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expectation.  He stated, “I was very much raised in a household where we deal with it 

ourselves.” 

 But for some students, it was a means of avoiding disappointing their family 

members.  Jane reflected on how this behavior actually changed her, once close, 

relationship with her parents. 

My personal relationships [were impacted], especially my relationship 

with my parents because they are asking questions about school and about 

how I’m doing and it’s not like I’m lying to them, but it’s definitely trying 

to cover up the truth, like I’m struggling with this, this, and this.  (Jane) 

 Students expressed a significant sense of risk associated with the potential for 

failure in their professional program.  They described the perception that the graduate 

environment elevated the expectations and that the consequences for failure were high.  

This perception elicited a fear response in several situations where “failure” was possible, 

and this fear appeared to permeate the entire academic experience for these students. 

Theme 4- Striving for Perfection 

 

 The theme of perfectionism was heard throughout most of the interviews.  It was 

often intertwined with other concepts such as fear, comparison, and a sense of 

inadequacy.  Students seemed to express that the expectations of themselves and others 

were never high enough.  There was a common thread of ideas that centered on the 

perception that their peers were all succeeding, and they themselves were falling behind.  

In addition, there were many comments made regarding performance, whether it was 

during class, an exam, or a practical.  For a few students, the fear of answering a question 

incorrectly was equally as disturbing as the fear of failing a major exam.  The internal 
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and external pressure to excel, become, and prove themselves was a major concept that 

evolved from the interviews. 

 Students described the sense of pressure to achieve and perform.  There was a 

consistent perception that their efforts were never enough, and that there was no room for 

failure merely by the nature of the doctoral program, as Jewel explained, I struggle a lot 

with feeling like I have to be a straight A, perfect student because it’s a doctorate 

program.   They often compared their efforts to their peers, and some of their comments 

resonated with the idea of imposter syndrome, an internal sense that one is pretending to 

belong, and that belonging to a specific group is underserved. 115  Amy’s comment 

reflected this well;  

We’re all smart.  We’re all the cream of the crop, so when you are on the 

lower part of that, you feel like you’re just floating by.  You feel like, 

maybe I’m not that smart.  Maybe I’m not good enough to do this.  

 The idea of inadequacy was heard across several of the interviews, and at times, 

seemed to define who the student felt they were.  This was also true of Lois’ experience:  

I just feel, um, helpless, and I get anxious and I feel often times, 

inadequate…that I can’t match up with my classmates, and I kind of get 

into my own head and create scenarios that are not realistic . . . and you 

know, being afraid of the failure of the exams . . . that kind of shapes my 

entire mindset. (Lois) 

 Competition and comparison were often associated with the perceived need for 

perfection.  Students continually compared their academic efforts with those of their 

peers and made assumptions about one another’s success.  This created a sense of defeat 

and sometimes created the assumption that they were always falling short.  Tara 

explained this as, the expectation that everyone else is on top of their work all of the time 

and that you’re most likely behind everybody else and it feels like everyone is doing more 

than you.  In addition, some students felt that “everyone is in high stress mode.” (Tara)  
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This type of assumption coincides with the idea that students were often making 

assumptions about how they were supposed to behave, feel, and act under the new 

pressures of professional education. 

 Assumptions and comparisons led several students to discuss the sense that they 

were never quite measuring up.  Many of the assumptions that students made were 

negative, alluded to heightened stakes, or demonstrated a sense of inadequacy as 

compared to their peers.  The sense that the stakes were higher saturated quickly during 

data analysis.  Students described higher stakes as being a greater cost associated with 

failure – large amounts of time, effort, and money potentially wasted, inability to 

actualize the dream of professionalism, and severe disappointment to those who were 

supporting them.  The sense that they had something great to lose, perpetuated 

assumptions that may have led to a need to avoid failure or strive for perfection.  The 

following chart highlights several of the most impactful comments made by students that 

were coded under the title “assumptions.”  These reflect the suppositions made by 

students that may have led to the desire to strive for perfection in their professional 

studies (Table 10).   
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        Table 10:  Assumptions that May Perpetuate Perfectionism 

Student Quotation Student 

There is always a competitive 

edge 

Marge 

I know I have to match up Lois 

Making sure you can live up to 

what you need to be doing 

Lois 

There’s a lot more on the line Casey 

Sometimes it feels like the end 

of the world 

Jane 

It feels like this is the next step 

for the rest of my life 

Amy 

We’re supposed to have it all 

together 

Amy 

 

  

 Students also commonly noted that being accepted into the DPT program elevated 

the stakes in several ways, which in turn, appeared to elevate their drive for 

perfectionism.  Interviewees discussed this in terms of both individual and social 

expectations.  They, themselves felt an internal expectation to perform at a very high 

level.  They also felt that their classmates, professors, and significant others expected 

success.  They attributed this to the significant sacrifice of time, money, relationships, 

and self-care, which they felt must indicate a high level of importance for their school 

work.  They felt that this was their profession on the line, and therefore, the only 

acceptable outcome was one of success throughout the program. These ideas were heard 

clearly in many student interviews.  Tara explained, I feel like there is such a push to be 

studying constantly and never take a break.  There is a high expectation in the physical 

therapy program.  Casey also described the pressure, as well as how it impacted other 
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aspects of her life:  There’s a lot more on the line, so you tend to put more efforts towards 

it.  And, life outside of PT school doesn’t stop, but in a way, we do. (Casey) 

 The theme of perfectionism was the final to emerge from the data.  Some of the 

perceptions that contributed to this theme were fear of failure, unrealistic expectations, a 

lack of control discerned by difficulty balancing new responsibilities, and the need to 

hide for fear of judgment and stigmatization.  Perfection appeared to drive many of the 

comments related to how students viewed themselves compared to their peers, as well as 

how they felt about their own, personal expectations.  Perfectionistic tendencies also 

appeared to drive the academic standing for 95% of the students interviewed.  Of the 20 

students interviewed, 19 reported no significant academic consequences during their 

program in the form of probation, failure of a course or of a clinical rotation.  Based on 

the data collected, the driving force behind this phenomenon was at least influenced by 

an intense fear of failure and a need for perfectionism. Although the concept of academic 

grit and perseverance was not further probed, the data points to the fear of judgment and 

failure and the desire for perfectionism as emotional constructs that overshadowed the 

mental needs of the students regarding their course work.   

Summary of Findings 

 

 The primary finding from the data was that DPT students were found to have 

higher DASS scores than their age-matched peers Depression t(1227) =10.76, p<.005, 

Anxiety t(1227) =7.33, p=.005, Stress t(1227) =2.91, p=.029.  In addition, first year 

students were found to have the highest levels of anxiety (p=.001) and stress (p=.019) of 

the 3 groups of students.  Several variables were significantly correlated to with higher 

than average DASS scores which included medication use, history of trauma, use of 
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support services, 3.0 GPA or lower, family history of mental health disease, and a 

diagnosis or belief of a diagnosis of mental illness (p≤.005), however many of these 

significances were relatively weak.   

Four major themes and 5 sub-themes emerged from the interview data: Theme 1- 

When Accessing Resources Becomes a Stressor, Theme 2- Seeking Support From Trusted 

Confidants (sub-themes:  Leaning on Familiarity, Leaning on Genuine & Empathic 

Faculty), Theme 3-Perceived Expectations & Challenges During Professional Education 

(sub-themes: Growing Up in Grad School, The Challenge of Balance, When the Stakes 

are Higher-Fearing the Fall), Theme 4- Striving For Perfection.  The most common 

themes and those that appeared to most deeply define the overall experience were related 

to changes in expectations, difficulty balancing those expectations, fear of failure, and the 

perfectionistic nature of students, which may have contributed to their ability to achieve 

academically.  The ideas of external expectations, fear of failure, and imbalance were 

heard most often throughout the 20 interviews.  Based on this data, further research is 

necessary to provide more detail into experience of DPT students and to explore the 

possible causes and future impact of mental health disorders on the development of the 

professional physical therapist. 
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Chapter 5 – Discussion 

Introduction 

Students are experiencing high levels of anxiety and depression.1,2,3   However, 

the lack of research that addresses students in graduate and professional studies creates a 

gap in the understanding of the magnitude of the problem.  Graduate students tend to 

demonstrate an increased susceptibility to developing mental health disorders due to their 

age, life stressors, and financial constraints,2  creating concern for faculty of graduate 

programs such as the DPT.  However, the extent to which faculty should provide support 

and assistance is not well understood, nor do all faculty feel comfortably prepared to 

manage mental health concerns with students.4  

Students suffering from moderate to high levels of depression and anxiety can 

experience subsequent decline in academic performance, thereby potentially impacting 

overall retention.7  In addition, the presence of mental health issues and their related 

symptoms can negatively impact the student’s physical well-being, interpersonal 

relationships, and cognitive health2,  which may have a detrimental impact on their lived 

experience during graduate school. This chapter includes a discussion of our findings 

compared to those of previous research studies, implications for DPT programs and the 

profession of physical therapy, recommendations for future research, limitations and 

delimitations, and conclusions.   

Incidence and Demographics of Depression, Anxiety, and Stress in DPT Students 

The primary findings in this study revealed that DPT students demonstrated 

higher depression, anxiety, and stress (DASS) scores when compared to their aged 
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matched peers.102 Although the mean scores for this sample were within the normal range 

(based on severity levels), they were above the pre-established norms of  their peers.102  

These findings are consistent with previous studies in the area of medicine and nursing, 

where graduate students demonstrated DASS scores that were higher than the established 

norms.53,58   

In addition, a large number of students scored above the normal range for all 3 

constructs, with a particularly higher score differentiation in the category of anxiety. 

These findings are similar to previous research that found anxiety rates to be higher than 

other mental health disorders.116  In addition, the second highest severity ranking for all 3 

constructs was in the moderate range.  This finding was similar to several other 

studies,53,55,58 and was highly similar to the Vanderbilt study,55 in which approximately 

25% of students were at least mildly depressed, and 43% of students demonstrated 

moderate to high levels of anxiety.55   

 According to the National Institute of Mental Health (NIMH), the highest levels 

of anxiety in 18-44-year olds are in females (23%) as compared to males (4%).  Of those 

women with an anxiety disorder, 56.5%  demonstrate moderate to significant severity 

levels.116 Data from the current study is closely aligned with the Vanderbilt study,55 in 

finding anxiety and stress levels of females, and the majority of those reporting a 

moderate severity level. 

These high levels of anxiety may be attributed to some of the significant changes 

that are experienced during the transition to a first year graduate student, including 

separation from family and friends, family and personal demands, the elevated 
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expectations of graduate school, and on-going financial burdens.2,118  However, this may 

not fully account for the sharp rise in anxiety, and other mental health disorders in 

students over the past 25 years.  It is possible that the upward trend may also be related to 

broader societal influences.  For example, there may be better recognition of mental 

health disorders, and greater acceptance of mental health challenges compared to 2 

decades ago.  There could also be societal changes in parenting strategies, such as parents 

hovering (helicopter parenting) contributing to higher levels of anxiety or decreased 

resilience of the young adult.14 

Survey data also found that students demonstrated depression along with anxiety 

most frequently. This was not surprising since depression and anxiety continue to be the 

most common mental health challenges for both undergraduate and graduate students.16-18  

One finding that was surprising, however, was that there were no significant differences 

in the number of males and females who presented with depression.  Previous research 

consistently found depression to be more common among females than males.2,20,21  It is 

possible that the percentage of males with mental health disorders were over-represented 

in this study due to their exposure to mental health knowledge.  It is also possible that 

males and females of this specific age group are relatively similar in their depression 

scores, as Hankin et.al describes, and that the gender gap is seen more globally due to the 

fact that depression has a tendency to reoccur in females more often than males.117  Since 

this study did not evaluate longitudinal changes, the lack of gender significance may not 

have been captured. 

There were also no significant differences in the incidence of stress, anxiety, and 

depression and the demographic variables of age, GPA, and geographical location of the 
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university.  Given the small age range of participants and limited range in GPA, it is not 

surprising that there were no significant differences.   

However, there were significant differences found between 1st year students and 

2nd or 3rd year students, such that 1st year students demonstrated higher levels of anxiety 

and stress than 2nd and 3rd year students.  This was similar to Jacob & Einstein, who also 

found 1st year graduate students to demonstrate the highest levels of stress.61  The only 

other similar study to consider year in program assessed pharmacy students, finding 2nd 

year students to present with the highest anxiety levels.8  There is not sufficient evidence 

in graduate students to understand why this disparity occurred, however, the pharmacy 

study derived data from a single institution, which may have impacted the overall results.  

That program, in particular, may have developed a more rigorous 2nd year curriculum that 

is not necessarily representative of the Doctor of Pharmacy students overall.  Again, the 

results the current study suggest that this finding may be, at least in part, due to the 

significant changes perceived by students when they transition from undergraduate to 

graduate school.2,118   

The impact of the first year of the DPT program as a year of transition was 

supported by the responses heard during the interviews with DPT students.  Interviewed 

participants were very clear in their feelings about this transition, reporting a sense of 

elevated demands, time constraints, financial concerns, and fear of performance and 

failure.  This is consistent with graduate students of other health profession 

programs.46,47,48 Additionally, anxiety and stress scores decreased as students progressed 

in their respective DPT programs, which may suggest that acclimation to this transition 

may lessen mental health challenges such as anxiety and depression. 
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The Relationship between Mental Health and Academics 

A strong relationship was found between the 3 constructs of anxiety, depression, 

and stress, demonstrating at least a moderate level of predictability of presenting with 

more than one of these constructs based on the score of another.  This likely relates to the 

fact that anxiety, depression, and stress present with some similar symptoms, such as 

nervousness, irritability, sleep disturbances, and decreased concentration.118  There is no 

clear evidence demonstrating causality between the constructs, however, there are many 

studies that have found depression, anxiety, and/or stress to co-exist in the undergraduate 

and graduate populations.15,18,22 

Previous research proposes that mental health disorders, including depression and 

anxiety may negatively impact an individual’s cognitive, and academic capabilities.  

Executive function, for example, is linked to judgment, memory, integration of novice 

ideas/concepts, strategy creation, inhibition, and managing feedback,119 all of which are 

necessary to successfully complete a DPT program.  However, this study revealed some 

interesting evidence to suggest that there may be factors that buffer the impact on 

executive function and concentration.   

Both survey results and interview data revealed exceptionally high GPA’s for this 

sample of DPT students, and although there were no significant differences in DASS 

scores between GPA categories, there was a moderately significantly inverse relationship 

between DASS scores and GPA.  In other words, as DASS scores went up, GPA went 

down.  This finding was not surprising as evidence clearly demonstrates the impact of 

mental health on cognitive function.22 Studies such as the one by Andrews and Wilding, 
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concur that exam performance may be negatively impacted in the presence of mental 

health disorders such as depression.24  It is also possible that as test scores and GPA 

decline, students experience greater stress, anxiety, and/or depression.  This current 

research did not determine the causative relationship between grades and mental health 

disorders.  Given the strong association between the 3 DASS constructs, this finding 

provides further evidence that depression, anxiety, and stress are likely to be associated 

with lower academic scores. 

Interestingly, the survey data on academic performance was not aligned with the 

lived, academic experience data provided by the interviewees.  During interviews, the 

majority of participants (95%), who were all at least moderately depressed or anxious, 

described no significant impact on their academic status within their program. In other 

words, these students had not failed a course, been placed on academic probation, or been 

removed from their program, despite experiencing mental health issues. 

There are several reasons this may have occurred.  First, this study examined a 

very specific group of students in a professional program.  Overall grade point averages 

for DPT students must be high, with accepted students averaging 3.59,22 and programs 

generally requiring an average of a 3.0 to remain in the program.  This requirement may 

motivate and prime DPT students to prioritize their academics over their physical and 

mental health.  In addition, the pre-requisite expectation may lend itself to students who 

are accustomed to maintaining high academic standards despite the mental health issues 

they may be facing.  However, the fact that students may be accustomed to this high level 

of functioning does not necessarily account for their ability to over-ride the 

neuropsychological effects of mental illness on executive function. 
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The high GPA standard may also be skewing the interpretation of the GPA 

decline in the presence of increasing DASS scores.  A falling GPA may not necessarily 

indicate a failing grade.  In fact, since the average GPA is exceptionally high, a moderate 

decline may still keep the student from falling below the threshold for academic 

probation, thus explaining how GPA scores can fall, DASS scores rise, and yet students 

remain within the appropriate parameters for academic success. 

Students and Support Systems 

Participants in this study overwhelmingly chose to disclose their concerns to 

people who they viewed as their confidants, those they trusted to remain free of judgment 

and open to their needs.  For most students interviewed, the primary support system was 

found in a close friend, peer, or family member, which drove the theme Seeking Support 

from Confidants.  The survey findings indicated a significantly moderate relationship 

between students who were diagnosed with a mental health disorder and the use of 

professional assistance either via on campus or external resources.  During the interviews, 

however, most students, both those diagnosed and undiagnosed with a mental health 

disorder, made the choice to seek non-professional resources.   DPT students are 

generally between the ages of 20 and 25 years,21 representing the millennial generation.  

Millennials are categorically more likely to engage with their family and friends more 

often secondary to their young exposure to technology.14   This early exposure may 

contribute to their tendency to seek out those in their comfort zone first.  Millennials also 

tend to exhibit higher rates of self-esteem than previous generations, which can often lead 

to high expectations of self.14  These expectations may also influence a student’s decision 
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not to “concede” to the idea that formalized assistance is necessary, as mental health 

remains a stigmatized perception by many students in this study.  

According to university counseling centers, the percentage of students presenting 

with severe mental health issues in on the rise.6 Additional plausibility for DPT students’ 

decisions to seek friends and family as opposed to formalized support may be due to the 

severity of the impairment.  Students may be more likely to access formal services when 

the condition is severe, and less likely if the severity is mild to moderate.  Based on the 

results of this study, it is possible that the interview data captured more moderately 

afflicted individuals, impacting their support choice.  This is important, however, since 

the majority of students reporting anxiety, depression, and stress symptoms in this study, 

fall within the mild to moderate severity level.   

In addition, students described accessing professional resources as challenging, 

with the primary limitation being time management.  The theme When Accessing 

Resources Becomes a Stressor was developed through the students’ perceptions that 

additional appointments and commitments added to their stress and anxiety.  This view 

may be a result of the fact that DPT students, primarily of the millennial generation, tend 

to over-commit, making it difficult for them to find time to integrate mental health care 

into their schedule.14   

It is also possible that DPT programs continue to add more competencies to the 

curriculum, leaving very little time for students to attend to their own mental or physical 

health.  As physical therapy programs fully transitioned to DPT degrees in 2015, 

curricular demands increased in terms of length, cost, and total credit requirements.  
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These additional pressures may be contributing to the students’ sense of resistance to 

accessing more formalized resources because time and financial considerations are more 

challenging. 

Students also discussed concern regarding the quality of the resources offered at 

their university.  This was not a theme that fully saturated in the data, however, the fact 

that most students did not choose to use the university support may have impacted this 

perception.  However, for a few students who had made an effort to take advantage of 

these resources, only a couple found it to be useful. The other students described the 

support as inadequate to meet the severity of their needs, lacking in the number and 

timing of sessions available.   

Students also discussed unavailability of information regarding resources as a 

barrier.  Several students stated that they were aware that services existed but did not 

know the location or how to access them.  One possibility for the lack of information may 

be linked to the nature of graduate student life.  Graduate students are less likely than 

undergraduates to gather in large common areas such as residence halls and study 

rooms,18 making it less likely for them to see this type of printed information.  This 

would imply that there is a responsibility by each program to provide this information 

early and often in order to provide university support as a true resource.   

When asked about the programs and how they promoted counseling services, the 

majority of students stated that they had been made aware of such services, however this 

was typically during orientation or very early in their process, and that it was rarely 

visited again.  One student indicated disappointment in efforts of her faculty to facilitate 
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the use of counseling or psychological resources.  She described an inconsistency 

between the mission of a healthcare professional and the lack of mental health awareness 

promoted within the program.  Although this study did not fully explore the availability 

of counseling resources within DPT programs, it appears that programs can do more to 

facilitate student awareness of and/or availability of student counseling services.  

Universities may also need to re-evaluate the availability of counseling services to meet 

the busy time demands of graduate students who may also work or who have families. 

Students also discussed reaching out to faculty, however, they only sought 

support from faculty they perceived as comfortable with self-disclosure and those who 

displayed a genuine interest in others.  It is not uncommon for individuals to develop 

attachment through shared experiences.  The sharing of experiences and creating an 

environment of trust and honesty can lead to stronger bonds of attachment, satisfaction, 

and overall success in a given program.120,119   A 2003 study of nursing students revealed 

that the impact of highly supportive faculty members resulted in a higher likelihood that a 

student would persist through their academic program.  For faculty, the ability to develop 

empathic connections can promote positive growth and development in their students.121   

Further, empathic relationships tend to improve “alliances” and may even function to 

minimize symptoms of depression.122  This suggests that faculty should pay more 

attention to their role as, not only as a content expert in their profession, but as a primary 

source of influence, encouragement, and empathic mentorship. 

During the qualitative portion of this study, participants described leaning on 

faculty who had less of a hierarchical relationship with their students.  This need for 

egalitarian leadership is not surprising for students who identify as millennials. Often 
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referred to as “Generation Me,” millennials are considered to be those individuals born 

between 1981-2004.   According to current research, millennials demonstrate the desire 

for equality in relationships, and also have significant concerns about success and 

failure.14 Research has also shown that millennials tend to have been sheltered by their 

parents and feel that there is a particular specialness to them, which increases confidence.  

They are also felt to be team-oriented, high achieving, and carry a sense of pressure to 

perform.14 These tendencies may be facilitating the need for students  see faculty more as 

equals, and to seek support from faculty who are open to minimizing the hierarchal 

structure of the student-faculty relationship. 

This study did not evaluate the perceptions and resources available to faculty 

regarding their willingness or skills to support students who are experiencing stress, 

anxiety, and depression.  It is very possible that faculty may feel conflicted about self-

disclosure with students because they are often from a distinct generation.  Assuming that 

the majority of faculty were born between 1943-1981, there may be a tendency for 

inherent value to be placed on independence, achievement, and paying your dues.14    

This is inconflict with the generational tendencies of current students to seek equality, 

lean on external sources for guidance and control, and crave structure.14   

Some faculty may also feel ill-equipped to manage the seriousness of some 

mental health issues, and there is some evidence to support this concern.4,10 However, 

despite feeling inadequately prepared, faculty do demonstrate a strong desire to help their 

students.  In a recent study, 84% of polled faculty were open to gaining the knowledge 

needed to be better prepared.81  Some universities have already begun implementing 

training such as, Mental Health First Aid123, into their faculty development programs.  
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Other universities are working to develop behavior health partnerships like the one at the 

University of Illinois, which includes services such as tele-health, groups sessions, and 

home visits.124 

Challenges of Professional Education for Students  

In the book, Mental Health Issues and the University Student, Iarovici states that 

millennials may have a particularly difficult time transitioning to environments such as 

graduate school because they tend to be raised is a very structured environment.14   This 

aligns with the qualitative evidence from this study that revealed a strong perception of 

elevated stakes, expectations, and demands with the transition to professional studies 

from an undergraduate program.  The changes that were found to be greatest for students 

during this transition were the intensity of the workload, the fear of potential failure, and 

the weight failure carried.  Struggles balancing the new academic demands with 

emerging adult responsibilities (including families and finances) were also noted.  Much 

of this evidence coincides with the most current literature revealing common stressors for 

graduate students.7   

An additional stress noted by the interviewees was that of balance.  The vast 

majority of students expressed difficulty with the ability to balance new academic 

demands with their families, social network, religion, and self-care.  Research has shown 

that the constant attempt at balance, defined as ‘the power or means to decide,’ as quoted 

by Chris Brus in his article, Seeking Balance in Graduate School: A Realistic Expectation 

or a Dangerous Dilemma? can create an on-going turmoil of decision-making for 

students.125  As students enter graduate school, their life demands are often altered at 
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some point during their academic path.  Marriage, parenthood, caring for a sick parent, 

changes in living situations, and financial burdens are all common experiences for 

emerging adults.  According to Brus, there may be a cost associated with the continuous 

efforts to pay equal attention to all things demanding one’s attention, and this may 

present in the form of guilt and distress.125  

Another finding that may be influenced by the transition to professional education 

is the threat of failure.  In this study, students described their fear of failure as an 

overwhelming perception that the risk of failure threatened their experience as a student 

on a daily basis.  They also described the intensity of this fear as significantly higher than 

what they had experienced in their undergraduate programs.  There are several factors 

that may be contributing to this perception.   

First, as previously discussed, students admitted to DPT program come into the 

experience with a very high level of academic success, and often minimal experience 

with failure.  According to Iarovici, this generation of students is often sheltered and 

over-managed by their parents14, resulting in limited exposure to disappointment or 

struggle, particularly in terms of academics.  It is possible that their professional program 

is the first-time students are exposed to high stakes testing situations or material that may 

require an altered method for synthesizing.  The novelty of these demanding and 

potentially career ending situations may result in the development of excessive fear of 

failure, even within low stakes environments.   

There are a variety of theories surrounding the exact mechanism of fear, with 

many scientists believing that fear is a neurobiological function of survival.126  The 



145 
 

survival system works by regulating neurochemicals and hormones that stimulate the 

autonomic nervous system, thereby releasing cortisol throughout the body.  Evidence 

clearly shows that the presence of cortisol, especially in a chronic, prolonged state, can be 

detrimental to both physiological and cognitive functions,23 such as cardiac function, 

blood glucose levels, and executive roles of the frontal lobe.  When considered in 

concordance with the Stress-Diathesis Theory (Figure 1), fear may be a trigger 

contributing to the onset of the depression, anxiety, and stress seen in DPT students.  This 

is an important consideration since research also shows that mental health disorders, such 

as depression, can have a detrimental impact on academic performance.23  It is possible 

that the excessive perception of fear experienced by DPT students may be contributing to 

the rise in mental health disorders seen in recent years, and that both fear and mental 

health challenges may have a deleterious impact on cognitive and physical health. 

Social Perfectionism 

The experience of DPT students, who self-identified as having a mental health 

disorder, was often described in terms of fear, judgment, expectations, demands, and the 

constant need for perfection.  In addition, students described their experience in terms of 

assumptions regarding what others felt about mental health and how they compared 

themselves to others in their environment.  Each of these constructs can, and often does, 

have a negative influence on the human experience.125  They can also be associated with 

the concept of social perfectionism, which may be one of the driving forces behind the 

elevated depression, anxiety, and stress scores that were found during this research.   
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Figure 29. Graphical Representation of Social Perfectionism and Related 

Constructs 
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Implications for the Profession of Physical Therapy 

The implications of these findings may serve DPT students by bringing the 

stigmatized conversation of mental health to the forefront of academics.  Students 

continue to feel a sense of shame and apprehension when faced with psychological 

disorders, and they also tend to be more sensitive to fear and adverse experiences.14 They 

also fear judgment, particularly by their faculty and peers.  This research works to initiate 

discussion at individual institutions as well as nationally, explore the impact of 

generational influences in academia, and encourage students to be open and honest about 

their challenges with mental health. 

As students begin to recognize and verbalize their own mental health issues, 

faculty may also want to re-evaluate their capability and comfort level with assisting 

students when in distress or crisis.  Administrators may need to assess ways in which they 

might be able to support their faculty members to feel better equipped for these 

circumstances.  For example, Texas Woman’s University, Dallas campus has begun 

providing a mental health first aide course to their faculty and students.  This 1-day 

course allows participants to gain background knowledge and tools to utilize, specifically 

in higher education.123  Efforts such as this may work to mitigate the concerns faculty 

have about their ability to provide appropriate assistance to students when psychological 

issues are impacting their academic experience. 

Programs may also want to consider how they are working to support not only 

struggling students, but also the peers they are seeking for support.  Institutions such as 

Northwestern University have established a program that focuses on student testimonials, 
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which works to provide a sense of community and connection, encouraging students to 

seek support through shared struggle.130  As another example, Drexel University offers 

free health screens via kiosk.130  This allows students privacy in self-assessment, yet 

allows follow up services to be provided based on the outcome of the survey.  Florida 

State and Stanford have both instituted resilience training programs for their students, 

which are offered fully on-line to accommodate flexibility and time constraints for 

students.122  There appears to be several low-cost avenues that DPT and other health 

science programs could consider to support the needs of their students.  Given the equal 

rates of depression, anxiety, and stress in DPT students regardless of where they reside in 

the US, a national initiative through the American Physical Therapy Association and/or 

American Council of Academic Physical Therapy (ACAPT) is recommended.  The 

ACAPT has already created a task force to look at this issue from an institutionalized 

perspective. 

This data may also be useful in guiding how DPT programs plan their learning 

environments, especially for their 1st year students, as 1st year students are the most at 

risk for mental health concerns.  The relationship between depression, anxiety and stress 

is an important consideration for the classroom, especially when bearing in mind that 

anxiety and stress scores in 1st year students were higher than subsequent years.  The 

following paragraphs explore several opportunities based on this research.   

Knowing the inherent risk for 1st year DPT students, considerations should be 

made with respect to how programs manage orientation and mentorship during their 1st 

semester.  Special attention should be placed on the advisor/advisee relationship as a 

large portion of student satisfaction is connected to this bond,29 as well as mentor-mentee 
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relationships with other student cohorts.  In addition, faculty as instructors and advisors 

should also be aware of the generational preferences of their students.  For most DPT 

students, this includes the need for open and honest communication, from faculty, in the 

form of self-disclosure and genuine interest in others. 

One aspect that DPT programs may also need to consider is whether or not there 

are aspects of the educational institution’s learning environment that foster some aspect 

of the social perfectionistic perception.  Programs might consider support systems that 

would counteract the pressure of social perfectionism, including shared experiences of 

prior or more experienced students, increased advising in the first year compared to 

subsequent years, emphasis on learning rather than grades, and a culture of mental 

wellness in addition to physical wellness. 

Awareness of the perfectionistic tendencies, and the constructs that influence 

those perceptions may be particularly useful in guiding curriculum considerations and 

changes.  Enhanced curricula may include increasing student’s self-evaluation of mental 

health or coping mechanisms, exposure to the physiological impacts of stress and mental 

health disorders, or content related to self-management of stress and anxiety.  For 

example, DPT programs may want to consider the content within their psychosocial 

course and assess for areas where one or more of these topics may apply.  Other DPT 

programs may want to assess ways that they can incorporate these concepts into areas 

outside of structured class time, such as brown bag lunch sessions, mindfulness practice, 

and opportunities for meditation and self-care.  
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There are also implications for the profession of physical therapy as a whole.  

Given the high incidence of depression, anxiety, and stress in DPT students as well as 

several other related majors,8,9,11,46   there is some concern about the mental state of 

individuals once they become professionals and how this will impact patient care when 

students become licensed physical therapists.   

The presence of mental health issues, stress, and fear may all negatively impact 

executive function needed to make critical decisions in the clinic.22,126  This may directly 

impact patient care, safety, and efficacy of treatment, as well as, the empathic connection 

to the patient.  This concern creates some impetus for DPT and other healthcare programs 

to consider the impact of their students’ mental health on the program and the profession, 

and then decide what changes they may need to make to optimize the experience of the 

student and then the professional.  The direct impact of mental illness on compassion and 

patient care is an area that would greatly benefit from on-going research. 

Suggestions for Future Research 

Further research is needed to evaluate the factors influencing depression, anxiety, 

and stress in DPT students.  Additional qualitative research studies regarding the 

experience of DPT students across the curriculum are warranted to develop a longitudinal 

perspective of the strategies student use to combat stress, anxiety, and depression across 

the curriculum.  Exploration of the current patterns of self-management and strategies 

would be beneficial in helping to guide DPT programs in program development to 

support mental health. 
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 Perhaps more importantly, research is needed regarding the efficacy of strategies 

to enhance DPT student mental health at the institutional, classroom, and individual level.  

Given the similarity of this research with prior studies with other healthcare professionals 

such as nursing, medicine, and pharmacy, inter-professional research regarding such 

strategies could be very powerful.  Such research could lead to collaborative efforts to 

change how we manage and teach students in the health professions.  These 

collaborations may lead to additional research on innovative ways to support students’ 

needs such as utilization of technology, distance support mechanisms, social media 

usage, and customized programs that are accessible at all hours.  Further assessment of 

their effectiveness, most appropriate timing for introduction, and their impact on the 

student as a professional would be greatly valued as programs work to meet the ever-

changing needs of their students.  The impact of faculty and administrator training on 

students’ perceptions of university support may also be warranted based on the 

qualitative findings of this study. 

It would also be beneficial to evaluate the incidence of depression, anxiety, and 

stress in the first year of practice or early career development.  Based on the number of 

participants who did not complete the 42-item DASS, we suggest the use of the shorter 

DASS-21 survey to increase response rate.   

Finally, studies that evaluate the impact of mental health of the professional on 

aspects of patient care would help all care-giving health professions better recognize and 

understand the importance of mental wellness.  Advancements on previous studies 

focusing on compassion and empathy to include the mental health variable would assist 

educational institutions to better incorporate mental wellness strategies with the goal of 
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preparing the student as both an individual and a professional prior to their entrance into 

their given field. 

Limitations and Delimitations 

Limitations of Quantitative Study 

 There were several anticipated limitations to this research study.  The first was the 

potential for limited survey response rate.  The original estimated sample required for 

statistical significance between groups was just over 2000 responses.  Once response rate 

reached over 700 responses, the data underwent a preliminary analysis, and significance 

was found at α=.05.  Since statistically significant findings were present at less than half 

of the estimated requirement, it was determined that data would not require the original, 

conservative estimated sample size.   

Response rate may have also been limited the distribution method.  This refers to 

the demographic and DASS-42 survey which was distributed via email.  Since students 

were asked to participate by their department chairs, directors, or DCE’s, response rate 

relied upon their agreement to distribute the email survey. There was also no way to track 

which institutions participated, which was intentional to protect the privacy of the 

students.  Student participation may have also been self-limiting, in that even if they 

received the request, students may have felt too busy to participate, potentially limiting 

the number of responses. 

 Response rate may have also been limited by fear of disclosure or confidentiality.  

Because the questions being asked were of a sensitive nature, it is reasonable that some 

students may have felt hesitant to participate.  In addition, surveys are always vulnerable 
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to response bias as some individuals may not want to answer truthfully or may feel they 

are expected to answer a certain way.  Every attempt to minimize this was made by 

clearly instructing the students to provide honest answers with reassurance of complete 

confidentiality.  Anonymity was maintained entirely unless the student agreed to be 

interviewed.  The student was only required to provide an email address as a point of 

contact and was not identified in any portion of the data report.  

 The timing for distribution may have also impacted the response rate.  Since 

programs do not have uniformity in their clinical education and other academic 

requirements, some students may have been on clinical rotations or not on campus, 

thereby limiting their desire to participate.  This limitation was minor since the survey 

was via email, however, the introduction may be altered if the students were not on 

campus at the time of distribution. 

 Once the data was cleaned, there were 34 surveys that were not included in the 

analysis secondary to incomplete data.  All 34 with incomplete information had stopped 

at the same question, which happened to be the last one on the electronic page.  In order 

to get the final questions, participants needed to click “next.”  It is assumed that these 

participants thought that the survey had ended, despite the instructions indicating how 

many questions were included in the survey.  This oversight may have been secondary to 

survey fatigue, or may have been a genuine error in completion.  It is possible that 

highlighting that information in the instructions may eliminate this as an issue in future 

studies.   
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Interpretation of the survey questions may have led to inaccurate answers.  This is 

an inherent risk of any survey research project, particularly those that use scales with 

words such as “somewhat” or “sometimes.”  These types of phrases can mean different 

things to different people depending on their background and previous history.  This was 

minimized by ensuring that there were clear expectations and directions for both 

quantitative surveys that were written using basic language to improve understanding.   

When reviewing the questions following the results, it was discovered that one of 

the limitations was in the wording and available choices of the questions.  In the mental 

health history questions that asked participants to select those disorders that they have 

had experience with, the survey only allowed for a single choice.  This likely led to an 

underrepresentation of the mental health history data, as the final data analysis clearly 

demonstrated overlap between anxiety, stress, and depression.  Only having the ability to 

choose a single disorder definitely limited those overall results.  Future survey designs 

should allow for multiple options, or a rank ordering of disorders in order to capture the 

full data set. 

Limitations of Qualitative Study 

 Phone interviews may have presented an answer bias limitation as well.  Despite 

the fact that the interviews were voluntary, students may have felt pressured to respond in 

a certain manner or may have felt that they needed to minimize their feelings.  In 

addition, since some of the discussion was around faculty involvement, students may 

have felt concerned about repercussions.  This was minimized by de-identifying the 

University of Record and by asking the student to refrain from using any names or 
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identifying information in his/her answers.  In addition, there was the potential for 

biasing in the voluntary basis of the interviews as those who volunteered may have been 

more likely to have stronger feelings about mental health than students who did not 

volunteer to share. 

 Inherent of qualitative research was also the risk of bias in interpretation.  The 

interview process, coding, and data analysis was conducted primarily by the lead 

investigator, however was also available to the research committee for discussion, 

consensus of ideas, and rigor.  The use of one interviewer and coder helped to minimize 

conflicting biases, while the oversight of the committee helped to guide consensus and 

clarity to the data analysis.   

 In general, the resources required to carry out both the quantitative and qualitative 

portions of this study were minimal.  This study required access to contact information 

for all DPT programs, which is public information.  The quantitative portion of the study 

was carried out by phone, with no concurrent charges or fees.  The use of the quantitative 

scale, the DASS-42 was available for public access, and required no fees or special 

permission for use, and the survey tool, PsychData was available for this study free of 

charge.  The only costly items are the DASS-42 manual, which was essential for 

appropriate decision-making regarding statistical analysis, and the option for interview 

incentives.  These resources were covered by a small grant opportunity offered by Texas 

Woman’s University. 
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Conclusion 

 Mental health concerns have been rising over the past 25 years, and recently, 

these concerns have begun to emerge as more serious than ever before.  Graduate 

students are particularly vulnerable to mental illness secondary to a variety of factors 

including finances, adult responsibilities, generational tendencies, and increasingly 

intensified academic load.  Because of the lack of research in graduate programs and 

specifically with DPT students, this study sought to investigate the incidence of mental 

health and lived experience of DPT students who were experiencing mental illness and 

navigating the rigors of DPT school. 

 DPT students demonstrated higher levels of depression, stress, and anxiety than 

their peers, and this may be due to several extrinsic and intrinsic factors.  In addition, 1st 

year students were more likely to experience higher levels, possibly due to the impact of 

transition from undergraduate to graduate school.  In addition, the high levels of mental 

illness may also be influenced by an intense sense of fear of failure, which may be 

precipitated by the perception of social perfectionism.       

 When seeking support for these issues, students most often turn to friends or 

family, however they also seek out faculty who are willing to be honest about their own 

struggles and who also demonstrate a genuine interest in the student.  Despite feeling a 

lack of preparation when dealing with a student who is struggling, the majority of faculty 

are open to developing in a way that supports and provides for the student.  University 

programs can support their faculty and students by making efforts to provide training and 

resources that provide tools and coping strategies.   
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Appendices 

Appendix A 

Demographics and History Survey 

Please respond to the following questions: 

1.  How old are you? 

a. Up to 19  

b. 20-25 

c. 26-35 

d. 35-40 

e. 41-45 

f. 46 or older 

 

2.  Are you 

a. Male 

b. Female 

 

3.  What race/ethnicity best describes you? 

a. American Indian/Alaskan Native 

b. Hispanic/Latino 

c. Asian 

d. African American/Black (non-Hispanic) 

e. Hawaiian/Pacific Islander 

f. White (not of Hispanic origin) 

g. Other 

 

4. I am an international student who is studying under a VISA? 

a. Yes 

b. No 

 

5. If you answered “yes” to question number 4, please write in what country you are a 

citizen of? 

______________________________________________. 

 

6. Please choose the area of the country that best represents where you live? 

 

a. Northeast 

b. Southeast 

c. Northwest 

d. Southwest 
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7. I am currently in my _________  year of my DPT program 

a. 1st  

b. 2nd 

c. 3rd 

d. I have been in my DPT program more than 3 years 

 

8. Please choose the range that best describes your current GPA? 

a. 4.0-3.5 

b. 3.4-3.0 

c. Below 3.0 

 

 

9. Have you ever been DIAGNOSED with any of the following disorders? 

a. Depression 

b. Anxiety 

c. Post-traumatic stress disorder 

d. Bipolar Disorder 

e. Schizophrenia 

f. Other 

 

10. Do you have any family history of mental health disorders? (If yes, please check all that 

apply) 

a. Yes 

i. Depression 

ii. Anxiety 

iii. Post -traumatic stress disorder 

iv. Bipolar Disorder 

v. Schizophrenia 

vi. Other 

vii. I don’t know 

 

b. No 

 

11.  Do you think you may have any of the following disorders, but have not been 

diagnosed? 

a. Depression 

b. Anxiety 

c. Post-traumatic stress disorder 

d. Bipolar Disorder 

e. Schizophrenia 

f. Other 
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12.  Do you currently take any medications to manage a mental health disorder (includes 

stress disorder, anxiety disorder, depression etc.) 

a. Yes 

b. No 

 

13. Do you have a history of trauma in your past (this includes but is not limited to sudden 

death of a loved one, rape, abuse, abandonment, war etc.) 

a. Yes 

b. No 

 

14. Do you suffer from any chronic disease? 

a. Yes 

b. No 

 

15. Do you have a history of drug and/or alcohol abuse (use of illegal substances or excessive 

alcohol intake or binge drinking)? 

a. Yes 

b. No 
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Appendix B 

DASS-42 

   I found myself getting upset by quite trivial things 0 1 2 3 

2.    I was aware of dryness of my mouth 0 1 2 3 

3.    I couldn't seem to experience any positive feeling at all 0 1 2 3 

4.    I experienced breathing difficulty (eg, excessively 

rapid breathing, breathlessness in the absence of physical 

exertion) 

0 1 2 3 

5.    I just couldn't seem to get going 0 1 2 3 

6.    I tended to over-react to situations 0 1 2 3 

7.    I had a feeling of shakiness (eg, legs going to give way) 0 1 2 3 

8.    I found it difficult to relax 0 1 2 3 

9.    I found myself in situations that made me so anxious I 

was most relieved when they ended 
0 1 2 3 

10.  I felt that I had nothing to look forward to 0 1 2 3 

11.  I found myself getting upset rather easily 0 1 2 3 

12.  I felt that I was using a lot of nervous energy 0 1 2 3 

13.  I felt sad and depressed 0 1 2 3 

14.  I found myself getting impatient when I was delayed in 

any way (eg, lifts, traffic lights, being kept waiting) 
0 1 2 3 
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15.  I had a feeling of faintness 0 1 2 3 

16.  I felt that I had lost interest in just about everything 0 1 2 3 

17.  I felt I wasn't worth much as a person 0 1 2 3 

18.  I felt that I was rather touchy 0 1 2 3 

19.  I perspired noticeably (eg, hands sweaty) in the 

absence of high temperatures or physical exertion 
0 1 2 3 

20.  I felt scared without any good reason 0 1 2 3 

21.  I felt that life wasn't worthwhile 0 1 2 3 

22.  I found it hard to wind down 0 1 2 3 

23.  I had difficulty in swallowing 0 1 2 3 

24.  I couldn't seem to get any enjoyment out of the things I 

did 

0 1 2 3 

25.  I was aware of the action of my heart in the absence of 

physical exertion (eg, sense of heart rate increase, heart 

missing a beat) 

0 1 2 3 

26.  I felt down-hearted and blue 0 1 2 3 

27.  I found that I was very irritable 0 1 2 3 

28.  I felt I was close to panic 0 1 2 3 

29.  I found it hard to calm down after something upset me 0 1 2 3 

30.  I feared that I would be "thrown" by some trivial but 

unfamiliar task 

0 1 2 3 
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31.  I was unable to become enthusiastic about anything 0 1 2 3 

32.  I found it difficult to tolerate interruptions to what I 

was doing 

0 1 2 3 

33.  I was in a state of nervous tension 0 1 2 3 

34.  I felt I was pretty worthless 0 1 2 3 

34.  I was intolerant of anything that kept me from getting 

on with what I was doing 

0 1 2 3 

36.  I felt terrified 0 1 2 3 

37.  I could see nothing in the future to be hopeful about 0 1 2 3 

38.  I felt that life was meaningless 0 1 2 3 

39.  I found myself getting agitated 0 1 2 3 

40.  I was worried about situations in which I might panic 

and make a fool of myself 

0 1 2 3 

41.  I experienced trembling (eg, in the hands) 0 1 2 3 

42.  I found it difficult to work up the initiative to do things 0 1 2 3 
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Scoring: 

Download the DASS 42 PDF file and the Scoring Template PDF file. 

A sum of the scores for each of the seven questions completed by each participant, in each of the 

sub-scales, are then evaluated as per the severity-rating index below.  

  Depression Anxiety Stress 

Normal 0 – 9 0 - 7 0 – 14 

Mild 10 – 13 8 – 9 15 – 18 

Moderate 14 – 20 10 – 14 19 – 25 

Severe 21 – 27 15 – 19 26 – 33 

Extremely Severe 28+ 20+ 34 + 

  

Norms:  Normative data are available on a number of samples.  From a sample of 2914 adults 

the means (and standard deviations) were 6.34 (6.97), 4.7 (4.91), and 10.11 (7.91) for the 

depression, anxiety, and stress scales, respectively.  A clinical sample reported means (and 

standard deviations) of 10.65 (9.3), 10.90 (8.12), and 21.1 (11.15) for the three measures. 

 

 

http://www.clintools.com/victims/resources/assessment/affect/DASS42.pdf
http://www.clintools.com/victims/resources/assessment/affect/DASS42-SCORING.pdf
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Appendix C – Grant Award Letter/Email 

Dr. Bogardus, 

I am pleased to inform you that your 2017-2018 Small Grants Request in the amount of $460 has 

been approved to pay for the DASS-42 Handbook and research participant incentives. I am 

copying Madhura Maiya on this email and you can communicate with her about ordering the 

handbook. Regarding the gift cards, please let me know what type of gift card you need and the 

status of your IRB. I have 20 Target gift cards that were left over from a previous study that I 

would like to assign to you if they will work. In order to receive the gift cards, you will need to 

complete the attached gift card certification form. I have included some of the information but 

need you to complete the title of the study, the IRB protocol #, and the estimated completion 

date. Once I have this signed form, I will get the gift cards to you. 

Any publication or presentation resulting from these funds shall include the following 

acknowledgment, “Supported by Texas Woman's University Small Grant Program" and will be 

posted in the Pioneer Open Access Repository at https://poar.twu.edu/. In the Fall 2018, 

Research & Sponsored Programs will request a brief report on these funds, including how these 

funds supported/enhanced your research efforts and contributed towards a proposal for external 

funding. 

Again, congratulations on your award and please let me know if you have any questions. 

Ms. Tracy Lindsay, Director of Operations 

TWU Office of Research & Sponsored Programs 

PO Box 425619 Denton, TX 76204 

Phone: 940 898-3377 

ACT 7th Floor 

https://poar.twu.edu/
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Appendix D – Interview Guide 

Jennifer Bogardus (Interviewer) 

Research Questions: 

3.  What support systems and/or resources do DPT students rely upon when 

experiencing mental health issues? 

4. What are the perceptions and beliefs of DPT students regarding their faculty advisor’s 

role in responding to and managing mental health issues? 

INTERVIEW QUESTIONS 

Neutral Opening Question: 

 -What types of challenges have been most prevalent for you as a DPT student? 

  Probing Questions: 

- What types of mental health issues have you experienced during your time in your 

DPT program? 

- Describe your experience as a DPT student with stress, anxiety, or depression 

(What has this experience been like for you as a graduate student with mental 

health issues?) 

- How has the experience of stress, anxiety, or depression impacted your 

academics? Your personal life?  Your quality of life? 

Central Question #1: 

- Describe the support systems or resources that you have felt most comfortable 

utilizing to manage the stress, anxiety or depression. 

 

o Probing Questions: 

-Describe what resources have been the most meaningful/helpful.   

-In what ways has this resource (or resources) been helpful? 

-Explain why you chose this resource (or resources) over other options. 

-Tell me about barriers you have encountered in accessing resources 

-Explain how you utilize the resources (ex: for verbal support, academic 

assistance, psychological treatment etc.) 
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Central Question #2: 

- Describe how you view the role of faculty with respect to students who are 

experiencing mental health issues. 

 

o Probing Questions: 

-How would you define the role of the faculty member with whom you 

have the highest level of comfort sharing personal information? 

(What is their role in your academic journey? Advisor, instructor, 

clinical education, Program Director etc.). 

-Explain how this faculty member has interacted with you in terms of 

anxiety, stress, or depression issues. 

-Describe how this faculty member has influenced your experience as a 

DPT student (on an academic or personal level). 

-If you do not have a strong sense of comfort with any particular faculty 

member, explain why you feel this way.  

-What could a particular faculty member do to improve the relationship? 

 

Neutral Closing Question: 

 -What else you would like to share about your experience with mental health issues? 

-What else you would like to share about your experience with the resources available to 

you during your time as a DPT student? 


