eisenberg 

et al., 2011; NAMI, 2012a; SAMHSA, 2012). Another study (Wolgast et al., 2005) monitored the 

clinically significant changes in symptom severity among 2,562 students participating in 

counseling and psychological services at a private university. Participants completed the 
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Outcome Questionnaire - 45 before each therapy session. Based on cutoff scores set forth by the 

researchers whom developed the OQ-45, participants were classified into three categories based 

on baseline scores: functional, less dysfunctional, and more dysfunctional (Wolgast et al., 2005). 

Results demonstrated that 14 sessions were required to achieve clinical significance (positive 

change according to the OQ-45) in 50% of participants from in the less dysfunctional group, and 

20 sessions were required to achieve clinical significance in 50% of participants in the more 

dysfunctional group. Information on participants who were classified in the functional range was 

not presented (Wolgast, et al., 2005). However, this data helps to inform providers and students 

participating in therapy by providing an approximate number of sessions required to obtain 

clinically significant change.

 More recently researchers (Choi et al., 2010) investigated the relationship between 

university counseling services and the decrease in personal problems and academic functioning 

in the postsecondary students seeking services. Similar to the previously discussed study, the 

clinical significance of change was monitored by the OQ-45. Participants were recruited from the 

counseling center (N = 78), and completed questionnaires before each session and upon 

termination. Results demonstrated that participants with increased levels of personal functioning 

were more likely to report higher levels of academic functioning. Overall, 32% of the sample 

experienced significant improvement post-therapy; however, the number of sessions required to 

achieve clinical significance was not disclosed. Regardless of the number of sessions attended 

prior to achieving clinical significance, research generally agrees (Gulliver et al., 2010; Hunt et 

al., 2010; Storrie et al., 2010) that therapy among postsecondary students is an effective way to 

increase well-being and decrease academic distress.
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 Therapeutic services provide various benefits to postsecondary students with psychiatric 

disabilities or mental illness (e.g., increased adjustment, coping skills, self-exploration, GPA; 

Eisenberg et al., 2011; NAMI, 2012a; SAMHSA, 2012). However, there are some notable 

limitations to the previously reviewed studies. First, the majority of the information obtained on 

GPA and therapeutic services had been obtained from public postsecondary institutions (e.g., 

Choi et al., 2010; Lockard et al., 2012), thus limiting their generalizability to the student 

population at private colleges and universities. Secondly, Lockard et al. (2012) and Choi et al. 

(2010) both discussed the clinical significance of therapeutic change among postsecondary 

students by using the OQ-45, but did not identify or differentiate between students with or 

without psychiatric disabilities. While Lockard et al. (2012) monitored changes after six weeks, 

Choi et al. (2010) did not quantify when changes occurred. This information would have been 

valuable to better compare the two studies. Additionally, all studies reviewed examined 

postsecondary students from the general population seeking counseling services; none reported 

on those with psychiatric disabilities. Continued review of the literature does not differentiate 

students with psychiatric disabilities from those with mental illness.

Under-Utilization of Services

 While academic institutions have mental health services and disability centers readily 

available to students, these services do not fulfill their purpose if unused. According to NAMI 

(2012a), 40% of students with a diagnosable mental health condition who permanently withdrew 

from postsecondary school did not seek mental health services on campus. Furthermore, 57% of 

survey respondents did not request any accommodations (NAMI, 2012a). Students with 
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psychiatric disabilities do not use services for a variety of reasons; this section will review the 

literature on the under-utilization of services amongst this population.

 One factor that may contribute to service under-utilization is students’ fear of stigma that 

may result from disclosing their disability. In a 2012 survey (NAMIa) of 765 postsecondary 

students with a mental illness, 36% reported a fear of disclosing their disability to the university 

in order to receive appropriate accommodations. One particular student specifically reported a 

fear of his or her diagnosis being placed in a ‘permanent file’ and ‘viewed negatively’ by others, 

stating the ‘benefits do not outweigh the risks’ (NAMI, 2012a).

 Although some researchers have noted an increase in help-seeking behavior among 

postsecondary students with psychiatric disabilities (Hunt & Eisenberg, 2010), others have found 

untreated psychiatric disabilities or mental illness are prevalent among postsecondary students 

(Barr et al., 2012; Blanco et al., 2008; NAMI, 2012a). The American College Health Association 

- National College Health Assessment (ACHA-NCHA II) found that only 13% of postsecondary 

students diagnosed with a mental illness (N = 53,000) had participated in the psychological 

services provided by their university counseling centers (American College Health Association, 

2008). Similarly, Blanco et al. (2008) found that less than 25% of postsecondary students with a 

mental disorder (N = 43,093) participated in psychological treatment in the year prior.

 The National Research Consortium Study (NRCS), found higher rates of service 

utilization. In this study, 26,000 students were surveyed across 70 postsecondary institutions 

(Drum et al., 2009). The purpose of this study was to examine usage of mental health services on 

postsecondary campuses. Results revealed that 19% of undergraduate and 21% of graduate 

students “received help from their campus counseling center at some point during their college 
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career” (Drum et al., 2009, p. 215). Eisenberg et al. (2011) also collected a national sample of 

postsecondary students; however, they focused exclusively on students with mental illness. Of 

the approximate 14,000 students on 26 campuses who participated, 17% indicated having 

participated in psychotherapy in the past 12 months. Of those participating in mental health 

services, approximately 7% reported receiving services on campus, 3% within the community, 

5% in their hometown, and 2% at another site (Eisenberg et al., 2011).

 As discussed in previous sections, gender and ethnic differences were found when 

examining help seeking behaviors (Eisenberg et al., 2011). These differences demonstrated that 

women were more likely than men to receive psychiatric treatment (p < .01), and multiracial 

students were most likely to have engaged in psychiatric services in the past year (Eisenberg et 

al., 2011).

 Research (Eisenberg et al., 2011; Drum et al., 2009; Hunt & Eisenberg, 2010; NAMI, 

2012a) has demonstrated that a proportion of this postsecondary students with a mental illness 

are not utilizing mental health services available on-campus. Several explanations for this trend 

were presented, such as: fear of stigma by the university and service utilization via off-campus 

providers (Eisenberg et al., 2009a; Eisenberg et al., 2011; NAMI, 2012a). In summary, this 

section discussed the rates at which services are under-utilized. This information is best 

understood when recalling the high drop-out and retention rates among this population, the utility 

and purpose of disability resource centers, and services deemed useful by students with 

psychiatric disabilities. Overall, research agrees (Choi et al., 2010; Eisenberg et al., 2011; 

Katsiyannis et al., 2009; SAHMSA, 2013; Salzer et al., 2008) that seeking services leads to 

better outcomes.
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 Lack of Mental Health Services. Lack of mental health services is the third reason 

commonly cited for the higher attrition rate of students with psychiatric disabilities (Barr et al., 

2012; Collins, 2000; Gruttadaro & Crudo, 2012; Rando et al., 2008). In 2013, 380 counseling 

center directors participated in an annual survey disclosing the provision of services on college 

campuses (Barr et al., 2012). The following services were noted as being available to students on 

campus: personal counseling for all students (98%); couples counseling (84%); family therapy 

(18%); and career counseling (29%; Barr et al., 2012). Additionally, 50% of surveyed counseling 

centers reported that they provided psychiatric services on campus. While services may appear 

available, only 29% of centers reported adequate services based on their campus sizes (Barr et 

al., 2012), with an average mental health provider to student ratio of 1:1534. The maximum ratio 

reported was 1:12565 and a minimum of 1:200 (Barr et al., 2012).  Additionally, the University 

of Wisconsin Madison is the only known postsecondary institution that fulfills the prescribed 

amount of providers, one full-time provider for every 1,000 to 1,500 students, as stated by the 

International Association of Counseling Services (Milwaukee Wisconsin Journal Sentinel, 2008). 

Recalling that approximately one in five students present with a diagnosable mental illness 

(SAMHSA, 2013), these ratios are alarming. More concerning may be the fact that mental health 

services are not increasing to meet the needs of the psychiatrically disabled population 

(Gruttadaro & Crudo, 2012; Kessler et al., 2005a; SAMHSA, 2013).

 The stagnation of services can largely be attributed to limited or shrinking budgets on 

university campuses (Barr et al., 2008; Gruttadaro & Crudo, 2012). Although more students are 

arriving on campus, funding for the provision of psychological care is not increasing. In some 

instances, funding has decreased (10%) while more frequently it remained the same (35%; Barr 
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et al., 2012). Without the proper funding to create new mental health staff positions, the student 

to staff ratio will likely continue to increase. To meet growing student needs, some counseling 

centers have combined with university health centers, while others are charging for services or 

are fully funded by student fees (Gruttadaro & Crudo, 2012). Similarly, some universities have 

begun charging students for services after a limited number of sessions (32%) or have provided 

referrals to outside resources (Gruttadaro & Crudo, 2012).

 Due to limited service availability, additional concerns have been voiced by postsecondary 

students with psychiatric disabilities. In 2011, NAMI surveyed 765 people with diagnosed 

mental illness who were currently attending a higher education institution (68%) or who had 

enrolled in the past five years (32%; Gruttadaro & Crudo, 2012). Nearly 40 percent of students 

reported having to wait more than five days for a mental health appointment while only 18 

percent reported waiting as little as one day (Gruttadaro & Crudo, 2012). This study found that 

the wait deters students seeking help and may ultimately influence the student’s relationship with 

the mental health services on campus.

 Overall, research (Barr et al., 2012; Gruttadaro & Crudo, 2012; SAMHSA, 2013) has 

shown that limited services are available to postsecondary students with psychiatric disabilities 

on campus. Having limited mental health service availability on college campuses is one 

significant factor that may be contributing to high attrition rates among this population (Barr et 

al., 2012; Collins, 2000; Gruttadaro & Crudo, 2012; Rando et al., 2008).

Summary

 This section began with a review of the federal legislature, specifically the Rehabilitation 

Act of 1973 and the Americans with Disabilities Act of 1990. The subsequent impact of these 
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laws on postsecondary students with psychiatric disabilities and the provision of services was 

presented. This was followed by a discussion of services provided to students at student 

disability centers on campuses with a review of literature covering how students found these 

useful. The provision of counseling services as a separate service was presented. Finally, the 

under-utilization of services among this population was presented and discussed. Having 

discussed the prevalence rates of postsecondary students with psychiatric disabilities and 

psychosocial factors that negatively impact graduation and GPA, the next section will discuss 

how adaptation to disability may promote or hinder this populations’ adjustment and ultimately, 

GPA. This is best understood within the theoretical constructs of Vash and Crewe’s (2004) 

psychosocial model.

Theoretical Framework and Quality of Life

 A person’s ability to cope with or adapt to a disability has been the focus of psychosocial 

research since the 1950s (e.g., Affleck, Tennen, Pfeiffer, & Fifield, 1987; Dembo et al.,1956; 

Keany & Glueckauf, 1993; Livneh, 2001; Livneh & Antonak, 1997, 2005; Livneh, Lott, & 

Antonak, 2004; Martz, 2004; Ridgway, 2001). Bishop (2005) identified adaptation to disability 

as the psychological, social, or functional response to the onset of disability. Psychosocial 

literature, presently and historically, has recognized that many variables can impact this 

adaptation process (e.g., Livneh & Antonak, 1997; Livneh & Wilson, 2003; Orto & Power, 2007; 

Parker, Schaller, & Hansmann, 2003; Vash & Crewe, 2004) as well as individuals’ quality of life 

(e.g., LaFromboise, Coleman, & Gerton, 1993; Lehman et al., 1982; Livneh et al., 2004; 

Lehman, Postrado, & Rachuba, 1993; Livneh, Martz, & Bodner, 2006; Stein & Kean, 2000).
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 Research focusing on QOL has an extensive history, however, literature does not utilize a 

single definition or implement one assessment upon computation. While there is a strong 

relationship between QOL and adaptation (Bishop, 2005), researchers have demonstrated 

varying ideology when measuring adaptation (Antonak & Livneh, 1995; Figueroa & Brissos, 

2011; Livneh, 2001; Livneh & Wilson, 2003; Smedema & Ebener, 2010). This lack of consensus 

can be addressed by assessing QOL using one of the most prevalent definitions and measures of 

the past few decades, which was put forth by the World Health Organization (WHO, 1997). 

Furthermore, a growing portion of research has used the WHO’s definition and measures of 

quality of life (Cruz, Polanczyk, Camey, Hoffmann, & Fleck, 2011; Marcellin et al., 2007; 

Noerholm et al., 2004; Skevington, Lotfy, & O’Connell, 2004; WHOQOL, 2006) helping to limit 

other definitions of quality of life provided in past research. Additionally, past research (e.g., 

Bishop, 2005; Bishop, et al., 2007; Bishop, et al., 2008), has demonstrated that QOL and 

psychosocial adaptation can be equated and discussed interchangeably, as QOL has been 

identified as a practical way to assess adaptation.

 According to Orto and Power (2007), poor adaptation results in decreased levels on 

psychological and occupational outcomes. This section will discuss the theoretical framework for 

the proposed study. More specifically, Vash and Crewe (2004) submitted a theory that accounts 

for social and environmental changes without placing the blame for disability on the individual. 

Intially, Vash (1981), and later Vash and Crewe (2004), proposed a psychosocial model that 

delineates psychological, social, and environmental variables, all of which influence and 

contribute to a person’s reaction to their disability and simultaneously influence their adaptation 

and quality of life (Vash, 1981; 2004). As such, an individual’s reaction to his/her disability will 
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likely impact psychosocial adaptation. Vash and Crewe’s (2004) psychosocial model of 

adaptation to a disability is the theoretical foundation of the proposed research study. It will now 

be presented and its application to postsecondary students with disabilities will be discussed. 

This discussion begins with theoretical origin and evolution. 

Psychosocial Model of Adaptation to Disability

Vash originally presented a psychosocial model of disability in 1981. This model 

incorporated a myriad of psychological and social aspects impacting an individual’s reactions to 

disability. According to Vash (1981), reaction to a disability can impact whether a person accepts 

the disability as being a part of him or herself. Furthermore, acceptance of the disability becomes 

an essential part of adjustment because if the disability cannot be changed, the person must 

accept it to survive and grow (Vash & Crewe, 2004). 

 Vash and Crewe identified three “causal factors associated with reactions to 

disablement” (Vash & Crewe, 2004, p. 24): 1) those factors resulting from the disability itself; 2) 

personal characteristics associated with the disability; and 3) factors present in the person’s 

immediate environment (Vash & Crewe, 2004). First, Vash and Crewe (2004) identified factors 

important for understanding associated reactions to disablement are personal characteristics 

associated with the disability, or for the purposes of this study, person variables. These six 

variables are: sex; activities affected; interests, values, and goals; remaining resources; 

personality variables; and spiritual and philosophical base. The second causal factors identified 

by Vash and Crewe (2004) consist of seven determinants to explain the nature of the disability. 

These include: time of onset; type of onset; functions impaired; severity of disability; visibility of 

disability; stability of disability; and pain.  Finally, disability is not only determined by the 
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characteristics of the disability or the person with the disability, but is also shaped by what 

occurs in the environment. Vash and Crewe (2004) purport that disability is a product of the 

interaction between individuals’ environments and inherent characteristics, thus identifying 

environment as the final causal factor.

 Vash and Crewe (2004) discuss numerous variables related to the disability itself, the 

person, and the environment. It is beyond the scope of the proposed research to test the 

theoretical model in its entirety, however, the model does provide the context by which the 

disability experience can be examined. For the purpose of this research the following section will 

provide an overview of the model with a focus on the variables incorporated in the present study.

Postsecondary Students with Psychiatric Disabilities: Person, Disability, and 

Environmental Variables

 Vash and Crewe’s (2004) psychosocial model of disability is comprised of three main 

components that may impact an individual’s emotional and behavioral reactions to a disability: 

the person, the disability, and the environment. The following sections will identify and discuss 

selected key variables from each component as related to this study.

 Person Variables

 While a variety of person variables (e.g., values, goals, activities) may be applicable to 

postsecondary students with psychiatric disabilities, coping and gender have been identified as 

the key variables for this study. First, gender was selected as the first person variable due to 

higher prevalence rates of psychiatric diagnoses in females versus males (APA, 2000; NIMH, 

2011a; NIMH, 2011b; USDHHS, 2012; Woo & Keating, 2008), higher retention rates among 

females, and lower levels of QOL (Stallman, 2010). Second, coping (classified as ‘personality 
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variables’ by Vash & Crewe, 2004) was selected based on literature demonstrating students with 

poor levels of coping resulted in increased rates of dropout. Finally, both factors have been 

identified as influencing QOL (Eisenberg et al., 2009b) among this population. This section will 

discuss gender and coping more specifically.

 Gender. Research examining gender differences and GPA are mixed. Some studies have 

demonstrated that graduation rate is significantly influenced by gender (ACHA, 2013; Eisenberg 

et al., 2009b; Wessel et al., 2009). This is a difference unique to psychiatric disabilities when 

compared to students with other disabilities. Considering some psychiatric disabilities are more 

prevalent in females than males (Woo & Keatinge, 2008), it would be useful to review past 

research examining differences in graduation rates by gender. For example, one study monitored 

the graduation rates of 11,317 students over an eight-year timeframe (Wessel et al., 2009). The 

student sample was divided into three groups: psychological disabilities, physical disabilities, 

and no disabilities. Results confirmed that females with psychological disabilities were 

significantly more likely to graduate than males (p < .001).

 Eisenberg, Golberstein, and Hunt (2009b) also examined grade-point average (GPA) and 

gender differences. This study surveyed 747 postsecondary students with mental illness over the 

course of two-years; participants were comprised of approximately the same number of male and 

female participants. Some notable gender differences were found while other results were mixed. 

First, females with an anxiety disorder, and who were also enrolled in a greater quantity of credit 

hours, demonstrated a significantly lower GPA than males of the same classifications (p < .01). 

Second, females diagnosed with “depression, panic disorder, and co-occurring depression and 

anxiety” (Eisenberg et al., 2009b, p. 26) performed at poorer academic levels compared to 
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matched males, while males with generalized anxiety performed worse than females (p < .01). 

This study is one example of how females may experience greater academic difficulty than males 

when categorized by mental illness.

 The American College Health Association National College Health Assessment II (ACHA-

NCHA II) collected data from 123,078 postsecondary students in the Spring of 2013 in order to 

better understand postsecondary students’ needs, actions, habits, and perspective of health topics 

(ACHA, 2013). Of students self-identifying as having a psychiatric disability, almost 50% of the 

female sample reported academics being “traumatic or very difficult to handle.” Women reported 

this 10% more than the male sample reporting academic difficulties. Although the study does not 

identify whether this is a significant difference, females with psychiatric disabilities tend to have 

greater difficulties than males in the academic realm (Eisenberg et al., 2009; Wessel et al., 2009). 

Similarly, while this study did not monitor graduation rates, it still provides useful information 

related to national demographics and findings among postsecondary students with psychiatric 

disabilities.

 Other research has resulted in no significant differences between genders. For example, 

Pingry (2007) assessed components that have predicted graduation rates among 179 

postsecondary students with psychiatric disabilities. Results demonstrated that graduation rates 

between genders did not significantly differ. In fact, results obtained by Pingry (2007) do not 

align with results demonstrated by Wessel et al. (2009).

 In light of all results reviewed based on gender, it is important to mention that while 

research shows females have higher prevalence rates of psychiatric disabilities than males, the 

academic attainment of both genders do not always follow suit. Research on GPA can vary based 
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on disability (e.g., psychological versus physical; Wessel et al., 2009) and psychiatric diagnosis 

(e.g., depression versus anxiety; Eisenberg et al., 2009), in addition to gender (ACHA, 2013; 

Pingry, 2007). It is likely that additional variables influence academic outcomes. One such 

variable may be coping. Research presented resulted in mixed results, as such, further research is 

warranted to examine gender differences. 

 Coping. Past research (Aldao, Nolen-Hoeksema, & Schweizer, 2010; Storrie et al., 2010) 

conducted among postsecondary students and adults with and without psychiatric disabilities 

tends to demonstrate that low levels of coping impact academics and adaptation to disability. 

This section will briefly review such studies.

 In 2010, Storrie et al. completed a literature review to identify “emotional and/or mental 

health problems of university students worldwide” (Storrie et al., 2010, p. 1). Of the students 

identified with having a mental health problem, emotional distress and poor coping resulted in 

low grades (19%), decreased emotional and behavioral skills (53%), leading to academic 

probation (9%), and social isolation (31%). These factors subsequently impacted GPA and 

increased intent to drop out. This study summarized that inability to successfully cope and adapt 

to emotional stressors during college may ultimately lead to further negative outcomes, such as 

lower graduation rates.

 Schwartz and Friedman (2009) completed a review of the literature investigating predictors 

of suicide in postsecondary students with and without mental illness. One reviewed study 

identified that poor coping leads to negative outcomes among the general population (e.g., high 

rates of suicide and maladaptation). Additionally, positive coping was identified as a protective 

factor. Finally, it was found that lower levels of ability to cope with academic demands 
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contribute to negative outcomes such as depression and suicide (Schwartz & Friedman, 2009). 

Based on the literature (Schwartz & Friedman, 2009; Storrie et al., 2010) indicating that lower 

levels of coping are likely to result in negative outcomes, it is likely that poor coping influences 

QOL and GPA.

 Another study conducted by Aldao, Nolen-Hoeksema, & Schweizer (2010) reviewed 114 

articles that examined emotional regulation, inclusive of coping, and adjustment in healthy 

college students, college students with symptoms of psychopathology, and adults with symptoms 

of psychopathology. Overall, maladaptive coping strategies appeared to be the root of both 

depression and anxiety, while problem-solving and acceptance of a psychiatric diagnosis were 

identified as protective factors in adaptation (Aldao et al., 2010). Although this study was not 

exclusively limited to postsecondary students with psychiatric disabilities, maladaptive coping 

appears to have the same impact on adjustment regardless of age (e.g., college versus adult) and 

disability (e.g., psychiatric diagnosis versus none).

 One study (Mahmoud, Staten, Hall, & Lennie, 2012) assessed coping in relation to 

depression, anxiety and stress among postsecondary students. The sample was comprised of 508 

full-time college students and assessed whether adaptive or maladaptive coping would predict 

levels of depression, anxiety and stress. Results demonstrated that adaptive coping was not a 

significant predictor of the criterion variables. Maladaptive coping, however, was shown to have 

the most positive impact on a reduction of depression, anxiety and stress (Mahmoud et al., 2012).

 Overall, research (Aldao et al., 2010; Schwartz & Friedman, 2009; Storrie et al., 2010) 

tends to be in agreement that postsecondary students with mental health issues, symptoms of 

psychopathology, and mental illness have difficulty coping with their disabilities, which can lead 
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to poor academic performance and psychosocial adjustment. Interestingly, when examining 

normal postsecondary students, postsecondary students with psychiatric disabilities, and adults 

with psychiatric disabilities, Aldao et al. (2010) identified acceptance of the symptoms of 

psychopathology as a protective factor in adaptation, which is in line with Vash and Crewe’s 

(2004) psychosocial model. One notable limitation of Schwartz and Friedman’s (2009) as well as 

Storrie et al’s (2010) review of the literature was that it failed to mention whether significant 

differences existed between males and females. This information could have been used to guide 

future research on the topic of gender and coping. Presented research is limited by reviews and 

not presenting new data. Finally, research (i.e., Storrie et al., 2010) did not identify how GPA was 

measured or whether a significant decrease was denoted. Therefore, assessment of GPA may 

differ in the present study.

 Disability Variable

 Although many disability variables impact postsecondary students with psychiatric 

disabilities, this section will focus on one disability variable identified for the present study: 

symptom severity. Symptom severity was selected due to variability within and between the 

diagnosis types. It was also selected because symptom severity has been commonly assessed 

(Benaignes, Prat, & Adan, 2012; Fervaha, Agid, Takeuchi, Foussias, & Remington, 2013) when 

examining QOL and GPA among postsecondary students. This section will elaborate on 

symptom severity among postsecondary students with psychiatric disabilities.

 Symptom severity. Symptom severity is a commonly assessed factor when examining the 

QOL of people with severe mental illness. In Fleury et al.’s (2013) study, 297 adults with severe 

mental illness were interviewed to assess individual needs, continuity of care, utilization of 

42



services, and identify predictors of QOL. A linear regression demonstrated that an individual’s 

symptom severity was the greatest predictor of QOL. In other words, findings suggested that as 

symptoms increased, QOL decreased, with symptom severity accounting for 11.8% (out of 37%) 

of explained variance (Fleury et al., 2013). This study serves as one piece of documentation 

identifying that as symptom severity in adults with psychiatric disabilities increases, QOL 

decreases. Similarly, symptom severity may be a significant predictor of QOL in postsecondary 

students.

 To better comprehend the predictors of QOL in people with psychiatric disabilities, Chou 

and Chronister (2012) assessed symptom severity among 101 adults with serious mental illness. 

A hierarchical regression demonstrated that symptom severity is a significant predictor of QOL, 

explaining 31% of the total variance in QOL (Chou et al., 2012). Eklund, Dowdy, Jones, and 

Furlong (2011) examined the QOL and adjustment of 240 postsecondary students claiming 

various levels and symptoms of psychopathology. Students were separated into four groups, 

based on scores of QOL and symptoms of psychiatric disabilities. A MANOVA was employed to 

examine between-group differences relative to adaptation. Results demonstrated that students 

who endorsed low levels of QOL and high levels of psychopathology were significantly less 

adjusted than students with increased QOL and decreased psychopathology (p < .001). 

Additionally, students with higher levels of psychopathology who also endorsed low levels of 

QOL and adjustment were more likely to participate in maladaptive behaviors, such as alcohol 

use, than students with higher levels of QOL and adjustment (p < .001; Eklund et al., 2011). 

Although this study did not directly assess postsecondary students with psychiatric disabilities, 

this is one piece of research demonstrating that postsecondary students who exhibit an increased 
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number of psychiatric symptoms experience lower QOL and adjustment levels. Furthermore, this 

study supports the notion that students with elevated levels of psychopathology are likely to 

utilize maladaptive behaviors, which may lead to poor outcomes.

 Finally, symptom severity has been identified as a predictor of negative outcomes, 

specifically regarding low GPAs among postsecondary students. In order to assess negative 

outcomes (retention) of postsecondary students with mental health issues, Hartley (2013) 

surveyed 121 postsecondary students participating in counseling at two large universities. 

Statistical analysis revealed that high levels of symptom severity were a significant predictor of 

incomplete course credits, accounting for 38% of the total explained variance (Hartley, 2013). 

This study demonstrated that students exhibiting increased levels of mental health issues are at 

higher risk for retention in college than students exhibiting lower levels of mental health issues.

 Symptom severity and QOL. Overall, research (Chou & Chronister, 2012; Eklund et al., 

2011; Fleury et al., 2013; Hartley, 2013) suggests that symptom severity negatively impacts an 

individual’s QOL. Not all research reviewed was conducted among postsecondary students (Choi 

& Chronister, 2012; Fleury et al., 2013); therefore, results should be generalized to this 

population with caution. Similarly, no studies presented directly assessed students with a clinical 

psychiatric diagnosis, so its results should also be generalized with caution to postsecondary 

students with psychiatric diagnosis.

 Hartley’s (2013) research among postsecondary students with mental health issues 

demonstrated that symptom severity was negatively related to the predictor graduation rates. 

Limitations to Hartley’s (2013) research also exist. First, significantly fewer males participated in 

the study compared to females (28% and 72%, respectively); therefore, results should be applied 
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to males with more caution than females, unless gender statistics are similar to those being 

examined. Finally, when examining Hartley’s (2013) inferential statistics, a hierarchical 

regression was conducted. The explanation of the analysis and variables included were properly 

identified and explained; however, it is unclear whether Hartley (2013) controlled for extraneous 

factors (e.g., sex, ethnicity, age) prior to statistical analysis. If this step was not taken, it may be 

that the results presented are inaccurate as these variables may have influenced the outcome, 

falsely attributing statistical significance.

 Environmental Variables

 The final category of Vash and Crewe’s (2004) psychosocial model is environment 

variables. Similar to the previously discussed categories, additional environmental factors may 

influence postsecondary students with psychiatric disabilities; however, two variables have been 

selected for the present study based on relevant literature: enrollment and number of services 

utilized. First, enrollment status (full-time versus part-time) was identified because of the 

positive outcomes a postsecondary degree has on an individual’s QOL (Cheatham et al., 2013; 

Hausmann, Ye, Schofield, & Woods, 2009; Koch, Mamiseishvili, & Higgins, 2014). Enrollment 

status was also selected based on the limited (Culligan, 2009) literature available on the topic. 

Secondly, number of services utilized was selected because this population tends to under-utilize 

campus resources (Eisenberg et al., 2011; Henderson et al., 2013), which may negatively impact 

QOL and GPA (Adhikari, 2007; Corrigan et al., 2011; Watson & Eack, 2011). Additionally, 

postsecondary students with psychiatric disabilities request specific accommodations, such as 

referral information for mental health providers, more frequently than other services (Collines & 

Mowbray, 2005a; Salzer et al., 2008). However, further research is warranted to determine the 
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implications of under-utilization among postsecondary students with psychiatric disabilities. This 

section will discuss these factors more specifically.

 Enrollment. Research shows that education is strongly positively related to  QOL, 

especially in an economy that is knowledge-based (Krupa & Carter, 2012). Therefore, it is 

important to consider and discuss positive academic indicators, such as graduation rates and 

GPA, among this population.

 Recently, 17 postsecondary students with psychiatric disabilities (i.e., taking psychiatric 

medication and involved in counseling) participated in a semi-structured interview to assess 

functionality in an academic setting (Kranke, Jackson, Floersch, Townsend, & Anderson-Fye, 

2013). Participants were interviewed over the course of four consecutive semesters. The majority 

of the participants reported that mental health treatment mitigated negative symptoms which 

previously prevented them from focusing on academics and other meaningful opportunities.

 Quality of life continues to be cited as a predictor of positive academic outcomes in 

postsecondary students. Hausmann, Ye, Schofield, and Woods (2009) surveyed 356 

postsecondary students on three occasions to specifically examine predictors of positive 

academic outcomes. Results revealed that QOL was a significant predictor of GPA (p < .001) 

among all students, regardless of mental health status or disability (Hausmann et al., 2009).

 More recently, Koch, Mamiseishvili, and Higgins (2014) examined degree completion of 

postsecondary students with psychiatric disabilities (N = 350) enrolled in U.S. postsecondary 

institutions. Students were surveyed four times over the course of six years to determine their 

academic standings. Approximately two-thirds of the sample remained enrolled during the first 

academic year. Upon termination of the third year, approximately 60% of the sample remained 
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enrolled; by the 6th year, approximately 50% of the sample remained enrolled (Koch et al., 

2014). Although the results demonstrated that approximately 50% of the sample would continue 

to be enrolled during their 6th year of an undergraduate degree program, this study did not tell 

readers how many ultimately graduated or withdrew. Furthermore, the study provided 

information related to enrollment intensity (full-time or part-time) during the initial data 

collection. It may have been beneficial to examine significant differences between those enrolled 

full- and part-time, in addition to comparing graduation rates to those of students without 

psychiatric disabilities.

 Evans et al. (2007) conducted a survey among 2,000 adults, classified into three groups: 

healthy population, common mental disorders, and severe mental illness (Evans et al., 2007). The 

researchers explained that the healthy population consisted of individuals without a mental 

illness; however, they did not clearly identify how they differentiated among individuals with a 

mental health disorder and individuals with an acute mental health disorder. Without clearly 

defined categories, readers are unable to effectively generalize this study. Additionally, Evans et 

al. (2007) did not assess postsecondary students and did not further differentiate individuals with 

mental illness versus those experiencing impaired functioning (i.e., psychiatric disability).

 Koch et al. (2014) completed a longitudinal survey among postsecondary students with 

psychiatric disabilities to assess degree completion. While this study provided useful information 

on graduation rates among this population, it did not discuss students’ enrollment status (part-

time versus full-time). A part-time enrollment status could have explained the lengthiness of 

some participants’ degree programs.
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 In summary, research demonstrates that education and employment is strongly associated 

with higher levels of QOL (Cheatham et al., 2013; Krupa & Carter, 2012). However, there are 

limitations to the reviewed studies. First, Kranke et al. (2013) interviewed 17 undergraduate 

students with a psychiatric disability in their study. This study is of particular interest because 

Kranke et al. (2013) specifically examined postsecondary students with a psychiatric disability. 

While information obtained is relevant and useful, it would have been beneficial to have 

conducted the semi-structured interviews among a larger sample size.

 Services Utilized. Research examining the number and/or type of services utilized by 

postsecondary students with psychiatry disabilities in relation to GPA and QOL will now be 

presented. Studies (Culligan, 2009; Pingry, 2007; Troiano, Liefeld, & Trachtenberg, 2010) have 

examined the effects of disability accommodations and support services on GPA. One such study 

was conducted by Culligan (2009). In this study, 250 community college students with either a 

learning or mental disability were surveyed. Results demonstrated that students who participated 

in assistive technology or individual tutoring had statistically significantly higher retention rates 

than students who did not use any services (p < .01; Culligan, 2009, p. 50). The type of disability  

(i.e., mental, physical, or learning) and type of services (e.g., assistive technology) used were 

also shown to have a significant effect on retention (p < .01). This study shows that use of 

accommodations is beneficial for all populations, yet the type of services used by students with 

mental disabilities varied compared to those with learning disabilities (e.g., individual testing 

versus assistive technology). Additionally, those with psychiatric disabilities differed 

significantly from those with learning disabilities in regards to retention rates, but this was not 

48



further clarified by the researcher. This is one example of research that demonstrated students 

with psychiatric disabilities differ from other students with hidden disabilities.

 Taking a unique approach, Troiano et al. (2010) examined the frequency rate of support 

center usage and subsequent impact on graduation rates. The relationship between graduation 

rates and use of the academic support center was assessed among 262 postsecondary students 

with learning disabilities. The results demonstrated that students who participated in less than 

50% of their arranged appointments had grade point averages (GPAs) within the range of failing 

to 2.5, while those who attended 81% of their sessions or more attained a GPA of 2.5 or higher 

(Troiano et al., 2010). Though that study did not specifically examine postsecondary students 

with psychiatric disabilities, it demonstrated that students who participated in higher rates of 

academic support services at their university were more likely to demonstrate improved GPAs.

 Pingry (2007) assessed variables that may predict degree completion among 179 

postsecondary students with mental disorders. Specifically, Pingry (2007) examined the use of 

services implemented at the student disability center and their impact on graduation rates.  

Pingry (2007) also found that certain accommodations did not seem to be as useful for 

postsecondary students with mental disorders, such as a note taking service, assistive technology, 

alternate format testing, course waver/substitutions, and classroom assistants. Overall, Pingry 

(2007) suggested that students with mental disorders are uniquely different than students with 

other disabilities, and thus they have different needs.

 Research (NAMI, 2012a) examining services used among postsecondary students has 

shown that this population is experiences an increased rate of degree completion when 

participating in additional services on-campus; however, research is limited because it has not 
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identified how to better facilitate participation in campus services. Additionally, one study 

(Troiano et al., 2010) was limited to postsecondary students with learning disabilities, making 

results difficult to generalize to a group of postsecondary students with psychiatric disabilities. 

Similarly, Culligan (2009) reported postsecondary students with psychiatric disabilities have 

significantly different retention rates compared to postsecondary students with learning 

disabilities; however, he did not identify what makes them significantly different. Pingry (2007) 

was the only study reviewed that identified what specific services better suited postsecondary 

students with mental disorder in facilitating improved GPAs.

Summary

 In summary, researchers and clinicians have noted QOL as an important factor when 

seeking to understand and provide treatment to individuals with psychiatric disabilities. Even so, 

limited research has examined QOL in postsecondary students with psychiatric disabilities. This 

section has reviewed research on the impact of QOL on GPA, coping, and outcomes. 

Additionally, psychosocial adjustment was presented with a focus the selected disability factor 

(symptom severity) and environment factors (enrollment status and number of services used).

Critical Analysis

Predicting QOL and GPA in Postsecondary Students with Psychiatric Disabilities

 Educational and psychological research has demonstrated an interest in identifying factors 

that can improve the success rates of students with psychiatric disabilities obtaining 

postsecondary degrees. A multitude of variables have been examined (e.g., appropriate 

accommodations) in order to ameliorate the externalizing problems impacting adaptation (e.g., 
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disruptive behaviors and medication compliance). However, gaps still exist in the research 

aligning positive outcomes with QOL in postsecondary students with psychiatric disabilities.

 Although the present literature attempted to focus on postsecondary students with 

psychiatric disabilities, most research did not use this terminology (Salzer, 2012; Schwartz & 

Friedman, 2009; Storrie et al., 2010) due to limitations in identifying differences between mental 

illness and psychiatric disorders; a portion of it focused on adults with psychiatric disabilities 

(Benaignes et al., 2012; Fervaha et al., 2013; Fleury et al., 2013; Kugler et al., 2013) or 

postsecondary students with symptoms of psychopathology (Aldao et al., 2010; Eisenberg et al., 

2009; Stallman, 2010). Additionally, some data reviewed incorporated individuals outside of the 

U.S. (Ghaedi et al., 2009; Storrie et al., 2010). Demographic factors alone make the 

postsecondary student population different from previous samples examined. This study 

addressed this gap by collecting data from postsecondary students in the U.S. with certain 

psychiatric disabilities, limited to mood disorders, anxiety disorders, and obsessive-compulsion 

and related disorders.

 Research has demonstrated how this population faces increasingly difficult challenges and 

unique barriers (Becker et al., 2002; Lally et al., 2013; Salzer et al., 2008) due to symptom 

severity (Eklund et al., 2011; Garlow et al., 2008; SAMHSA, 2012), which negatively impacts 

their QOL (Fleury et al., 2013). Furthermore, research has demonstrated that postsecondary 

students with psychiatric disabilities have a lower GPAs than their non-disordered peers 

(Eisenberg et al., 2009b; Storrie et al., 2010; Troiana et al., 2010). Despite past research findings, 

limited research exists examining how symptom severity impacts QOL and GPA. The present 

study sought to address this gap in the research.
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 Given the literature review from a disability theory perspective, this research study 

surveyed students with psychiatric disabilities within the context of the disability, the person, and 

the environment (Vash & Crewe, 2004). Previous researchers have examined one determinant 

(e.g., disability) or another (e.g., environment) in relation to positive outcomes (e.g., QOL and 

GPA), but not more than one determinant together as suggested by the theoretical framework 

provided by Vash and Crewe (2004). This study addressed this omission in the research by 

utilizing selected variables from the psychosocial model of Vash and Crewe’s (2004) 

psychosocial model while monitoring the outcome on QOL and GPA. Additionally, in line with 

other research (Eisenberg, et al., 2009b; Stallman, 2010), this study aimed to examine 

contributions of the person, disability, and environment to predict graduation rates in 

postsecondary students with psychiatric disabilities.

 The person variable of coping and the impact on QOL has been investigated in past 

research studies (Hartley, 2013; Storrie et al., 2010), but rarely among postsecondary students 

with psychiatric disabilities (Aldao et al., 2010; Schwartz & Friedman, 2009). Research 

generally relates lower levels of QOL to poor levels of coping (e.g., Schwartz & Friedman, 2009; 

Storrie et al., 2010), but this has not been assessed directly among postsecondary students, and 

most existent research is outdated (Kopper & Epperson, 1996; Mayhew & Edelmann, 1989; 

Nezu, 1986). This study sought to provide more recent data on the subject matter by examining 

the degree to which coping may predict QOL.

 When reviewing research studies that have investigated different diagnoses (e.g., anxiety, 

depression, bipolar) and QOL, results have demonstrated mixed findings (Ghaedi et al., 2009; 

Kugler et al., 2013). While it may be intuitive to identify more severe diagnoses (e.g., 
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schizophrenia) with lower levels of QOL compared to other disorders, this has not been 

consistently demonstrated. Furthermore, most studies were conducted among adults and the 

information may not be transferable to the postsecondary population. There exists a gap in both 

diagnosis type (i.e., mental illness versus psychiatric disability) and the subsequent impact on 

QOL; this research study sought to address this gap by specifically focusing on postsecondary 

students with psychiatric disabilities while assessing the impact on QOL.

 An abundance of information exists identifying resources that are available to students with 

mental illnesses on and off-campus, but this population is under-using available services 

(AUCCCD, 2012; Drum et al., 2009; Barr et al., 2012; NAMI, 2012b) and requesting specific 

accommodations more frequently than others (Culligan, 2009; Pingry, 2007; Troiano et al., 

2010). Additionally, while services have been set in place to assist students (Eisenberg et al., 

2011), they may not necessarily lead to improved QOL or graduation rates. This study 

investigated whether the number of services utilized predicts positive outcomes among the 

population of interest. This variable has not yet been assessed in research among postsecondary 

students with psychiatric disabilities.

 An area of interest that has not yet been investigated in previous research, relates the 

concept of enrollment status (full-time versus part-time) and its impact on QOL. One known 

study (Koch et al., 2014) collected data on enrollment status as part of demographic information; 

however, the researchers did not examine how enrollment status may impact QOL and GPA. This 

study addressed this gap. Finally, research has mistakenly utilized the terms mental illness 

(Eisenberg et al., 2009b; Kessler et al., 2007; Storrie et al., 2010) and psychiatric disability 

(Fleury et al., 2013; Hartley, 2013; Koch et al., 2014; Kranke et al., 2013) interchangeably 
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without distinguishing difficulties in daily functioning. This demonstrates a lack of clarity in 

definitions as well as an inadequate understanding of symptom presentation. This study 

specifically assessed students with psychiatric disabilities with a cutoff in impairment clearly 

identified.

Conclusion

 In summary, each variable identified as pertinent to this study was reviewed along with 

theoretical underpinnings. The psychosocial models presented were quality of life and Vash and 

Crewe’s (2004) psychosocial model of disability. The predictors discussed were person (gender 

and coping), disability (symptom severity), and environment (enrollment status and number of 

services used). These predictors were examined to assess the outcome variables of QOL and 

GPA. This was followed by a critical analysis of the literature. The following chapter will present 

this study’s research questions and hypotheses, methodology, and statistical analysis for 

addressing the given research questions.
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CHAPTER 3

METHODOLOGY

The previous chapter reviewed the literature related to postsecondary students with 

psychiatric disabilities and the negative impact of psychiatric disabilities on QOL and GPA. This 

study sought to fill multiple gaps in the relevant literature by specifically examining 

postsecondary students with psychiatric disabilities at 4-year higher education institutions in the 

United States. Additionally, person, disability, and environmental factors, as set forth by the 

psychosocial model of Vash and Crewe (2004), were assessed to better understand what 

components influence the self-reported outcome of QOL and GPA in this population.

This chapter describes the methodology that was used to investigate the research questions 

and hypotheses derived from the literature review. After stating the research questions, the 

variables of interest and targeted participants are described, followed by the procedure for data 

collection. Next, each assessment instrument that was used to test the variables of interest is 

presented. Following research design, instrumentation will be presented. Finally, the procedure 

for all data analyses is described.

Research Questions and Hypotheses

The following research questions and hypotheses were developed based on gaps noted within the 

relevant literature, and were guided by past research.

1. What are the relationships among person (gender and coping), disability (symptom 

severity), environmental variables (enrollment status - full- versus part-time and number 

of services utilized), QOL, and GPA among postsecondary students with psychiatric 

disabilities? 
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H1: Participants’ gender, levels of coping, symptom severity, enrollment status, and 

utilization of services will be related to their level of QOL and GPA. 

2. Do differences exist between males and females on QOL, GPA, and coping?

H2: Females will report lower levels of coping and QOL than male postsecondary 

students with psychiatric disabilities.

H3: Females will have higher aGPAs than male postsecondary students with psychiatric 

disabilities.

Variables and Power Analysis

 The five dependent variables of this study for research question one were QOL physical, 

QOL psychological, QOL social, QOL environment, and GPA. The five independent variables 

consisted of two person variables (gender and coping), one disability variable (symptom 

severity), and two environmental variables (enrollment status and number of services utilized). 

Additionally, two control variables were utilized; age and ethnicity. The six dependent variables 

of this study for research question two were QOL physical, QOL psychological, QOL social, 

QOL environment, GPA, and coping. The independent variable was gender.

 Two power analyses were conducted to determine the needed sample size to address each 

research question. For research question one, ‘What are the relationships among person (gender 

and coping), disability (symptom severity), environmental variables (enrollment status - full- 

versus part-time and number of services utilized), QOL, and GPA among postsecondary students 

with psychiatric disabilities?’ an a priori power analysis was conducted for a linear multiple 

regression. Eleven predictors were included within three groups: person (gender - male and 

female; and coping - engagement and disengagement); disability (symptom severity - no 
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impairment, mild, moderate, marked, and extreme) and environment (enrollment status - part-

time or full-time; and number of services utilized - excused absences, note taking assistance, 

course withdrawal without penalty, extended time on exams/quizzes, and homework deadline 

extensions). A medium effect size of ρ = 0.15 was used, and α was set to 0.05. The program 

G*Power3 (Faul, Erdfelder, Buchner, and Lang, 2009) indicated that power of 0.95 could be 

achieved with a sample of N = 178 participants. A MANOVA was conducted to assess research 

question two, ‘Do differences exist between males and females on QOL, GPA, and coping?’ and 

hypothesis number two and three. An a priori power analysis was conducted for a MANOVA 

with global effects. One independent variable was included: gender with two levels, male and 

female. Six continuous dependent variables were included: coping, QOL physical, QOL 

psychological, QOL social, QOL environment, and GPA. A medium effect size of ρ = 0.15 was 

used, and α was set to 0.05. The program G*Power3 (Faul, Erdfelder, Buchner, & Lang, 2009) 

indicated that power of 0.95 could be achieved with a sample of N = 146 participants.

Participants

 A sample of convenience was collected to obtain the necessary participants. Participants 

were students currently enrolled at four-year postsecondary institutions.  A total of 262 students 

accessed the link to this study’s survey through an online database system, Qualtrics. Of these 

students, 42 were eliminated for not meeting qualification criteria of having been diagnosed with 

a psychiatric disability; 41 participants did not complete the full battery resulting in an attrition 

rate of 19%. Such responses were not included in the present study because the questionnaires 

were not fully answered and may have led to an error in scoring. Overall, 179 completed the 

survey in its entirety, including the demographic questionnaire, World Health Organization 
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Quality of Life - Brief Version (WHOQOL-BREF) (WHO, 1996), the Coping Strategies 

Inventory - Short Form (CSI-S)(Tobin, 1995), and the Sheehan Disability Scale (SDS) (Sheehan, 

1983).

 Demographics collected in the current study were compared to the characteristics of the 

national sample obtained by the National Center for Education Statistics (NCES) in 2011, as this 

study sought to obtain a similarly reflective percentage with one exception, gender. Gender 

frequencies were not provided in the NCES (2011) sample, therefore gender rates were 

compared to the national sample obtained by the National Alliance on Mental Illness (NAMI) in 

2012. It was anticipated that the majority (approximately 52%; NCES, 2011) of participants 

would be between 18-25 years old (the typical postsecondary age range). It was anticipated that 

older students may also respond to the survey if returning to school. This study allowed for this 

variation because research has demonstrated that this population does not always consist of the 

traditional college age range (NCES, 2011). Based on past research obtained from the NCES 

(2011), it was predicted that approximately 38% of participants would be enrolled as part-time 

students with the remaining percentage enrolled as full-time students. Ethnic distribution was 

expected to approximate the following percentages: White (60%), Black (14%), Hispanic (13%), 

Asian/Pacific Islander (6%), American Indian/Alaska Native (<1%), and Biracial (1.5%), 

reflective of university demographics across the nation (NCES, 2011). Based on research 

obtained by NAMI (2012), gender distribution was expected to reflect similarly as follows: 

Female (82%), Male (16%), and other (2%).

 Results obtained from frequency rates of various demographic backgrounds are included 

in Table 1 (see below). The current national sample resulted in higher than predicted frequency 
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rates for males, lower than expected for females, and comparable results for those not identifying 

in either category. In regards to ethnicity, the obtained frequencies were lower than anticipated 

frequencies for African and Asian Americans, as well as other ethnic groups. The current study 

obtained decreased frequency rates associated with ethnicity demonstrated by NAMI (2011) as 

follows: African America (10%), Asian American (4%), and other (9%). Individuals identifying 

as Caucasian, Multiracial, Native American or Alaska Native resulted in higher than expected 

frequencies compared to the NAMI (2011) rate as follows: Caucasian (23%), Multiracial (3.5%), 

and Native American or Alaska Native (1%). Individuals between the ages of 18-25 years 

exceeded the anticipated frequency rate by almost 25%. Conversely, participants enrolled part-

time in postsecondary education were lower than the predicated rate while full-time enrollment 

was higher compared to the NCES (2011) sample.

Table 1

Frequencies of Gender, Ethnicityhnicity, and Eity, and Enrollmentlment Stent Status

Study Pudy Partudy Participants NAMI National Sample 

(2012)

n Percentnt Percent
Gender

Male 43 24 16%

Female 130 73 82%

Prefer Not to Answer 5 3 2%

Ethnicity

African American 7 4 14%

Asian American 4 2 6%

Caucasian 148 83 60%

Multiracial 9 5 1.5%

Native American or Alaska 

Native

3 2 <1%

Other 7 4 13%

Enrollment Status

Part-time 29 16 38%

Full-time 149 84 62%

 Table 2 (see below) illustrates age in greater detail and geographic location of academic 

institution. The large majority of participants were categorized in the 18-24 year range (73%). 
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This compares to a rate almost 20% higher than that found by NAMI (2011; 52%). Almost half 

of the study’s participants were enrolled in postsecondary institutions located in the Northeast, 

followed by the West, Southwest and Midwest respectively.

Table 2

Frequencies of Age and G and Geographic Locationon

Study Participants

n Percent

Age (in ranges)

18-24 Years Old 120 73

25-29 Years Old 18 11

30-34 Years Old 9 5

35 Years and Older 18 11

Geographic Location

Northeast 81 45

Southeast 30 17

Midwest 23 13

West 43 24

 Inclusion. All participants were registered at the university's student disability center as the 

survey was limited to a distribution by each postsecondary institution’s student disability center. 

This also requires documentation of a disability. For the purposes of this study, this required 

potential participants to have documentation of a psychiatric disability. Additionally, the survey 

may have been distributed to students who previously enlisted for services at their student 

disability center but have improved functioning. To complete the study, potential participants 

were enrolled in coursework at a 4-year public institution as either a full- or part-time student. 
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Students met criteria for at least one of the following disorders: mood disorder (e.g., major 

depressive disorder, bipolar) and/or anxiety disorder (e.g., generalized anxiety disorder, panic 

disorder), and/or obsessive compulsive and related disorders (e.g., obsessive-compulsive 

disorder, body dysmorphic disorder, trichotillomania). A co-morbid diagnosis did not eliminate 

potential participants from the study. Finally, all participants were 18-years-old or older as 

voluntary participation did not require assent from a legal guardian.

 Exclusion. Students who did not meet criteria for a diagnosis falling in the above stated 

categories (i.e., mood disorders, anxiety disorders, obsessive-compulsive and related disorders, 

and/or trauma and stressor-related disorders) were not included in the study. Specific diagnoses 

not listed on the survey can be incorporated by the participant by selecting ‘other,’ however, a 

diagnosis of reactive attachment disorder and disinhibited social engagement disorder were 

excluded from the present study as these diagnoses relate to young children. Substance abuse or 

induced disorders were not included. Justification for exclusion was determined by low 

prevalence rates of other disorders (i.e., psychotic disorders; NAMI, 2013). Students under the 

age of 18 years were not be included due to the need for parental permission to complete the 

survey.

Procedures

Prior to data collection, approval for the current study was obtained through the University’s 

Institutional Review Board (IRB)(see Appendix A). No pilot study was conducted prior to data 

collection. Data was collected using an online survey administration and completion tool, 

Qualtrics survey (Qualtrics, 2015).
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To accrue a national sample, the primary investigator divided the United States into four 

quadrants: north, south, east and west (see Appendix H for visual reference). Next, the primary 

investigator selected two states at random from each quadrant, with one exception: the researcher 

included the academic institution for which the current study was being conducted for degree 

completion. After seven additional states were selected using random selection via Excel 

software (Microsoft, 2013), the primary investigator referenced the Business Journals ‘2015 TBJ 

state-by-state rankings of public colleges’ to select 4-year public postsecondary institutions. This 

article references over 484 public postsecondary universities. State identified academic 

institutions were then selected by means of a random number generator (Microsoft, 2013).

After postsecondary institutions were selected, the primary investigator contacted 

administration at the student disability center to inquire about participation. If disability centers 

were unable or unwilling to comply with the present study’s protocol, they were eliminated from 

participation in the study. Subsequently, the primary investigator returned to listed academic 

institutions and selected the second postsecondary school identified for the state. This method 

continued until a total of eight universities selected agreed to participate in the current study.

Once the centers approved the study for its students, a link to participate in this study was 

emailed via each university’s disability service center administration to all students registered 

with the center. The researcher provided biweekly email reminders to participating institutions 

for re-distribution of the survey link. Not all university list serves differentiated between students 

with psychiatric and other disabilities, therefore the survey discriminated by terminating the 

survey if ‘psychiatric disability’ was not identified as the rationale for registering for services. 

These students had an equal opportunity to voluntarily participate in the survey - the survey did 
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not discriminate based on age or year in education. After four weeks of slow data collection, 85 

responses obtained, the primary investigator repeated the above process to identify an additional 

state per geographic region and coinciding postsecondary institution. Additionally, potential 

participants were offered the opportunity to be entered into a gift card raffle drawing, something 

not previously provided. Changes to the Institutional Review Board protocol were obtained 

through the university (see Appendix B). This resulted in a total of twelve postsecondary 

universities participating in the present study from across the nation. The link to complete the 

survey was re-sent to viable participants bi-weekly until the desired number of qualified 

participants were obtained. The survey link remained active until 9/21/16 when a viable set of 

data collection had been obtained. Subsequently, students who wished to be entered in the raffle 

drawing were entered into a drawing using a random number generator (Microsoft, 2013) 

selecting four students to receive a gift card for 25 dollars. These students were contacted via 

email by the primary researcher to be informed of their selection and obtain a mailing address. 

 Anonymity was protected, as no personally identifying information was collected or 

shown (e.g., name, birthdate, address, etc.) when completing the survey unless students decided 

to participate in the raffle drawing. All potential participants were informed of their rights to 

withdraw at any point in time during the study, should they feel discomfort in any way. The 

following section will describe the psychometric properties and utility of the measures that were 

used in the present study.

Research Design

 This study implemented a causal-correlational design using a self-selected sample of 

university students who were registered with their university’s disability resource center for a 
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psychiatric disability. Data was collected by conducting a simple survey using an online data 

collection program.

Research question one, along with hypothesis one consisted of five continuous predictor 

variables (gender, coping, symptom severity, enrollment status, and number of services utilized). 

The five continuous dependent variables included QOL physical, QOL psychological, QOL 

social, QOL environment and GPA. Research question two, and hypotheses two and three, were 

comprised of one categorical independent variable (gender) and six continuous dependent 

variables (coping, QOL physical, QOL psychological, QOL social, QOL environment and GPA). 

Information collected from the demographic questionnaire provided the data for three of the 

five independent variables: gender, enrollment status, and number of services utilized, and one 

dependent variable, GPA. The Sheehan Disability Scale measured the fourth independent 

variable, symptom severity, and the Coping Strategies Inventory-Short assessed the fifth 

independent variable, coping. The second dependent variable of QOL was assessed by examining 

the four subscales of the World Health Organization Quality of Life -BREF.

Instrumentation

 The present study utilized three assessment measures and a demographic questionnaire. 

The three assessment measures included: the World Health Organization Quality of Life - BREF 

(WHOQOL-BREF; WHO, 1996), the Coping Strategies Inventory - Short (Tobin, 1995), and the 

Sheehan Disability Scale (SDS; Sheehan, 1983).

 Demographics Questionnaire. A brief demographic questionnaire was utilized to collect 

basic demographic and academic information. The questionnaire asked participants to confirm 

mental health diagnosis, identify their gender, age, documented disability that qualified 
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participant for disability services, self-report of grade-point average (cumulative GPA), primary 

and secondary diagnosis, type of services utilized, number of services utilized, enrollment status 

(full-time versus part-time) use of counseling services at university and outside of university. The 

demographic questionnaire included certain psychiatric disabilities, limited to mood disorders, 

anxiety disorders, obsessive-compulsion and related disorders, and trauma and stressor-related 

disorders. Justification for excluding other disorders (i.e., psychotic disorders) was determined 

by low prevalence rates (NAMI, 2013). Further inquiries made on the demographic questionnaire 

were necessitated by information needed to address research questions (i.e., gender, ethnicity, 

cumulative GPA). The primary investigator contacted five university disability resource centers 

in Florida by e-mail to obtain information regarding most utilized services among this 

population: the Florida State University, the University of South Florida, Florida Atlantic 

University, Florida Gulf Coast University, and the University of Florida. This information was 

cross-referenced with the NAMI (2012a) College Students Speak survey to identify the top five 

services used by postsecondary students with psychiatric disabilities. The results of this 

information are as follows in no particular order: 1) excused absences 2) note taking assistance, 

3) course withdrawal without penalty, 4) extended time on exams/quizzes, and 5) homework 

deadline extensions. Use of reported services was then used to create survey items related to type 

of services utilized. 

 World Health Organization Quality of Life - Brief Version (WHOQOL-BREF). The 

WHOQOL-BREF (WHO, 1996) is a 26-item assessment that provides a broad and 

comprehensive assessment of QOL. Derived from the WHOQOL-100 (WHO, 1995), the 

WHOQOL-BREF was developed to provide a short form QOL assessment. The WHOQOL-100 
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was tested worldwide within 20 field centers in 18 countries. The WHOQOL-BREF represents 

an agreed upon core set of international items (the most general question from each facet) and its 

use is recommended when QOL is one of many variables being assessed. This tool assesses four 

domains: physical health, psychological health, social relationships, and environment. It contains 

one item from each of the 24 facets contained in the WHOQOL-100 (WHO, 1995), with two 

additional items assessing the overall levels of QOL and general health. The mean score of items 

within a domain is used to calculate the domain score. Domain scores are scaled in a positive 

direction (e.g., high scores represent higher QOL), ranging from 4-20 (WHO, 1995).

 Domain scores produced by the WHOQOL-BREF correlate highly with the 

WHOQOL-100, ranging from 0.89 to 0.95 (The WHOQOL Group, 1998). Cronbach alpha 

values for each of the four domains range from 0.66 to 0.84, demonstrating acceptable to good 

internal consistency (The WHOQOL Group, 1998). Discriminant validity demonstrated that the 

WHOQOL-BREF is able to differentiate between ill and well respondents (p = .001; The 

WHOQOL Group, 1998). The psychometric properties of WHOQOL-BREF have also been 

examined among postsecondary populations with an overall alpha of 0.89 and all subscales being 

above 0.70, demonstrating good internal consistency (Krageloh et al., 2011). Criterion-related 

validity was also assessed by correlating each item and domain score with questions one and two 

of the WHOQOL-BREF. All items were significantly correlated (p < .01) ranging from 0.32-0.63 

(Krageloh et al., 2011). Li, Kay, and Nokkaew (2009) demonstrated significant predictive 

validity (p < .001) in overall QOL, general health, and general health combined with QOL.
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 Coping Strategies Inventory. The Coping Strategies Inventory - Short Form (CSI-S; 

Tobin, 1995) is a 32-item assessment for examining coping strategies. A four point Likert scale is 

used to record an individual’s responses based on the frequency a coping skill is implemented, 

with 1 representing “Not at all” and 5 translating to “Very much.” The CSI-S was developed as 

an abbreviated version of the Coping Strategies Inventory (Tobin, 1984, 2001). A total of 14 

subscales comprise the CSI and CSI-S. These subscales include: eight primary, four secondary, 

and two tertiary scales (Tobin, 1984, 2001). Each of the eight primary scales represent a coping 

factor. The coping factors include: problem solving, cognitive restructuring, social support, 

express emotions, problem avoidance, wishful thinking, and social withdrawal. The four 

secondary subscales include: problem-focused engagement, emotion-focused engagement, 

problem-focused disengagement, and emotion-focused disengagement. Lastly, are the two 

tertiary subscales of engagement and disengagement. Each subscale consists of four items, which 

can then be added together to form secondary subscales (eight items total) or tertiary subscales 

(16-items total). 

 The CSI was developed from past coping assessment literature, with 23 items taken from 

the “Ways of Coping” questionnaire (Folkman & Lazarus, 1980). The remaining 49 items were 

written based on hypothesized subscales (Tobin, 1984, 2001). The CSI was constructed through 

the implementation of a hierarchical factor analysis over the course of three studies (Tobin, 

Holroyd, Reynolds, & Wigal, 1989). First, the developers assessed a sample of 524 

undergraduate students recruited from a university in Ohio. Based on the results from a sequence 

of inferential statistics, an 8-factor solution was identified that was inclusive of seven 

hypothesized factors and an 8th unanticipated factor (Tobin et al., 1989). A second study was 
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conducted to refine the item pool of the CSI, replicate the hierarchical structure from the first 

study, and solidify the factor loading of the social-withdrawal subscale for the secondary and 

tertiary factors (Tobin et al., 1989). A 72-item version of the CSI was developed by retaining 

nine items from each of the subscales identified in the first study that resulted in a factor loading 

of at least .30. Finally, additional items were constructed for the social-withdrawal subscale 

(Tobin et al., 1989). The measure was administered to a new sample of 508 undergraduate 

students at the same university that the first study was conducted. The third study in the series 

was conducted to determine the reliability and validity of the finalized subscales (Tobin et al., 

1989). The 72-item measure was administered to 398 undergraduate students at the same 

university. The final CSI demonstrated adequate to excellent reliability with coefficient alphas 

ranging from good to excellent (.72 - .94; Tobin, 1984, 2001).

 Similar to the CSI, the CSI-S demonstrated excellent levels of internal consistency among 

postsecondary students on the tertiary subscales of Engagement and Disengagement (.90; Wong, 

Kim, & Tran, 2010). The results of the test-retest scores for the tertiary subscales (.78 and .79) 

demonstrated adequate reliability (Wong, Kim, & Tran, 2010). Convergent validity has been 

verified by examining the “intercorrelations between scales, correlations with personality 

dispositions, and with coping efficacy” (Garcia-Albera et al., 2012, p. 1328) such that individuals 

with depression and anxiety endorsed significant levels of disengagement (p < 0.0001).

 Research has also demonstrated that low levels of reliability on the Disengagement 

subscale has necessitated the removal of items to increase reliability (Addison et al., 2007). In 

the previously mentioned study (Addison et al., 2007), a confirmatory factor analysis was 

conducted among African American men and women participating in the Jackson Heart Study 
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(JHS). Two items were removed from the tertiary scale of Disengagement as a result. Although 

the present study sought to assess a differing sample, it is noteworthy to mention that differences 

in reliability levels have been demonstrated in the literature.

 This study only used the scores obtained from the tertiary subscales of the CSI-S, 

engagement (active coping) and disengagement (avoidance; Tobin et al., 1989). The tertiary 

subscales were selected as they utilize all items of the CSI-S whereas the primary subscales are 

composed of four items demonstrating adequate levels of reliability (.70), secondary scales 

contain eight items demonstrating good levels of reliability (.80), and tertiary scales demonstrate 

excellent levels of reliability (.90; Tobin et al., 1989). The tertiary subscale scores are calculated 

by summing the primary scales that comprise the identified subscales (Tobin, 1995).

 The Sheehan Disability Scale. The Sheehan Disability Scale (SDS) (Sheehan, 1983) is a 

3-item measure that was developed to assess functional impairment in three interrelated domains: 

work/school, social life, and family life (Sheehan, 1983). The questions appear as follows:

“The symptoms have disrupted your work/school work:”

“The symptoms have disrupted your social life/leisure activities:”

“The symptoms have disrupted your family life/home responsibilities:” (Sheehan, 1983, p. 2).

 Each item is rated on a 0 (unimpaired) to 10 (extremely impaired) point Likert scale to 

measure global functional impairment. The interference caused in each domain is further 

classified into five categories: ‘No Impairment,’ ‘Mild,’ ‘Moderate,’ ‘Markedly,’ and 

‘Extremely.’ “The SDS was originally developed in 1981 to provide a brief but reliable and valid 

self-rated measure of impairment in functioning for patients in treatment outcome studies in 

psychiatry” (Sheehan & Sheehan, 2008, p. 71).
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 The SDS has been used widely since its development. In the early 1980s, the scale was 

used in several treatment studies of anxiety and depression: one of the trials for alprazolam 

(Sheehan, 1985), in the Cross National Collaborative Panic Study (Ballenger et al., 1988), and 

later in the Panic Depression Study (Keller et al., 1993). The scale’s internal consistency 

(coefficient alpha, 0.89), construct validity (work impairment = 0.67; family impairment = 0.77; 

and social impairment = 0.81), and criterion-related validity (examined between group effect 

sizes, > 0.78) have been investigated during a variety of studies (Ballenger et al., 1988; Leon, 

Olfson, Portera, Farber, & Sheehan, 1997; Keller et al., 1993), reporting acceptable to good 

reliability and validity. Convergent validity ranged from 0.77 to 0.80 (Arbuckle et al., 2009) 

when compared to assessments measuring depression and mania/hypo-mania. Discriminant 

validity has been examined by comparing the scale scores of individuals who have met DSM-IV 

criteria for a mental illness to the scores of those who did not, finding that those who meet 

clinical criteria have significantly higher scores (p < .001) (Leon et al., 1997); thus, this 

evidences that the scale can differentiate between individuals with and without psychiatric 

disabilities. The psychometric properties of sensitivity (83%) and specificity (69%) were 

obtained among six mental health diagnoses (Sheehan, 1983). A total score of 5 or greater has 

been found to strongly predict impairment (Leon et al., 1997).

Data Analyses

Data was collected to derive demographic statistics for all participants. This included 

information on age, gender, ethnicity, geographic location and type of psychiatric diagnoses. 

Analyses of data was completed using version 20 of the Statistical Package for the Social 

Sciences (SPSS IBM, Armonk, NY). First, descriptive statistics were conducted to obtain 
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information to better summarize and describe the sample, such as percentage of sample from 

each postsecondary institution and students enrolled as full or part-time. This also assessed for 

whether basic statistical assumptions have been met. These assumptions include: normality, 

linearity and homogeneity of variances and covariances.

 After completing the descriptive statistics, the first research question and hypothesis one 

was addressed by completing a simultaneous linear multiple regression. A simultaneous linear 

regression was selected for multiple reasons, but first, a brief overview of those types of 

regression entry will be presented. Hierarchical or sequential regression is an alternative for 

multiple linear regression utilized in research when assessing predictors entered in a hierarchical 

manner based on theory. It also allows for monitoring the change in variance accounted for (R2) 

as each new variable is added to the equation (Cohen & Cohen, 1975). Hierarchical regression is 

also useful when predictors are identified as accounting for higher levels of explanation in the 

criterion variable based on past research (Cohen & Cohen, 1975). This model was not selected 

for the present study as the theoretical framework of Vash and Crewe (2004) does not denote 

theoretical determinants as being more or less important than others. Additionally, upon review 

of the literature, it could not be confidently stated that one determinant might account for higher 

levels of variance than others as research findings were frequently mixed.

 A stepwise regression is another alternative for conduction of a multiple linear regression. 

In a stepwise regression the order of entry is determined by the computer based on the statistical 

analysis of deemed variable importance (Cohen & Cohen, 1983). This process continues to 

occur, as determined by the computer, until predictor variables no longer contribute statistically 

to the criterion variables (s). Stepwise regression can occur two ways: forward or backward. In a 
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forward stepwise regression the model begins with no variables and adds until significance of 

predictor variables is no longer useful. In a backward stepwise regression, all predictor variables 

are initially entered in the model and removed individually until variance is best explained 

(Cohen & Cohen, 1983). This type of regression is no longer utilized frequently in social science 

research as it is atheoritical, incorporates a high frequency of predictor variables in hopes of 

identifying explained variance relying on chance, and variables are not weighted by importance, 

but rather statistical significance determined by computer discrimination (Cohen & Cohen, 

1983). As a result, a stepwise regression was not selected for conducted of the present study’s 

analysis. 

A simultaneous model was selected as all predictor variables are treated simultaneously. This 

model is recommended most frequently when theoretical basis or hypothetical causal structure of 

the data does not apply (Cohen & Cohen, 1983). This type of entry is most useful when the 

researcher does not know which predictor variables will create the best explanation of the 

criterion variables. Each predictor is assessed as if entered last into the dataset and compared to 

the levels of prediction based on the criterion variable while assessed for additive differences in 

the model (Cohen & Cohen, 1983).  This included the following continuous predictor variables: 

gender, coping, symptom severity, enrollment status, and number of services utilized. The five 

continuous dependent variables were QOL physical, QOL psychological, QOL social, QOL 

environment, and GPA. To address research question two and hypotheses two, a MANOVA was 

conducted. Specifically, gender (male and female) served as the categorical independent variable. 

The six continuous outcome variables were coping, QOL physical, QOL psychological, QOL 

social, QOL environment and GPA. Significance was demonstrated as a result of this MANOVA, 
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therefore a post-hoc analysis was conducted to identify the significant variable. Additionally, a 

Bonferroni correction was utilized to control for multiple comparisons and type 1 errors during 

the conduction of the MANOVA. Finally, significance was set to p < .05 when completing all 

inferential statistics for the purposes of this study. A brief summary for justification of the 

identified variables is as follows.

Past research has demonstrated that graduation rates are significantly influenced by gender 

(ACHA, 2013; Wessel et al., 2009), which may be impacted by the increased prevalence rates of 

psychiatric disabilities in females over males (Woo & Keatinge, 2008). Coping research has 

shown that postsecondary students with psychiatric disabilities have low levels of coping, which 

impact GPA and QOL (Aldao et al., 2010; Hartley, 2013; Schwartz & Friedman, 2009; Storrie et 

al., 2010). Symptom severity was selected because past research has demonstrated that the 

variability within and between diagnoses impacted QOL and GPA (Chou & Chronister, 2012; 

Fleury et al., 2013). For example, high levels of symptom severity have demonstrated an inverse 

relationship with QOL (Eklund et al., 2011) and retention (Hartley, 2013). All variables were 

selected because research has shown that the successful completion of a postsecondary degree is 

strongly associated with higher levels of QOL (Evans et al., 2007; Kranke et al., 2013). 

Additionally, research has shown that when students with psychiatric disabilities utilize campus 

and community resources, they are more likely to complete their degrees (Pingry, 2007). 

Research has also demonstrated that when students with psychiatric disabilities use available 

services, they tend to have higher GPAs than students with other disabilities and students not 

using services (Troiano et al., 2010).

73



CHAPTER 4

RESULTS

 The purpose of the present study was to examine how person (gender and coping), 

disability (symptom severity), and environmental factors (enrollment status and type of services 

used) impact the quality of life (QOL) and GPA of postsecondary students with psychiatric 

disabilities. Vash and Crewe’s (2004) psychosocial model was used as the foundation for 

assessing the presented variables. In order to examine the QOL and GPA of postsecondary 

students with psychiatric disabilities, a linear multiple regression and MANOVA were 

conducted. Thischapter explores the results of the data analysis, as directed by the study’s 

research questions and hypotheses.

Reliability of Measures

 All measures employed in the current study were assessed for reliability. These measures 

include the following: the World Health Organization Quality of Life - Brief Version 

(WHOQOL-BREF; WHO, 1996), the Coping Strategies Inventory - Short Form (CSI-S; Tobin, 

1995), and the Sheehan Disability Scale (SDS; Sheehan, 1983). Cronbach alpha was used as a 

measure of internal consistency for the total scores on the WHOQOL-BREF, CSI-S, SDS and for 

the subscales on the CSI-S and WHOQOL-BREF domains. Acceptable to good values of alpha 

range from .70 to .90 (Tavakol & Dennick, 2011). Higher levels of Cronbach’s alpha decrease 

the likelihood test scores are attributed to error (Tavakol & Dennick, 2011). For the total scale of 

the WHOQOL-BREF, Cronbach’s alpha was .91, demonstrating excellent internal consistency. 

The subscales of the WHOQOL-BREF yielded the following Cronbach’s alpha coefficients: 

physical (α sample = .71), emotional (α sample = .85), psychological (α sample = .72), and 
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environmental (α sample = .81). These results demonstrate reliability ranging from acceptable to 

good. Alpha coefficients for the CSI-S subscales were as follows: Engagement (α sample = .86), 

and Disengagement (α sample = .53), evidencing good and poor levels, respectively. Due to poor 

levels of reliability on the Disengagement subscale, bivariate correlations between the 

Disengagement and Engagement scale were conducted. These subscales resulted in high 

correlations between (p = .675), therefore, the engagement subscale was used in all other 

analyses. Finally, Cronbach’s alpha was calculated to examine the internal consistency of the 

Sheehan Disability Scale (SDS), resulting in an acceptable level of reliability (α sample =  76). 

Descriptive Statistics of Variables

 Descriptive statistics were obtained for the following measures: the WHOQOL-BREF 

(WHO, 1996) total score and subscales, the CSI-E (Tobin, 1995) subscales, the SDS (Sheehan, 

1983), and GPA. These results are presented in Table  3.

Table 3

Descriptive Statist Statistics fors for Primaryary Variables of Int of Interest

Variable n Mean SD Range Skewness Kurtosis

WHOQOL-

BREF 

Psychological

178 72.27 14.34 64 0.177 -0.581

WHOQOL-

BREF Physical

178 82.24 14.01 64 0.053 -0.458

WHOQOL-

BREF Social

178 37.08 11.30 48 -0.339 -0.717

WHOQOL-

BREF 

Environment

178 110.58 22.50 108 -0.232 -0.375

Coping 

Strategies 

Inventory

178 48.20 10.84 46 -0.015 -0.801

Sheehan 

Disability Scale

178 6.84 2.15 10 -0.385 -0.139

GPA 178 2.99 0.864 4 -1.919 4.270
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 Means and standard deviations from results of the present study were compared to the 

normed groups for each measure. The WHOQOL-BREF resulted in higher means in the present 

study on the psychological, physical, and environment domains compared to the norm group: 

70.6, 73.5, and 75.1 respectively. The social domain resulted in a drastically lower mean 37.08 

compared to the normed group (71.5). Standard deviations were smaller in the present study 

aross the psychological, physical, and social domains but larger in the environment domain 

(WHO, 1996). The mean and standard deviations of the current study also resulted in higher 

scores on the CSI-S compared to the norm group (Tobin, 1995). Finally, the means and standard 

deviations for the SDS (Sheehan, 1983) are not available for comparison.

 Normality of distribution was assessed using the Shapiro-Wilk test as well as the 

skewness and kurtosis estimates for the WHOQOL-BREF, the CSI engagement subscale (CSI-E, 

and SDS. Results of the Shapiro-Wilk test (see Table 4) indicated that two of four domains of the 

WHOQOL-BREF, the Environmental (p = .16) and the Physical (p = .73) subscales, met the 

normality assumptions as their p-values were greater than .05. The SDS total scale (p = .01), 

CSI-E (p = .02), WHOQOL-BREF social (p = .00), and WHOQOL-BREF Psychological (p = .

01) did not meet the assumption of normality, as the p-values were less than .05. 

Table 4

Tests of Normality and Homogeomogeneity of Var of Variance

Variable n Shapiro-Wilk Levene Statistic

Quality of Life Psychological 178 0.018* 0.359

Quality of Life Physical 178 0.073 0.666

Quality of Life Social 178 0.000* 0.109

Quality of Life Environment 178 0.166 0.713

Coping Strategies Inventory 178 0.020* 0.664

Note. * p < .05

! Because these scales did not meet the normality assumption, the skewness and kurtosis of 
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these scales was evaluated. The SDS total scale’s skewness value was -.38, the CSI-E’s skewness 

value was -.01, and the Social and Psychological domains of the WHOQOL-BREF’s skewness 

values were -.33 and .17, respectively. Because all skewness values are less than .50, they 

indicate fairly symmetrical distribution (Bulmer, 1979). Values are considered acceptable when 

assessing kurtosis if resulting values between -2 and +2 (George & Mallery, 2010). All criterion 

variables also met this assumption, with the following values: QOL physical: -.45; QOL 

psychological: -.58; QOL social: -.71; QOL environment: -.37; coping: -.80; and symptom 

severity: -.13.

 Next, correlations among the predictor variables were examined to determine the degree 

of relationships. Most variables indicated non-significant linear relationships in the positive or 

negative direction, meaning a change in one variable (e.g., gender) does not correlate with 

changes in another variable (e.g., coping; Rumsey, 2016). The relationship between coping and 

number of services utilized resulted in a p-value < .05. This statistically significant positive 

relationship indicates that an increase in number of services utilized will increase coping, and 

vice versa. The relationship between gender and number of services utilized was non-significant, 

which was unexpected given that females have been reported as engaging in a higher frequency 

of help-seeking behavior compared to males (Eisenberg et al., 2011). Correlations are shown in 

Table 5.

Table 5

Correlations Among V Among Variabless

Variable Gender Coping Symptom 

Severity

Enrollment Number of 

Services

Gender -----

Coping -0.073 -----

Symptom 

Severity

0.110 -0.089 -----

77



Table 5

Continued

Variable Gender Coping Symptom 

Severity

Enrollment Number of 

Services

Enrollment -0.055 -0.116 0.130 -----

Number of 

Services

-0.046 0.148* 0.127 0.148 -----

Note. * p < .05 < .05

Next, criterion variables were assessed for independence of errors. Durbin-Watson values 

assess for autocorrelation in residuals from the statistical regression (Cohen, Cohen, West, & 

Aiken). According to Cohen et al. (2003), values should be close to 2.000, as an indication of no 

autocorrelation in the data. Values less than 1.000 and greater than 3.000 indicate a violation of 

this assumption and indicate some autocorrelation between residuals. Durbin-Watson values are 

provided in Table 6 and indicate no violation of this assumption.

Table 6

Durbin-Watson Values for Criterion Variables

Criterion Variable Durbin-Watson

Quality of Life Psychological 2.313

Quality of Life Physical 2.129

Quality of Life Social 2.020

Quality of Life Environment 2.140

GPA 1.726

 Multicollinearity was examined by conducting correlations among the criterion variables. 

All criterion variables resulted in correlations less than .75, removing concern for 

multicollinearity (Chennamaneni, Echambadi, Hess, & Syam, 2008). As a result, all linear 

regression analyses were conducted with the data in the current state.

 Table 7 presents frequency data on the number and type of services participants utilized 

through their student disability services center as well as their grade-point average (GPA). The 

majority (33%) of participants reported utilizing one services offered through the university 
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student disability center. However, 17% of the participants did not accept services. When 

examining specific accommodations utilized by this sample, extended time on exams and 

quizzes was the most frequently used service (29%), followed by ‘Other’ services (20%), such as 

the use of a smart pen, housing accommodations, and therapy pets. All remaining services were 

utilized by 8-12% of participants.

 Grade-point average (GPA) was self-reported by participants. The majority of the sample 

reported a GPA between 3.0-3.9 (60%). 31% of participants reported a GPA between 1.6-2.9. 

Few participants reported outlying GPAs that fell below 1.6 or above 3.9.

Table 7

Frequencies of Number of Servicervices Used, Type of Sepe of Service Used and GPA

Study Participants

n Percent

Number of Services Used

0 30 17

1 58 33

2 46 26

3 20 11

4 19 11

5 3 2

6 2 1

Type of Services Used

Excused Absences 22 12

Note Taking Assistance 18 10

Course Withdrawal without 

Penalty

16 9

Extended Time on Exams/

Quizzes

52 29

Homework Deadline 

Extension

14 8

Other 35 20

No Services Indicated 17 10

GPA (in ranges)

1.5 or less 11 6

1.6-2.9 56 31

3.0-3.4 54 30
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Table 7

Continued

Study Participants

n Percent

3.5-3.9 53 30

4.0 or greater 4 2

 The majority of participants (56-76%) reported participating in counseling, either on-

campus (n = 100) or through another service provider off-campus (n = 137). Participants that 

used off-campus counseling had higher frequency rates (77%) than those that used on-campus 

counseling services (56%).

 Table 8 provides information related to the types of diagnoses reported by participants. 

Participants reported anxiety disorders most frequently. This was followed by mood disorders, 

trauma and stressor-related disorders; and obsessive-compulsive and related disorders. Finally 

66% of the sample, 117 individuals, indicated co-morbid diagnoses.

Table 8

Frequencies of Diagnosis Typepe

Study Participants

n Percent

Mood Disorders

Bipolar Disorder 19 17

Depressive Disorder 62 54

Major Depressive Disorder 26 23

Persistent Depressive 

Disorder (dysthymia)

6 5

Co-Morbid Mood Disorders 5 4

Other Mood Disorder 2 7

Anxiety Disorders

Generalized Anxiety 

Disorder

87 71

Panic Disorder 14 11
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Table 8

Continued

Study Participants

n Percent

Separation Anxiety 0 0

Social Anxiety 18 15

Specific Phobia 1 >1

Co-Morbid Anxiety 

Disorders

13 11

Other Anxiety Disorder 3 2

Obsessive-Compulsive and 

Related Disorders

Body Dysmorphic Disorder 4 12

Excoriation 1 3

Hoarding Disorder 2 6

Obsessive-Compulsive 

Disorder

22 65

Trichotillomania 5 15

Co-Morbid Obsessive-

Compulsive and Related 

Disorders

10 30

Other Obsessive-Compulsive 

and Related Disorder

0 0

Trauma and Stressor-Related 

Disorders

Posttraumatic Stress 

Disorder

49 82

Acute Stress Disorder 8 13

Adjustment Disorder 4 7

Other Trauma and Stressor-

Related Disorder

1 2

Co-Morbid Trauma and 

Stressor-Related Disorders

0 0

After evaluating the sample’s descriptive statistics, as well as evaluating whether it met 

various statistical assumptions, the first research question and hypothesis one are addressed by 
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completing a linear multiple regression. This analysis included the following categorical 

predictor variables: gender, coping, symptom severity, enrollment status, and number of services 

utilized. The five continuous criterion variables were QOL physical, QOL psychological, QOL 

social, QOL environment, and GPA.

Research question two was assessed using a MANOVA. Specifically, gender (male and 

female) served as the categorical independent variable. The six continuous dependent variables 

were coping, QOL physical, QOL psychological, QOL social, QOL environment and GPA. 

Before conducting the MANOVA, assumptions of normality were assessed for the six dependent 

variables. Normality of distribution was assessed by the Shapiro-Wilk tests outlined above (Table 

5). In addition, the normality of distribution for the variable GPA was assessed using the Shapiro-

Wilk test. This analysis indicated that the assumption of normality was violated for GPA, as the 

p-value did not exceed the significance level of .05 (p = .000). As a result, Skewness (-1.919) and 

Kurtosis (4.270) were examined for the variable GPA, which indicated the present sample’s data 

is highly skewed (Bulmer, 1979). Due to skewness of GPA, this variable was further examined to 

determine whether it could be used to test research question two. First, the statistical significance 

of the variable’s skewness was examined by dividing the skewness of GPA (-1.919) by the 

standard error of skewness for GPA (.182). This value (-10.54) exceeded 1.96, thereby rejecting 

the null hypothesis of no skewness in the data. However, because the skewness value for GPA 

did not exceed a value of +/- 2.000, the data set was determined acceptable to complete 

additional statistical analysis in the current state (George & Mallery, 2010). Statistical 

significance of the kurtosis value for GPA was calculated by dividing the kurtosis value (4.270) 
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by the standard error of kurtosis (.362) resulting in a value (11.79) greater than 1.96, thereby 

rejecting the null hypothesis of no kurtosis in the data (George & Mallery, 2010).

With kurtosis exceeding a value of 2.000, a non-parametric test was used to test the 

differences between gender on GPA. A non-parametric test makes no assumptions regarding 

distribution of the data. Additionally, the non-parametric approach demonstrates higher levels of 

power compared to other approaches (e.g., trimmed-mean; Keselman & Zumo, 1997); this also 

decreased the chances of Type 1 error (Woodward, 2014). The likelihood ratio was included in 

the present study as x2 violated the assumption that no more than 20% of cells can have a value 

less than five (George & Mallery, 2010). Results from a Kruskal-Wallis test indicated there was 

no statistically significant difference between gender (H (108.37) = 108.37, p = .895) on GPA. 

The likelihood ratio was included in the present study as x2 violated the assumption of the 

expected count ratio (95.9%) when data is not to exceed 20% (George & Mallery, 2010). The 

data set for the current data of GPA did not violate this assumption (George & Mallery, 2010). 

Results of the Kruskal-Wallis resulted in identifying no significant difference between gender on 

GPA. Due to a non-parametric test needing to be conducted for GPA, the MANOVA did not 

include GPA as a dependent variable.

Box’s M Test of Equality of Covariance Matrices tested the assumption that the dependent 

variables (QOL physical, QOL psychological, QOL social, QOL environment, and coping) 

followed a multivariate normal distribution. Additionally, Levene’s Test of Equality of Error 

Variances was calculated to assess homoscedasticity. Both of these tests were non-significant, 

with a p-values greater than .05 demonstrating equal covariance matrices for this MANOVA.  

Results of this analysis demonstrated a linear relationship among the dependent variables and the 
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independent variable, gender (p > .07). Therefore, all variables were proportional to one another.  

Finally, Wilk’s Lambda was used to evaluate the differences between groups of participants 

(male versus female) on the dependent variables of QOL physical, QOL psychological, QOL 

social, QOL environment, and coping. Results of this analysis indicated that Wilk’s Lambda was 

non-significant for gender (p = .07). Therefore it could be concluded that the dependent variables 

(QOL physical, QOL psychological, QOL social, QOL environment, and coping) were not 

significantly dependent upon gender.

Research Questions and Hypotheses

 The following section reviews the research questions and hypotheses along with 

coinciding findings.

Research Question 1: What are the relationships among person (gender and coping), 

disability (symptom severity), environmental variables (enrollment status - full- versus 

part-time, and number of services utilized), QOL, and GPA among postsecondary 

students with psychiatric disabilities?

H1: Participants’ gender, levels of coping, symptom severity, enrollment status, and 

utilization of services will predict their level of QOL and GPA.

 A multiple linear regression was used to test whether gender, coping, symptom severity, 

enrollment status, and the number of services utilized significantly predicted the quality of life 

and GPA of postsecondary students with psychiatric disabilities. Because gender and enrollment 

status were categorical, they were both dummy coded. A multiple linear regression was used to 

test whether gender, coping, symptom severity, enrollment status, and number of services 

predicted each aspect of participants’ QOL.
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 The first analysis evaluated whether gender, coping, symptom severity, enrollment status, 

and number of services utilized predicted QOL physical. Multiple linear regression analyses 

provided support for the model of gender, coping, symptom severity, enrollment status, and 

number of services utilized significantly predicting 28.5% of the variance for QOL physical: (R2 

= .28 F (7, 137) = 7.786, R2 = .285, p < .05). More specifically, the standardized beta weights 

indicated that coping, symptom severity, and the number of services utilized significantly 

predicted QOL physical: (β = .271, p < .05), (β = -2.654, p < .05), (β = .002, p < .05), 

respectively (see Table 9).

Table 9

Regression Results for Fivor Five Predictordictor Model and tl and the Criterion QOL PhyL Physical

Variable B SE B β t

Gender -0.184 2.029 -0.007 -0.090

CSI 0.271 0.093 0.218 2.919*

SDS -2.654 0.460 -0.439 -5.770*

Enrollment -2.752 2.258 -0.096 -1.219

Services 0.002 0.001 0.172 2.193

*p < .05

 The second analysis evaluated whether gender, coping, symptom severity, enrollment 

status, and number of services utilized predicted QOL psychological. The results of the multiple 

linear regression indicated the five predictors explained 34.6% of the variance (R2 = .34, F (7, 

135) = 10.199, p < .05). More specifically, coping (β = .407, p < .05) and symptom severity (β 

= .-2.948, p < .05) statistically significantly predicted QOL psychological (see Table 10).

Table 10

Regression Results for Fivor Five Predictordictor Model and tl and the Criterion QOL PsyL Psychological

Variable B SE B β t

Gender -1.555 2.119 -0.052 -0.734

CSI 0.407 0.096 0.306 4.245*

SDS -2.948 0.479 -0.451 -6.157*

Enrollment 2.551 2.616 0.073 0.975

Services 0.001 0.001 0.092 1.202
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Table 10

Continued

*p < .05

 The third multiple regression analysis evaluated whether gender, coping, symptom 

severity, enrollment status, and number of services utilized predicted QOL social. Results of the 

multiple regression indicated that these five predictors explained 25.5% of the variance (R2 = .

25, F (7, 139) = 6.782, p < .05). Coping (β = .274, p < .05), symptom severity (β = -1.577, p < .

05), and the number of services utilized (β = .002, p < .05) significantly predicted QOL social 

(see Table 11).

Table 11

Regression Results for Fivor Five Predictordictor Model and tl and the Criterion QOL SocL Social

Variable B SE B β t

Gender 2.740 1.754 0.116 1.562

CSI 0.274 0.081 0.257 3.389*

SDS -1.577 0.398 -0.306 -3.966*

Enrollment 0.080 1.969 0.003 0.040

Services 0.002 0.001 0.257 3.249*

*p < .05

 The fourth multiple regression analysis evaluated whether gender, coping, symptom 

severity, enrollment status, and number of services utilized predicted QOL environment. Results 

of the multiple regression indicated that these five predictors explained 25% of the variance (R2 

= .25, F (7, 139) = 6.831, p < .05). It was found that coping (β = .438, p < .05) and symptom 

severity (β = -3.434, p < .05) significantly predicted QOL environment, as indicated in Table 12.

Table 12

Regression Results for Fivor Five Predictordictor Model and tl and the Criterion QOL QOL QOL Environment

Variable B SE B β t

Gender -3.244 3.220 -0.75 -1.007

CSI 0.438 0.148 0.224 2.957*

SDS -3.434 0.730 -0.363 -4.707*

Enrollment 0.089 3.613 0.002 0.025

Services 0.000 0.001 -0.019 -0.242
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Table 12

Continued

*p < .05

 Finally, the fifth multiple linear regression provided support for the model of gender, 

coping, symptom severity, enrollment status, and number of services utilized predicting GPA. 

The five predictors (R2 = .04, F (7, 139) = .839, p < .05) explained 4.1% of the variance 

explained in the model. No variables were identified as significant predictors of GPA. See Table 

13 below.

Table 13

Regression Results for Fivor Five Predictordictor Model and tl and the Criterion GPA

Variable B SE B β t

Gender 0.049 0.153 0.027 0.318

CSI 0.010 0.007 0.123 1.436

SDS 0.007 0.035 0.017 0.197

Enrollment -0.260 0.172 -0.137 -1.518

Services -4.68E-0

9

0.000 0.000 0.000

*p < .05

 Hypothesis one was partially supported as coping and symptom severity yielded 

significant effects on the dependent variable of QOL across all four domains. Number of services 

utilized was a significant predictor of QOL within the domains Physical and Social. No variables 

demonstrated statistical significance in predicting GPA. All other variables (gender and 

enrollment status) did not reveal a significant effect.

Research Question 2: Do differences exist between males and females on QOL, GPA, and 

coping?

H2: Females will report lower levels of coping and QOL than male postsecondary 

students with psychiatric disabilities.
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H3: Females will have higher GPAs than male postsecondary students with psychiatric 

disabilities.

 A MANOVA was conducted to assess whether gender would significantly impact the 

QOL, GPA, and coping of postsecondary students with psychiatric disabilities. Results from the 

MANOVA did not reveal a significant effect of gender on QOL, or coping, Wilk’s λ = .88, F (12, 

324) = 1.64, with a non-significant F. This result indicates there are no significant differences 

among gender on the five dependent variables coping, and QOL (QOL physical, QOL 

psychological, QOL social, and QOL environment). A nonparametric test of independent samples 

was conducted to assess differences between gender on the dependent variable GPA due to high 

levels of skewness and kurtosis. Results from a Kruskal-Wallis test indicated that no statistically 

significant difference exists between gender (H (108.37) = 108.37, p = .895) on GPA.
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CHAPTER 5

DISCUSSION

 The current study examined the quality of life (QOL) and grade-point average (GPA) 

among postsecondary students with psychiatric disabilities. Specifically, the purpose of the 

present study was to assess whether person (gender and coping), disability (symptom severity), 

and environmental (enrollment status and number of services used) factors, as set forth by the 

psychosocial model of Vash and Crewe (2004), impact the QOL and GPA of postsecondary 

students with psychiatric disabilities.

 This study implemented a causal-correlational design using a self-selected sample of 

university students who were registered with their university’s disability resource center due to a 

psychiatric disability. Participants were administered three assessment measures and a 

demographic questionnaire. The three assessment measures included: the World Health 

Organization Quality of Life - BREF (WHOQOL-BREF; WHO, 1996), the Coping Strategies 

Inventory - Short (CSI; Tobin, 1995), and the Sheehan Disability Scale (SDS; Sheehan, 1983). 

To explore the two research questions, a linear regression and MANOVA were conducted.

 This chapter reviews the present study’s findings in relation to each research question and 

relevant literature. Limitations of the study are addressed, followed by implications for future 

research, practical applications, and a conclusion.

Discussion of Findings

Research Question 1

 The first research question hypothesized that gender, coping, symptom severity, 

enrollment status, and number of services utilized would significantly predict QOL and GPA. A 
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linear regression was conducted which showed coping and symptom severity were significant 

predictors of all four QOL domains: physical, psychological, social, and environment. 

Additionally, number of services utilized was a significant predictor of QOL in the physical and 

social domains. Results showed no other predictors, gender and enrollment status,impacted the 

outcome variables. This demonstrated partial support for the posited hypothesis. Results and 

relevant discussion pertaining to significant findings will be presented, followed by a discussion 

of non-significant findings with one exception: gender. Gender as related to QOL and GPA will 

be discussed under research question two, as hypothesis two and three specifically examine these 

variables.

 Coping and QOL. QOL was examined across four domains: physical, psychological, 

social, and environment. Coping was identified as a significant predictor of QOL in all areas 

(physical, psychological, social, environment). When interpreting these results, it is important to 

evaluate what each domain assesses. 

The physical domain assessed facets of health related to “activities of daily living, 

dependence on medicinal substances and medical aids, energy and fatigue, mobility, pain and 

discomfort, sleep and rest, and work capacity” (WHO, 1996, p. 8). Significant findings, that 

coping predicted the physical domain of QOL, could be attributed to two reasons. First, all 

postsecondary students with poor coping will likely struggle (Storrie et al., 2010) to regulate 

daily tasks, such as sleeping, working, or attending classes, because they are living 

independently for the first time. According to the Jed Foundation (n.d.), postsecondary students 

may experience loneliness, fear of failure, or depression as a result of struggling to cope with 

their daily problems. Further, statistics indicate that postsecondary students who have a 
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psychiatric disability, for example depression, will likely struggle to complete activities of daily 

living (e.g., difficulty sleeping), due to the symptoms of the disorder (e.g., difficulty 

concentrating, making decisions; NIMH, 2015). In other words, students with psychiatric 

disabilities have to manage the typical stress that living independently brings while also coping 

with symptoms of their disorder, so it is likely that those who have higher levels of coping will 

be able to have higher levels of QOL in the physical domain.

 The second QOL domain, psychological, examined the facets related to “body image and 

appearance, negative feelings, positive feelings, self-esteem, spirituality/religion/personal beliefs, 

thinking, learning, memory and concentration” (WHO 1996, p. 8). Significant findings 

supporting coping as a predictor of QOL psychological can be interpreted in a few ways. First, 

feeling overwhelmed by a psychiatric disability, and being unable to cope with these feelings, 

may negatively influence several facets of the psychological domain. These facets include: 

negative feelings, self-esteem, and body image (Mistler et al., 2012). Second, coping is impacted 

by thinking, learning, memory and concentration, all of which are in turn impacted by 

psychiatric disabilities (Medalia & Revheim, 2002). Psychiatric disabilities affect the brain to 

such a degree that laws (i.e., Americans with Disabilities Act of 1990, Rehabilitation Act of 

1973) require accommodations be made available to postsecondary students with psychiatric 

disabilities, in an effort to offset the impact of such disabilities upon academic functioning. As a 

result of accommodations, coping has significant effects on QOL, as postsecondary students are 

enrolled in academic coursework covering all required areas. Alternatively, if an individual is 

experiencing positive feelings, high self-esteem, and limited issues related to thinking, learning 
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and memory (all facets of the psychological domain), QOL would be affected positively. These 

factors may explain the significant effect coping has on the QOL psychological domain.

 The third QOL domain assessed social relationships. According to the WHO (1996) 

social relationships examined “personal relationships, social support, and sexual activity” (p. 8). 

Within this context, if an individual is struggling with interpersonal relationship satisfaction, it is 

likely he/she would fail to feel supported (Singh, 2011), socially satiated (Singh, 2011), or 

capable of engaging in sexual activity with another (Uecker & Regnerus, 2010). Findings from 

the present study coincide with information reported by Hunt and Eisenberg (2010), 

demonstrating postsecondary students with poor mental health are more likely to experience 

relationship stressors and low social support, as compared to their peers without psychiatric 

disabilities. Furthermore, Hunt and Eisenberg (2010) reported mental illness may have 

significant implications for social relationships if the individual does not seek treatment. As such, 

postsecondary students with psychiatric disabilities may struggle to thrive in social relationships 

(Hartley, 2013; Hefner & Eisenberg, 2009). Family relationships also change in response to new 

boundaries, responsibilities, and freedom as postsecondary students’ source of support transfers 

others (Jed Foundation, n.d). The alteration of the family dynamics would then likely impact 

both personal relationships and social support within the context of coping and the social domain 

of QOL.

 The fourth QOL domain, environment, was predicted by coping. Specifically, the 

environmental domain assessed “financial resources, freedom, physical safety and security, 

health and social care (accessibility and quality), home environment, opportunities for acquiring 

new information and skills, participation in and opportunities for recreation/leisure activities, 
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physical environment (pollution/noise/traffic/climate), and transport” (WHO, 1996, p. 8). 

Significant results can be explained in the following ways. Students who completed the current 

study’s survey were registered at their postsecondary institution’s student disability center. As 

previously mentioned, in order to register at these centers, a student must disclose and provide 

medical documentation of their disability. Consequently, the participants of this study had 

previously sought health and social care, which is a facet assessed within the environmental 

domain of QOL. Therefore, participants in the sample have already attempted to cope by 

registering at their academic institution’s student disability center. Second, research concurs that 

postsecondary students with anxiety and depression were negatively impacted by financial 

constraints (Andrews & Wilking, 2004), which are included in the QOL domain of environment. 

Thus, coping with financial difficulties may lead to coping predicting the environmental domain 

of QOL. For example, an individual’s financial stability may result in increased feelings of 

safety, a positive home environment, etc. Conversely, if an individual is coping with symptoms 

of paranoia, spending money on therapy appointments, and living in an unsafe environment, he/

she would likely endorse negative effects on QOL.

 Physical safety within the environment domain of QOL can be complicated, as 

individuals with psychiatric disabilities may at times pose a threat to their own safety (Novotney, 

2014) and self-harm demonstrates ineffective coping. Within the context of the current study’s 

population, it should be considered that safety may also include concern of self-harm. Coping 

ineffectively by engaging in self-injurious behaviors would then negatively impact an 

individual’s QOL. Finally, the opportunity for acquiring new information and skills (a facet of 

the QOL environment domain) was likely impacted, as the current sample was derived from 
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postsecondary students. It may be that individuals with higher levels of coping are more likely to 

attend classes than those with ineffective coping skills, thus impacting the previously stated facet 

(acquiring new information and skills) within the QOL environment domain. As such, these 

individuals are presented with the opportunity to obtain new information and skills frequently. 

Consequently, these factors may help explain the finding of coping as a significant predictor for 

the environment domain of QOL.

 Significant findings are also consistent with reviewed literature on coping and QOL. 

Similar to the findings demonstrated by aforementioned studies (Aldao et al., 2010; Schwartz & 

Friedman, 2009; Storrie et al., 2010) levels of coping were positively correlated with levels of 

QOL.

 Coping and the CSI-S. The CSI-S was implemented to assess the coping (engaged and 

disengaged) of postsecondary students with psychiatric disabilities. It is also of interest when 

interpreting results. Although it has been normed among postsecondary students in the general 

population, the CSI (Tobin, 2001) has not previously been examined among postsecondary 

students with psychiatric disabilities.

 Upon examination of the CSI-S, results of the present study coincide with findings by 

Garcia-Albera et al. (2012), who identified individuals with depression and anxiety as endorsing 

significant levels of disengagement. This aligns with the present study’s findings as the majority 

of participants identified a diagnosis of anxiety (76%) or depression (57%). These results are 

likely comparable as individuals with depression and/or anxiety can exhibit symptoms that 

impair effective coping (i.e., disengagement; DSM-5, 2013) such as anhedonia, distraction, poor 

insight, and limitations in functioning. Individuals with depression and/or anxiety tend to engage 
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in active avoidance and isolation (disengagement) in place of confronting difficulties 

(engagement; DSM-5, 2013). These symptoms (e.g., anhedonia) manifest in behaviors (e.g., 

avoidance) and hinder an individual’s ability to engage in healthy coping (Mahmoud et al., 

2012), resulting in high levels of disengagement.

 The reliability of the Disengagement subscale was assessed in the current study with 

results synonymous with past findings (Addison et al., 2007). Two items were removed from the 

Disengagement coping subscale of the CSI-S in order to increase levels of reliability in the 

present study. Elimination of an item on the Disengagement subscale was consistent with a 

previous study conducted by Addison et al. (2007) when conducting a confirmatory factor 

analysis of the measure among African American men and women participating in the Jackson 

Heart Study (JHS). Item 16 removed by Addison et al. (2007) states, “I keep my thoughts and 

feelings to myself.” Items 31 and 32 removed from the current study’s Disengagement subscale 

read “Since what happened was my fault I really chewed myself out,” and “I spent some time by 

myself,” respectively. Although samples differed greatly, the commonality of the items removed 

from this subscale may require further consideration.

 The following hypothesis is offered to consider the impact on reliability of these items. 

This sample was unique because individuals’ have sought assistance at their student disability 

center and are perhaps better able to discriminate self-blame from others with psychiatric 

disabilities because of external assistance. The present study adds to current literature by 

supporting similar findings related to the removal of items from the CSI to increase reliability 

(Addison et al., 2007). Other studies have examined the CSI among a wide array of samples 

including adults (Addison et. al., 2007), college students in the general population (Tobin, 1984, 
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2001), individuals with Prader-Willi syndrome (Mendonca, 2010), Asian Americans (Wong et 

al., 2010), refugees (Hooberman, Rosenfeld, Rasmussen, & Keller, 2010), and individuals who 

have attempted suicide (Kattimani, Sarkar, Rajkumar, & Menon, 2015). The present study adds 

to this literature by demonstrating the reliability of this instrument with a new population, 

postsecondary students with psychiatric disabilities.

 Symptom severity and QOL. Findings of a significant relationship between symptom 

severity and QOL is consistent with previous research (e.g., Chou & Chronister, 2012; Eklund et 

al., 2011). Increased symptom severity due to psychiatric symptoms, and the negative impact it 

can have on an individual’s QOL, has been a focus of research specifically among individuals 

with psychopathology (Sheehan, 1983). The present study did not examine the significance level 

of each subscale of the SDS within the context of QOL; rather, a total score was obtained. 

Results of the current study demonstrated symptom severity was a significant predictor across all 

domains of QOL. Reviewing the facets of each domain impacted by symptom severity, further 

explanation of results can be explored.

 First, the physical domain of QOL assessed facets of health related to “activities of daily 

living, dependence on medicinal substances and medical aids, energy and fatigue, mobility, pain 

and discomfort, sleep and rest, and work capacity” (WHO, 1996, p. 8). This domain of QOL may  

have been significantly impacted by symptom severity, as it is inclusive of physical health. If an 

individual is experiencing hyper/hyposomnia (DSM-5, 2013) due to a psychiatric disability, this 

would likely negatively impact up to five of seven items within this domain (i.e., items 4, 19, 16, 

17, and 18). Furthermore, if an individual is experiencing greater distress because of symptom 
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severity, he/she would likely indicate lower levels of QOL due to an inability to function as 

needed. 

 The second QOL domain, psychological, was comprised of facets related to “body image 

and appearance, negative feelings, positive feelings, self-esteem, spirituality/religion/personal 

beliefs, thinking, learning, memory and concentration” (WHO 1996, p. 8). The psychological 

domain of QOL assesses mental health, which is likely why this scale resulted in significant 

findings in relation to symptom severity. Knowing psychiatric disabilities impact functioning 

based on severity level (Leon et al., 1992; Sheehan, 1983), it is understandable that 

psychological QOL would be significantly affected.

 The third QOL domain assessed social relationships. Symptom severity was found to 

predict social QOL in the present study; this is in line with past research (Chou & Chronister, 

2012; Eklund et al., 2011; Fleury et al., 2013). One such finding demonstrated postsecondary 

students with depression or anxiety experience difficulties in relationships (Andrews & Wilking, 

2004), which ultimately impacts QOL. Additionally, poor mental health has been associated with 

relationship stressors and low social support (Hunt & Eisenberg, 2010). Consequently, it is likely  

that social relationships, and thus QOL, are significantly impacted by symptom severity. Sarason 

and Gurung (2010) stated “social support has been found to be health promoting and health 

restoring” (p. 15). The present study’s results concur with this statement, in that symptom 

severity demonstrates a predictive relationship with the social domain of QOL.

 The fourth QOL domain, environment, was predicted by symptom severity. The 

environment QOL domain is comprised of the facets “financial resources, freedom, physical 

safety and security, health and social care: accessibility and quality, home environment, 
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opportunities for acquiring new information and skills, participation in and opportunities for 

recreation/leisure activities, physical environment (pollution/noise/traffic/climate), and 

transport” (WHO, 1996, p. 8). One facet of this domain included opportunities for acquiring new 

information and skills. Being enrolled as a postsecondary student provides ample learning 

opportunities to students; however, symptom severity can impact the ability to get to campus, 

attend classes, and acquire knowledge (Gruttadaro & Crudo, 2012). Another facet within the 

context of environment is finances. Some explanations related to finances are posited but were 

not specifically measured. Postsecondary students with psychiatric disabilities may have limited 

financial abilities if unable to work due to symptom severity, spending increased time and money 

on psychological/psychiatric services, etc. Finally, if an individual is demonstrating limitations in 

daily functioning due to symptom severity, his/her participation level in recreational or leisure 

activities (another facet in the environment QOL domain) may be hindered. All stated reasons 

may help explain the significance of symptom severity as a predictor for the environment domain 

of QOL. 

 Symptom Severity and the SDS. Leon et al. (1997) conducted research on the SDS 

(Sheehan, 1983) demonstrating a total score of 5 or greater as strongly predicting impairment. 

This study sample’s average score (M = 6.77) exceeds the score of ‘5’ identified by Leon et al. 

(1997) as denoting significant impairment in functioning, with the following scores for each 

subscale: Work/School (M = 7.15), Social (M = 6.93), and Family (M = 6.23). Many reasons may 

explain why a higher impairment level is denoted in the domain of Work/School, as indicated by 

a higher mean. First, the majority of students participating in the present study (78%) reported 

being enrolled as full-time students. An increased course load may result in increased 
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impairments in functioning. Secondly, a psychiatric disability was defined within the study as 

“...when mental illness significantly interferes with the performance of major life activities, such 

as learning, working and communicating, among others” (Boston University, Center for 

Psychiatric Rehabilitation, n.d., para. 1). Psychiatric disability defined thusly assumes 

impairment in learning and working, further supporting the Work/School domain’s mean. NAMI 

(2004) also identified functional impairment among postsecondary students with mental illness, 

noting that one in seven such students reported difficulty functioning in school. Finally, the 

DSM-5 (2013) includes specifiers as part of diagnoses. These specifiers assess the level of 

functioning, inclusive of school/work, to differentiate individuals who are disabled versus those 

able to sustain daily functioning. Subsequently, individuals with a psychiatric disability would 

endorse higher levels of impairment based on diagnostics. Findings from the present study are in 

agreement with research related to symptom severity and Work/School.

 The Social domain (M = 6.93) and Family domain (M = 6.23) of the SDS exceeded a 

score of 5, predicting impairment as identified by Leon et al. (1997). These scales, Social and 

Family, are being reviewed concurrently as both include social functioning. The indication of 

functional impairment among the present study’s sample matches empirical findings. Zullig and 

Divin (2012) reported persons with psychiatric disabilities are likely to experience social 

instability, while Huger (2011) identified establishing a new social support system was difficult 

for postsecondary students with a disability (Huger, 2011). Research also shows poor mental 

health has been associated with relationship stressors and low social support (Hunt & Eisenberg, 

2010). The present study also indicated that higher levels of symptom severity result in 

impairment of social functioning. Decreased social connectedness (Guthman et al., 2010) was 
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also identified as a potential contributor to psychotropic medication usage among postsecondary 

students. Finally, the APA (2013) stated individuals with a psychiatric disability may experience 

social impairment. High levels of symptom severity on the Social domain of the SDS in the 

present study are in agreement with reviewed research.

 Number of services utilized and QOL. The number of services utilized by 

postsecondary students with psychiatric disabilities was deemed a significant predictor for the 

physical and social domains on the WHOQOL-BREF (1996). No known research has 

demonstrated that the number of services utilized by postsecondary students significantly 

predicts QOL. First, the physical domain assessed facets of health related to “activities of daily 

living, dependence on medicinal substances and medical aids, energy and fatigue, mobility, pain 

and discomfort, sleep and rest, and work capacity” (WHO, 1996, p. 8). When assessing the facets 

of the physical domain, the following insights are offered as possible explanation for significant 

findings. Postsecondary students with psychiatric disabilities utilizing various services through 

their student disability center or off campus are likely to reap positive benefits of support from 

others, services facilitate independence, and improve the ability to work (NAMI, 2012). The 

majority of participants in the present study (70%) endorsed using between one and three 

services. The number of services utilized may have significantly impacted QOL physical, as five 

of eight items may pertain to accessibility and accommodation provisions on campus (e.g., 

access to health services, physical environment, social support). These explanations may help 

explain the number of services utilized as a predictor for the physical domain of QOL.

 Second, the social domain of QOL was predicted by the number of services utilized. The 

WHO (1996) identified the facets of social relationships as “personal relationships, social 
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support, and sexual activity” (p. 8). The key facet in this domain in relation to the number of 

services utilized pertains to social support. It is likely the present study’s sample reported an 

increase in social support and improvement in personal relationships due to utilization of 

services at their disability service center, which would impact the social domain of QOL (NAMI, 

2012). Collins and Mowbray (2005a) identified the most requested service among postsecondary 

students with psychiatric disabilities was individual support which helps explain services utilized 

as a predictor of social QOL. Counseling is also a service that is utilized among postsecondary 

students with psychiatric disabilities that may explain the number of services utilized as a 

predictor on the social domain of QOL (Reetz et al., 2015). According to the APA (2014), one of 

the benefits of counseling is solving relational issues. In fact, several studies (Gruttadaro & 

Crudo, 2012; Hartley, 2013; Mowbray et al., 2006), report counseling is one of the most crucial 

services that can be provided to assist this population in achieving success throughout college. 

Improvement in relationships through service utilization would then likely impact an individual’s 

social QOL. If individuals are seeking multiple services, incorporating feedback, or interacting 

with others (Salzer et. al., 2008), it is also likely the number of services would increase the social 

domain of QOL.

 The number of services utilized was posited as a predictor of QOL among postsecondary 

students with psychiatric disabilities, however, results yielded non-significant findings as related 

to the psychological and environment domains of QOL. The psychological domain is comprised 

of items related to positive and negative feelings, thinking, concentration, learning, etc. while the 

environment domain relates to physical safety, finances, health care, leisure activities, etc. 

Eisenberg et al. (2011) may help to explain the current study’s non-significant findings in the 
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psychological domain of QOL. In Eisenberg et al. (2011), they surveyed a national sample 

assessing service utilization among postsecondary students with a mental health problem(s). 

Across 26 campuses, results demonstrated approximately 14% of the sample used psychotropic 

medications during the past year (Eisenberg et al., 2011). Psychiatric symptoms, and therefore 

QOL, can be managed by psychotropic medication usage (DSM-5, 2013; Hunt & Eisenberg, 

2010; Shuchman, 2007) as a service intervention. These results may have direct implications for 

the psychological domain of QOL, as thinking and feeling is affected by psychotropic 

medication. The current study did not inquire or control for psychotropic medication which may 

displace effectiveness of services, nor did the current study identify medication as a specific 

service available on campus. Results demonstrated 77% of the current study’s sample sought 

counseling outside of their institution, while 56% sought counseling services on campus. 

Counseling did not specify medication management or therapeutic intervention. Therefore, it 

could be that psychotropic medication use is an accommodation available and used by many 

students on campus and potentially impacts an individual’s levels of QOL.

 The number of services utilized did not demonstrate a predictive relationship on the 

environment domain of QOL. Facets encompassed in this domain include “financial resources, 

freedom, physical safety and security, health and social care: accessibility and quality, home 

environment, opportunities for acquiring new information and skills, participation in and 

opportunities for recreation/leisure activities, physical environment (pollution/noise/traffic/

climate), and transport” (WHO, 1996, p. 8). Environment QOL facets do not appear to relate to 

the number of services utilized. For example, number of services utilized does not appear to 

directly impact pollution, just as one’s security is also not likely impacted by the ability to have a 
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test proctored in a quiet setting. Overall, items included within the environment domain do not 

appear to have specific relevance to the number of services utilized, increasing understanding of 

non-significant findings.

 Number of services utilized and GPA. The current study resulted in non-significant 

findings for the number of services utilized as a predictor of GPA. Research conducted on the 

number of services utilized among postsecondary students with psychiatric disabilities is scarce. 

Examination of GPA in relation to the number of services utilized among this population is 

further limited. A wide variety of factors may have influenced GPA among postsecondary 

students with psychiatric disabilities that were not accounted for in the present study. In fact, 

Richardson, Abraham, and Bond (2012) completed a meta-analysis of articles investigating the 

predictors of GPA. Their review included 50 predictor variables and the number of services 

utilized was not one of them. To better understand the variability within GPA, the following 

section will discuss a select few variables that may have impacted GPA in the present study 

based on literature reviewed in chapter two.

 First, GPA was self-reported in the present study. Reviewed research (Culligan, 2009; 

Hausmann et al., 2009; Koch et al., 2014; Pingry, 2007) identifying services utilized as a 

predictor for GPA collected grades from the student disability center rather than the individual 

directly. Past findings (Dobbins, Farh, & Webel, 1993) note individuals with a low GPA tend to 

inflate self-reported GPA compared to individuals with a high GPA. Inflation of GPA may have 

occurred in the present sample, resulting in non-significant findings given the positively skewed 

data. Second, research has identified more potent predictors of GPA, such as high school GPA, 

SAT scores, and ACT scores (Hartley, 2013). As a result, most four-year academic institutions 
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require the ACT/SAT upon application to the university (Princeton Review, 2016). Additional 

research supporting findings of the present study follow.

 Second, the number of services utilized as a non-significant predictor of GPA aligns with 

the following study. Toiano et al. (2010) examined the frequency rate of support service usage in 

relation to GPA among postsecondary students with learning disabilities, and demonstrated that 

students with lower participation resulted in failing grades. Although a different sample was 

assessed, and results vary from those revealed in the present study, one may infer individuals 

failing would endorse lower levels of QOL compared to their successful counterparts. This study 

provides some insight into the current study’s non-significant findings, as the number of services 

utilized may have demonstrated significance if used at designated frequency rate.

 Last, the results of the present study coincide with the following research. Collins and 

Mowbray (2005a) assessed service usage among postsecondary students with psychiatric 

disabilities from a national sample. This study did not specifically examine the number of 

services utilized; however, results revealed most students (51%) utilized more than one 

accommodation. Although this study did not assess GPA, it corroborates findings that 

postsecondary students with psychiatric disabilities tend to utilize multiple services provided by 

their student disability center. Furthermore, Collins and Mowbry (2005a) assessed a national 

sample, thus making comparison to the current study more applicable.

 Symptom severity and GPA. Results of the present study indicated that symptom 

severity did not predict GPA among postsecondary students with psychiatric disabilities. This 

finding is particularly interesting given that the highest level of impairment endorsed on the SDS 

(Sheehan, 1983) related to School/Work. Subsequently, one may have hypothesized that 
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symptom severity would significantly predict GPA, however, this result was not demonstrated in 

the current study. Similar to the findings in the present study, Storrie et al. (2010) found a non-

significant relationship between university students with mental health problems and GPA. The 

current study identified symptom severity as a non-significant predictor of GPA similar to 

reviewed research (Storrie et al., 2010).

 The non-significant findings of symptom severity as a predictor of GPA can also be 

explained by several new trends. Students are increasingly using psychotropic medications (Hunt 

& Eisenberg, 2010; Shuchman, 2007) or participating in external means of support, such as 

academic tutoring (Storrie et al., 2010). These interventions likely impact symptom severity on 

GPA (Kranke et al., 2013; Troiano et al., 2010).

 Above are a few possible explanations that could help account for non-significant 

findings of symptom severity on GPA. Findings from this study, however, contradict results of 

other research reviewed. For example, Hartley (2013) demonstrated that symptom severity 

among postsecondary students with mental health issues was negatively related to GPA. Key 

differences between the current study and Hartley (2013) may account for this variation. The 

present study assessed postsecondary students with a psychiatric disability while Hartley (2013) 

surveyed postsecondary students with mental health issues. Additionally, Hartley (2013) did not 

specifically assess symptom severity as a variable impacting GPA, so it is unclear whether 

Hartley’s sample is comparable to the current sample on this variable. Finally, Hartley (2013) did 

not specify if ‘mental health issues’ included learning disabilities. Although the present study did 

not assess for learning disabilities, if this was part of the inclusion criteria for Hartley (2013), it 

would provide possible insight related to GPA differences compared to the current study. It 
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should be noted that comparisons cannot be made confidently without further specification of 

what ‘mental health issues’ encompasses.

 All other reviewed studies related to symptom severity (Chou et al., 2012; Eklund et al., 

2011; Fleury et al., 2013) examined adult samples or did not assess GPA (Furlong, 2011). 

Subsequently, the present study may serve to fill a gap in the literature by noting non-significant 

findings with symptom severity serving as a predictor of GPA among postsecondary students 

with psychiatric disabilities. 

 Coping and GPA. Limited research exists examining GPA as an outcome of coping 

among postsecondary students with psychiatric disabilities. Therefore, this discussion also 

incorporated literature on GPA and psychiatric disabilities in comparison to the present study’s 

findings. A review of the literature by Hunt and Eisenberg (2010) identified that individuals with 

internalizing disorders (e.g., depression, anxiety) have resulted in mixed outcomes when 

assessing GPA. This partially supports the non-significant findings demonstrated in the current 

study, but also gives voice to significant findings in research. DeRoma, Leach, and Leverett 

(2009) examined the GPA of postsecondary students with self-reported depressive symptoms. 

GPA was also self-reported with results demonstrating depressive symptoms significantly 

impacted GPA. In a review of the literature, Storrie et al. (2010) identified postsecondary 

students had to ‘cut down’ on academics due to emotional problems, and others demonstrated a 

significant effect on GPA due to emotional health. Storrie et al. (2010) also identified a study that 

reported postsecondary students with psychiatric disorders, including anxiety and mood 

disorders, reported coping with school as a common difficulty while enrolled. Overall, research 

on GPA of postsecondary students with psychiatric disabilities is mixed(Storrie et al., 2010).
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 GPA is a complex variable with a variety of potential influences. Past findings (Dobbins, 

Farh, & Webel, 1993) note individuals with a low GPA tend to inflate self-reported GPA 

compared to individuals with a high GPA. Individuals in the present study may have over-

reported GPA. If a similar effect occurred in the present study, this may account for non-

significant findings. There is also a need to consider disability-specific factors such as 

psychotropic medication and possible interference with GPA. While psychotropic medication can 

improve overall functioning in individuals’ medication can also result in negative side-effects 

interfering with GPA (Loewen, 1993; Weiner & Weiner, 1996). In summary, limited research 

assessed GPA as an outcome variable among postsecondary students with psychiatric disabilities 

and fewer assessed coping and the number of services utilized among this population. Although 

the present study did not identify coping as a predictor of GPA, this information serves to fill a 

void in the research.

 Enrollment status and QOL. Enrollment status (full-time versus part-time) was 

hypothesized to predict QOL. Enrollment status proved to be a non-significant predictor of QOL. 

Enrollment status was a variable included that had not yet been examined in the literature as 

being a potential predictor for QOL. Academic course load is a topic assessed by many students 

each semester based on a multitude of factors including but not limited to mental health and 

difficulty of coursework (Jed Foundation, n.d.). The current study identified that the number of 

services utilized was a significant predictor of QOL. As such, it may be that the current study’s 

sample was better able to maintain an increased course load as a result of service usage and not 

necessitated by enrollment status. Additionally, a wide array of variables may not be accounted 
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for that facilitated participants’ enrollment status (e.g., finances, location of university) resulting 

in non-significant findings. 

 Enrollment status and GPA. The current study identified enrollment status as a 

predictor for GPA. Enrollment status proved to be a non-significant predictor of GPA. This non-

significant finding can be partially supported by research examining enrollment status and GPA 

among postsecondary students are mixed. Contrary to common assumptions that a lighter course 

load would result in a higher GPA for postsecondary students, Szafran (2001) demonstrated that 

a higher course load results in a higher GPA. He further reported that course work difficulty, 

however, did negatively impact GPA. This brings up an additional complicating factor related to 

enrollment status and GPA: course difficulty. It could be that the current study’s sample is 

comprised of individuals enrolled in less academically demanding courses resulting in higher 

GPAs, or, as mentioned earlier, that self-reported GPA tends to be inflated. It could also be that 

the sample are high performing students with high GPAs. Another study (Zajacova, Lynch, & 

Espenshade, 2005) found a positive correlation between GPA and enrollment status, however, no 

significant findings were demonstrated. Mixed findings assessing enrollment status and GPA 

(Szafran, 2001; Zajacova et al., 2005) exists. 

 Similar to other variables reviewed in the present study (e.g., coping),  GPA is a complex 

variable which may be better predicted by a variety of factors not accounted for in the present 

study outside of enrollment status. Enrollment status may not only be contingent on a psychiatric 

disability but also determined by college major, course difficulty, etc.
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Research Question 2

 The second research question had two corresponding hypotheses. The first postulated 

females would report lower levels of coping and QOL compared to male postsecondary students 

with psychiatric disabilities. The second hypothesis predicted females would have higher GPAs 

than male postsecondary students with psychiatric disabilities. These hypotheses were tested 

with a MANOVA using the WHOQOL-BREF (WHO, 1996), CSI-S (Tobin, 1995), and GPA as 

measures for the dependent variables. Wilk’s Lambda was non-significant for this model. 

Therefore, it can be stated that no significant differences were demonstrated between gender on 

QOL physical, QOL psychological, QOL social, QOL environment, GPA and coping. A 

discussion on gender within the context of the current study will follow.

 Gender and QOL. Gender was identified as a predictor of QOL in the current study. 

Gender was also hypothesized to demonstrate difference on QOL. The current study’s findings 

did not identify gender as a predictor of QOL and no differences between gender were 

demonstrated. Previous research findings examining gender and QOL are mixed(Eckermann, 

2012; Eisenberg et al., 2011; Stallman, 2010). This section will briefly review some research 

presenting significant and non-significant findings on QOL. In one study (Eisenberg et al., 2011), 

females were posited to demonstrate higher levels of QOL compared to males because females 

have been shown to engage in higher levels of help seeking behavior, which positively impacts 

QOL. More specifically, females were found to seek medication-based treatment at a higher 

frequency rate than males. Higher levels of help-seeking behavior, as demonstrated by Eisenberg 

et al. (2011) is one piece of research supporting the present study’s hypothesis that females 

would endorse higher levels of QOL as a result. Reviewed research would also lend itself to the 
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expectation that a higher correlation between gender and number of services utilized would have 

been demonstrated, however, a modest relationship was demonstrated in the present study.

 On the other hand, research demonstrated that females report lower levels of QOL than 

males (Stallman, 2010). Females reporting lower levels of QOL was explained by higher levels 

of psychological distress compared to their male counterparts. Symptom severity as a mediator 

of gender and QOL was beyond the scope of the present study, yet the Stallman (2010) research 

provides insights as to factors that may better account for gender on GPA. Studies have also 

shown little difference between genders on QOL, and instead, differences may be attributed to 

the objective versus subjective measures of QOL (Eckermann, 2012). Subjective indicators 

assess individual perception of social conditions based on satisfaction and happiness while 

objective measures are composed of social facts independent of personal evaluation (Eckermann, 

2012). A growing interest in subjective measures of QOL has been identified in the literature as 

objective measures of QOL require observation in actual conditions and do not rely on the 

individual’s response (Smith & Clay, 2010) The WHOQOL-BREF (1996) used in the present 

study is an example of a subjective measurement of QOL. Overall, research has not 

demonstrated overwhelming results supporting or negating gender differences on QOL.

 Gender and GPA. Gender was identified as a predictor of GPA in the current study. 

Differences between gender on GPA were also hypothesized to occur in the present study. 

Results of statistical analyses demonstrated gender was a non-significant predictor on GPA. 

Furthermore, gender differences on GPA were not demonstrated in the present study. As a result 

of non-significant findings, research on gender and GPA will be discussed.
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 The literature has mixed findings on the effects of gender on GPA. In Eisenberg et al., 

(2009b), results demonstrated graduation rates were significantly influenced by gender, which 

was a result not revealed in the present study. While Eisenberg et al. (2009b) revealed significant 

differences based on gender, further examination of the results demonstrated mixed findings 

contingent on mental health diagnosis. GPA was collected over a two-year time-frame (Eisenberg 

et al., 2009b) and was not obtained through self-report but access through academic records.

 Results from the American College Health Association (2013) may further help to explain 

non-significant findings related to gender and GPA. The ACHA (2013) study reported female 

postsecondary students with psychiatric disabilities indicated greater difficulty with academics 

than their male counterparts when compared on qualitative statements alone; however, when 

objectively analyzed, no significant gender differences were found on GPA. Additionally, 

although females endorsed greater difficulty with academics (ACHA, 2013) no objective data 

was collected (e.g., GPA). Another explanation for the current study’s insignificant finding is that 

individuals may have learned to compensate for their psychiatric disability by the time they 

reached postsecondary education; therefore GPA is no longer problematic. To accurately test this 

hypothesis, further research would need to be conducted assessing functioning and as related to 

GPA. Overall, research examining GPA differences between males and females tends to agree 

that gender is not significantly related to GPA (Pingry, 2007). Non-significant findings of gender 

differences on GPA were also demonstrated in the present study bolstering previously existing 

findings.

 Gender and coping. No significant differences between gender were identified on 

coping in the present study. Similar findings have been demonstrated in past research. For 
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example, Monterio, Balogun, and Oratile (2014) used the CSI to determine whether there were 

differences on coping based on gender among postsecondary students. Their study indicated no 

differences. Results of another study (Donahue, 2015) implementing the CSI among 

postsecondary students identified no significant differences between gender in relation to coping. 

These reviewed studies (Donahue, 2015; Monterio et al., 2014) coincide with the results from the 

present study, which demonstrated no significant differences between gender on coping when 

implementing the same assessment measure for coping as the present study. The present study, 

however, implemented the CSI among postsecondary students with psychiatric disabilities, 

thereby contributing to the literature on a new population.

 Non-significant findings may be attributed to additional factors (e.g., availability of 

resources, ability to implement required skill) that influence coping and were not accounted for 

in the present study. According to the American Psychological Association (2011), females are 

more likely to employ a variety of coping strategies (e.g., reading, praying, seeing a mental 

health professional) compared to their male counterparts. Finally, demographic characteristics, 

such as gender, likely do not impact coping as much as other characteristics (e.g., diagnosis type) 

resulting in non-significant findings. In summary, the present study’s findings of non-

significance of gender on coping are in line with previous research.

Limitations of the Study

 Limitations in sampling. One of the main goals of the present study was to identify 

differences between genders in relation to the variables of GPA, QOL, and coping; thus, the 

present study would have benefitted from a sample comprised of equal numbers of males and 

females. Males composed 24% of the sample size, which is higher than the expected 

112



participation rate of 16% identified by NAMI (2012), but closely matches the sample found by 

Hartley (2013) with 28% males and 72% females. However, the current study’s sample size was 

relatively more balanced than similar studies in the literature (Hartley, 2013; NAMI, 2012).  

Research demonstrates psychiatric disabilities are more frequent in females than males (ACHA, 

2013; Pingry, 2007; Woo & Keatinge, 2008), possibly accounting for the difference in gender 

response rate. This discrepancy may also account for the lack of findings between genders on 

previously stated outcome variables.

 An additional limitation relates to person differences amongst personnel distributing the 

survey to potential participants. A total of 64 universities were contacted in an attempt to identify 

potential participation in the present study. Out of those contacted, only 32% (21 universities) 

responded, with 10% (6 universities) responding unfavorably and ultimately 12 universities 

(19% of universities contacted) agreeing to participate. Out of those consenting to participate, 

two universities requested changes to protocol (e.g., survey distribution, alterations to survey 

questions) which could not be made. Additionally, another university ceased responding to e-

mails from the primary investigator regarding participation. This eliminated 25% of agreed-upon 

university participation, leaving nine universities to distribute the survey. The nine universities 

agreeing to participate varied in relation to university size, continued responsiveness from 

university personnel for survey distribution, and responsiveness from the student body.

 A national sample was sought for the present study. Attempts to control equal 

participation across geographic location were made by controlling the number of universities 

from each region; however, due to attrition of university participation, universities participating 

from sought-after regions (West, Midwest, Southeast, and Northeast) were unequally distributed. 
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Modification in the Institutional Review Board protocol stated three universities from each 

region were identified for participation. While this was initially achieved, due to previously 

described difficulties encountered, the following distribution across regions resulted: West (2), 

Midwest (2), Southeast (1), and Northeast (3). This change is represented in the sample data as 

the highest rate of participation was demonstrated in the Northeast (45%), followed by the West 

(25%). Interestingly, the Midwest and Southeast only differed in participation level by seven 

surveys in spite of academic institution distribution. Additionally, the only university 

participating from the Southeast was the institution from which the primary researcher is seeking 

degree completion. As a result, the sample may be inherently biased towards postsecondary 

students from Northeastern university’s. The present study may also include respondent bias, as 

the only university from the Southeast that agreed to participate was the institution from which 

the researched is seeking degree completion.

 Individual differences from university personnel existed related to responsiveness   and 

consistency in survey distribution (e.g., bi-weekly versus other distribution time-frame). 

Responsiveness may have also been impacted based on time the initial survey was distributed. 

For example, of the original eight universities agreeing to participate in data collection, only four 

began distribution immediately during the middle of summer semester. The remaining four failed 

to distribute immediately and later disseminated the survey during the beginning of fall semester. 

The remaining universities began distribution during fall semester. Therefore, the timing of 

distribution, both semester time and type, may have impacted responsiveness to the survey.

 Differences existed among the size of universities participating. Some academic 

institutions included a study body size upwards of 34,000 students while others consist of 
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approximately 9,000 students. Institution size may account for response rate differences based on 

geographic location. Additionally, a variety of services were deemed useful based on geographic 

region. For example, the Northeastern institutions reported a high frequency of smart pen use as 

well as a therapy pet on campus. These accommodations were not demonstrated with consistency  

across other regions and therefore should be acknowledged when interpreting the results. 

 Limitations in the measures. Several weaknesses in the measures should be considered 

when interpreting the present study’s results. First, individuals self-reported GPA. This limitation 

is also seen in other research assessing GPA (Eisenberg et al., 2009; Storrie et al., 2010). 

Although increased accuracy of GPA could have been obtained by collecting data from each 

university, this was beyond the scope of the present study for practical reasons. The present study 

had difficulties with participating institutions distributing a survey via e-mail on a biweekly 

basis. In order for the present researcher to have collected accurate GPA data, this information 

would have had to come directly from each institution which would likely have decreased the 

likelihood of participation from each institution as it required increased work and time. 

 A second noted reason for limitation of the data pertains to the psychometric properties of 

the outcome measures. The measures implemented demonstrated acceptable to excellent internal 

consistency (Tavakol & Dennick, 2011); however, the CSI-S  Disengagement subscale (Tobin, 

1995) originally demonstrated poor internal consistency prior to two items being removed (α 

sample = .53). In an attempt to control for extraneous influences, correlations were conducted 

between the Engagement and Disengagement subscales after item removal, resulting in a 

significant relationship. Therefore, the Engagement subscale was solely utilized. Finally, the 
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questionnaires were not counterbalanced as the survey distributed did not vary, therefore 

sequencing and fatigue effects may have confounded the results.

 Limitations in the research questions. Weaknesses were identified within hypotheses 

two and three. Research question one sought to examine gender differences on QOL, GPA, and 

coping. Hypotheses two and three were directional in nature, but having further examined the 

past research resulting in mixed findings, it would have been best to assess the null hypotheses 

rather than hypotheses predictive in nature. 

Implications

 The following section discusses implications for the current study, first related to theory 

followed by a discussion focused on research.

Implications for Theory. Vash and Crewe (2004) proposed a psychosocial model that delineates 

psychological, social, and environmental variables, all of which impact and contribute to a 

person’s QOL. The theory identified factors for understanding associated reactions to 

disablement, presenting six determinants for personal characteristics, seven determinants for the 

nature of the disability, and environment as a single determinant. Determinants posited within 

this theoretical framework range from specific variables, such as sex, to more general 

determinants, such as environment. Due to mixed results demonstrated in the current study, it 

may have further been posited that specific determinants (e.g., gender) would likely result in 

significant outcomes in comparison to general determinants (e.g., enrollment status). This, 

however, is not the case. The person variable of coping in the present study was a subset of the 

determinant ‘personality variables’ presented within the theoretical framework, while severity of 
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the disability was identified as a specific determinant (Vash & Crewe, 2004) and both yielded 

significant results on the outcome variable of QOL.

 The results of the present study lend support to the theoretical framework of Vash and 

Crewe (2004) in that person (coping, gender), disability (symptom severity), and environment 

(enrollment status, number of services utilized) factors significantly influence an individual’s 

QOL. However, not all factors, gender and enrollment status, demonstrated significant findings 

on QOL. Questions still remain, however, when discussing the selected determinants within the 

psychosocial model of Vash and Crewe (2004). First, when examining variables within the 

context of a simultaneous regression, variables other than coping, symptom severity, and number 

of services utilized may be significant predictors of QOL, however, they accounted for less 

variance explained when compared to other predictor variables. Next, the present study did not 

serve to validate the model of Vash and Crewe (2004), rather contribute to the literature by 

examining determinants deemed applicable to a new population, postsecondary students with 

psychiatric disabilities. Finally, differences between person, disability, and environmental 

variables as Vash and Crewe’s (2004) theoretical framework purports that disability are a product 

of the interaction between the individuals’ environment and inherent characteristics. As such, it 

may be that the interaction between person and environmental factors demonstrates a stronger 

impact than person variables alone. 

 Additionally, this was the first known study conducted using the psychosocial model set 

forth by Vash and Crewe (2004) among postsecondary students with psychiatric disabilities. It is 

also important to recall that Vash and Crewe (2004) denoted 14 determinants categorized into 

three causal factors: person, disability, and environment. Only one of the identified determinants 
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was specific -gender- which was significantly related to the social domain of QOL. All other 

determinants have established limitations (e.g., personality variables, environmental attributes) 

but can be subjective allowing for a variety of variables to be explored within the theoretical 

framework. This facilitates flexibility, however, replication and specification for variables 

selected makes verification of theoretical application difficult. The present study assists by 

providing information related to Vash and Crewe’s (2004) psychosocial model of adaptation.

 Implications for Research

 This was the first known study conducted using the psychosocial model set forth by Vash 

and Crewe (2004) among postsecondary students with psychiatric disabilities. It also was the 

first known study to demonstrate significant findings with the number of services being a 

predictor for QOL in two domains of the WHOQOL-BREF (1996). This study identified 

symptom severity and coping as significant predictors of QOL across all domains of the 

WHOQOL-BREF (1996) for the first time among this population. While other results were non-

significant, the present study assists in beginning to fill multiple gaps in the literature pertaining 

to this specific population, the psychosocial model by Vash and Crewe (2004), and practical 

applications for academic institutions. As previously mentioned, a large portion of the literature 

reviewed for the current study included either adults with psychiatric disabilities or 

postsecondary students, but rarely in combination. While the current study served to provide 

information on this topic, additional research is needed to support or dispute the findings 

demonstrated. Specific areas of future investigation have been presented throughout the 

discussion above and will continue below.
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 Psychiatric disabilities have been defined and identified in a variety of ways throughout 

the years (Bishop et al., 1999; Bridgett et al., 2013; Hansson, 2006). A consistent operational 

definition is needed to accurately compare and interpret research findings. The present study 

sought to address this gap in the research by providing a definition inclusive of impairment and 

functioning due to a mental illness as defined by Boston University (n.d.), yet continued research 

further utilizing a definition inclusive of functional impairment is needed to maintain progress 

and obtain positive gains of an operational gap. Similarly, the present study served to provide 

further support for QOL and psychosocial adaptation as one construct. Clearly defining variables 

will assist in eliminating confusion among researchers when discussing and interpreting 

constructs that can be measured as one.

 Further research is indicated in relation to service utilization among this population 

related to both QOL and GPA. This study was able to identify that the number of services 

utilized predicted two domains of QOL. It would be beneficial for future research to focus on 

specific accommodations that may benefit this unique population’s success in the postsecondary 

realm (e.g., medication management as a subset of counseling, support groups seeking to 

enhance coping, or study groups). Future research could also explore efficacy of services, 

frequency rates, and service type to examine their potential impact on GPA. It would also be 

useful if research examined aspects services that are specifically beneficial in addition to the 

exploration of placing a cap on the number of services utilized.

 The CSI-S (Tobin, 2001) was implemented among postsecondary students with 

psychiatric disabilities for the first known study to date. Results demonstrated significant 

findings as related to an individual’s QOL, however, items were removed from the subscale 
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Disengagement to increase internal consistency. This demonstrates the need for further research 

on instrumentation of the CSI-S (Tobin, 2001). Although the scale was normed with 

postsecondary students in the general population, it was not developed or tested among 

postsecondary students with psychiatric disabilities. The efficacy related to the items removed 

from the subscale, Disengagement, requires further investigation to verify similar results or 

determine if results were unique to this sample. This also provides an opportunity to increase the 

reliability of the measure while investigating a subset of the postsecondary population. Future 

directions could seek research implementing pre- and post- assessments throughout school, 

counseling interventions, or longitudinal studies. Replication of current research could further 

address current limitations and bolster or dispute findings. This could be done by implementing 

the same methodology, employing the same measures, and assessing the same population.

 Gender differences were not demonstrated in the present study, however, this could be 

attributed to an unequal sample size of males versus females. It would be recommended that for 

future study’s data be collected for an extended period of time in order to gather an even number 

of male and female participants with psychiatric disabilities. This could also allow for a matched 

sample. An equal number of participants represented for each gender may also increase the 

likelihood of adequate power when assessing for differences on gender.

 Implications for Practice

 Research findings from the current study present clinical implications for practitioners. 

First, results demonstrated that coping is a significant predictor across all four domains of QOL 

(physical, psychological, social, and environment). This may provide direction and guidance for 

therapists and other clinical providers as it suggests a focus on improving healthy coping skills 
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leads to higher levels of QOL. Similarly, findings demonstrated that symptom severity is a 

significant predictor across all four domains of QOL (physical, psychological, social, and 

environment). This information could be useful as the monitoring of symptom severity, whether 

with the SDS or another severity measure, could provide insight into improvements in QOL 

domains. It may also provide guidance in therapy, related to both medication and psychotherapy, 

when focusing on alleviating specific symptoms that elevate symptom severity. Additionally, the 

number of services utilized demonstrated the ability to predict the QOL domains of physical and 

social. As a result it may be important that providers encourage the use of accommodations on 

campus in addition to therapeutic support to improve levels of QOL.

 Implications for Educational Policy

 This study serves as once piece of literature demonstrating that the provision of 

accommodations on campus’ significantly impact the QOL of postsecondary students with 

psychiatric disabilities. Knowing that the number of services utilized among this population has 

direct implications for the social and physical domains of QOL, it would be beneficial for 

educational instructors to continue to encourage registration of these students at their students 

disability center. Some respondents in the present study reported ‘not knowing’ they could 

register for accommodations due to a psychiatric disability. The educational system, albeit 

instructors, student disability center, counselor center, or student advocacy group, would benefit 

from continuing to educate colleagues and students about the provision of services on campus. It 

would also be important to identify that services may lead to improvements in QOL and not just 

academic support. By increasing the frequency at which such conversations occur on campus 
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between leadership and students, services utilized and positive outcomes will likely continually 

improve.

Conclusion

 The current study assessed some of the underpinnings of Vash and Crewe’s (2004) 

psychosocial model of adaptation among postsecondary students with psychiatric disabilities. By  

examining person (gender and coping), disability (symptom severity), and environmental 

(enrollment status and number of services utilized) factors, the study examined whether these 

variables would significantly impact an individual’s QOL and GPA. The results of this study 

revealed coping and symptom severity as significant predictors among this population, lending 

support to the constructs of coping (CSI-S; Tobin, 1995) and symptom severity (SDS; Sheehan, 

1983). It also matched results found among adults with mental illness or psychiatric disabilities 

not attending a postsecondary institution (Aldao et al., 2010; Storrie et al., 2010; Schwartz & 

Friedman, 2009). The current study provides additional information related to gaps in the 

literature in spite of non-significant findings. Specifically, findings from the current study 

identified non-significant differences of gender of coping, QOL, and GPA. Gender was also 

identified as a non-significant predictor of QOL and GPA.

 Postsecondary students with psychiatric disabilities represent a unique subset of the 

postsecondary population, yet they are underrepresented in research. There is a reported rise in 

the number of postsecondary students with psychiatric disabilities, yet most do not reach degree 

completion (NAMI, n.d.). Research focusing on QOL has an extensive history, but continued 

research is necessary to understand suitable interventions and resources to enhance an 

individual’s QOL.
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APPENDIX A

INSTITUTIONAL REVIEW BOARD APPROVAL

 

Office of the Vice President for Research Human Subjects Committee

Tallahassee, Florida 32306-2742  

APPROVAL MEMORANDUM

Date: 07/08/2016

To: Katie Haemmelmann

From: Thomas L. Jacobson, Chair Re: Use of Human Subjects in Research 

Quality of Life and Academic Achievement of Postsecondary Students with Psychiatric 

Disabilities

The application that you submitted to this office in regard to the use of human subjects in the 

proposal referenced above have been reviewed by the Secretary, the Chair, and two members of 

the Human Subjects Committee. Your project is determined to be Expedited per 45 CFR § 

46.110(7) and has been approved by an expedited review process. 

The Human Subjects Committee has not evaluated your proposal for scientific merit, except to 

weigh the risk to the human participants and the aspects of the proposal related to potential risk 

and benefit. This approval does not replace any departmental or other approvals, which may be 

required. 

If you submitted a proposed consent form with your application, the approved stamped consent 

form is attached to this approval notice. Only the stamped version of the consent form may be 

used in recruiting research subjects. 

If the project has not been completed by 07/05/2017 you must request a renewal of approval for 

continuation of the project. As a courtesy, a renewal notice will be sent to you prior to your 

expiration date; however, it is your responsibility as the Principal Investigator to timely request 

renewal of your approval from the Committee. 

You are advised that any change in protocol for this project must be reviewed and approved by 

the Committee prior to implementation of the proposed change in the protocol. A protocol 
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change/amendment form is required to be submitted for approval by the Committee. In addition, 

federal regulations require that the Principal Investigator promptly report, in writing any 

unanticipated problems or adverse events involving risks to research subjects or others. 

By copy of this memorandum, the chairman of your department and/or your major professor is 

reminded that he/she is responsible for being informed concerning research projects involving 

human subjects in the department, and should review protocols as often as needed to insure that 

the project is being conducted in compliance with our institution and with DHHS regulations. 

This institution has an Assurance on file with the Office for Human Research Protection. The 

Assurance Number is IRB00000446. 

HSC No. 2016.18472
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APPENDIX B

INSTITUTIONAL REVIEW BOARD APPROVAL REVISED

Office of the Vice President For Research Human Subjects Committee

P O Box 3062742

Tallahassee, Florida 32306-2742 

APPROVAL MEMORANDUM (for change in research protocol)

Date:08/15/2016

To: Katie Haemmelmann

From: Thomas L. Jacobson, Chair 

Re: Use of Human subjects in Research Project entitled: Quality of Life and Academic 

Achievement of Postsecondary Students with Psychiatric Disabilities

The application that you submitted to this office in regard to the requested change/amendment to 

your research protocol for the above-referenced project has been reviewed and approved. 

Please be reminded that if the project has not been completed by 07/05/2017 , you must request 

renewed approval for continuation of the project. 

By copy of this memorandum, the chairman of your department and/or your major professor is 

reminded that he/she is responsible for being informed concerning research projects involving 

human subjects in the department, and should review protocols as often as needed to insure that 

the project is being conducted in compliance with our institution and with DHHS regulations. 

This institution has an Assurance on file with the Office for Human Research Protection. The 

Assurance Number is IRB00000446. 

HSC NO. 2016.18987
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APPENDIX C

INFORMED CONSENT

Dear Potential Participant,

I am a doctoral student in the Counseling and School Psychology Program at Florida State 

University, under the supervision of Dr. Deborah Ebener, a current faculty member at Florida 

State University. You are invited to participate in a research study that examines quality of life 

and academic achievement among college students with psychiatric disabilities.

Your participation today will involve completing a demographic questionnaire and 3 different 

assessments about coping, your symptoms, and quality of life. Completion of these forms should 

take about 20 minutes.

The records of this study will be kept private and confidential to the extent permitted by law. No 

personally identifying information will be requested (e.g., name, e-mail, phone number). 

Participation in this study is voluntary.

If you have any questions about your rights as a participant, or if you feel you have been placed 

at risk, please contact FSU Institutional Review Board (IRB) at (850) 644-8633.

Sincerely,

Katie Haemmelmann

Statement of Consent:

By selecting ‘yes’ below, I am acknowledging I have read the above information and I consent to 

participate in the study. 

By selecting ‘no’ below, I am relinquishing the opportunity to participate in the present study.
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APPENDIX D

DEMOGRAPHIC SURVEY

1. Have you been diagnosed with any mental health/behavioral/emotional disorder?

 Yes

 No

2. What is your age?

3. Please identify your gender

 Female

 Male

 Prefer not to Answer

4. Please select the ethnicity you primarily identify with.

 African American

 Asian American

 Caucasian

 Multiracial

 Native American or Alaska Native

 Other - specify:

5. Select the documented disability below that qualified you for disability services or 

accommodation at your University?

 Mood Disorder

   Bipolar Disorder

! ! Depressive Disorder
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  Major Depressive Disorder

  Persistent Depressive Disorder (dysthymia)

  Other - specify:

 Anxiety Disorders

  Generalized Anxiety Disorder

   Panic Disorder

  Separation Anxiety

  Social Anxiety

  Specific Phobia

 Other - specify:

 Obsessive-Compulsive and Related Disorders

 Body Dysmorphic Disorder

 Excoriation

 Hoarding Disorder

 Obsessive-Compulsive Disorder

 Trichotillomania

  Other - specify:

  Trauma and Stressor-Related Disorders

  Posttraumatic Stress Disorder

  Acute Stress Disorder

  Adjustment Disorder

  Other – specify:
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6. Are you currently enrolled as a full-time (12+ semester credit hours) or part-time (11 semester 

credit hours or less) student at your institution?

 Full-time

 Part-time

7. What is your (total) cumulative GPA?

8. Have you sought counseling for your mental health diagnosis at your institution?

 Yes

 No

9. Have you sought counseling outside of your institution for your psychiatric disability while 

enrolled?

 Yes

 No

10. What services do you use at your student disability center? Check all that apply.

 Excused Absences

 Note Taking Assistance

 Course Withdrawal without Penalty

 Extended Time on Exams/Quizzes

 Homework Deadline Extensions

 Other:
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APPENDIX E

WHOQOL-BREF
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APPENDIX F

BRIEF COPE

Coping Strategies Inventory

The purpose of this questionnaire is to find out the kinds of situations that trouble people in their 

day-to-day lives and how people deal with them.

Take a few moments and think about an event or situation that has been very stressful for you 

during the last month. By stressful we mean a situation that was troubling you, either because it 

made you feel bad or because it took effort to deal with it. It might have been with your family, 

with school, with your job, or with your friends.

In the space below, please describe this stressful event. Please describe what happened and 

include details such as the place, who was involved, what made it important to you, and what 

you did. The situation could be one that is going on right now or one that has already happened. 

Don't worry about making it into an essay. Just put down the things that come to you.

Once again, take a few minutes to think about your chosen event. As you read through the 

following items please answer them based on how you handled your event.

Please read each item below and determine the extent to which you used it in handling your 

chosen event. Please do not mark on this inventory. Please use the provided answer sheet in the 

following manner:

a. Not at all

b. A little

c. Somewhat

d. Much

e. Very much

1. I worked on solving the problems in the situation.

2. I looked for the silver lining, so to speak; I tried to look on the bright side of things.

3. I let out my feelings to reduce the stress.

4. I found somebody who was a good listener.
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5. I went along as if nothing were happening.

6. I hoped a miracle would happen.

7. I realized that I was personally responsible for my difficulties and really lectured myself

8. I spent more time alone.

9. I made a plan of action and followed it.

10. I looked at things in a different light and tried to make the best of what was available.

11. I let my feelings out somehow.

12. I talked to someone about how I was feeling.

13. I tried to forget the whole thing.

14. I wished that the situation would go away or somehow be over with.

15. I blamed myself.

16. I avoided my family and friends.

17. I tackled the problem head on.

18. I asked myself what was really important, and discovered that things weren't so bad after all.

19. I let my emotions out.

20. I talked to someone that I was very close to.

21. I didn't let it get to me; I refused to think about it too much.

22. I wished that the situation had never started.

23. I criticized myself for what happened.

24. I avoided being with people.

25. I knew what had to be done, so I doubled my efforts and tried harder to make things work.
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26. I convinced myself that things aren't quite as bad as they seem.

27. I got in touch with my feelings and just let them go.

28. I asked a friend or relative I respect for advice.

29. I avoided thinking or doing anything about the situation.

30. I hoped that if I waited long enough, things would turn out OK.

31. Since what happened was my fault I really chewed myself out.

32. I spent some time by myself.
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APPENDIX G

THE SHEEHAN DISABILITY SCALE

Sheehan Disability Scale
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APPENDIX H

DIVISION OF UNITED STATES
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