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ABSTRACT 

This study examined the possible selves, illness representations, psychological well-

being, and experiences of depression among college students (N = 223) who completed an online 

survey.  As hypothesized, students with depression reported significantly more feared possible 

selves compared to students without depression.  As expected, there was also a highly significant 

difference between the well-being of students based on their experience of depression, with 

students experiencing depression having significantly lower scores.  Consistent with this result, 

there was a large and highly significant negative correlation between levels of depression and 

well-being, r = -.74.  Also, as hypothesized, among depressed college students there was a large, 

highly significant correlation between both self-efficacy and outcome expectancy related to 

possible selves and well-being scores, controlling for level of depression.  These results point to 

the potential of interventions related to possible selves for improving the well-being of college 

students.   

Because an unusually high percentage of participants self-reported at least a mild level of 

depression (43%), the study’s hypotheses were re-tested using an extreme groups analysis.  The 

results were largely consistent with the analyses using the full data set.  However, there was a 

statistically significant difference in the hypothesized direction between the number of feared 

possible selves of students with and without depression.  Additionally, students with depression 

(compared to students without depression) more strongly endorsed the belief that depression was 

caused by stress and worry.
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CHAPTER I 

INTRODUCTION 

 Depression is a condition that affects many college students.  Considering their young 

age and the tumultuous changes that may occur at this time of life, it may even be their first 

experience with the condition.  In fact, how college students think about depression and how 

they think it will impact the rest of their lives may be a critical factor in their recovery.   

Surprisingly, considering that depression is commonly experienced, and relatively well-known to 

the public compared to other mental health conditions, little is known about its course.  Recent 

work by Rottenberg and colleagues (Rottenberg et al., 2018, 2019) suggests that there is much to 

be learned about the factors that promote full recovery and high levels of well-being after 

depression.  One of the main assertions made by Rottenberg and associates is that much of the 

clinical literature related to depression focuses on symptom reduction and preventing recurrence.  

However, as the researchers propose, this is not the full picture of depression; the potential for 

positive outcomes after depression is equally if not more important.  The work by Rottenberg 

and colleagues opens up many potential areas of research that have not been examined 

previously and this study of the hopes and fears of college students who have experienced 

depression was inspired by those findings.  The current study used students’ possible selves and 

their self-regulatory beliefs (self-efficacy and outcome expectancy) regarding their possible 

selves as a way to explore their hopes and fears about the future.  The goal of the current study 

was to take the first step toward gauging the feasibility of eventually testing the idea that 

students’ hopefulness about the future would predict their future “thriving” and full recovery 

from depression.  The current study used a cross-sectional design to test the hypothesis that this 

hopefulness about the future would be correlated with their current well-being.  If this hypothesis 
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were to be supported, then a future longitudinal study could test the hypothesis that students’ 

beliefs about their possible selves during a period of depression would predict the extent of their 

recovery and ability to thrive at a later time. 

In the current study, participants were asked about their hoped-for and feared possible 

selves, self-regulatory beliefs about their possible selves, illness representations of depression, 

and their quality of life in an effort to learn whether these factors were associated in ways that 

might be expected.  The following sections introduce the conceptual framework for this 

dissertation.  First, the prevalence and impact of depression are discussed along with a review of 

Rottenberg and associates’ recent findings that the course of depression may be more optimistic 

than previously thought.  Next, previous research on possible selves will be examined.  This will 

include a review of the literature on the possible selves experienced by people who are living 

with physical and mental health problems.  Relevant findings about these individuals’ self-

concepts, goals, motivations, emotions, and behaviors will also be reviewed.  This section will 

emphasize the idea that the ability to imagine hoped for possible selves and the associated beliefs 

that these possible selves are achievable are an early indication of the capacity to recover fully 

from depression.  This introduction will also discuss another factor that may be related to the 

course of depression: illness representations.  Illness representations, or a person’s beliefs and 

schemas related to an illness, may reveal pertinent and rich information related to how the person 

expects the illness to impact their lives and how the ways in which they are coping with the 

illness will impact the course of the illness.  For example, an individual who believes that 

depression has a biological cause may be more likely to seek medication as treatment compared 

to an individual who thinks that depression is caused by temporary situational factors.  Illness 

representations can be expected to relate to possible selves because a person’s belief regarding 
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the cause or potential outcomes of a disorder is likely to impact how much they believe it will 

influence them in the future.  Also included is a review of psychological well-being (Ryff & 

Keyes, 1995), which assesses sense of autonomy, environmental mastery, personal growth, 

positive relations with others, and purpose in life.  Ryff and Keyes’ (1995) measure of well-

being was used in the current study because Rottenberg and colleagues used this measure. 

In summary, this study was intended as a first step in exploring the idea that possible 

selves and the associated self-regulatory beliefs differentiate those who will recover, thrive, and 

attain a high level of functioning after depression from those who will not.  One goal of this 

study was to learn about the possible selves and self-regulatory beliefs of college students who 

were experiencing depression as well as those who were not.  It was expected that the possible 

selves of students with depression would be more negative in valence than the possible selves of 

students without depression.  Additionally, it was expected that there would be wide variance 

within the group of students with depression as some students would be able to construct a 

higher number of hoped-for possible selves than others.  Another goal of this study was to learn 

about the illness representations of depression that these college students held, with the intention 

of gaining a greater understanding of how personal experience with depression can impact one’s 

illness representations.  In addition, the researchers collected data about the psychological well-

being of the students with depression in order to learn about the ways in which psychological 

well-being was related to their possible selves and illness representations.  It was hypothesized 

that the expectations of college students with depression – in terms of the likelihood of achieving 

their hoped-for selves and avoiding their feared selves – would be correlated with their current 

well-being, independent of their depressive symptoms. 
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CHAPTER II 

LITERATURE REVIEW 

Depression 

The 2017 National Survey on Drug Use and Health (NSDUH) reported that about 17.3 

million adults (7.1% of adults in the United States) experienced at least one major depressive 

episode in 2017, and the highest prevalence rates were found for adults between ages 18 and 25 

(13.1%) (National Institute of Mental Health).  Based on data from the World Mental Health 

Survey Initiative, 19.2% of adults in the United States experience a major depressive episode 

during their lifetime (Bromet et al., 2011).  The diagnosis of an episode of major depression as 

well as major depressive disorder itself includes the presence of symptoms such as depressed 

mood, lack of pleasure or motivation, sleep difficulties, low energy, and feelings of hopelessness 

and worthlessness for a period of 2 weeks or more (American Psychiatric Association, 2013).  

These symptoms can affect many aspects of a person’s life, such as their relationships, physical 

health, education, work, and finances.  For instance, depression has also been found to be a 

predictor of physical health problems such as strokes and heart attacks.  In addition, individuals 

with depression are less likely to get married, more likely to experience dissatisfaction in their 

marriages, and more likely to end their education early compared to those who do not have 

depression (Kessler, 2012).  The disorder also has a high financial cost to individuals, families 

and employers.  Costs related to depression were estimated at 210.5 billion dollars in 2010 

(Greenberg et al., 2015).  Depression can be described as one of the main causes of disability for 

workers as it leads to almost 400 million days of disability in the United States per year 

(Greenberg et al., 2015). 
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The course of depression. The extent of these effects highlights the importance of 

investigating the disorder and identifying any factors that may promote recovery with minimum 

recurrence and a return to a high level of functioning.  One area that has not been well-studied is 

what happens to individuals after they have experienced depression, especially regarding 

nonclinical outcomes.  Rottenberg and associates state that many studies examining outcomes for 

individuals with depression are based on small samples of clinical populations rather than large-

scale representative samples, and are focused on symptom reduction – paying little attention to 

quality of life and psychological well-being (Rottenberg et al., 2018, 2019).  They argue that 

studies using these clinical samples yield results that are not representative of all people who 

experience depression and therefore do not represent an accurate picture of the course of the 

illness.  One reason for this is that the majority of individuals who are diagnosable with 

depression never receive formal treatment.  They also criticize prior research because it focuses 

on the avoidance of negative outcomes (e.g., recurrence of symptoms) rather than the 

achievement of positive outcomes (e.g., high psychological well-being).  This conceptualization 

of depression and its course have reportedly occurred for multiple reasons, such as the lack of 

functional outcomes measures in most depression studies and the increased likelihood of 

individuals with recurrent and/or prolonged depression being included in studies about the 

condition (Rottenberg et al., 2018).  Compared to the “bleak prognosis” seen in some studies, 

Rottenberg’s population-based study with a nationally representative sample demonstrated more 

positive results, such as that 40-60% of people who experienced one episode of major depression 

did not experience another episode even after multiple decades (Rottenberg et al., 2019, p. 621).  

This idea invites researchers to explore factors associated with full recovery and not just periodic 

remission of symptoms. 



 

 

6 

 

The 2019 study by Rottenberg and colleagues centered on psychological well-being, 

which included aspects such as life satisfaction, sense of purpose, and self-acceptance 

(Rottenberg et al., 2019).  Mental health and psychological well-being data originated from two 

phases of the Midlife Development in the United States (MIDUS) study, Wave 1 and Wave 2, 

which were completed 10 years apart.  The researchers’ criteria for “thriving after depression” 

included scores above the 50th percentile (based on age and gender norms) on at least eight out of 

nine well-being factors and scores above the 84th percentile on at least three of these factors 

(Rottenberg et al., 2019, p. 623).  Notably, 9.6% of the participants who had depression at the 

beginning of Wave 1 and did not experience any major symptoms at the follow-up (Wave 2) 

could be classified as thriving after 10 years, compared to 21% of initially nondepressed 

participants.  These results indicate that it is possible to achieve a high level of functioning after 

depression.  In addition, they demonstrate the importance of investigating and identifying factors 

that might promote the full recovery and future long-term development of individuals who 

experience mental health concerns.  The ability to generate hoped-for possible selves and believe 

they are achievable is one such factor that is being explored in this study. 

Positive outcomes and hoped-for possible selves. Rottenberg and colleagues’ research 

(Rottenberg et al., 2018, 2019) suggests that there is much to learn about depression and its 

impact on an individual’s future, especially in terms of the factors that may be related to 

promoting positive outcomes among people who experience depression.  The present study is 

based on the idea that a person’s recovery from depression is enhanced by their ability to 

construct hoped-for possible selves and imagine that they are achievable.  For instance, among 

individuals currently experiencing depression, those who have a greater number of hoped-for 

than feared possible selves may recover more quickly and be less likely to have a recurrence of 
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depression in the future.  If an individual’s ability to construct and visualize hoped-for possible 

selves could be shown to improve their functioning after depression, this finding could open up 

new opportunities for mental health interventions.  Related studies from positive psychology that 

involve a “best possible selves” activity (developed by King, 2001; described in Loveday et al., 

2016) encourage the potential usefulness of such an approach clinically.  For example, the results 

from the “best possible selves” activity indicate that engaging in the activity is associated with 

higher life satisfaction and fewer reported depression symptoms (Loveday et al., 2016).  The 

literature on possible selves will be discussed in the next section.  The Beck Depression 

Inventory-II (BDI-II; Beck et al., 1996) was used to assess whether participants were 

experiencing depression at the time of the study (see Appendix A).  Students’ BDI-II scores were 

calculated and used as a part of the analysis.  Students were also categorized as having 

depression or not based on their scores on the BDI-II. 

Possible Selves 

 One way of understanding how a person thinks about themselves is to explore their 

possible selves.  Possible selves have been defined as “the cognitive manifestation of enduring 

goals, aspirations, motives, fears, and threats” (Markus & Nurius, 1986, p. 954).  Essentially, 

possible selves are specific pictures that one has in their mind of what their future could be, 

including what qualities they will have, what they see themselves doing, where they are living, 

and even what they look like.  For example, a college student may have a possible self for what 

their future after college will be like.  They may visualize themselves working at Google, living 

in California, being respected by their colleagues, and wearing more expensive clothing than 

they wear now.   
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The concept of possible selves has generated substantial research since it was introduced 

by Markus and Nurius in 1986.  A simple search for “possible selves” on the PsycINFO database 

on September 11, 2019 returned 592 results from the past few decades.  A selected review of the 

research literature on possible selves will be presented next, including how possible selves have 

been found to relate to the self-concept, goals, motivations, affect, and behavior.  Following this, 

results from studies examining possible selves and their influence on physical and mental health 

concerns will be discussed. 

Important information about the self-concept can be discovered when one thinks about 

the hopes and fears they have for their future.  For instance, a person who has experienced 

depression in the past may have a hoped-for possible self related to continuing to manage their 

mental health effectively.  They may have a clear picture in their mind of what it would look like 

for them to achieve this possible self, such as feeling happy and stable, feeling capable of 

managing life stresses, and being able to maintain a romantic relationship.  They may also have a 

feared possible self related to experiencing depression again in the future.  This feared possible 

self may involve viewing themselves as a failure and may include unwanted outcomes such as 

being unable to maintain a job due to their symptoms or being alone.  A review of 38 studies 

completed by O’Connor and associates (2018) suggested that a psychiatric diagnosis can have 

consequences for the self-concept that are positive, such as feelings of self-understanding and 

self-legitimation, or negative, such as self-threat and self-devaluation.  The presence of a 

diagnosis was also shown to affect social identity in positive and negative ways, such as 

increasing social acceptance by peers who have also experienced depression, and/or increasing 

social stigmatization by peers who have not experienced depression (O’Connor et al., 2018).  

Interpretations of the experience can have a powerful influence on the consequences for the self-
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concept and social identity.  Accepting a depression diagnosis as a part of one’s self-concept, for 

instance, can help a person make sense of themselves and feel validated in their experiences and 

struggles.  It can also open them up to feeling uncertain or unhappy about who they are in light 

of the new information.  Whether a person comes to understand their experience as a mental 

illness can also impact how they relate to people around them.  In terms of their social identity, 

accepting the diagnosis may enhance their sense of connectedness to others with similar mental 

health concerns and/or may lead them to feel misunderstood or alienated by others who have not 

experienced depression.  These reactions may occur regardless of actual disclosure to others.  

Experience with mental health concerns could lead one person to feel as though they are a part of 

a new community and they may decide to become a public activist for mental health 

destigmatization.  Another person may believe that people with mental health concerns are 

“crazy” and may actively hide their own experience because they do not want to think of 

themselves as “crazy” too or have others view them in that way.  Someone who simply views the 

experience as an event that happened to them rather than a part of who they are, either personally 

or socially, may feel comfortable sharing their history with others if the topic comes up but may 

otherwise decide that there is no reason to seek out others with similar experiences or to change 

how they think about themselves.  The specific consequences for an individual may change over 

time and may depend on other factors, such as the degree to which the diagnosis is integrated 

into the person’s self-concept.  In summary, the possible selves of people who have experienced 

depression can vary considerably. 

 In their 1986 article, Markus and Nurius conclude that possible selves may function as 

incentives for future behavior and may also provide an evaluative context for the current view of 

the self and current emotional states.  Possible selves may become more strongly activated in 
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certain situations, leading them to influence behavior; for instance, the feared possible self of 

experiencing another depressive episode may become more threatening if a person believes that 

the recent death of a loved one could increase the likelihood of those symptoms (Markus & 

Nurius, 1986).  There can be important differences between one’s current selves, or the way they 

conceptualize themselves in the present, and their possible selves, or their view of who they hope 

to become or fear becoming in the future. 

One study that demonstrates the power that possible selves can have on motivation 

assessed participants who had recently experienced a traumatic life event (Porter et al., 1984; 

cited in Markus & Nurius, 1986).  All of the participants who experienced a trauma endorsed 

similar qualities of their current selves such as “weak,” “resentful,” “lonely,” and “unemployed” 

regardless of whether they reported that they had recovered from the crisis.  However, 

differences emerged when the participants were asked about their possible selves.  The possible 

selves of those who indicated that they had “not recovered” from the crisis included being 

unpopular, dying young, and being depressed, while the possible selves of those who indicated 

that they had “recovered” from the crisis included being motivated, being powerful, and being 

independent (Porter et al., 1984; cited in Markus & Nurius, 1986).  Although the groups were 

similar in terms of how they thought about themselves in the present, participants who described 

themselves as having recovered from a crisis endorsed a larger number of hoped-for possible 

selves.  These results suggest that possible selves may function as a source of motivation, which 

help people to recover a higher level of functioning and quality of life following a crisis or 

trauma.  It may be that the ability to construct possible selves differentiates individuals who will 

recover and thrive from those who will not. 
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An individual’s possible selves are thought to be influenced by life experiences.  For 

example, a study linking possible selves and motivation compared the possible selves of 

“delinquent” and “nondelinquent” youth (Oyserman & Markus, 1986; cited in Markus & Nurius, 

1986, pp. 965–966).  Despite having high self-esteem, the possible selves of the “delinquent” 

youth were found to be less diverse in terms of domain (e.g., 35-40% of the feared possible 

selves for youth in the state training school were related to criminal identities and behaviors) 

compared to the “nondelinquent” youth (Oyserman & Markus, 1986; cited in Markus & Nurius, 

1986, pp. 965–966).  These results raise the question of how well the “delinquent” students were 

able to construct positive possible selves and whether having a difficult time doing so could be 

linked to outcomes.  For the current study, results may reveal that it is important for individuals 

experiencing depression to be able to contemplate and visualize the potential positive aspects of 

their future in order for them to recover a higher level of functioning and well-being. 

Possible selves can also provide the context for self-evaluation.  Markus and Nurius 

(1986) studied the connection between current affective states and various types of selves 

(“now” selves, “ever considered” selves, “probable” selves, and “like-to-be” selves).  Their 

results indicated that the future types of selves (“probable” selves and “like-to-be” selves) 

contributed significantly more to the variance of current positive and negative affect, locus of 

control, and esteem than did current selves.  These findings suggest that future selves play an 

important role in current affect and motivation. 

Possible selves have been shown to relate to behavior.  Hooker and Kaus (1992) 

examined the health-related possible selves and health behaviors of older adults.  These 

behaviors included those that may have a positive or negative impact on health (e.g., exercising 

is likely to have a positive effect and smoking is likely to have a negative effect).  The 
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researchers found a strong correlation between the participants’ health-related possible selves 

and their health behaviors, suggesting that possible selves are connected to actual behaviors.  

Participants with matching hoped for and feared possible selves within the domain of health were 

more likely to engage in health behaviors. 

Possible selves and physical health. The possible selves and self-concepts of individuals 

who have specific concerns, such as issues with their physical or mental health, are often 

significantly impacted by their health conditions.  This phenomenon has been documented in a 

variety of studies.  For example, possible selves have been used to learn about the ways in which 

concerns about physical health change over the lifespan.  One study focusing on this topic 

involved a comparison of possible selves between college students and older adults (Hooker, 

1992).   

Hooker found that 71% of the college students and 86% of the older adults named at least 

one possible self related to health.  In addition, 17.5% of the college students and 73% of the 

older adults had a most important possible self (either hoped-for or feared) in this domain 

(Hooker, 1992).  In comparing the two samples, it was found that both older adults and college 

students were similar in terms of perceived health ratings, outcome expectancy (e.g., the 

likelihood of fitting into a size 14 dress), and perceived efficacy (e.g., one’s ability to lose 15 

pounds to fit into the dress) (Hooker, 1992).  These results suggest that the types of concerns that 

individuals have in areas such as health are reflected in their possible selves.  In addition, 

possible selves can capture the differences in self-concept – such as a potentially larger focus on 

health with age – between groups. 
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Another study attempted to discover the point in life at which health-related possible 

selves become very significant.  Hooker and Kaus (1994) assessed the possible selves of 84 

“young adults” (between the ages of 24 and 39) and 87 “middle-aged” adults (between the ages 

of 40 and 59) by collecting information about hoped-for and feared possible selves, relevant 

activities and behaviors, self-efficacy, health salience, and health value.  The middle-aged adults 

were found to have significantly more health-related possible selves compared to the younger 

adults.  In addition, participants of both groups who identified health-related possible selves were 

more likely to have feared rather than hoped-for possible selves in this domain.  Other 

researchers examining changes in types and number of possible selves across the lifespan 

discovered that younger participants described more possible selves compared to older 

participants.  They also had higher self-efficacy ratings and believed that their feared possible 

selves were less likely to come true (Cross & Markus, 1991).  This indicates that possible selves 

can reflect the concerns that individuals may have at different times of their lives, and that when 

these concerns change (e.g., increase in intensity, change to a different domain), possible selves 

are able to capture this transformation. 

Possible selves and chronic illness. Some researchers have examined the relationship 

between health and possible selves by looking specifically at the influence of chronic illness on 

possible selves.  Frazier, Cotrell, and Hooker noted that their 2003 study was one of the first to 

examine possible selves in relation to chronic illnesses and their associated losses, such as the 

cognitive losses from Alzheimer’s disease and physical losses from Parkinson’s disease.  The 

researchers hypothesized that the two clinical groups would have fewer domains for their 

possible selves compared to the healthy control group and expected that the two groups would 

place more importance on domains related to their specific illnesses (Frazier et al., 2003).  As 
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predicted, participants with Alzheimer’s disease were significantly more likely to describe 

hoped-for and feared possible selves related to cognition and the participants with Parkinson’s 

disease were significantly more likely to describe hoped-for and feared possible selves related to 

physical health.  Overall, the researchers suggested that the possible selves of those with a 

chronic illness were significantly different than the possible selves of those without a chronic 

illness.  As with general health, specific health problems such as chronic illness can impact the 

self-concept and therefore the possible selves that a person may have. 

In a later study by Cotrell and Hooker, the researchers used a larger sample to look 

specifically at the possible selves that are described by those with Alzheimer’s disease, 

hypothesizing that illness severity and level of awareness of cognitive deficits would be related 

to older adults’ ability to form dementia-related possible selves (Cotrell & Hooker, 2005).  In 

their comparison of older adults with mild to moderate Alzheimer’s disease and older adults who 

were “cognitively intact,” more hoped-for than feared possible selves were reported for both 

groups, although the “cognitively intact” group reported more possible selves – both positive and 

negative – than the clinical group (Cotrell & Hooker, 2005).  Individuals in the clinical group 

described more dementia-related possible selves compared to the control group.  These results 

provide an example of the extent to which a disease can affect one’s view of the future.  For 

instance, one participant in the clinical group described having to accept that she could no longer 

be the church organist but hoped to sing in the choir in the future, indicating that her hopes for 

the future (possible selves) had changed with a recognition of her deficits (Cotrell & Hooker, 

2005). 

Possible selves and mental health. Possible selves have also been used to learn more 

about how individuals’ concerns about their mental health are related to their self-concepts.  
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Multiple studies have compared clinical and nonclinical populations on factors related to 

individuals’ views of the possibilities for their futures.  This type of research allows 

psychologists to gain a better understanding of the relationship between possible selves and 

mental illnesses, as well as related components such as the self-concept.  Many of these studies 

link mental health concerns with negative or feared possible selves, which advance our 

knowledge of the ways that mental illnesses can affect those who have them. 

In one study, patients with anorexia nervosa and a control group of college students were 

asked about their possible selves (Erikson et al., 2012).  The researchers found that participants 

in the patient group described significantly fewer possible selves, with an average of 11.8 

possible selves, compared to an average of 14 possible selves for the control group.  In addition, 

the possible selves named by the patient group were more likely to be negative than positive.  

The researchers calculated the number of negative possible selves divided by the total number of 

possible selves for each participant and found that the mean of the patient group was 0.27 and the 

mean of the control group was 0.19 (Erikson et al., 2012).  Similar results were found for aspects 

such as the likelihood and controllability of the possible selves.  For example, the possible selves 

that were considered to be likely to come true were significantly more negative for the patient 

group compared to the control group (Erikson et al., 2012).  This study showed the importance of 

examining feared possible selves in terms of outcomes for a condition, especially for one that is 

strongly related to negative perceptions of the self.  The findings from this study indicate that 

mental health concerns such as anorexia nervosa can impact the self-concept, which is reflected 

in their possible selves. 

Other research demonstrates the associations between mental health concerns, possible 

selves, and affect.  Norman and colleagues studied the relationship between possible selves, self-
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esteem, and mood for patients with psychotic disorders (Norman et al., 2014).  Participants in a 

Canadian program, the Prevention and Early Intervention Program for Psychoses (PEPP), were 

given a series of questionnaires assessing current selves, possible selves, psychotic symptoms, 

self-esteem, and negative mood.  The researchers found that negative possible selves were the 

best individual predictor of self-esteem, depression, and anger/hostility (Norman et al., 2014).   

This result shows the connections that one’s possible selves may have with other areas of their 

life.  Possible selves may influence self-evaluation and other current factors such as negative 

mood and self-esteem. 

A study by MacDougall, Vandermeer, and Norman (2015), using the same sample as in 

the previous study, examined the role of possible selves in the “insight paradox,” or the 

phenomenon of patients with psychosis who have better insight into their condition having better 

outcomes in terms of symptom management but also lower levels of psychological well-being 

(higher levels of depression, etc.) (MacDougall et al., 2015).  Using measures that assess self-

stigma, negative mood, symptoms, insight, and possible selves, it was found that higher levels of 

insight were significantly correlated with higher levels of depressed mood for the patients 

(MacDougall et al., 2015).  The researchers used a mediation analysis to determine that negative 

possible self was the only significant mediator of the relationship between insight and 

depression, which was a similar result to the previous study (Norman et al., 2014).  This result 

implies that an increased understanding of a condition may lead to a change in the way an 

individual views the possibilities for their life.  It may be the case that accepting a severe 

diagnosis may lead to better symptom management and less recurrence, but with lower overall 

psychological well-being. 
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Possible selves and depression. As in the current project, there have been multiple 

studies examining the relationship between possible selves and depression.  One study focusing 

on the role of feared possible selves examined the relationship between possible selves and 

coping skills for college students with depression, emphasizing the relationship between coping 

skills and possible selves.  According to the authors, a person’s ability to cope may impact the 

construction of their possible selves (Penland et al., 2000).  For example, a person who has 

depression may have more negative views of themselves and their future and so they may be 

more likely to have negative or feared possible selves.  The researchers found that the college 

students who were experiencing higher levels of depression (based on the BDI-II) reported fewer 

possible selves in general compared to those who experienced lower levels of depression.  In 

addition, the types of possible selves were different between those who experienced higher levels 

of depression compared to those who experienced lower levels of depression; the participants 

who experienced higher levels of depression tended to describe a higher number of negative 

possible selves.  This extensive literature demonstrates that physical as well as mental health 

problems have been shown to be closely associated with current and future possible selves.   

Possible selves and mental health interventions. The research literature also shows the 

usefulness of the concept of possible selves as a basis for clinical interventions.  This literature is 

relevant because it illustrates that what might happen spontaneously – i.e., that people who 

recover from depression more fully are better able to generate hoped-for possible selves – has 

been demonstrated to be effective as a planned intervention to improve psychological well-being.  

One example of the use of possible selves in therapy is the “best possible selves” or BPS activity 

(BPS activity developed by King, 2001; described in Loveday et al., 2016).  In this activity, 

participants are given the following prompt: 
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Think about your life in the future.  Imagine that everything has gone as well as it 

possibly could.  You have worked hard and succeeded at accomplishing all of your 

life goals.  Think of this as the [realization] of all your life dreams.  Now write about 

what you imagined (cited from Loveday et al., 2016, p. 2). 

Loveday and colleagues completed a review of 31 BPS activity studies to assess the 

activity.  This included clinical populations, such as adults with depression, and nonclinical 

populations, such as elementary school students.  Their review found that the majority of studies 

used the BPS activity in experimental studies (n = 24).  The authors indicated that most of the 

research has been within the field of positive psychology and many studies have compared the 

activity to writing about a traumatic event (Loveday et al., 2016).  For the studies that focused on 

increasing positive outcomes, the BPS activity has been found to increase factors such as 

optimism, well-being, positive mood/affect, life satisfaction, and happiness.  Regarding negative 

symptoms, it has been connected to fewer reported depression symptoms and fewer health care 

visits (Loveday et al., 2016).   

In his 2015 article, Bak describes the potential for possible selves to be used in 

psychotherapy.  He describes possible selves as “a kind of positive resource facilitating change 

but also … a cognitive representation of the ultimate goal of that change” (Bak, 2015, p. 651).  

An examination of the functions of possible selves reveals their capacity for being applied to 

therapy.  For example, possible selves can be important for motivating individuals to work 

toward making their hoped-for possible selves into reality while avoiding their feared possible 

selves.  Bak differentiates between two types of possible selves when discussing utility in 

therapy.  The first of these types is the self-regulatory possible self, which is specific and related 

to actual goals and strategies that can lead to change.  The second type is the self-enhancing 
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possible self, which is unspecific and not clearly tied to steps or actions but helps to “reinforce 

self-esteem, optimism, and hope about the future but has no direct influence on behavior” (Bak, 

2015, p. 652).  Bak explains that possible selves can become a standard for behavior change, as a 

possible self can increase “the cognitive accessibility and attractiveness of particular responses 

and behaviors” (Bak, 2015, p. 653) and creates a framework for thinking about the differences 

between one’s actual self and ideal self.  Possible selves may be considered a type of positive 

self-fulfilling prophecy as explicitly envisioning these potential futures may make them more 

likely to come true.  This relationship to cognitions and goals shows the implications that 

possible selves have for motivation and behavior change in therapy.  Possible selves 

interventions can be seen as a way of increasing the ability to construct and visualize positive 

possible selves, which can help individuals move toward the positive outcomes described by 

Bak. 

Measures of possible selves. There are several instruments that can be used to assess 

possible selves.  Cross and Markus (1991) collected data about possible selves using highly 

quantitative self-report questionnaires.  The questionnaire asked participants to name all of their 

hoped-for and feared possible selves.  Then, participants were prompted to choose their two most 

important hoped-for possible selves and their two most important feared possible selves from 

their lists.  They were asked to rate how capable they felt in terms of their ability to achieve or 

prevent each of the most important possible selves and how likely it was for each of the possible 

selves to occur.  Lastly, participants listed behaviors that they had engaged in (or not engaged in) 

within the past month to make the possible selves come true (Cross & Markus, 1991).  Hooker 

and Kaus (1992) adapted the questionnaire into an in-person interview to increase clarity for 

participants (Hooker & Kaus, 1992).  Other instruments include the Possible Selves Statements 
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Test (developed by Erikson, 2006; cited in Erikson et al., 2012).  Packard and Conway (2006) 

reviewed the methods of data collection in possible selves research.  In their examination of 141 

articles, they identified four main methodological clusters.  They reported that the most 

frequently employed methods were structured surveys and interviews, which were used in 64% 

of the articles, followed by narrative methods and then visual- and drama-based methods 

(Packard & Conway, 2006).  The current study used the questionnaire written by Cross and 

Markus (1991), which allowed for comparison to other studies involving possible selves, as it 

has been used and referenced by multiple researchers.  This measure included self-regulatory 

questions about self-efficacy and expectancy beliefs (see Appendix B). 

The research questions related to possible selves that were asked in the current study included: 

1. How did the possible selves of college students who were experiencing depression differ 

from the possible selves of college students who were not experiencing depression? 

(Number of hoped-for versus feared possible selves, total number of possible selves, etc.) 

2. What were the possible selves of college students who were experiencing depression?  To 

what extent was the experience of depression integrated into participants’ possible selves, 

based on direct/indirect references to depression? 

In terms of hypotheses: 

1.1. It was expected that the students who were experiencing depression would report a greater 

number of feared possible selves and a lower number of hoped-for possible selves compared 

to the students who were not experiencing depression. 

2.1. It was expected that a higher degree of integration of depression into possible selves would 

be related to higher levels of depression as assessed by BDI-II scores (i.e., a person who 
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experienced a more severe level of depression would be likely to demonstrate a higher degree 

of integration compared to a person without these experiences). 

2.2. It was expected that the students who were experiencing depression based on their BDI-II 

scores would be more likely to describe possible selves related to depression than those who 

were not experiencing depression. 

Illness Representations 

 It is plausible that the way in which people who are experiencing depression think about 

their depression – i.e., whether it is biologically based and likely to be chronic versus 

situationally based and unlikely to recur – influences their possible selves.  Therefore, the 

literature on illness representations is relevant and will be discussed next.  The concept of illness 

representations was initially developed in reference to how people thought about and coped with 

physical illnesses.  For example, one’s understanding of the symptoms associated with a 

condition such as cancer is likely to have a profound effect on whether they decide to seek help, 

whether they accept a cancer diagnosis, whether they follow treatment recommendations, and to 

what extent they decide to keep up with any suggested treatments or lifestyle changes.  All of 

their responses starting at the initial awareness of symptoms are a function of how they 

understand and interpret their experience.  These responses depend on the individual’s beliefs 

about how the condition will affect their life, and in some cases, the stakes may be life-or-death.  

Similarly, a person experiencing symptoms of depression is likely to be influenced by a variety 

of factors, including whether they even conceptualize the symptoms in a psychologically-minded 

way – e.g., as a part of depression – as opposed to another medical or psychological condition or 

no condition at all.  Their perception of what it means to have depression will affect whether they 

are willing to disclose their symptoms to loved ones, whether they seek help, where they go to 
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seek help (from a medical doctor, therapist, religious leader, etc.), and what they decide to do to 

cope with their symptoms.  The illness representation of their experiences is essential to include 

when considering the ways that a mental health disorder affects their life. 

Illness representations of physical illness. The concept of illness representation has 

been studied extensively using a variety of terms, including illness schema (Lau & Hartman, 

1983), illness perception (Weinman et al., 1996), illness beliefs (Aujla et al., 2016), and illness 

representation (Fortune et al., 2004; Leventhal et al., 1984).  The early work in this area focused 

on physical health and included the development of theoretical models as a basis for 

understanding illness representations.  One of the initial models, the Health Belief Model, was 

developed in the 1950s by a number of social psychologists who began to work on prevention 

and public health problems (Rosenstock, 1974).  The model posits that there are certain factors 

that lead an individual to be able to respond to a health threat, including the beliefs that they are 

susceptible to the condition in question, that the condition is likely to be severe enough to affect 

their life, and that the benefits of relevant health-promoting behaviors would outweigh the costs 

(Rosenstock, 1974).  This work led to later conceptualizations such as the Common Sense Model 

(Leventhal et al., 1980) and the Self-Regulation Model (Leventhal et al., 1984).  The Self-

Regulation Model builds on the Health Belief Model’s focus on responses to health threats and 

views interpretations of one’s experience as cues for health behaviors.  It suggests that there is a 

parallel processing system with a feedback loop for the cognitive and emotional responses to a 

potential illness.  Leventhal and colleagues describe the way that a hypothetical individual 

(“John Thompson”) might experience a heart attack using aspects of the model.  Early in the 

episode, John’s interpretation that his chest pain was due to muscle strain after working out for 

the first time in a few weeks led him to ignore the symptom.  Worsening pain with time led him 
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to seek another interpretation and he reflected that he had never experienced this type of pain, 

either from overexertion or from other potential causes such as food poisoning.  This led him to 

decide that he was experiencing a more serious health problem.  Even after this determination, he 

was affected by worries that kept him from taking action, such as the embarrassment he would 

feel if he went to the doctor and found that nothing was wrong.  Eventually, his increasing pain 

led him to seek medical attention at the hospital (Leventhal et al., 1984).  John’s reactions were 

reinforced or discouraged based on their success or failure in helping him to manage the 

symptoms and his continued re-evaluation of his experience led him to change his responses.   

The Self-Regulation Model has been developed further since its creation and now 

includes five main components: (a) identity, (b) consequences, (c) causes, (d) timeline, and (e) 

potential for control or cure (Lobban et al., 2003).  “Identity” refers to the individual’s perception 

of the illness, which may involve a diagnostic label and related symptoms.  “Identity” connotes 

that having an illness requires the individual to perceive and accept the symptoms they 

experience as being part of a distinct condition – e.g., depression.  “Consequences” includes the 

short- and long-term effects of the illness on various aspects of life, such as physical health, 

social relationships, and behaviors.  “Causes” refers to the individual’s beliefs regarding the 

cause(s) of their illness.  For example, a person who experiences high blood pressure may 

believe that their condition is caused by genetic factors, a poor diet, job stress, or bad luck.  

“Timeline” refers to the perception of how long the illness and its related symptoms are likely to 

last.  The fifth component, “potential for control or cure,” was introduced by Lau and Hartman 

(1983) and refers to the individual’s beliefs about treatment.  A person who is overweight, for 

instance, may decide to undergo gastric bypass surgery if they do not believe that they will be 

able to adequately maintain changes to their diet and exercise habits (Lobban et al., 2003).  The 
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specific beliefs that a person has in each of these categories may affect their decision to seek 

help, their adherence to treatment, their coping behaviors, and more. 

Illness representations and mental health. Although the Self-Regulation Model was 

originally developed for physical illnesses, it has also been applied to mental health conditions.  

Fortune, Barrowclough, and Lobban (2004) used the Self-Regulation Model to compare 

perceptions of depression with perceptions of physical illnesses for women who had current 

and/or past experiences with depression.  The participants were asked to write about the most 

recent time they were “sick” (referring to physical illness) and their most recent episode of 

depression.  The researchers found that the major dimensions of the Self-Regulation Model, 

especially “identity” and “consequences,” emerged in the narratives for both depression and 

physical illness, suggesting that the major components of the Self-Regulation Model also apply 

to mental health conditions such as depression.  Research on specific aspects of the model 

demonstrate the importance of these components for understanding one’s experience of a mental 

health condition.  Focusing on “cause,” for instance, allows for increased insight into the ways 

that an individual chooses to cope with symptoms.  Their decisions about appropriate treatment 

may correspond to their perception of the cause of their condition.  For example, an individual 

who believes that their depression occurred in response to a recent death in the family may seek 

out a grief support group while an individual who believes that their depression is a result of 

biology and family history may go to their doctor to ask about antidepressant medications. 

Causal beliefs. Researchers who have studied causal beliefs for mental illnesses over 

time have documented the existence of a consistent set of causal beliefs and have documented 

that these beliefs can change over time.  Pescosolido and colleagues (2010) compared the 1996 

and 2006 results of a nationwide study that asked participants to rate the likelihood of potential 
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causes of a hypothetical individual’s symptoms.  They found that endorsement of 

neurobiological attributions for depression (such as “a chemical imbalance in the brain” or “a 

genetic or inherited problem”) increased by 8-13 percentage points depending on the specific 

reason, and that sociomoral attributions for depression (such as “his or her own bad character” or 

“the way he or she was raised”) decreased by 5-11 percentage points depending on the specific 

reason (Pescosolido et al., 2010).   

A series of semi-structured interviews with adolescents conducted by Midgley and 

colleagues (2017) illustrated the frequently complicated process of understanding the causes of a 

condition like depression.  Many participants expressed some uncertainty about the cause of their 

depression, explored possibilities during their interviews, and demonstrated a desire to find an 

explanation.  The authors explained that “giving meaning to one’s experiences may be an 

important part of creating a sense of order and re-establishing a feeling of identity” (Midgley et 

al., 2017).  A study examining the connections between perceived causes of one’s depression and 

help-seeking behaviors demonstrated some differences by ethnic group (Hwang & Myers, 2013).  

For example, although the most commonly endorsed cause for all groups was “psychological 

stress,” there were some differences for other causal categories, such as Latinas being 

significantly more likely than Caucasian American women to endorse “traditional” causes such 

as a yin-yang imbalance or kidney weakness (Hwang & Myers, 2013).  Additionally, Caucasian 

American women were significantly more likely to report using “lay help” such as self-care or 

help from friends compared to Latinas, while African American women were significantly more 

likely to report using spiritual care such as prayer and faith healers compared to Latinas (Hwang 

& Myers, 2013).  The most common source of help that African American women and Latinas 

reported using first was general health care (37.2% and 58.5%, respectively) and the most 
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common source of help that Caucasian women reported using first was mental health providers 

(38.7%).  When asked about the source of help that was most important to them, the most 

common response for all three groups was mental health providers (51.1% for African 

Americans, 33.3% for Latinas, and 52.9% for Caucasian Americans) (Hwang & Myers, 2013). 

Thibodeau et al. (2015) investigated lay conceptions of depression, noting that the more 

abstract nature of mental health concerns may lead people to conceptualize them based on 

information from the media and language.  They completed a series of experiments about labels 

and causal explanations using vignettes.  For example, in one study, participants read a vignette 

about someone experiencing symptoms of depression that included information about the cause 

of depression being related to neurobiology (e.g., differences in sensitivity to neurotransmitters) 

or to negative life events (e.g., the death of a parent) (Thibodeau et al., 2015).  The researchers 

found that participants with a history of depression tended to respond differently compared to 

those who had not experienced it themselves.  For example, they were less likely to attribute 

personal responsibility to the hypothetical person and were less likely to hold stigmatizing views 

of depression (Thibodeau et al., 2015).  This provides a glimpse into the ways that the public 

may view depression, especially for people who have never experienced it, which may give 

insight into the larger societal perspective on the condition and the beliefs that could impact 

individuals with depression. 

The major components of illness representations (identity, consequences, causes, 

timeline, and potential for control or cure) comprise essential aspects of the way a person may 

view a condition such as depression.  These components have emerged in a variety of studies 

regarding both physical and mental health. 
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Measures of illness representations. This dissertation assumed that assessing a person’s 

illness representations regarding depression would help to understand the impact that this mental 

health concern had on their possible selves, and their thoughts, feelings, and behaviors.  An area 

of special interest was the impact that this illness may have had on their self-concept and 

possible selves in the present and the future.  For this reason, the current study included 

quantitative and qualitative measures of participants’ representations of their experiences of 

depressive symptoms. 

There are a few commonly used measures for assessing illness representations.  For 

example, the Illness Perception Questionnaire (Weinman et al., 1996) and its variations have 

been used in many studies.  A systematic review of 52 studies about illness representations and 

the Common Sense Model found that the most frequently used measures were the Illness 

Perception Questionnaire (used by 17% of the studies), the Illness Perception Questionnaire–

Revised (38%), and the Brief Illness Perception Questionnaire (17%) (Aujla et al., 2016).  These 

questionnaires have also been used in reference to mental illnesses; for example, the Illness 

Perception Questionnaire, the Illness Perception Questionnaire–Revised, and the Brief Illness 

Perception Questionnaire have all been used to examine depression representations (Fortune et 

al., 2004; Glattacker et al., 2012; Magaard et al., 2018, respectively).  However, these 

questionnaires are intended to be completed by individuals who have the illness themselves.  For 

this reason, they are not framed in a way that would allow them to be completed by individuals 

who do not have personal experience with the condition.  Therefore, the current study included 

an adaptation of the Illness Perception Questionnaire–Revised that was created for relatives of 

individuals who have schizophrenia (Illness Perception Questionnaire for Schizophrenia or 

IPQS; Lobban et al., 2005) (see Appendix C).  This allowed for the preservation of much of the 
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language in the questionnaire that can be taken by all participants regardless of their own 

personal experience with depression.  The sections of the IPQS that were adapted for the current 

study are cause, timeline (acute/chronic and cyclical), and personal control.  All of the items for 

the timeline and personal control sections were used.  For the section about cause, only the five 

items that were found to be the most strongly held beliefs in the original study were used.  These 

items were “stress or worry,” “a trauma,” “chemical imbalance in the brain,” “thinking about 

things too much,” and “family problems” (Lobban et al., 2005). 

The research question related to illness representation that was asked in the current study 

was: 

3. What was the nature of the participants’ illness representation for depression?  Did this 

illness representation differ based on whether participants had experienced depression 

themselves? 

In terms of hypotheses: 

3.1. It was anticipated that participants who were experiencing depression based on their BDI-II 

scores would be more likely to believe that depression has a stronger biological rather than 

situational basis.  Their illness representations would also be more specific while those who 

were not experiencing depression themselves would have more general or vague illness 

representations.   

3.2. It was expected that beliefs about the course of the illness would be associated with possible 

selves – i.e., beliefs that depression is more chronic would correlate with a higher number of 

feared possible selves related to depression. 



 

 

29 

 

Psychological Well-Being 

As described previously, the influential studies by Rottenberg and colleagues (2018, 

2019) centered on psychological well-being, as they considered psychological well-being to be 

“a rich, complex, and accepted aspect of optimal human functioning that has spawned extensive 

research” (Rottenberg et al., 2019, p. 622).  The researchers emphasize the importance of 

including this variable as it is a largely ignored aspect of mental health research that could be an 

indicator of full and long-term recovery.  They also point to previous research on patients’ 

values; for example, Zimmerman and associates (2006) reported that although symptom 

reduction may be a primary goal for experts and treatment providers, there are other factors that 

are considered more important as indicators of remission by actual individuals with depression.  

In their study, which asked outpatients being treated for depression to rate factors by their 

importance in determining remission, the most important factors in order were “presence of 

positive mental health (e.g., optimism, vigor, self-confidence),” “feeling like your usual, normal 

self,” and “general sense of well-being,” while “absence of symptoms of depression” was the 

fourth most common response (Zimmerman et al., 2006, p. 149).  This research supports the 

point made by Rottenberg and fellow researchers that it is essential to look beyond symptom 

reduction to determine whether a person has achieved remission from depression.  Instead of 

simply looking for an absence of negative indicators, it is just as important if not more important 

to assess for the presence of positive indicators in the lives of individuals who have experienced 

depression.  This emphasis on a more comprehensive and balanced view of remission and 

recovery could have substantial implications for clinical psychology and related research and 

practice.  For example, the authors note the way that this shift in focus can impact treatment; 

solely tracking depression symptoms “[implies] that management of symptoms is the best 
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outcome that can be realistically achieved by [patients with depression]” (Rottenberg et al., 2019, 

p. 624).  Including variables such as psychological well-being in research and clinical practice 

instead communicates to patients, clinicians, researchers, and the general public that there is 

reason to hope for positive outcomes after depression. 

Rottenberg and associates utilized the theoretical model for psychological well-being 

proposed by Ryff and Keyes (1995) as their primary conceptual and methodological guides.  The 

current study used the same theoretical model so that the findings here would be comparable.  

Ryff and Keyes (1995) suggested that previous research into quality of life and psychological 

well-being was insufficient in terms of working from a strong definition and theory.  Their model 

includes six dimensions: (a) self-acceptance, (b) positive relations with others, (c) autonomy, (d) 

environmental mastery, (e) purpose in life, and (f) personal growth.  According to the authors, a 

high level of self-acceptance can be described as accepting and feeling positive about oneself and 

one’s qualities while a low level of self-acceptance refers to dissatisfaction with the self.  

Positive relations with others is defined as having “warm, satisfying, trusting relationships with 

others” (Ryff & Keyes, 1995, p. 727); a person who does not have positive relations with others 

may instead have a small number of close relationships and may find it difficult to be open and 

make connections with others.  A person who scores high in autonomy would demonstrate 

independence and self-regulation while a person who scores low in autonomy may conform to 

others’ expectations and bend to pressure from others around them.  Environmental mastery 

refers to “a sense of mastery and competence in managing the environment” (Ryff & Keyes, 

1995, p. 727) or the ability to control the contexts of their life.  A person with a low level of 

environmental mastery may have a difficult time with directing and changing the environment 

around them.  Individuals who have purpose in life can be said to have goals and a sense of 
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meaning in their lives, while those who struggle with this dimension may not have a clear sense 

of direction or meaning in their lives.  Personal growth can be defined as a willingness to 

improve the self and an openness to experiences.  A person who does not experience a sense of 

personal growth may feel stagnant in their life and may not display growth over time (Ryff & 

Keyes, 1995).  Ryff and Keyes label their instrument as a measure of “eudaimonic well-being.”  

Eudaimonic well-being includes “developing one-self and realizing one’s potential” as well as 

“positive functioning and personal expressiveness” (Vanhoutte, 2014, p. 5). This type of 

psychological well-being involves meeting specific psychological needs, such as having a sense 

of purpose in life. 

Following the precedent of Rottenberg and others, the present study included measures of 

“hedonic” as well as eudaimonic well-being.  Hedonic well-being can be defined as “maximizing 

pleasurable experiences, and minimizing suffering, [in order to achieve] the highest levels of 

well-being” (Vanhoutte, 2014, p. 3).  Hedonic well-being especially concerns positive and 

negative affect – i.e., having a high level of positive affect and a low level of negative affect.   

Another aspect of hedonic well-being is cognitive satisfaction with life.  Assessing both types of 

psychological well-being allows researchers to gain a more comprehensive view of the concept.  

Both eudaimonic and hedonic well-being were relevant to the present study and were assessed 

with a 20-item measure (Frazier et al., 2007), described below.  Psychological well-being is an 

important indicator of functioning and it was used in the current study to allow for a comparison 

between these results and the findings by Rottenberg and associates.   

Measures of psychological well-being: Eudaimonic and hedonic. In their 1995 study, Ryff 

and Keyes used confirmatory factor analyses to demonstrate support for their theoretical model.  

They used an 18-item scale to measure the dimensions.  This instrument was used in Wave 1 of 
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the 2019 study by Rottenberg and associates to measure psychological well-being (Rottenberg et 

al., 2019) and also in a study by Clarke and colleagues (2001) in a study of well-being among 

Canadians.  Ryff noted in a 2014 article that the model has been used in over 350 publications in 

multiple journals and disciplines.  Due to the widespread use of the model and related 

instruments, the 18-item version of her instrument was used in the current study (see Appendix 

D).  This allowed for the results to be compared with prior research.  Another benefit to the use 

of the questionnaire was that its shorter length, compared to the 42-item measure of the six 

dimensions, would be less likely to create fatigue for the participants.  Because the Ryff and 

Keyes (1995) questionnaire only assesses eudaimonic well-being, two items were added in order 

to capture the hedonic aspects of well-being.  Following the precedent set by Frazier’s (2007) 

study, the present study added 2 items to the 18-item version of the well-being scale.  The first 

additional item measured positive affect and the second item measured cognitive satisfaction 

with life – both important aspects of hedonic well-being. 

The present study tested the hypothesis that the regulatory beliefs connected with possible 

selves would be associated with the well-being of students experiencing depression.  A partial 

correlation was conducted in order to control for the level of depression.  This allowed the 

hypothesis to be tested more clearly because it was expected that well-being would be highly 

correlated with depression. 

The research questions related to psychological well-being asked in the current study were: 

4. How did the psychological well-being of college students who were experiencing depression 

differ from the psychological well-being of college students who were not experiencing 

depression? 
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5. How did the psychological well-being of college students who were experiencing depression 

relate to possible selves and illness representations? 

In terms of hypotheses: 

4.1. It was expected that the psychological well-being of college students who were experiencing 

depression would be lower than the psychological well-being of college students who were 

not experiencing depression. 

5.1. It was anticipated that there would be a positive correlation between the self-efficacy and 

expectancy variables associated with the possible selves (hoped-for and feared) and 

psychological well-being of students with depression, controlling for the level of depression. 

Summary 

 The current study focused on the hopes and fears of college students and examined the 

impact of depression on these potential futures.  It involved collecting information about 

students’ beliefs about depression and assessing whether they met criteria for the disorder 

themselves to gain a better understanding of how this may have influenced their hopes and fears.  

This study was also intended to explore the extent to which their illness representations were 

associated with distinctive types of possible selves. 

Research Questions and Hypotheses 

Possible Selves 

1. How did the possible selves of college students who were experiencing depression 

differ from the possible selves of college students who were not experiencing 
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depression? (Number of hoped-for versus feared possible selves, total number of 

possible selves, etc.) 

2. What were the possible selves of college students who were experiencing depression?  

To what extent was the experience of depression integrated into participants’ possible 

selves, based on direct/indirect references to depression? 

1.1. It was expected that the students who were experiencing depression would report a greater 

number of feared possible selves and a lower number of hoped-for possible selves compared 

to the students who were not experiencing depression. 

2.1. It was expected that a higher degree of integration of depression into possible selves would 

be related to higher levels of depression as assessed by BDI-II scores (i.e., a person who 

experienced a more severe level of depression would be likely to demonstrate a higher degree 

of integration compared to a person without these experiences). 

2.2. It was expected that the students who were experiencing depression based on their BDI-II 

scores would be more likely to describe possible selves related to depression than those who 

were not experiencing depression. 

Illness Representations 

3. What was the nature of the participants’ illness representation for depression?  Did 

this illness representation differ based on whether participants had experienced 

depression themselves? 

3.1. It was anticipated that participants who were experiencing depression based on their BDI-II 

scores would be more likely to believe that depression has a stronger biological rather than 

situational basis.  Their illness representations would also be more specific while those who 
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were not experiencing depression themselves would have more general or vague illness 

representations.   

3.2. It was expected that beliefs about the course of the illness would be associated with possible 

selves – i.e., beliefs that depression is more chronic would correlate with a higher number of 

feared possible selves related to depression. 

Psychological Well-Being 

4. How did the psychological well-being of college students who were experiencing 

depression differ from the psychological well-being of college students who were not 

experiencing depression? 

5. How did the psychological well-being of college students who were experiencing 

depression relate to possible selves and illness representations? 

4.1. It was expected that the psychological well-being of college students who were experiencing 

depression would be lower than the psychological well-being of college students who were 

not experiencing depression. 

5.1. It was anticipated that there would be a positive correlation between the self-efficacy and 

expectancy variables associated with the possible selves (hoped-for and feared) and 

psychological well-being of students with depression, controlling for the level of depression. 
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CHAPTER III 

METHODOLOGY 

 The present study involved an online survey consisting of a series of questionnaires.  The 

survey was intended to gather information about college students’ possible selves, learn about 

their illness representations for depression, and assess their current level of depression and 

psychological well-being (see Appendices A through D). 

Setting 

 The setting of the study was a Midwestern public university.  The survey was created 

with Qualtrics. 

Participants 

 All participants were current students of the university.  The survey was open to college 

students between the ages of 18 and 25 whom were asked to confirm this before they could 

access the study.  Recruitment was completed using two methods: a post on the SONA 

Experiment Management System and a mass email sent to 2,500 randomly selected students.  

The SONA Experiment Management System is used in psychology classes for study participant 

recruitment.  Students may participate in SONA studies to receive credit in their psychology 

classes.  The survey received responses through SONA from January 26 to April 20, 2020.  The 

study was stopped on April 20 due to having a sufficient number of participants and due to time 

constraints for the study.  A total of 239 students provided responses through SONA.  The mass 

email about the survey was sent to 2,500 students who were randomly selected by the 

university’s registrar.  The initial email was sent on February 14, 2020, with reminder emails 

sent on February 20 and February 27, which had a deadline of March 2.  Overall, 169 out of 

2,500 students (6.7%) provided responses through the email.  There were a total of 408 
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participants.  Demographic information from the final sample (223 participants) is presented in 

Table 1. 

A number of participants were removed from the sample for various reasons.  One 

hundred and forty-eight participants were removed due to having too many missing items (for 

example, for not filling out any of the well-being, illness representations, and/or BDI-II 

questionnaires).  Twenty-nine participants were removed because they did not meet the age 

requirement.  Twelve participants were removed because they did not consent when shown the 

consent form.  Five participants were removed for incorrectly answering the validity questions.  

Two participants were removed because they did not fill out the feared possible selves section 

correctly (for example, one participant wrote “N/A” for the section due to their stated disbelief in 

the concept of fears).  Finally, one participant was removed for taking the survey twice (once as 

a part of the random sample and once through SONA).    

A few participants had one or two missing values on a questionnaire (the well-being 

questionnaire, the illness representations questionnaire, or the BDI-II), and these participants 

were retained.  The missing values were filled in by inserting each participant’s individual mean 

score for that questionnaire in place of the missing value.  For example, participant #44 was 

missing one value on the BDI-II and the mean of their responses for the other 20 BDI-II items 

was used in its place. 

Procedure 

 Approach and consent.  The study was approved by the Institutional Review Board 

(IRB) of the university before it began.  The consent form was available to potential participants 

online prior to displaying study material (see Appendix G).  Participants were required to agree 

to the consent form to be able to access the survey. 
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 Questionnaires.  The questionnaires (see Appendices A through D) were displayed 

online after the consent form was signed.  First, all participants were presented with the possible 

selves questionnaire, the psychological well-being inventory, and the illness perception 

questionnaire.  Next, they completed the BDI-II to assess for current level of depression.  This 

was followed by a few questions about their own experience with depression (e.g., whether they 

have ever personally experienced depression, whether they had ever been treated for depression).  

After the questions regarding depression, they were provided with local and national resources 

(the university’s counseling center phone number and location, the National Suicide Prevention 

Lifeline phone number and text line, etc.) in the event that the questions brought up difficult 

thoughts or emotions.  They were given the option to receive these resources by email as well. At 

the end of the survey, participants were asked to report basic demographic information (see 

Appendix F) and, if they wanted to, to anonymously enter their email into a drawing for one of 

three $30 Visa gift cards.  More information about each measure is presented below. 

Possible Selves Questionnaire. Possible selves were measured with the possible selves 

questionnaire developed by Cross and Markus (1991; see Appendix B).  This questionnaire 

included an explanation of possible selves followed by a prompt to list up to 10 hoped-for and up 

to 10 feared possible selves.  Participants were then asked to choose their two most important 

hoped-for possible selves and two most important feared possible selves.  For each of these most 

important possible selves, they were asked to use a 7-point scale to report how capable they felt 

of accomplishing or preventing the possible self and how likely they thought the possible self 

would be to come true.  They were also asked what (if any) activities they had done or had not 

done within the past month to make the possible self come true (Cross & Markus, 1991) (see 

Appendix B). 
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As a part of the analysis, a count of participants’ hoped-for possible selves and feared 

possible selves was completed.  A few participants wrote feared possible selves in the hoped-for 

possible selves section; these fears were not included in the hoped-for possible selves count.  For 

example, one participant included “being poor” and “being rich” as hopes and it was assumed 

that one of these represented a fear.  Therefore, only one of these possible selves was counted as 

a fear – i.e., being poor.  Possible selves ranged from general (such as “being happy”) to specific 

(such as “joining the Peace Corps”).  Many possible selves related to career or family, such as 

“find a job in my field” and “have a family.”  Feared possible selves also ranged from general 

(such as “being in poor health”) to specific (such as “get breast/cervical cancer”) and tended to 

focus on either career or family issues.  Hoped-for and feared possible selves were added 

together to create a variable for the total number of possible selves identified by each participant. 

Self-efficacy and outcome expectancy were each calculated as a sum, which combined values for 

the two most important hoped-for possible selves and the two most important feared possible 

selves.  For example, the self-efficacy responses for the two most important hoped-for possible 

selves and the self-efficacy responses for the two most important feared possible selves were 

added together.  The sum of these four numbers created the sum of the self-efficacy variables.  

The outcome expectancy variables for the feared possible selves were reversed to match the 

direction of the outcome expectancy variables for the hoped-for possible selves.  The skewness 

value for the self-efficacy sum was -.83 and the kurtosis value was .23.  The skewness value for 

the expectancy sum was .23 and the kurtosis value was -.39.  The skewness and kurtosis values 

of a normal distribution are zero (Tabachnick, 2013). 

In addition, the possible selves explicitly referencing depression and/or mental health 

were counted as a part of the analysis.  An example of a hoped-for possible self related to mental 
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health was to “have good mental health.”  One example of a feared possible self related to 

depression was “depression taking over.”  A possible self was considered to be integrated with 

depression if depression was explicitly mentioned in the possible self.  For example, “being 

depressed” and “letting my depression ruin my life” were counted as integrated possible selves.  

Correlational analyses involved an assessment of the association between the number of possible 

selves that mention depression and the types of possible selves (hoped-for possible selves and 

feared possible selves as well as the total number of possible selves). 

Psychological Well-Being Questionnaire. Two types of psychological well-being, 

eudaimonic and hedonic well-being, were measured using a 20-item questionnaire.  This 

questionnaire was also used in a study by Frazier and colleagues (2007; see Appendix D).  

Participants were first asked to rate 18 statements on a 7-point scale indicating the extent to 

which they agreed or disagreed.  For example, one statement reads, “In general, I feel I am in 

charge of the situation in which I live” (Ryff & Keyes, 1995).  This questionnaire was a 

shortened version of Ryff and Keyes’ original 42-item scale measuring eudaimonic well-being.  

The original 42-item measure consisted of six subscales with seven items per subscale.  In the 

18-item version used in the present study, each of the six subscales had three items per subscale 

rather than seven items per subscale.  The six eudaimonic subscales were self-acceptance, 

positive relations with others, autonomy, environmental mastery, purpose in life, and personal 

growth.  An example of self-acceptance is the item “I like most parts of my personality.”  

Positive relations with others can be demonstrated with the item “People would describe me as a 

giving person, willing to share my time with others.”  An example of autonomy is the item “I 

have confidence in my own opinions, even if they are different from the way most other people 

think.”  Environmental mastery can be seen with the item “In general, I feel I am in charge of the 
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situation in which I live.”  An example of purpose in life is the item “Some people wander 

aimlessly through life, but I am not one of them.  Personal growth can be demonstrated with the 

item “For me, life has been a continuous process of learning, changing, and growth” (Ryff & 

Keyes, 1995). 

Hedonic well-being was measured by two items at the end of questionnaire, which were 

also used by Frazier and colleagues (2007).  One item assessed how often the participant has felt 

happy during the past month (“none of the time,” “some of the time,” “most of the time,” or “all 

of the time”) and another item asked how satisfied they have been with their life on a scale from 

1-10.  These items measured both the emotional and cognitive aspects of hedonic well-being.  

The responses for the questionnaire were scored according to the guidelines presented by the 

author, with higher scores indicating higher levels of psychological well-being.  For participants 

who were missing one or two items on the whole questionnaire, their individual mean for the 

questionnaire was put in its place.   

The last two questions were transformed using scaling.  This was done to ensure that the 

two hedonic items of the scale – one with 4 response options and one with 10 response options – 

had the same weight as the 18 eudaimonic items, each of which had 7 response options.  The 

items were weighted to have equivalent value to the other items as if they also had 7 response 

options.  In addition, the 20-item well-being scale was calculated as a z-score in order to 

correlate it with the BDI-II scores.  The Cronbach’s alpha level for the 18-item well-being scale 

was α = .86 and the level for the 20-item scale was α = .87.  The alpha levels for each of the 

individual subscales on the 18-item scale were lower: α = .55 for autonomy, α = .62 for 

environmental mastery, α = .64 for personal growth, α = .53 for positive relations with others, α 

= .40 for purpose in life, and α = .75 for self-acceptance.  This suggests that the best measure of 



 

 

42 

 

internal consistency for well-being is the 20-item scale.  The skewness value for the 20-item 

scale was -.31 and the kurtosis value was -.40.  The skewness and kurtosis values of a normal 

distribution are zero (Tabachnick, 2013). 

Illness Perception Questionnaire. The current study used an adaptation of the Illness 

Perception Questionnaire for Schizophrenia – Relatives version (IPQS–Relatives; Lobban et al., 

2005; see Appendix C).  This inventory included subscales for major factors within the illness 

representation literature.  The sections of the IPQS that were adapted were cause, timeline 

(acute/chronic and cyclical), and personal control.  For example, a series of potential causes of 

depression (e.g., a “chemical imbalance,” “trauma,” “family problems”) were presented to the 

participants who were asked to rate the extent to which they believed each factor could cause 

depression.  The inventory was scored according to the guidelines presented by the authors 

(Lobban et al., 2005).  For participants with one or two missing values, their individual mean 

from the questionnaire was put in its place.  

The five cause items of the illness representation questionnaire were subjected to 

principal components analysis (PCA).  These items were “stress or worry,” “a trauma; something 

disturbing or shocking that happened in their life,” “chemical imbalance in the brain,” “thinking 

about things too much,” and “family problems.”  These items were selected because they were 

the most strongly held causal beliefs found by Lobban and colleagues in their research (2005).  

Prior to performing PCA, the suitability of the data for factor analysis was assessed.  Inspection 

of the correlation matrix revealed the presence of multiple coefficients of .3 and above.  The 

Kaiser-Meyer-Olkin value was .72, exceeding the recommended value of .6, and Bartlett’s Test 

of Sphericity reached statistical significance, supporting the factorability of the correlation 

matrix (Pallant, 2013).   
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Principal components analysis revealed the presence of two components with eigenvalues 

exceeding 1, explaining 49.69% and 21.34% of the variance, respectively.  An inspection of the 

screeplot revealed a break after the second component.  Two components were retained for 

further investigation.  The two-component solution explained a total of 71.02% of the variance, 

with Component 1 contributing 49.69% and Component 2 contributing 21.34%.  To aid in the 

interpretation of these two components, oblimin rotation was performed.  There was a weak 

positive correlation between the two factors (r = .29) (Pallant, 2013).   

Based on the factor loadings, two components were used in the analysis.  Factor 1 

includes included the items “a trauma,” “chemical imbalance in the brain,” and “family 

problems.”  Factor 2 includes included the items “thinking about things too much” and “stress or 

worry.”  The item “family problems” loaded moderately onto both factors and its placement was 

determined by having a higher loading on Factor 1.  Factor 1 has been labeled 

“biological/trauma/family” and Factor 2 has been labeled “stress/thinking too much.” 

The timeline cyclical scale had a Cronbach’s alpha level of α = .85.  Based on the low 

Cronbach’s alpha for the personal control (α = .10) and timeline acute/chronic (α = .07) scales, 

neither scale was included in any further analyses because they were considered to be unreliable 

measures. 

Beck Depression Inventory-II. The Beck Depression Inventory-II (BDI-II; Beck et al., 

1996; see Appendix A) is a screening measure used to assess common symptoms of depression.  

Respondents were asked to complete 21 items, for which they selected the statement regarding a 

symptom that fits them best, corresponding to a number from 0 to 3.  For example, regarding 

irritability, participants were shown the following statements: “I am no more irritable than usual 

(0),” “I am more irritable than usual (1),” “I am much more irritable than usual (2),” and “I am 
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irritable all the time (3).”  The lowest possible score on the BDI-II is 0 and the highest possible 

score is 63.  For the purposes of this study, a score of 17 or higher was considered indicative of a 

current experience with depression, as the scoring criteria (Beck et al., 1996) suggests that scores 

of 17-20 represent “borderline clinical depression,” scores of 21-30 indicate “moderate 

depression,” scores of 31-40 represent “severe depression,” and scores higher than 40 indicate 

“extreme depression.”  Participants’ scores on the BDI-II were used to create two groups: 

participants currently experiencing depression and participants not currently experiencing 

depression.  Overall, 97 participants (43%) met criteria for at least “borderline clinical 

depression” and 126 participants did not meet criteria for depression.  Correlational analyses 

using the full continuum of BDI-II scores were also performed to examine the relationship 

between BDI-II scores and other variables.   

COVID-19: A natural experiment. Data collection began in January 2020 and it was 

announced on March 12 that the university would be closed to in-person classes for the rest of 

the spring semester due to the COVID-19 virus.  In order to determine whether current events 

had an impact on the data, a full analysis of the data that had been collected by March 2 was 

completed.  Results with N = 154 (70% of the final sample) were found to be essentially the 

same as in the final, full data set (see Appendix H).  In addition, the possible selves of the final 

data set were assessed for any mention of the coronavirus and only two participants had feared 

possible selves related to it. 

Hypothesis testing was also completed with a data set of all participants who responded 

after March 2 (N = 81) to assess whether COVID-19 had an effect on participants.  None of the 

analyses for possible selves or illness representations reached significance; however, they were 

all in the expected direction.  This is not surprising considering that the two significant 
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relationships related to possible selves were not strong in the full data set.  All of the 

relationships related to psychological well-being were essentially the same as in the full data set; 

for example, the correlation between BDI-II score and well-being score was r = -.72 in this data 

set and was r = -.74 in the full data set.  In fact, 37% of the participants met BDI-II criteria for 

depression compared to 43% in the full data set, suggesting that COVID-19 had a very small 

impact on the students’ levels of depression as measured by the BDI-II and on the testing of the 

hypotheses. 

Extreme groups analysis. Because the rate of depression found in this study was higher 

than has been found in previous studies, it was decided that additional analyses would be carried 

out comparing groups about which there could be little question that one was experiencing 

depression and the other was not.  The extreme groups approach has been identified by Preacher 

and colleagues (2005) as an analysis that increases statistical power.  The analysis was 

completed using the lowest and highest tertiles of the BDI-II scores (≤ 9 and ≥ 21).  Nine falls 

within the “normal” category of depression while 21 is the lower end of the “moderate” level of 

depression.  The lower tertile had a mean BDI-II score of 4.36 while the higher tertile had a 

mean BDI-II score of 32.31.  The majority of the participants for each tertile were female (60.5% 

for the lower tertile and 77.6% for the higher tertile).  The majority of the participants for each 

tertile were White (73.7% for the lower tertile and 60.5% for the higher tertile).  The average age 

for the lower tertile was 19.92 years and the average age for the higher tertile was 19.82 years.  

The majority of the participants for the lower tertile were in their first year of college (30.3%) 

and the majority of the participants for the higher tertile were in their second year of college 

(31.6%). 
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Exploring a retrospective longitudinal perspective. While the current study was cross-

sectional in design, there was interest in exploring whether there might be a way to capture any 

longitudinal elements that could be extrapolated from the study.  Given that the survey included 

a question about whether students had previously experienced depression, students’ retrospective 

self-reports were used to provide a retrospective longitudinal perspective.  In order to do so, 

students were divided into four groups based on whether they had a history of depression and 

whether they were experiencing depression at the time of the survey.  See Table 6 for the 

descriptive data of these four groups.  A series of two-way between-groups ANOVAs were 

conducted to examine whether having a history of depression was related to the following five 

outcome variables of interest: (a) well-being, (b) the self-regulatory beliefs (self-efficacy and 

outcome expectancy related to the two most important hoped-for possible selves and the two 

most important feared possible selves), (c) the total number of possible selves, (d) the number of 

hoped-for possible selves, and (e) the number of feared possible selves.  The ANOVAs involved 

testing for main effects and interaction effects between two groups: (a) students with and without 

a history of depression (based on self-report) and (b) students who were or were not experiencing 

depression at the time of the survey (based on BDI-II score). 
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CHAPTER IV 

RESULTS 

Table 2 reports the means, standard deviations, and ranges of the most important 

variables in the study along with their intercorrelations.  Table 3 summarizes the results of the 

hypothesis testing.  Four of the seven research hypotheses were supported, either partially or 

fully, with the full data set, and five were supported, either partially or fully, with the extreme 

groups approach. 

On average, participants reported M = 12.22 possible selves.  They reported M = 6.59 

hoped-for and M = 5.64 feared possible selves.  The average self-efficacy summed score was 

22.39 (M = 5.60 out of a possible 7 for each item) and the average expectancy summed score was 

19.63 (M = 4.99 out of a possible 7 for each item).   Nine of the students without depression (N = 

126) or 7% had a feared possible self related to depression, while 13 of the students with 

depression (N = 97) or 13% mentioned it in their feared possible selves.  None of the participants 

reported hoped-for possible selves related to depression. 

 The average score for the 20-item well-being questionnaire was 100.22 (M = 5.01 for 

each item out of a maximum of 7).  The average score on the eudaimonic items (the first 18 

items) was 91.48 (M = 5.08 for each item out of a maximum of 7) and the average score on the 

hedonic items (the last two items, measuring life satisfaction and frequency of feeling happy) 

was 8.79 (transformed: M = 4.40 for each item out of a maximum of 7). 

 The mean BDI-II score was 17.00.  Overall, 97 participants met criteria for at least 

“borderline clinical depression” (43% had scores of 17 or greater) and 126 participants did not 

meet criteria for depression.  Of the 97 participants who met criteria for depression, 21 fell 
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within the “borderline clinical depression” range (22% of the students with depression, scoring 

17-20), 44 fell within the “moderate depression” range (45% of the students with depression, 

scoring 21-30), 10 fell within the “severe depression” range (10% of the students with 

depression, scoring 31-40) and 22 fell within the “extreme depression” range (23% of the 

students with depression, scoring higher than 40).  There was a significant difference between 

the average BDI-II score of males (M = 13.06, SD = 11.88, n = 67) and females (M = 17.70, SD 

= 12.68, n = 148; t(213) = -2.53, p = .01).  The average BDI-II score for nonbinary individuals 

was 38.43 (n = 7) and the average BDI-II score for transgender individuals (n = 1) was 28.00. 

One hundred and sixty participants reported that they had personally experienced 

depression (72% of the total sample) while 68 participants (30% of the total sample) reported 

that they were experiencing it currently.  Seventy-four participants (33% of the total sample) 

reported that they had received treatment in the past or were currently receiving treatment for 

depression.  Of the participants who provided information about their past or present treatment, 

24 received therapy only, 4 received medication only, and 39 received both therapy and 

medication.  In addition, higher levels of depression were correlated with more frequent 

inclusions of depression in possible selves, r = .14, N = 223, p = .03. 

 Two causal factors emerged from a principal components analysis of the cause items, 

which were “stress or worry”, “a trauma,” “chemical imbalance in the brain,” “thinking about 

things too much,” and “family problems.”  Factor 1 included the items “a trauma,” “chemical 

imbalance in the brain,” and “family problems.”  Factor 2 included the items “thinking about 

things too much” and “stress or worry.”  Factor 1 has been labeled “biological/trauma/family” 

and Factor 2 has been labeled “stress/thinking too much.”  The “biological/trauma/family” factor 

explained 49.69% of the variance and the “stress/thinking too much” factor explained 21.34% of 
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the variance.  The two factors explained a total of 71.02% of the variance.  There were no 

significant correlations related to beliefs about the course of depression or beliefs about personal 

control over depression. 

Hypothesis Testing: Possible Selves 

1.1. It was expected that the students who were experiencing depression would report a greater 

number of feared possible selves and a lower number of hoped-for possible selves compared 

to the students who were not experiencing depression. 

Full data set. A series of independent t-tests were conducted to compare the possible selves 

scores for the groups of students with and without depression.  One-tailed t-tests were completed 

in all instances in which a directional hypothesis was being evaluated.  Statistically significant 

results should be interpreted with caution because the experiment-wise error rate was not 

controlled.  There was a significant difference in the number of feared possible selves for 

students with depression (M = 5.96, SD = 2.48) and the students without depression (M = 5.39, 

SD = 2.46; t(221) = -1.71, p < .05, one-tailed, d = .23).  There was no significant difference in 

number of hoped-for possible selves for students with depression (M = 6.37, SD = 2.39) and 

students without depression (M = 6.75, SD = 2.38; t(221) = 1.19, p > .05, one-tailed).  There was 

no significant difference in total number of possible selves for students with depression (M = 

12.33, SD = 4.46) and students without depression (M = 12.14, SD = 4.52; t(221) = -.31, p > .05, 

one-tailed). 

Extreme groups approach. A series of independent t-tests were conducted to compare the 

possible selves scores for the groups of students with and without depression.  There was a 

significant difference in the number of feared possible selves for students with depression (M = 
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6.00, SD = 2.49) and the students without depression (M = 5.22, SD = 2.38; t(150) = -1.97, p < 

.05, one-tailed, d = .32).  There was no significant difference in number of hoped-for possible 

selves for students with depression (M = 6.41, SD = 2.48) and students without depression (M = 

6.72, SD = 2.35; t(150) = .81, p > .05, one-tailed).  There was no significant difference in total 

number of possible selves for students with depression (M = 12.41, SD = 4.53) and students 

without depression (M = 11.95, SD = 4.45; t(150) = -.63, p > .05, one-tailed). 

2.1. It was expected that a higher degree of integration of depression into possible selves would 

be related to higher levels of depression as assessed by BDI-II scores (i.e., a person who 

experienced a more severe level of depression would be likely to demonstrate a higher degree 

of integration compared to a person without these experiences). 

Full data set. For feared possible selves, there was a small, statistically significant 

correlation between BDI-II score and number of feared possible selves that referred to 

depression, r = .14, N = 223, p = .03.  As hypothesized, higher levels of depression were 

associated with a higher number of possible selves that referred to depression.  None of the 

participants reported hoped-for possible selves related to depression. 

Extreme groups approach. For feared possible selves, there was a small, statistically 

significant correlation between BDI-II score and number of feared possible selves that referred to 

depression, r = .17, N = 152, p = .04.  As hypothesized, higher levels of depression were 

associated with a higher number of possible selves that referred to depression.  None of the 

participants reported hoped-for possible selves related to depression. 
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2.2. It was expected that the students who were experiencing depression based on their BDI-II 

scores would be more likely to describe possible selves related to depression than those who 

were not experiencing depression.  

Full data set. Nine of the students without depression had a feared possible self related to 

depression while 13 of the students with depression had a feared possible self related to 

depression.  None of the participants reported hoped-for possible selves related to depression.  

The chi-square statistic of 1.64 was not significant, p = .20.  (See Table 4 for the chi-square 

table.) 

Extreme groups approach. Four of the students without depression (5.6%) had a feared 

possible self related to depression while 12 of the students with depression (18.8%) had a feared 

possible self related to depression.  None of the participants reported hoped-for possible selves 

related to depression.  The chi-square statistic of 4.47 was significant, p = .03.  (See Table 5 for 

the chi-square diagram.) 

Hypothesis Testing: Illness Representations 

3.1. It was anticipated that participants who were experiencing depression based on their BDI-II 

scores would be more likely to believe that depression has a stronger biological rather than 

situational basis.  Their illness representations would also be more specific while those who 

were not experiencing depression themselves would have more general or vague illness 

representations.   

Full data set. An independent samples t-test was conducted to compare the factors for 

the students with and without depression.  One-tailed t-tests were completed in all instances 
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in which a directional hypothesis was being evaluated.  There was no significant difference 

for Factor 1 (biological/trauma/family) for students with depression (M = 13.60, SD = 2.05) 

and students without depression (M = 13.17, SD = 2.13; t(221) = -1.49, p > .05, one-tailed).  

There also was no significant difference for Factor 2 (stress/thinking too much) for students 

with depression (M = 8.32, SD = 1.51) and students without depression (M = 8.13, SD = 

1.69; t(221) = -.85, p > .05, one-tailed).  The same tests were carried out with factor scores 

with the same nonsignificant results.  It was not possible to test the hypothesis regarding the 

vagueness or specificity of the illness representations. 

Extreme groups approach. An independent samples t-test was conducted to compare 

the factors for the students with and without depression.  There was no significant difference 

for Factor 1 (biological/trauma/family) for students with depression (M = 13.75, SD = 1.90) 

and students without depression (M = 13.32, SD = 1.65; t(150) = -1.51, p > .05, one-tailed).  

There was a significant difference for Factor 2 (stress/thinking too much) for students with 

depression (M = 8.51, SD = 1.53) and students without depression (M = 7.92, SD = 1.73; 

t(150) = -.2.23, p < .05, one-tailed, d = .36).  However, the difference was not in the 

predicted direction so the hypothesis was not supported.  It was not possible to test the 

hypothesis regarding the vagueness or specificity of the illness representations. 

3.2. It was expected that beliefs about the course of the illness would be associated with possible 

selves – i.e., beliefs that depression is more chronic would correlate with a higher number of 

feared possible selves related to depression. 

Full data set. There was a very small, nonsignificant correlation between number of 

feared possible selves and beliefs that depression is more cyclical, r = -.03, p = .63. 
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Extreme groups approach. There was a very small, nonsignificant correlation between 

number of feared possible selves and beliefs that depression is more cyclical, r = .007, p = 

.93.  For the lower tertile (those who do not have depression), there was a very small, 

nonsignificant correlation between number of feared possible selves and beliefs that 

depression is more cyclical, r = .02, p = .85.  For the higher tertile (those who do have 

depression), there was a small, nonsignificant correlation between number of feared possible 

selves and beliefs that depression is more cyclical, r = -.11, p = .36. 

Hypothesis Testing: Psychological Well-Being 

4.1. It was expected that the psychological well-being of college students who were experiencing 

depression would be lower than the psychological well-being of college students who were 

not experiencing depression. 

 Full data set. An independent samples t-test was conducted to compare the well-being 

scores of students with and without depression.  One-tailed t-tests were completed in all 

instances in which a directional hypothesis was being evaluated.  There was a highly significant 

difference between the scores of students with depression (M = 89.35, SD = 15.21) and students 

without depression (M = 108.60, SD = 13.35; t(221) = 10.04, p < .05, one-tailed, d = 1.35).  

There was a large and highly significant negative correlation between scores on the BDI-II and 

on the well-being questionnaire, r = -.74, p < .001, indicating that higher scores on the BDI-II are 

associated with lower well-being scores. 

 Extreme groups approach. An independent samples t-test was conducted to compare 

the well-being scores of students with and without depression. There was a highly significant 

difference between the scores of students with depression (M = 86.04, SD = 14.27) and students 
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without depression (M = 113.69, SD = 10.56; t(138.19) = 13.58, p < .05, one-tailed, d = 2.20).  

There was a large and highly significant negative correlation between scores on the BDI-II and 

on the well-being questionnaire, r = -.82, p < .001, indicating that higher scores on the BDI-II are 

associated with lower well-being scores. 

5.1. It was anticipated that there would be a positive correlation between the self-efficacy and 

expectancy variables associated with the possible selves (hoped-for and feared) and 

psychological well-being of students with depression, controlling for the level of depression. 

This hypothesis focuses on whether the relationship remains regardless of the level of 

depression.  It was expected that well-being would be highly correlated with depression and 

so this hypothesis examines whether there is a correlation when level of depression as 

assessed by BDI-II scores is controlled. 

Full data set. There was a moderate, highly significant partial correlation between self-

efficacy and well-being scores when controlling for level of depression, r = .36, p < .001, and 

a moderate, highly significant partial correlation between outcome expectancy and well-

being scores, controlling for depression, r = .30, p < .001.  When not controlling for 

depression, self-efficacy and outcome expectancy had a larger correlation with each other, r 

= .53, p < .001. 

There was a moderate, highly significant partial correlation between well-being and self-

efficacy related to hoped-for possible selves when controlling for level of depression, r = .34, 

p < .001.  There also was a small, highly significant partial correlation between well-being 

and self-efficacy related to feared possible selves, r = .25, p < .001.  There was a small, 

highly significant partial correlation between well-being and outcome expectancy related to 
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hoped-for possible selves when controlling for level of depression, r = .27, p = .001.  There 

was a small, highly significant partial correlation between well-being and outcome 

expectancy related to feared possible selves, r = .18, p = .006. 

Due to the possibility that the “environmental mastery” well-being items were similar to 

self-efficacy, a partial correlation of self-efficacy and well-being minus the “environmental 

mastery” items was evaluated for the students with depression while controlling for BDI-II 

scores.  It was moderate and highly significant, r = .30, p = .003. 

Extreme groups approach. There was a moderate, highly significant partial correlation 

between self-efficacy and well-being scores when controlling for level of depression, r = .39, 

p < .001.  There was a moderate, highly significant partial correlation between outcome 

expectancy and well-being scores, r = .32, p < .001.  When not controlling for depression, 

self-efficacy and outcome expectancy had a large correlation with each other, r = .60, p < 

.001. 

There was a moderate, highly significant partial correlation between well-being and self-

efficacy related to hoped-for possible selves when controlling for level of depression, r = .35, 

p < .001.  There was a small, highly significant partial correlation between well-being and 

self-efficacy related to feared possible selves, r = .28, p < .001.  There was a small, highly 

significant partial correlation between well-being and outcome expectancy related to hoped-

for possible selves, r = .28, p = .001.  There was a small, highly significant partial correlation 

between well-being and outcome expectancy related to feared possible selves, r = .22, p = 

.006. 
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Table 3 summarizes the results of the hypothesis testing.  Four of the seven research 

hypotheses were supported, either partially or fully, with the full data set, and five were 

supported, either partially or fully, with the extreme groups approach. 

Retrospective Longitudinal Design: Analysis of Variance (ANOVA) 

 A series of two-way between-groups ANOVAs (see Table 7) were conducted to explore 

the impact of history of depression (history or no history of depression based on self-report) and 

current level of depression (depression or no depression based on BDI-II score) on a variety of 

variables.  These variables included (a) well-being (20 items), (b) the self-regulatory beliefs 

(self-efficacy and outcome expectancy regarding the two most important hoped-for possible 

selves and the two most important feared possible selves), (c) the total number of possible selves, 

(d) the number of hoped-for possible selves, and (e) the number of feared possible selves.  

There were no significant main effects or interactions for any of the variables related to 

possible selves.  There was a statistically significant main effect for current level of depression 

related to self-efficacy, F(1, 218) = 20.52, p < .001 (ηp
2 = .09).  The self-efficacy scores of 

students with depression (M = 20.52, SD = 4.50) were lower than the scores of students without 

depression (M = 23.83, SD = 3.00).  This finding was consistent with the main hypotheses.  

While Levene’s Test of Equality of Error Variances was statistically significant for the self-

efficacy scores (p < .001), the main effect for current level of depression was so large that a 

violation of the homogeneity of variance assumption was likely inconsequential.  There was also 

a statistically significant main effect for current level of depression related to outcome 

expectancy, F(1, 218) = 14.35, p < .001 (ηp
2 = .06).  The outcome expectancy scores of students 

with depression (M = 17.99, SD = 4.03) were significantly lower than the scores of students 
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without depression (M = 20.89, SD = 3.54).  This finding was consistent with the main 

hypotheses.  There were no main effects for history of depression on any of the outcome 

variables. 

There was a statistically significant main effect for current level of depression related to 

well-being, F(1, 218) = 73.86, p < .001 (ηp
2 = .25).  The well-being scores of students with 

depression (M = 89.35, SD = 15.21) were significantly lower than the scores of students without 

depression (M = 108.60, SD = 13.35).  This main effect was consistent with the research 

hypotheses.  There was also a statistically significant interaction effect between history of 

depression and current level of depression for well-being, F(1, 218) = 4.85, p = .03 (ηp
2 = .02).  

The line graph in Figure 1 helps with the interpretation of the finding.  Independent samples t-

tests were completed as post-hoc comparisons.  Among those who were experiencing depression 

at the time of the survey, well-being scores were higher for students with a history of depression 

(M = 90.50, SD = 15.59) compared to students with no history of depression (M = 83.33, SD = 

4.64; t(48.26) = -3.27, p = .002, d = .62).  In contrast, among students who were not experiencing 

depression at the time of the survey, there was no significant difference between the well-being 

scores of students with a history of depression (M = 106.92, SD = 13.68) and students with no 

history of depression (M = 111.06, SD = 12.59; t(124) = 1.72, p = .09).  It should be noted that 

there was a violation of the homogeneity of variance assumption based on Levene’s Test (p = 

.005) for well-being.  The size of the main effect of current depression on well-being was so 

large that this violation was likely inconsequential.  However, the statistical significance of the 

effect size for the interaction effect should be regarded with caution because Levene’s Test was 

significant.  
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CHAPTER V 

DISCUSSION 

 First, the results related to the major topics of this dissertation – depression, possible 

selves, illness representations, and psychological well-being – will be discussed, including the 

main results and their implications.  Some limitations to the current study will be considered.  

Finally, future directions will be explored.  Most importantly, this study provided the first step 

toward empirical support for the idea that recovery from depression as well as future thriving can 

be predicted by the ability to imagine hoped-for and feared possible selves and by the beliefs that 

these possible selves are achievable or avoidable. 

 This dissertation examined the prevalence of depression within a sample of college 

students and the extent to which depression was related to their possible selves and psychological 

well-being.  It also involved an investigation of whether their illness representations of 

depression – including their beliefs about cause, course, etc. – related to possible selves.  A 

major goal of this study was to test a possible explanation for the findings by Rottenberg and 

colleagues (2018, 2019) that high levels of well-being are possible after depression.  In the 

present study, possible selves are presented as a way to examine students’ views about their own 

futures.  Learning more about the possible selves of college students with depression, as well as 

their beliefs about whether these possible selves are achievable or avoidable, may help 

researchers and clinicians understand who is most likely to recover from depression and how 

they can be helpful in promoting recovery.   Recovery may be linked to promoting students’ self-

efficacy around achieving their hoped-for selves and avoiding their feared selves. 

Depression 
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 This study’s major focus was on depression, a condition that has high prevalence for 

individuals of college age.  In this study, 160 out of 223 participants (72%) reported that they 

had experienced depression at some point in their lives.  In addition, 68 participants (30% of the 

total sample) reported that they currently had depression while 97 participants (43% of the total 

sample) actually met criteria for at least mild depression based on their BDI-II scores.  This 

suggests that students were underestimating their current experience of depression.  The number 

of students experiencing depression was higher in this study than in previous research.  For 

example, in a study by Penland and associates (2000), only 30% of the participants met BDI-II 

criteria for depression while 43% of the participants in the current study did.  The numbers in the 

present study are also higher than the number found in the 1994 National Comorbidity Study, 

which reported that 17% of individuals had experienced a major depressive episode at some 

point in their lifetime (Kessler et al., 1994).  

 For the 72% of students who reported experiencing depression at some point during their 

lives, it is unclear whether they were truly thinking of a major depressive episode.  The fact that 

the rate is much higher than in other studies may be evidence that they had less serious 

definitions of depression.  However, because the question about whether they had ever 

experienced depression was presented after the BDI-II and questions asking about major criteria 

for depression, it is possible that students used those questions as reference when answering 

about their lived experience.   

Although this study was completed during the beginning of the COVID-19 crisis, it does 

not appear as though it affected the results.  Two analyses, done with a data set from before 

March 2 (before COVID-19 became a widely recognized public health issue) and a data set from 

after March 2, provided results that were essentially the same as in the final data set.  
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Additionally, only two participants mentioned COVID-19 in their possible selves, which would 

be expected to be higher if the virus had an impact on participants’ thinking. 

The high rate of depression found in this study may have been due to a number of factors.  

For example, this may reveal that the current generation of students has a higher level of stress 

and/or vulnerability to stress.  The sample in the study came from a public university with a 

majority commuter campus where a high percentage of students work and take classes at the 

same time.  This may contribute to their stress level.  It may also indicate that it has become 

more socially acceptable to self-disclose mental health concerns, although not necessarily self-

identify with them.  Another factor is the study’s stated focus on mental health; it may be that 

individuals with mental health concerns who see a survey on the topic believe that the survey 

would give them a chance to share their personal experiences.  Similarly, a majority of the 

sample came from students in psychology classes (59% of the total respondents), who may be 

drawn to a survey about mental health concerns after learning about them in their classes.  

Finally, the specific mention of depression in the consent form may have appealed to those who 

have depression themselves and made them more interested in taking the survey. 

Several studies have shown high rates of depression and depression symptoms in young 

people more recently.  For example, the American College Health Association’s fall 2018 

National College Health Assessment reports reasonably high percentages of depression 

symptoms in college students.  In their study of 26,181 college students across 40 institutions, 

the researchers found that when asked about their experiences within the past two weeks, 22.4% 

of students “felt things were hopeless,” 31.7% “felt very sad,” and 16.0% “felt so depressed that 

it was difficult to function” (ACHA, 2018).  These given symptoms are similar to items on the 

BDI-II.  Other studies have found a rise in depressive symptoms over time.  For example, the 
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national Monitoring the Future survey, examining depression symptoms for eighth, tenth, and 

twelfth graders, showed a 21% increase for boys and a 50% increase for girls between 2012 and 

2015 (Monitoring the Future, as cited in Twenge, 2017).  In 2015, approximately 20% of male 

high school students and 33% of female high school students reported depressive symptoms 

(Monitoring the Future, as cited in Twenge, 2017). 

It would be highly informative to complete an epidemiological study with a larger and 

more representative sample to understand what the rates of depression are for college students 

across the country.  This would allow for a comparison to the current study’s results to better 

estimate the accuracy of the rate of depression for that age group.  If there are such high rates of 

depression, this information would have strong implications for university counseling centers.  

The staff may decide to allocate more resources to the prevention and treatment of depression.  

They may also hold workshops and educational programs or offer therapy groups dedicated to 

depression.  The findings here indicate the urgency of future research to determine the actual 

rates of depression among college students.  It is possible that the COVID-19 pandemic will 

affect rates of depression as well, making it even more important to study this disorder at the 

present time. 

 Next, the findings about the research questions and hypotheses will be discussed in more 

detail, along with their implications. 

Possible Selves 

This dissertation explored the possible selves of college students and the differences 

between students who had or did not have depression.  It involved the application of possible 

selves theory to the course of depression.  As expected, students experiencing depression 

reported a greater number of feared possible selves than the students not experiencing 
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depression.  There was no difference between the two groups in terms of the number of hoped-

for possible selves or in the total number of possible selves.  This result emphasizes the 

importance of addressing feared possible selves and not solely focusing on hoped-for possible 

selves.  Higher levels of depression based on BDI-II scores were correlated with a higher number 

of possible selves that referred to depression.  These results were found when all of the 

participants were included as well as when the extreme groups approach was used. 

In some ways, the findings about possible selves replicated previous results.  For 

example, the number of possible selves mentioned by participants (M = 12.22 total possible 

selves, M = 6.59 hoped-for possible selves, and M = 5.64 feared possible selves) replicated the 

previous findings that college students report more hoped-for possible selves than feared possible 

selves on average (Cross & Markus, 1991; Erikson et al., 2012; Hooker, 1992).  In Hooker’s 

study, college students (17-23 years old) were asked to list as many possible selves as they could 

think of.  The average number of hoped-for possible selves was 7.5 and the average number of 

feared possible selves was 5.0.  In the study by Cross and Markus, college students (18-24 years 

old) reported an average of 7.6 hoped-for possible selves and 5.1 feared possible selves.  Erikson 

and colleagues found that when they asked participants to name and describe 14 possible selves, 

all 30 of the college students (who were included as a control group; ages 24-39) reported the 

maximum number.   

It is important to note that due to the nature of asking the questions through Qualtrics in 

the current study, there was a maximum number of possible selves (10 hoped-for possible selves 

and 10 feared possible selves) that could be reported by participants.  They were asked to list the 

possible selves of each type that they currently imagined for themselves, “however many that 

may be,” which meant that they were not instructed to report a specific number.  Even with the 
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opportunity to identify more possible selves, students in the current study identified a 

comparable number.  These results may have been related to the age of the participants.  Given 

that they are young adults who are likely to be thinking about what they want to do and who they 

want to be in the future, it is not surprising that the students named as many possible selves as 

they did. 

In the study by Erikson and colleagues (2012), considering that all 30 of the college 

students reported the maximum number of possible selves (which they were asked to do), it is 

possible that a demand characteristic was at play.  The students may have reported more possible 

selves than they would have otherwise done if they had not been told to report 14 of them.  This 

phenomenon may also have affected the current study’s results.  Although students were not told 

to list a certain number of hoped-for and feared possible selves, it is possible that by having 10 

blank spaces for each type, they were influenced to list 10 possible selves.  Fifty-eight 

participants (26%) reported 10 hoped-for possible selves and 34 participants (15%) listed 10 

feared possible selves.  In addition, the possible selves provided were similar to the others in 

theme; some examples of the tenth hoped-for possible self listed by participants include “attend 

law school,” “dying without regret,” and “being a parent.”  This suggests that the demand 

characteristic was not strong for the majority of the participants in the present study. 

Possible selves and depression. There was support for the hypothesized difference in the 

number of feared possible selves between students experiencing depression and the students not 

experiencing depression, indicating that students experiencing depression had a tendency to 

report more feared possible selves than students not experiencing depression.  There was a 

significant result in the full data set and a significant result using the extreme groups design.  

This was similar to the result of the study by Penland and associates (2000) that found that 
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students with depression had more negative possible selves.  In the present study, there was no 

significant difference in the number of hoped-for possible selves or the total number of possible 

selves reported by the two groups.  This was different from the previous study (Penland et al., 

2000) in which participants with higher BDI-II scores also reported fewer possible selves in 

total.  This difference may be based on methodology; Penland and colleagues used a Likert-scale 

questionnaire to assess students on 80 given possible selves while students were asked to list and 

describe their own possible selves in the current study.  It is notable that in the present study, 

there was no difference in hoped-for possible selves, which was contrary to the hypothesis that 

students with depression would have fewer hoped-for possible selves than students without 

depression.  The distinction appears to only be in the number of feared possible selves in the 

current study. 

The possible selves questions used in the current study (from Cross and Markus, 1991) 

have been used by many researchers, which allows these findings to be compared to the results 

of a variety of studies.  Future research with college students would benefit from using the same 

structure due to its ability to explore the actual possible selves that the participants have, rather 

than assess their ratings of a set of given possible selves as in the Possible Selves Questionnaire 

used by Penland and associates (2000).  The richest data would come from actual interviews 

rather than an online survey because it would allow researchers to hear more of the participants’ 

thoughts about their possible selves and follow-up questions could be asked if necessary.  To 

ensure that a demand characteristic does not affect the results, it would be most beneficial for 

researchers not to ask for a specific number of possible selves. 

Integration of depression in self-schema. There was a small, statistically significant 

correlation between BDI-II scores and the number of feared possible selves that mentioned 
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depression.  In total, 22 participants (9.9%) referred to depression within their possible selves.  

The concept of integration was included in the current study based on work by Barreto and 

Frazier (2012).  The researchers found that 76% of participants reported life events that were also 

described in their possible selves to varying degrees.  The relatively low rate of the integration of 

depression into possible selves in the current study may have been partially due to a difference in 

methods.  Barreto and Frazier used interviews, allowing them to hear more of the participants’ 

thoughts related to their possible selves, while the present study was done through an online 

survey where participants were only able to list their possible selves.  In addition, there may be 

more stigma involved when reporting about depression compared to reporting about stressful life 

events and how participants coped with these events.  The low rate may be due to the 

characteristics of the group surveyed; for example, the rates might have been higher if students 

from a mental health advocacy group on campus had been a part of the sample as their mental 

health status would likely have been a larger part of their identity. 

Additionally, other studies examining the possible selves of people living with medical 

illnesses such as Parkinson’s disease and Alzheimer’s disease found that participants were 

significantly more likely to describe possible selves related to their physical health and cognition, 

respectively.  For example, in one study, 38% of participants with Alzheimer’s disease had 

hoped-for possible selves related to cognition and 41% had feared possible selves related to 

cognition.  This was similar to the study’s result on Parkinson’s disease, in which 27% of 

affected participants had hoped-for possible selves related to physical health and 37% had feared 

possible selves related to physical health (Frazier et al., 2003).  These results were higher than 

what was found in the present study; however, participants may view their own Parkinson’s 

disease or Alzheimer’s disease in a different way than students in the current study viewed their 
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depression.  Parkinson’s disease and Alzheimer’s disease are serious and incurable diseases that 

have well-established biological bases and trajectories with known treatment options, although 

the specifics of the timeline and effectiveness of treatment can differ from person to person.  

Depression, by contrast, may be seen as more temporary or situational, not as well understood, 

and is less likely to have been clearly diagnosed or identified by a health care professional.  

These results suggest that the students in the current study did not expect that depression would 

impact their lives in the future and therefore are not a part of their possible selves.  Results using 

the extreme groups design suggested a tendency for students with depression to view the causes 

of depression as temporary, attributing them to “stress or worry” and “thinking about things too 

much.” 

The concept of integration is an interesting one because it is not necessarily positive or 

negative to have an integrated possible self; instead, it simply means that an event or experience 

has become important enough for one’s future that it is a part of their possible selves.  For one 

person, integration may help them have clearer goals to work toward regarding their depression, 

and for another person, integration may keep them from progressing in therapy because their 

mental health diagnosis has become an internalized part of their personal identity.  It would be 

useful for future research to explore the outcomes associated with integration of depression into 

the self-concept.  For instance, a study could be done to assess whether lower or higher levels of 

integration of depression into the self-schema are more highly correlated with positive treatment 

outcomes.  This information could help staff at university counseling centers understand the 

potential importance of integration and allow them to assess for integration specifically when 

asking clients or research participants about their possible selves.  The question of whether it 

would be helpful for college students to integrate depression into their possible selves may 
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depend on their illness representations of depression, including its causes, course, and 

controllability.  Illness representations are discussed next. 

Illness Representations 

The nature of participants’ illness representations for depression was also assessed.  The 

aspects of illness representations that were assessed in the current study were cause, timeline 

acute/chronic, timeline cyclical, and degree of personal control over the course of depression.  Of 

the latter three, only the timeline cyclical scale had a high enough Cronbach’s alpha level (α = 

.85) to include it in the study; however, there were no significant results related to the timeline 

cyclical scale or the cause scale. 

The original researchers (Lobban et al., 2005) did not complete a factor analysis of the 

causal reasons they listed for schizophrenia as was done in the current study of participants’ 

causal beliefs about depression.  The two factors in this study were labeled 

“biological/trauma/family” and “stress/thinking too much.”  It was expected that the factor 

analysis would result in more clear-cut findings, such that the factors would fit into situational 

and dispositional/biological categories.  However, there were only five items included in the 

causal beliefs scale.  Building a longer measure of causal attributions would potentially allow for 

such factors to emerge.  For instance, it may be helpful in future research to include a variety of 

items related to biological, situational, and dispositional factors to understand the nature of the 

beliefs that individuals have about depression. 

Using the extreme groups approach, a significant difference between students with and 

without depression was found for Factor 2 but not Factor 1.  This indicates that students with 

depression, compared to students without depression, had stronger beliefs that depression could 

be attributed to “stress or worry” and “thinking about things too much.”  This could suggest that 
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there is a sense of instability to the causes of depression, meaning that depression is a concern 

that the students have not internalized and do not consider to be permanent.  This possible 

explanation is supported by the result that the level of integration of depression into the possible 

selves was low in the current study. 

The findings from the original study (Lobban et al., 2005) suggested that there would be 

two separate timeline dimensions – acute/chronic and cyclical – and the results of the current 

study did not support the two separate temporal dimensions.  Instead, only the timeline cyclical 

scale was found to be reliable.  The responses on the timeline cyclical scale in the original study 

had a mean of 3.69 while the mean in the present study was 4.42.  This may mean that the 

participants thought of depression as cyclical rather than chronic.  Differences in results are 

likely to stem from the differences in the samples and conditions studied; Lobban and colleagues 

assessed relatives of patients who have schizophrenia while the current study assessed college 

students and their general perceptions of depression.  Depression may be less well-defined as a 

condition compared to schizophrenia, which is likely to have contributed to the unclear results 

found for illness representations in the present study.  For example, schizophrenia may have been 

thought of as a more chronic condition compared to depression.  The questionnaire Lobban and 

associates used was adapted into the version in the current study due to a lack of appropriate 

measures for illness representations of depression.  In fact, the existing measures for illness 

representations generally appear to be aimed at individuals who experience the condition 

themselves, whether the condition is related to physical or mental health.  This makes it difficult 

to compare to the illness representations that someone who does not experience a condition has 

about its cause, course, etc., which would be important for understanding what the general public 

believes about a given health concern.  The lack of support for the research hypotheses in this 
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project may have been due to the poor quality of the instruments that have been developed to 

measure illness representations with respect to depression. 

Another aspect of illness representations is the perception of personal control over one’s 

condition.  This scale was also found to be unreliable in the current study.  It would be useful to 

develop a scale with more items, considering that the personal control scale only had four.  This 

may have contributed to the lack of findings in this area. 

Future research should be completed to develop measures for illness representations of 

depression.  It is important to develop instruments that assess beliefs about causes, timeline, and 

personal control that could be answered by anyone – e.g., patients, caregivers, and the general 

public.  This would allow researchers to understand whether there are misconceptions or strong 

beliefs about certain conditions.  Others such as public health officials and staff at university 

counseling centers could use this information to build more specific and appropriate mental 

health outreach campaigns that address the actual needs of the community in question.  These 

instruments could be developed by starting with a larger list of causal factors, timelines, etc., and 

asking participants to select those that they believe most fit with depression.  This would allow 

for the creation of a smaller list of depression-specific items that could then be used with the 

population of interest.  It would be especially important to assess for factors such as cause, 

course, and personal control because these aspects have implications for treatment.  For example, 

if an individual believes that depression is more biological than situational, they may be less 

motivated to engage in therapy considering that they may not believe therapy is enough to 

address their concerns.  It may also be useful to add in other aspects of illness representations 

that were not included in the current study, such as potential for control or cure, to understand 

how individuals think about the effectiveness of various types of treatment.  These measures 
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could be used with therapy clients at the beginning of treatment to help the therapist understand 

how an individual thinks about the depression they are experiencing.  The therapist could then 

use that information to meet the client where they are in terms of their understanding of 

depression. 

Psychological Well-Being 

A comparison of the psychological well-being of students with and without depression 

was completed.  There was a highly significant difference between the well-being scores of 

students experiencing depression and students not experiencing depression, indicating that 

students with depression had significantly lower well-being than students without depression.  

There was also a large, highly significant negative correlation between BDI-II scores and well-

being scores, r = -.74, p < .001.  These results emphasize the major points made by Rottenberg 

and colleagues (2018, 2019) that well-being, especially eudaimonic well-being, is important – 

and perhaps vital – in the lives of people who experience depression and who are able to recover 

from it.  Rather than using a small, clinical sample of individuals with severe and chronic 

depression, this study examined the experiences of a more representative sample: individuals 

who were going through college while experiencing varying levels of depression.  Included in 

the study’s most important findings was that even while experiencing depression, college 

students believed that they would be able to achieve their hoped-for possible selves and were not 

solely focused on avoiding their feared possible selves – i.e., symptom management.   

Hedonic well-being may be thought of as relating more directly to depression compared 

to eudaimonic well-being.  For example, asking someone how happy they have been during the 

past month could be a way of showing how much of the time they experienced depression.  

Hedonic well-being, the type of well-being that is focused on positive and negative affect, is 
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important to examine when it comes to depression.  However, in assessment and in treatment, it 

is necessary to go beyond hedonic well-being.  When eudaimonic well-being is studied in 

addition to hedonic well-being, the other aspects of well-being, such as environmental mastery 

and purpose in life, are also brought to the forefront.  Continued research on the way that 

eudaimonic well-being relates to depression would help researchers understand the larger 

relationship between well-being and depression.  For instance, it may be that depression is 

associated with deficits in a specific area of eudaimonic well-being such as self-acceptance.  

Future research should explore the association between depression and each of the different 

subscales of eudaimonic well-being. 

Possible selves were examined as a way of assessing participants’ views of their future.  

There was a large, highly significant correlation between self-efficacy (to achieve hoped-for 

possible selves and avoid feared possible selves) and well-being scores, r = .58, p < .001, as well 

as a large, highly significant correlation between outcome expectancy and well-being scores, r = 

.53, p < .001.  This suggests that it may be more than simply the presence of hoped-for possible 

selves and feared possible selves that could make a difference for individuals with depression; 

instead, it may be that their sense of self-efficacy and outcome expectancy in relation to the 

possible selves is most important. 

Retrospective Longitudinal Perspective 

It was possible to introduce a retrospective longitudinal perspective into the study based 

on students’ retrospective self-reports of depression.  A series of two-way between-groups 

ANOVAs were conducted to explore the impact of students’ history of depression and current 

level of depression on the outcome variables of interest: (a) well-being, (b) the self-regulatory 

beliefs (self-efficacy and outcome expectancy related to the two most important hoped-for 
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possible selves and the two most important feared possible selves), (c) the total number of 

possible selves, (d) the number of hoped-for possible selves, (e) and the number of feared 

possible selves.  This type of analysis allowed for an examination of the variables that was as 

close as possible to what could be explored in a longitudinal study.   

Consistent with the research hypotheses, there was a main effect for current level of 

depression on well-being, self-efficacy, and outcome expectancy.  For each variable, the students 

without depression had higher scores.  There were no main effects for history of depression.  The 

interaction effect between history of depression and current level of depression was statistically 

significant for well-being.  Having a history of depression was related to higher levels of well-

being for students who had depression at the time of the survey.  In contrast, having a history of 

depression was unrelated to well-being for students who did not have depression at the time of 

the survey.  One plausible interpretation of these findings is that individuals who experienced 

depression in the past felt more equipped to manage a recurrence due to their history.  They may 

have had more hopefulness in terms of their ability to cope with depression again.  Interestingly, 

statistical interaction effects were not found for self-efficacy or outcome expectancy.  This may 

have been due to the specificity of the self-efficacy and outcome expectancy items.  Self-efficacy 

and outcome expectancy were assessed only in relation to the two most important hoped-for 

possible selves and the two most important feared possible selves.  Well-being, in contrast, was 

measured in a general sense. 

Interpretation of these findings based on students’ retrospective recollections is highly 

speculative because the accuracy of these recollections cannot be assessed.  Additionally, no 

information was collected about the period of time that had elapsed between students’ prior 

depression and their current data; the amount of time elapsed may have varied widely between 
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students.  Students’ definitions of what constituted depression may also have varied widely 

considering that there was no way to use the BDI-II or another measure to assess their past 

depression.  These considerations notwithstanding, it was interesting to find that students who 

had a recurrence of depression had higher well-being than those who did not have a history of 

depression.  Future longitudinal research could explore the effect of prior depression on the well-

being of people who have depression currently. 

Therapeutic Interventions 

Future research on possible selves in college students should examine possible selves 

theory as the basis for a therapeutic intervention; for example, it would be important to test 

whether depression can be lessened by working with individuals to increase the number of 

hoped-for possible selves they have, decrease the number of feared possible selves they have, or 

both.  Similarly, targeting specific aspects of the possible selves is likely to be useful; for 

instance, an intervention designed to increase self-efficacy related to possible selves could be 

effective for lessening depression.  These interventions could be similar to the “best possible 

selves” (BPS) activity, which involves a prompt to describe one’s future if all life goals have 

been accomplished.  It has been shown to increase well-being, life satisfaction, and happiness 

(Loveday et al., 2016).  The BPS activity is similar to the possible selves prompt in the current 

study in that both are asking participants to write about their personal hopes for the future.  It 

would be useful to measure similar outcomes for the possible selves prompt to understand 

whether aspects such as well-being and life satisfaction can also be increased by thinking about 

one’s possible selves in this manner. 

Possible selves mapping (Shepard & Marshal, 1999) is another creative use of the 

concept of possible selves.  Initially proposed as a vocational counseling technique for young 
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adolescents, possible selves mapping involves having the adolescents list possible selves and 

rank them by importance.  It also includes assessing the self-efficacy and outcome expectancy 

associated with each possible self.  Intrigued by the possible selves mapping approach, Folger 

(2016), a high school gymnastics coach, detailed how athletes could be helped to create a set of 

proximal and distal possible selves, which included a sequence of steps each athlete would need 

to take to achieve the future they wanted.  Folger applied this intervention to female high school 

athletes who were working to attain college gymnastics scholarships.  Folger identified the 

athletes’ disclosure of their fears of physical injuries – their feared possible selves – and their 

development of plans for avoiding these injuries as critically important to their success.   

The author of this dissertation applied Folger’s method in her clinical work with older 

adults living in a life plan community (Pontinen & Medvene, 2017).  One success story is 

particularly relevant.  The resident identified “staying healthy” as his most important hoped-for 

possible self and “getting sick again” and “falling” as his two most important feared possible 

selves.  This resident had moved to the assisted living section of the life plan community due to a 

previous fall.  A series of meetings between the resident and this author led to him mapping out 

steps toward achieving his hoped-for possible selves and avoiding his feared possible selves by 

exercising.  The resident, who had initially been walking only when necessary because of his 

fear of falling again, began going on daily walks and using an elliptical machine at the gym for 

the first time after disclosing his fear of falling to the author.  His fear of falling had kept him 

from walking regularly, which unfortunately increased the likelihood that he would fall again.  

Applying Folger’s version of the possible selves mapping technique allowed the author to help 

him visualize and work toward making his hoped-for possible selves (i.e., being healthy and able 

to walk steadily again) reality.  The resident reported that it was helpful for him to have a map 
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and a log to document the times he walked.  When asked about how walking has affected his fear 

of falling, the resident stated that walking gives him more confidence.  His quality of life score 

based on the CASP-19 (Hyde et al., 2003) – a similar measure to the psychological well-being 

questionnaire used in the present study – increased by 10 points from pretest to posttest, with the 

highest increase on the Autonomy subscale.  Helping him to overcome his avoidance of walking 

by helping him recognize and effectively address his fears directly led to the success of this 

intervention.   

Bak’s work on the self-regulatory possible self (2015) is also relevant.  Self-regulatory 

possible selves are associated with specific goals and actions that can help an individual achieve 

their hoped-for possible selves and avoid their feared possible selves.  A clinician working with a 

client could use possible selves theory to identify possible selves that are achievable or avoidable 

and increase their clients’ motivation to move toward the change they want to see in their lives.  

This could help to increase the self-efficacy of the individuals using the process as they learn that 

they are capable of achieving their hoped-for possible selves and avoiding their feared possible 

selves.  Bak’s technique could be included in a possible selves mapping intervention.  These 

concepts are consistent with Abramson and colleagues’ description of the relationship between 

learned helplessness and depression (1978).   

The expansion of the possible selves mapping technique, elaborated along the lines 

discussed above, might be expected to be effective if – as Abramson and associates suggest – 

learned helplessness is related to depression.  Abramson and colleagues (1978) theorize that 

helplessness and depression can result for individuals with low self-efficacy “when highly 

desired outcomes are believed improbable or highly aversive outcomes are believed probable” 
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(p. 68).  Increasing self-regulatory beliefs using possible selves theory may be one method of 

decreasing helplessness and depression. 

Fava’s development of well-being therapy (1999), which is based on Ryff and Keyes’ 

well-being model, could also be useful.  Well-being therapy involves a focus on increasing 

psychological well-being within a cognitive behavior therapy framework.  This includes 

identifying episodes of well-being in one’s life and learning to challenge automatic or irrational 

thoughts in relation to the well-being episodes.  In one study, this intervention correlated with a 

reduction in number of depression relapses over a period of six years (Fava et al., 2004).  It 

would be worthwhile to create an intervention that combines aspects of well-being therapy and 

possible selves theory, especially because well-being therapy and the “best possible selves” 

(BPS) activity both have shown promising results in terms of increasing well-being and 

decreasing symptoms of depression.  It may be that well-being therapy helps individuals gain a 

sense of self-efficacy toward their well-being and the BPS activity helps individuals to imagine 

their hoped-for possible selves in more detail. 

The use of an elaborated version of possible selves mapping, in combination with some 

or all of the techniques discussed by Loveday and colleagues, Bak, and Fava, could be used as 

the basis of a wide variety of interventions.  This kind of hybrid possible selves intervention 

could be used in future research to test hypotheses related to treating college students with 

depression.  It would be hypothesized that the application of a possible selves mapping 

intervention would promote full recovery and postdepression thriving, which could be measured 

using Ryff and Keyes’ questionnaire (1995).  It may be that thriving after depression is a result 

of actually achieving the hoped-for possible selves and avoiding the feared possible selves that 

one imagines when they are experiencing depression. 



 

 

77 

 

Limitations 

 One limitation of the current study is self-selection by the sample.  Although the mass 

email advertisement for the study was sent to a random sample of students, they were still able to 

choose whether to participate.  The students from the SONA Experiment Management System 

also self-selected.  This means that the sample is not necessarily representative of all students at 

the university.  The instrument used to measure students’ illness representations was not 

originally developed for depression; instead, it was a measure designed to be completed by 

relatives of individuals with schizophrenia.  In addition, the study was cross-sectional rather than 

longitudinal.  Another limitation of the study is that experiment-wise error rate was not 

controlled.  For these reasons, it is important to be cautious about generalizing from the results of 

the present study. 

Future Research 

 This research has opened up many possibilities for future research.  For instance, it would 

be highly informative to complete more research on depression in college students with a more 

representative sample to understand the current rates of depression among that population.  It 

would also be beneficial to learn about how integration of depression into the self-concept may 

be correlated with treatment outcomes.  Improving the existing measures of illness 

representations by lengthening them and making it so that they can be taken by the general 

public (and not just those who are currently affected by depression) would allow for a greater 

understanding of the role that illness representations play in the treatment and outcomes of 

depression.  Additionally, it would be helpful to study the ways in which eudaimonic well-being 

relates to depression, such as if depression correlates with deficits in specific well-being 

dimensions like self-acceptance.  Most importantly, a follow-up longitudinal study of individuals 
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who are experiencing depression should be carried out.  The study should test the hypothesis that 

self-efficacy and outcome expectancy beliefs regarding possible selves at the time they are 

experiencing depression predict their well-being and the extent of their future recovery from 

depression. 

There are new interventions that should be researched as well.  For example, it would be 

worthwhile to research the effectiveness of an elaborated version of possible selves mapping, 

discussed above.  These areas of research could significantly impact real-world outcomes, 

especially in university counseling centers where the staff can learn from the results and apply 

them to help the college students who come through their doors. 

 In this study, a high number of students (72%) reported that they experienced depression 

at some point in their lives.  In addition, based on the comparison of their self-reports and their 

BDI-II scores, students seemed to be underestimating their current experience with depression.  

These surprising results showed the importance of continuing to study depression as there may 

still be much to learn about how college students experience it.  This dissertation points to the 

importance of well-being connecting to possible selves and self-efficacy.  It also has implications 

for what could be beneficial to include in an intervention using these concepts. 
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A. Beck Depression Inventory-II (Beck et al., 1996) and depression questions. 

Instructions: This questionnaire consists of 21 groups of statements.  Please read each 

group of statements carefully, and then pick out the one statement in each group that best 

describes the way you have been feelings during the past two weeks, including today.  … If 

several statements in the group seem to apply equally well, [choose] the highest number for that 

group.  Be sure that you do not choose more than one statement for any group, including Item 16 

(Changes in Sleeping Pattern) or Item 18 (Changes in Appetite). 

1. 0 I do not feel sad. 

 1 I feel sad much of the time. 

 2 I am sad all the time. 

 3 I am so sad or unhappy that I can't stand it. 

 

2. 0 I am not discouraged about my future. 

 1 I feel more discouraged about my future than I used to be. 

 2 I do not expect things to work out for me. 

 3 I feel my future is hopeless and will only get worse. 

 

3. 0 I do not feel like a failure. 

 1 I have failed more than I should have. 

 2 As I look back, I see a lot of failures. 

 3 I feel I am a total failure as a person. 

 

4. 0 I get as much pleasure as I ever did from the things I enjoy. 

 1 I don't enjoy things as much as I used to. 

 2 I get very little pleasure from the things I used to enjoy. 

 3 I can’t get any pleasure from the things I used to enjoy. 

 

5. 0 I don't feel particularly guilty. 

 1 I feel guilty over many things I have done or should have done. 

 2 I feel quite guilty most of the time. 

 3 I feel guilty all of the time. 

 

6. 0 I don't feel I am being punished. 

 1 I feel I may be punished. 

 2 I expect to be punished. 

 3 I feel I am being punished. 

 

7. 0 I feel the same about myself as ever. 
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 1 I have lost confidence in myself. 

 2 I am disappointed in myself. 

 3 I dislike myself. 

 

8. 0 I don't criticize or blame myself more than usual. 

 1 I am more critical of myself than I used to be. 

 2 I criticize myself for all of my faults. 

 3 I blame myself for everything bad that happens. 

 

9. 0 I don't have any thoughts of killing myself. 

 1 I have thoughts of killing myself, but I would not carry them out. 

 2 I would like to kill myself. 

 3 I would kill myself if I had the chance. 

 

10. 0 I don't cry any more than I used to. 

 1 I cry more than I used to. 

 2 I cry over every little thing. 

 3 I feel like crying, but I can’t. 

 

11. 0 I am no more restless or wound up than usual. 

 1 I feel more restless or wound up than usual. 

 2 I am so restless or agitated that it’s hard to stay still. 

 3 I am so restless or agitated that I have to keep moving or doing something. 

 

12. 0 I have not lost interest in other people or activities. 

 1 I am less interested in other people or things than before. 

 2 I have lost most of my interest in other people or things. 

 3 It’s hard to get interested in anything. 

 

13. 0 I make decisions about as well as ever. 

 1 I find it more difficult to make decisions than usual. 

 2 I have much greater difficulty in making decisions than I used to. 

 3 I have trouble making any decisions. 

 

14. 0 I do not feel I am worthless. 

 1 I don’t consider myself as worthwhile and useful as I used to. 

 2 I feel more worthless as compared to other people. 

 3 I feel utterly worthless. 

 

15. 0 I have as much energy as ever. 

 1 I have less energy than I used to have. 

 2 I don’t have enough energy to do very much. 

 3 I don’t have enough energy to do anything. 

 

16. 0 I have not experienced as change in my sleeping pattern. 
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 1a I sleep somewhat more than usual. 

 1b I sleep somewhat less than usual. 

 2a I sleep a lot more than usual. 

 2b I sleep a lot less than usual. 

 3a I sleep most of the day. 

 3b I wake up 1-2 hours early and can’t get back to sleep. 

 

17. 0 I am no more irritable than usual. 

 1 I am more irritable than usual. 

 2 I am much more irritable than usual. 

 3 I am irritable all the time. 

 

18. 0 I have not experienced any change in my appetite. 

 1a My appetite is somewhat less than usual. 

 1b My appetite is somewhat greater than usual. 

 2a My appetite is much less than before. 

 2b My appetite is much greater than usual. 

 3a I have no appetite at all. 

 3b I crave food all the time. 

 

19. 0 I can concentrate as well as ever. 

 1 I can’t concentrate as well as usual. 

 2 It’s hard to keep my mind on anything for very long. 

 3 I find I can’t concentrate on anything. 

 

20. 0 I am no more tired or fatigued than usual. 

 1 I get tired or fatigued more easily than usual. 

 2 I am too tired or fatigued to do a lot of the things I used to do. 

 3 I am too tired or fatigued to do most of the things I used to do. 

 

21. 0 I have not noticed any recent change in my interest in sex. 

 1 I am less interested in sex than I used to be. 

 2 I am much less interested in sex now. 

 3 I have lost interest in sex completely. 

 

The next questions ask about whether you have personally experienced depression. 

1. Were you ever depressed or down, or felt sad, empty, or hopeless most of the day, nearly 

every day, for two weeks? (Yes/No) 

2. Were you ever much less interested in most things or much less able to enjoy the things 

you used to enjoy most of the time, for two weeks? (Yes/No) 
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3. Have you ever personally experienced depression? (Yes/No) 

4. Are you currently experiencing depression? (Yes/No) 

5. Have you ever received treatment for depression, now or in the past? (Yes/No) 

If yes is selected on question 5, the participants saw the following questions: 

a. -- Nature of treatment (medication, therapy, etc.) -- 

Please describe your current treatment as fully as you can.  Comment briefly on 

any past treatment. [open-ended] 

b. -- Treatment length/timeline -- 

If you are currently receiving treatment, how long has it lasted?  If you received 

treatment in the past, how long did it last? [open-ended] 

If yes is selected on either question 3 or 4, participants saw the following item: 

a. If you have anything you would like to add about your experience with 

depression, please write it in the box below. [open-ended] 
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B. Possible Selves Questionnaire, adapted from Cross and Markus (1991). 

 Probably everyone thinks about the future to some extent.  When doing so, we usually 

think about the kinds of experiences that are in store for us and the kinds of people we might 

possibly become.  Sometimes we think about what we probably will be like, other times about 

the ways we are afraid we might turn out to be, and other times about what we hope or wish we 

could be like. 

 One way of talking about this is to talk about possible selves – selves we might possibly 

be.  Some of these possible selves seem quite likely; for example, ‘being a grandparent’ or 

‘vacationing in Florida.’  Others may be only vague thoughts or dreams about the future, like 

‘traveling in space’ or ‘winning the lottery.’  In addition, we may have possible selves that are 

feared or dreaded, such as ‘having cancer’ or ‘being homeless.’  Some of us may have a large 

number of possible selves in mind while others may have only a few. 

 In the lines below, please list the hoped-for possible selves that you currently imagine for 

yourself - however many that may be.  Feel free to list them in any order. 

In addition to having hoped-for possible selves, we may have images of ourselves in the 

future that we fear or dread.  Some of these feared possible selves may seem quite likely, like 

‘being in poor health,’ while others may seem quite unlikely, like ‘being homeless.’  Some of us 

may have a large number of feared possible selves in mind, while others may have only a few. 

In the lines below, please list the feared possible selves that you currently imagine for 

yourself - however many that may be.  Feel free to list them in any order. 

[After each of these sections, participants are asked to indicate and describe the two most 

important hoped-for possible selves and two most important feared possible selves, and to 

answer the following questions about them.] 
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1. Think about the role this possible self has played in your life this month.  We often do 

things (or don’t do things) to make a possible self more likely to come true.  Please list 

anything you have done (or not done) in the last month to make this possible self come 

true. 

2. How capable do you feel of accomplishing (preventing) this possible self? [7-point scale; 

1 = not at all capable, 7 = completely capable] 

3. How likely do you think this possible self is to come true? [7-point scale; 1 = not at all 

likely, 7 = completely likely] 
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C. Illness Perception Questionnaire, adapted from the Illness Perception Questionnaire for 

Schizophrenia – Relatives version (IPQS–Relatives; Lobban, Barrowclough, & Jones, 2005). 

[Each item is rated from 1 – 5 (1 = strongly disagree, 5 = strongly agree).]  

 

How much do you think each of the following can cause a person to have depression? (Cause) 

1. Stress or worry 

2. A trauma; something disturbing or shocking that happened in their life 

3. Chemical imbalance in the brain 

4. Thinking about things too much 

5. Family problems 

 

How much do you agree or disagree with the following statements? (Timeline acute/chronic) 

1. Depression lasts a short time (reverse scored). 

2. Depression is likely to be permanent rather than temporary. 

3. Depression will last for a long time. 

4. Depression will pass quickly (reverse scored). 

5. Depression can be expected to last for the rest of a person’s life. 

6. Depression will improve in time (reverse scored). 

 

How much do you agree or disagree with the following statements?  For a person who has 

depression… (Timeline cyclical) 

1. Sometimes they have more symptoms than other times. 

2. They have times when they are well and times when they are not so well. 

3. Sometimes the symptoms are worse than other times. 

4. Some of their symptoms will be there all the time but others will come and go. 

 

How much do you agree or disagree with the following statements?  For a person who has 

depression… (Personal control) 

1. There are some things that they can do to control their symptoms. 

2. To some extent, what they do can determine whether their depression gets better or 

worse. 

3. Nothing they do will affect their depression (reverse scored). 

4. Their actions will have no effect on the outcome of their depression (reverse scored). 
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D. Psychological Well-Being Questionnaire, adapted from Ryff and Keyes (1995). 

Instructions: [Select] one response below each statement to indicate how much you agree or 

disagree.  

1. I like most parts of my personality. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

2. When I look at the story of my life, I am pleased with how things have turned out so 

far. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

3. Some people wander aimlessly through life, but I am not one of them. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

4. The demands of everyday life often get me down. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

5. In many ways I feel disappointed about my achievements in life. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

6. Maintaining close relationships has been difficult and frustrating for me. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

7. I live life one day at a time and don’t really think about the future. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 
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8.  In general, I feel I am in charge of the situation in which I live. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

9. I am good at managing the responsibilities of daily life. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

10. I sometimes feel as if I've done all there is to do in life. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

11. For me, life has been a continuous process of learning, changing, and growth. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

12. I think it is important to have new experiences that challenge how I think about myself 

and the world. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

13. People would describe me as a giving person, willing to share my time with others. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

14. I gave up trying to make big improvements or changes in my life a long time ago. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

15. I tend to be influenced by people with strong opinions. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

16. I have not experienced many warm and trusting relationships with others. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 
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17. I have confidence in my own opinions, even if they are different from the way most 

other people think. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

18. I judge myself by what I think is important, not by the values of what others think is 

important. 

Strongly 

disagree 

Somewhat 

disagree  

A little 

disagree 

Neither 

agree nor 

disagree 

A little 

agree 

Somewhat 

agree 

Strongly 

agree 

19. How much of the time during the past month have you felt happy? 

a. None of the time 

b. Some of the time 

c. Most of the time 

d. All of the time 

 

20. How would you say things are going in your life on a scale from 0 (the worst possible life 

you could imagine) to 10 (the best possible life you could imagine)? [a scale from 1 to 10 

is presented] 
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E. Recruitment email text. 

First email: 

Hopes and Fears of College Students and Attitudes Toward Mental Health 

Take this survey to help us increase support and understanding of college students facing 

mental health issues!  It will take about 30-45 minutes to complete and you can enter a drawing 

for one of three $30 gift cards at the end of the survey.  All WSU students can take this survey, 

regardless of whether they have personally experienced mental health concerns.  If you have 

already responded to this survey through SONA, please do not fill it out again. 

Second email: 

Last week, you were sent an invitation to take a survey for the study “Hopes and Fears of 

College Students and Attitudes Toward Mental Health.”  This offer ends relatively soon.  Take 

this survey to help us increase support and understanding of college students facing mental 

health issues!  If you have already responded to this survey through SONA, please do not fill it 

out again. 

Third email: 

This is the final reminder for the study “Hopes and Fears of College Students and 

Attitudes Toward Mental Health.”  The survey will close on Monday, March 2nd, 2020 at 

midnight.  Make sure your opinion is included!  If you have already responded to this survey 

through SONA, please do not fill it out again. 
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F. Demographic questionnaire. 

 

1. What is your age? ___________ 

 

2. What is your gender? ___________ 

 

3. How would you describe your race/ethnicity?  Select as many of the following as apply 

to you. 

a. Asian 

b. Black/African American 

c. Hispanic/Latinx 

d. White/Caucasian 

e. Other ___________ 

 

4. What is your current year in school? 

a. First year of college (less than 30 credit hours) 

b. Second year of college (30 to 59 credit hours) 

c. Third year of college (60 to 89 credit hours) 

d. Fourth year of college (90 or more credit hours) 

e. In a master’s level graduate program 

f. In a doctoral level graduate program 

g. Other ___________ 
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G. Consent form. 

My name is Heidi Pontinen and I am a doctoral student in the Wichita State University 

clinical psychology program.  I am contacting you because you are a student at Wichita State 

University.  We are recruiting research participants to help us learn about the hopes and fears of 

college students and attitudes about mental health issues.   

If you decide to participate, you will be asked to complete a survey that will take about 

30-45 minutes.  This will include several online questionnaires that will ask about your hopes 

and fears about the future, the efforts you have made to realize your hopes and/or avoid your 

fears, your understanding of the disorder of depression, and how you are feeling things are going 

for you at the moment (a screener for depression).  In addition to the survey questions, we will 

ask about your age, gender, race/ethnicity, and educational status at WSU.  This study is 

designed for all college students regardless of whether they have personally experienced a 

mental health concern. In order to participate, you must be between 18 and 25 years of age. 

There are minimal risks associated with participating in this study.  You may experience 

a range of emotions during the survey.  If any questions in the survey lead to emotional distress 

or negative emotions, you may skip these questions.  Participation is voluntary, and you can stop 

taking the survey at any time.  Participation or declining will have no impact on your academic 

evaluations. 

At the end of the study, you will be able to enter your email address to enter into a 

drawing for one of three $30 Visa gift cards.  Your email address will not be connected with 

your responses.  If you are enrolled in the SONA system for a psychology class, you will receive 

3 SONA credits for your participation. 

We will work to make sure that no one sees your survey responses without your approval.  

Your responses will be assigned to an ID number that will not be kept with any identifying 

information.  But, because we are using the Internet, there is a chance that someone could access 

your online responses without permission. In some cases, this information could be used to 

identify you. 

If you have any questions, please contact Heidi Pontinen at 

hmpontinen@shockers.wichita.edu or Dr. Robert Zettle at robert.zettle@wichita.edu.  For 

questions about the rights of research participants, you may contact the Office of Research and 

Technology Transfer at Wichita State University, 1845 Fairmount Street, Wichita, KS 67260-

0007, and telephone (316) 978-3285.  This survey has been approved by the IRB at Wichita State 

University (IRB #4583).   

You are under no obligation to participate in this study.  By selecting “Yes” below, you 

are indicating that: 

•                    You have read (or someone has read to you) the information provided above, 

•                    You are aware that this is a research study, 

•                    You have voluntarily decided to participate. 
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H. Results from 03/02/20 data set, N = 154. 

 

Possible Selves 

1.1 It was expected that the students who were experiencing depression would report a 

greater number of feared possible selves and a lower number of hoped-for possible selves 

compared to the students who were not experiencing depression. 

A series of independent t-tests were conducted to compare the possible selves scores for the 

groups of students with and without depression.  There was no significant difference in number 

of feared possible selves for students with depression (M = 5.91, SD = 2.52) and the students 

without depression (M = 5.15, SD = 2.50; t (149) = -1.86, p = .07, two-tailed).  There was no 

significant difference in number of hoped-for possible selves for students with depression (M = 

6.41, SD = 2.40) and students without depression (M = 6.57, SD = 2.34; t (149) = .429, p = .67, 

two-tailed.  There was no significant difference in total number of possible selves for students 

with depression (M = 12.32, SD = 4.47) and students without depression (M = 11.72, SD = 4.51; 

t (149) = -.82, p = .42, two-tailed. 

2.1 It was expected that a higher degree of integration of depression into possible selves would 

be related to higher levels of depression as assessed by BDI-II scores (i.e., a person who 

experienced a more severe level of depression would be likely to demonstrate a higher degree 

of integration compared to a person without these experiences). 

For feared possible selves, there was a small, statistically significant correlation between 

BDI-II score and number of feared possible selves that refer to depression, r = .20, N = 151, p = 

.01, with higher levels of depression associated with higher degrees of integration.  None of the 

participants reported hoped-for possible selves related to depression. 
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2.2 It was expected that the students who were experiencing depression based on their BDI-II 

scores would be more likely to describe possible selves related to depression than those who 

were not experiencing depression. 

Four of the students without depression had a feared possible self related to depression while 

11 of the students with depression mentioned it in their feared possible selves.  None of the 

participants reported hoped-for possible selves related to depression. 

Illness Representations 

3.1 It was anticipated that participants who were experiencing depression based on their BDI-

II scores would be more likely to believe that depression has a stronger biological rather 

than situational basis.  Their illness representations would also be more specific while 

those who were not experiencing depression themselves would have more general or 

vague illness representations.   

An independent samples t-test was conducted to compare the factors for the students with 

and without depression.  There was no significant difference for Factor 1 

(biological/trauma/family) for students with depression (M =13.50, SD = 2.21) and students 

without depression (M = 13.25, SD = 2.08); t (149) = -.71, p = .48, two-tailed.  There was no 

significant difference for Factor 2 (stress/thinking too much) for students with depression (M 

= 8.24, SD = 1.69) and students without depression (M = 7.93, SD = 1.74); t (149) = -1.09, p 

= .28, two-tailed. 
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3.2 It was expected that beliefs about the course of the illness would be associated with 

possible selves – i.e., beliefs that depression is more chronic would correlate with a 

higher number of feared possible selves related to depression. 

There was a very small, nonsignificant correlation between number of feared possible 

selves and beliefs that depression is more cyclical, r = -.03, p = .69. 

Psychological Well-Being 

4.1 It was expected that the psychological well-being of college students who were 

experiencing depression would be lower than the psychological well-being of college 

students who were not experiencing depression. 

 An independent samples t-test was conducted to compare the well-being scores of 

students with and without depression.  There was a significant difference between the scores of 

students with depression (M = 90.39, SD = 14.32) and students without depression (M = 108.03, 

SD = 13.98); t (149) = 7.65, p < .001.  There was a large negative correlation between scores on 

the BDI-II and on the well-being questionnaire, r = -.74, p < .001, indicating that higher scores 

on the BDI-II are associated with lower well-being scores. 

5.1 It was anticipated that there would be a positive correlation between the self-efficacy and 

expectancy variables associated with the possible selves (hoped-for and feared) and 

psychological well-being of students with depression, controlling for the level of 

depression. 
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There was a moderate correlation between self-efficacy and well-being scores, r = .56, p 

< .001 and a very small, nonsignificant correlation between expectancy and well-being 

scores, r = -.01, p = .87.
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I. Tables 

1. Demographic Characteristics of Study Sample1 

Variable and category Measure Variable and category Measure 

Age: 

     M (SD) 

      

Race: 

     White 

     Asian 

     Hispanic/Latinx 

     Mixed race 

     Black/African American 

     Did not report 

 

Gender: 

     Female 

     Male 

     Nonbinary 

     Transgender 

 

19.94 (1.78) 

 

% (N) 

62.8 (140) 

13.0 (29) 

10.3 (23) 

7.6 (17) 

4.9 (11) 

1.3 (3) 

 

% (N) 

66.4 (148) 

30.0 (67) 

3.1 (7) 

.4 (1) 

Education level: 

     First year 

     Second year 

     Third year of college 

     Fourth year of college 

     Fifth year of college 

     Master’s level program 

     Doctoral level program 

% (N) 

31.4 (70) 

27.4 (61) 

21.1 (47) 

18.4 (41) 

.4 (1) 

.4 (1) 

.9 (2) 
 
 

1N = 223. 
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2. Descriptive Statistics and Correlations Between Study Variables 

Measure 1 2 3 4 5 6 7 8 9 10 

1. Total possible 

selves 

-          

2. Hoped-for 

possible selves 

.92** -         

3. Feared 

possible selves 

.93** .71** -        

4. Self-efficacy 

sum 

 

-.03 .003 -.05 .67a       

5. Expectancy 

sum 

 

-.09 -.07 -.10 .53** .58a      

6. Well-being 
 
 

-.09 -.01 -.15* .59** .53** .87a     

7. BDI-II 
 
 

.07 -.001 .13 -.50** -.49** -.74** .95a    

8. Factor 1 

(biological/ 

trauma/family) 
 

-.18** -.19** -.15* -.009 -.03 -.03 .15* .72a   

9. Factor 2 

(stress/thinking 

too much) 

 

 

.09 .07 .10 -.04 -.14* -.13* .14* .42** .59a  

10. Beliefs about 

cyclical nature 

of depression 

 

-.06 -.07 -.03 -.16* -.21** -.05 .22** .33** .21** .85a 

M 12.22 6.59 5.64 22.39 19.63 100.22 17.00 13.36 8.22 17.66 

SD 4.49 2.38 2.48 4.07 4.02 17.08 13.20 2.10 1.62 2.25 

Range 5-20 2-10 1-10 10-28 6-28 50.33-

134.33 

0-51 3-15 3-10 5-20 

*p < 0.05; **p < 0.01. 
aCronbach’s alpha. 
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3. Summary of Hypothesis Testing 

Hypothesis Result for Full 

Data Set Analysis 

Result for 

Extreme 

Groups 

Analysis 

1.1 Students experiencing depression would 

report a greater number of feared possible 

selves and a lower number of hoped-for 

possible selves compared to students not 

experiencing depression. 

Supported for 

feared possible 

selves, not 

supported for 

hoped-for possible 

selves 

Supported for 

feared possible 

selves, not 

supported for 

hoped-for 

possible selves 

2.1 It was expected that a higher degree of 

integration of depression into possible 

selves would be related to higher levels of 

depression as assessed by BDI-II scores 

(i.e., a person who experienced a more 

severe level of depression would be likely 

to demonstrate a higher degree of 

integration compared to a person without 

these experiences). 

Supported Supported 

2.2 It was expected that the students who 

were experiencing depression based on 

their BDI-II scores would be more likely 

to describe possible selves related to 

depression than those who were not 

experiencing depression. 

Not supported Supported 

3.1 It was anticipated that participants who 

were experiencing depression based on 

their BDI-II scores would be more likely 

to believe that depression has a stronger 

biological rather than situational basis.  

Their illness representations would also be 

more specific while those who were not 

experiencing depression themselves 

would have more general or vague illness 

representations.   

Not supported Not supported 

3.2 Beliefs about the course of the illness 

would be associated with possible selves – 

i.e., beliefs that depression is more 

Not supported Not supported 
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chronic would correlate with a higher 

number of feared possible selves related 

to depression. 

4.1 The psychological well-being of students 

experiencing depression would be lower 

than the psychological well-being of 

students not experiencing depression. 

Supported Supported 

5.1 There would be a positive correlation 

between the self-efficacy and expectancy 

variables associated with the possible 

selves (hoped-for and feared) and 

psychological well-being of students with 

depression, controlling for the level of 

depression. 

Supported Supported 
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4. Chi-Square Table for the Full Sample 

  Participants experiencing 

depression 

Participants not experiencing 

depression 

Feared possible 

selves related to 

depression 

Yes 13 9 

No 90 111 
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5. Chi-Square Table for the Extreme Groups Analysis 

  Participants experiencing 

depression 

Participants not experiencing 

depression 

Feared possible 

selves related to 

depression 

Yes 12 4 

No 64 72 
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6. Descriptive Data of Groups Based on Current and History of Depression 

 Group 1 (current 

depression, no history 

of depression) 

(n = 11) 

Group 2 (current 

depression, history 

of depression) 

(n = 85) 

Group 3 (no current 

depression, no history 

of depression) 

(n = 51) 

Group 4 (no current 

depression, history 

of depression) 

(n = 75) 

Total number 

of possible 

selves 

M (SD) 

13.27 (4.76) 12.20 (4.47) 11.63 (4.29) 12.49 (4.67) 

Number of 

hoped-for 

possible selves 

M (SD) 

6.91 (2.26) 6.32 (2.42) 6.51 (2.29) 6.92 (2.43) 

Number of 

feared possible 

selves 

M (SD) 

6.36 (2.84) 5.88 (2.45) 5.12 (2.34) 5.57 (2.53) 

Self-efficacy 

sum 

M (SD) 

21.00 (4.88) 

 

 

20.51 (4.48) 24.10 (2.76) 23.64 (3.16) 

Expectancy 

sum 

M (SD) 

18.73 (3.88) 

 

 

17.95 (4.06) 21.35 (3.89) 20.57 (3.28) 

Well-being (20 

items) 

M (SD) 

83.33 (4.64) 

 

 

90.50 (15.59) 111.06 (12.59) 106.92 (13.68) 
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7. Means, Standard Deviations, and Two-Way Between-Groups ANOVA Statistics 

VARIABLE  ANOVA 

 Yes 

M (SD) 
No 

M (SD) 
Effect F ratio df (error) ηp

2 

Total number of possible selves 

 

    

     History of depression (H) 12.34 (4.55) 11.92 (4.38) H .02 1 (218) .00 

     Current depression (C) 12.33 (4.46) 12.14 (4.52) C .66 1 (218) .003 

   H x C 1.36 1 (218) .006 

Number of hoped-for possible selves 

 

 

     History of depression (H) 6.60 (2.44) 6.58 (2.27) H .04 1 (218) .00 

     Current depression (C) 6.37 (2.39) 6.75 (2.38) C .05 1 (218) .00 

   H x C 1.30 1 (218) .006 

Number of feared possible selves 

 

 

     History of depression (H) 5.74 (2.48) 5.34 (2.46) H .001 1 (218) .00 

     Current depression (C) 5.96 (2.48) 5.39 (2.46) C 2.92 1 (218) .01 

   H x C 1.06 1 (218) .005 

Self-efficacy sum 

 

 

     History of depression (H) 21.98 (4.21) 23.55 (3.40) H .48 1 (218) .002 

     Current depression (C) 20.52 (4.50) 23.83 (3.00) C 20.52** 1 (218) .09 

   H x C .001 1 (218) .00 

Expectancy sum 

 

 

     History of depression (H) 19.18 (3.93) 20.89 (3.98) H 1.26 1 (218) .006 

     Current depression (C) 17.99 (4.03) 20.89 (3.54) C 14.35** 1 (218) .06 

   H x C .00 1 (218) .00 

Well-being (20 items) 

 

 

     History of depression (H) 98.20 (16.82) 106.14 (15.73) H .35 1 (218) .002 

     Current depression (C) 89.35 (15.21) 108.60 (13.35) C 73.86** 1 (218) .25 

   H x C 4.85* 1 (218) .02 

*p < .05. **p < .001. 
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J. Figures 
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