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Depression, fitness, and student 
willingness to pursue university 
counseling and alternative 
antidepressant options
Sharon Jalene, Jennifer Pharr1, Manoj Sharma1, Brach Poston

Abstract:
BACKGROUND: Depression prevalence in college students is three to six times higher than US 
adults. Counseling utilization increased by 30%–40% despite reports of student unwillingness to 
pursue therapy. Pursuance of alternative options, like exercise or meditation, is rarely reported. This 
study examined students’ willingness to seek depression treatment through university mental health 
services (UMHS) and alternative options (AO).
MATERIALS AND METHODS: This was a cross‑sectional study. Students (n = 780) completed 
a survey including validated depression and estimated cardiorespiratory fitness instruments. Yes/
Maybe/No responses regarding willingness to seek UMHS and AO were analyzed for associations 
with demographics, depression status, and fitness level. Descriptive and inferential analyses were 
employed.
RESULTS: Students were more likely to select “Yes” for AO than UMHS  (Χ2  =  104.145, 
P < 0.001). Low‑fit students (Χ2 = 8.35, P = 0.02) and those in depression treatment (Χ2 = 15.182, 
P < 0.001) selected “Yes” to UMHS more often than expected. Younger (Χ2 = 7.893, P = 0.02), 
nondepressed (Χ2 = 7.355, P = 0.03), and fit students (Χ2 = 10.617, P = 0.005) chose “Yes” while 
males selected “No” (Χ2 = 8.99, P = 0.01) more often than expected for AO. Approximately 31% of 
students reported having moderate‑to‑severe depression, 7.8% were in treatment, and 55% were 
classified as having low fitness levels.
CONCLUSIONS: The findings of this study should be considered when developing antidepressant 
programming on university campuses.
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Introduction

Depression is the leading cause of 
disability worldwide affecting an 

estimated 26 million American adults 
per year.[1] The WHO World Mental 
Health  (MH) Surveys International 
College Student Project  (2014–2017) that 
surveyed 14,371 college students from eight 
high‑income countries found the lifetime 
prevalence of depression was 21.2%  (95% 
confidence interval  [CI]: 20.2, 22.3) and 

past 12‑month prevalence was 18.5%  (5% 
CI: 17.5, 19.5).[2] Persistent low mood and 
inability to maintain normal activities 
characterize this pervasive illness, which 
is a serious chronic health condition in 
moderate‑to‑severe cases.[1] Depression is 
also a demonstrable factor in suicide, the 
second leading cause of death for individuals 
aged 10 to 34 years.[3] Of particular concern 
is young adults in higher education, whose 
incidence of depression is three[4] to six 
times higher than the US adult population.[5] 
MH disorders, including depression, can 
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negatively impact academic performance[6] and reduce 
persistence to graduate.[7] Therefore, the pursuit of 
practical and effective antidepressant interventions for 
university students is a considerable priority.

Psychological  counseling is  most  commonly 
recommended as a nonpharmaceutical depression 
intervention.[4] Accordingly, most universities offer 
on‑campus counseling[8] which can provide effective 
relief of depressive symptoms and improve academic 
performance.[8,9] The demand for university MH 
services (UMHS) rose 30%–40% between 2011 and 2015 
resulting in significant burdens on university resources, 
low counselor‑to‑student ratios, and deficits in timely 
appointments for those in‑crisis.[8] Despite substantial 
increases in demand, only 31% of college students 
with major depression reported seeking clinical care 
and only half received those services on‑campus.[10] 
Students’ reasons for not seeking counseling included 
structural barriers (e.g., time, money, and accessibility) 
and attitudinal barriers  (e.g.  stigma, distrust, and 
discomfort).[10,11] Unsupportive social networks[10] and 
the inherent competitiveness of university culture[12] 
may contribute to a lack of willingness to seek MH 
treatment. The propensity of college students to seek 
clinical treatment differs between sexes, races, and 
ethnicities, which may compound existing health‑care 
and social disparities.[10,11] Taken together, these 
observations indicate the need for expanded inquiry 
regarding college students’ willingness to seek help 
for depression.

Organized antidepressant programs including exercise 
or meditation  (alternative options  [AO]) could be 
readily implemented on college campuses using 
existing resources. A  substantial body of evidence 
supports physical exercise[13‑16] and meditation[17‑20] for 
depression treatment. For instance, physical activity 
levels were associated with improved MH status in 
clinically depressed patients[14] and 1st‑year students 
enrolled in activity‑based health education courses.[15] 
The risk of reporting depression was 2.39 times higher 
in low‑fit college students.[16] Similarly, meditation 
practice reduced stress in medical and psychology 
students,[18] undergraduates,[19] and patients with chronic 
depression.[20] Antidepressant physiological adaptations 
associated with regular exercise participation include 
neuroimmune modulations[21] and increased production 
of ß‑endorphins.[22] Furthermore, depressed individuals 
were shown to have reduced cortical volume in the 
prefrontal cortex and hippocampus[23] as well as 
dysfunctional amygdala activity.[24] A review of medical 
imaging studies determined that practiced meditators 
had increased cortical volume in the prefrontal cortex 
and hippocampus and decreased activity of the 
amygdala compared to nonmeditators.[17]

Despite the evidence supporting the antidepressant 
implications of AO, counseling remains the primary 
treatment option offered on college campuses. Reports 
from the Center for Collegiate MH[8] and relatively robust 
body of literature[9‑11] discuss student utilization and 
efficacy of counseling centers, however, nonpsychological 
student depression interventions are rarely evaluated in 
the literature.[9] This lack of scholarship may represent 
a deficit of alternative depression treatment options on 
US campuses, despite abundant evidence regarding 
relationships with reductions in depression and physical 
activity[13‑16] as well as meditation.[17‑20] Inclusion of these 
alternatives with counseling could provide practical and 
cost‑effective approaches for university stakeholders 
and depressed students. The first step, however, is to 
examine student willingness to pursue AO to alleviate 
depression symptoms. An investigation of nonstudent 
adults with chronic depression found that most 
participants were willing to engage in an antidepressant 
exercise program.[25] However, to the knowledge of the 
authors, there are no investigations regarding college 
students’ willingness to seek AO for depression relief. 
Therefore, the primary purpose of this study was to 
explore college students’ willingness to seek treatment 
for depression through UMHS and AO. The secondary 
purpose was to identify associations between student 
characteristics  (demographics, depression level and 
treatment status, and fitness level) and willingness to 
seek help. This study was novel for several reasons: (a) 
students were asked if they would be willing to seek help 
for depression through UMHS and AO; (b) depression 
estimated cardiorespiratory fitness  (eCRF) values 
were obtained using validated instruments; and  (c) 
participants attended an ethnically diverse campus.[26]

Materials and Methods

Research method and its type
This descriptive, cross‑sectional study occurred at a 
Southwestern public university during the last 3 weeks of 
the spring and fall semesters in 2018. The cross‑sectional 
design is an appropriate design when one wants to collect 
data inexpensively and quickly. It provides a snapshot 
in time and was suited for the purpose of this study.

Community and sampling
Approximately 10,000 university students at the 
Southwestern University were informed of the 
opportunity to complete the survey. A  convenience 
sample was employed in the study and consisted of 
students who responded to the survey. The spring data 
collection yielded 520 responses and 427 were added in 
the fall. Incomplete responses were removed  (spring, 
n  =  84; fall, n  =  65). In addition, 18 duplicates were 
removed. The final number of participants included in 
analyses was n = 780.

[Downloaded free from http://www.jehp.net on Wednesday, March 1, 2023, IP: 130.255.250.80]



Jalene, et al.: Student antidepressant preferences and fitness

Journal of Education and Health Promotion | Volume 10 | December 2021	 3

Entry and exit criteria
There were no specific entry or exit criteria that were 
employed. All students were eligible.

Tools
Students completed an online survey that assessed 
depression and eCRF with validated instruments. 
Additional survey questions included demographic 
measures and choices for depression‑related topics.

Questionnaire
A self‑administered survey included questions regarding 
age, sex, race, ethnicity, height, weight, sexual orientation, 
and class standing. Participants were asked to indicate 
their willingness to seek depression treatment through 
UMHS  (Yes/Maybe/No). The next question inquired 
about willingness to “seek alternative antidepressant 
treatments to therapy or medication, like exercise or 
meditation” (Yes/Maybe/No). Participants were asked 
if they were currently taking antidepressant medication 
or participating in counseling/psychotherapy for the 
treatment of depression  (In‑treatment, Yes/No). To 
determine depression, students were asked to complete 
the Patient Health Questionnaire (PHQ‑9), a validated 
depression survey.[27] To evaluate cardiorespiratory 
fitness level according to procedures outlined in a 
previous publication,[28] participants reported resting 
heart rate after five minutes of quiet sitting and exercise 
habits related to frequency, intensity, and duration.

Patient health questionnaire
The PHQ‑9 is a self‑administered, validated, nine‑question 
instrument to measure the presence and severity of 
depressive symptoms.[27] Internal reliability (Cronbach’s 
α 0.89) and test‑retest reliability (kappa of 0.84) of the 
PHQ‑9 were assessed as excellent.[27] Participants are 
asked to report a 2‑week incidence of none depression 
symptoms. Responses are scored as:  (a) 0= “Not at 
all;”  (b) 1= “Several days;”  (c) 2= “More than half 
the days;” and  (d) 3= “Nearly every day” for each 
of the questions. The sum of answers is categorized 
as:  (a) 0–4  =  minimal symptoms;  (b) 5–9  =  mild 
depression;  (c) 10–14  =  moderate depression;  (d) 
15–19  =  moderately severe depression; and  (e) 20–
27 = severe depression.[27] Scores 10 have a sensitivity 
of 88% for major depression and an 88% specificity for 
accurate diagnosis.[27] For this investigation, responses 
to the PHQ‑9 were tallied accordingly and depression 
status was assigned as no or mild depression (NO_DEP; 
scores 0–9) or moderate‑to‑severe depression (MS_DEP; 
scores 10–27).

Fitness levels
Fitness levels were assessed using a validated nonexercise 
eCRF algorithm.[28] A scientific statement from the 
American Heart Association[29] included support for the 

clinical use of the Nes et al. eCRF algorithm (2011) for an 
initial assessment of CRF as an indicator of overall physical 
health. The algorithm is comprised of variables that are 
known or easily measured for self‑report and includes age, 
weight, and height (body mass index [BMI] = weight (kg)/
[height (m)]2), resting heart rate, and a physical activity 
index  (PA‑I).[28] To obtain the PA‑I, answers regarding 
exercise frequency, duration, and intensity were scored 
and weighted according to previous publications.[28] 
The original eCRF algorithm was cross‑validated with 
laboratory measures of peak oxygen uptake levels from 
2,067 healthy adult males  (R2 = 0.59, SEE  =  5.8) and 
2193  females  (R2 = 0.57, SEE  =  5.1).[28] For this study, 
individual BMI, the PA‑I, and eCRF were calculated 
according to these procedures. For each participant, an 
age‑predicted normative CRF value for healthy adults was 
subtracted from the eCRF value. The difference (FIT_DIFF) 
was divided into two categories: (a) Fit (FIT_DIFF at or 
above age‑predicted CRF value); and  (b) Low‑Fit  (FIT_
DIFF below age‑predicted CRF value).

Data analyses methods
Descriptive and inferential statistics were analyzed using 
IBM SPSS Statistics for Windows, Version 24.0, Armonk, 
NY: IBM Corp. Because the survey was anonymous, 
students could have submitted two entries. Therefore, 
statistical comparisons were performed for similar entries 
by sex, race, sexual orientation, and height. Suspected 
duplicates (n = 22) were verified on a case‑by‑case basis, 
and 18 submissions were removed from the secondary 
data collection. The final number of participants included 
in analyses was n = 780. Descriptive statistics of student 
characteristics and willingness to seek UMHS and AO 
were performed. Student characteristics included age 
group, sex, race, ethnicity, sexual orientation, and class 
standing, as well as depression, in‑treatment, and fitness 
status. Chi‑square analyses with Bonferroni corrected 
P values determined statistically significant differences in 
student characteristics and willingness to seek assistance 
from UMHS and AO. Significance was set at an alpha 
of 0.05.

Ethical considerations
Protocols for the web‑based survey were in accordance 
with the (omitted for blind review) Office of Research 
Integrity  –  Human Subjects, Biomedical Institutional 
Review Board  (IRB), and the Helsinki Declaration 
of 1975, as revised in 2000. Due to the low risk for 
participants, the IRB granted exempt status for this study. 
By selecting “I Agree” in the online survey, participants 
gave informed consent.

Results

Approximately 31% of students reported having 
moderate‑to‑severe depression, 7.8% were in treatment, 
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and 55% were classified as having low fitness levels. 
Chi‑square analysis indicated significant associations 
between answers for the treatment options (Χ2 = 104.145, 
P < 0.001). Overall, 2.5 times more students answered 
“Yes” for AO than UMHS. Descriptive characteristics 
of the sample and distributions of answers to both 
treatment options are presented in Table 1.

Chi‑square analyses determined no significant differences 
in Yes/Maybe/No answers for UMHS and sex, age 
group, race, ethnicity, sexual and gender minority, 
class standing, or depression level. However, there was 
a significant difference between UMHS responses and 
fitness level (Χ2 = 8.35, P = 0.02). Post hoc analyses indicated 
that Low‑ Fit students were more likely to answer “Yes” 
and less likely to answer “Maybe” to UMHS than those 
who were Fit. Furthermore, students’ in‑treatment for 
depression was more likely to answer “Yes” and less 
likely to say “Maybe” to UMHS (Χ2 = 15.182, P < 0.001).

There were no significant differences in race, ethnicity, 
sexual orientation, or in‑treatment status and willingness 
to seek AO. However, males answered “No” to AO 
significantly more often than females  (Χ2  =  8.99, 

P  =  0.01). Students aged 23  years and younger were 
less likely to say “Yes” to AO (Χ2 = 7.893, P = 0.02), and 
1st‑year students were less likely to answer “Yes” to 
AO (Χ2 = 21.16, P < 0.001). Due to a significant association 
between the younger age group and being a 1st‑year 
student (Χ2 = 39.69, P < 0.001), class standing was excluded 
from further analyses to prevent multicollinearity. Those 
who reported MS_DEP were less likely to answer “Yes” 
to alternative depression treatment than individuals 
classified with NO_DEP depression (Χ2 = 7.355, P = 0.03). 
Finally, Fit students were more likely to answer “Yes” 
and less likely to answer “Maybe” to AO than Low‑Fit 
students (Χ2 = 10.617, P = 0.005) [Table 2].

Discussion

Nearly one‑third of students in this study reported 
moderate‑to‑severe depression and stated that they 
would be more than twice as likely to pursue AO than 
UMHS for relief of symptoms. The findings are higher 
than those at a large‑scale global level study where 
lifetime prevalence of depression was 21.2%  (95% CI: 
20.2, 22.3) and past 12‑month prevalence was 18.5% (5% 
CI: 17.5, 19.5).[3] This may be indicative that US college 

Table 1: Descriptive characteristics of the sample and willingness to seek depression treatments
Variable University mental health services Alternative options

Total, n (%) Yes, n (%) Maybe, n (%) No, n (%) Yes, n (%) Maybe, n (%) No, n (%)
780 (100) 236 (30.3) 388 (49.7) 156 (20) 604 (77.4) 132 (16.9) 44 (5.6)

Sex
Male 183 (23.5) 48 (26.2) 91 (49.7) 44 (24) 140 (76.5) 25 (13.7) 18 (9.8)
Female 597 (76.5) 188 (31.5) 297 (49.7) 112 (18.8) 464 (77.7) 107 (17.9) 26 (4.4)

Age group (years)
≤23 577 (74) 163 (28.2) 296 (51.3) 118 (20.5) 433 (75) 106 (18.4) 38 (6.6)
≥24 203 (26) 73 (36) 92 (45.3) 38 (18.7) 171 (84.2) 26 (12.8) 6 (3)

Race
White 276 (35) 74 (26.8) 153 (55.4) 49 (17.8) 211 (76.4) 54 (19.6) 11 (4)
Hispanic 163 (21) 54 (33.1) 77 (47.2) 32 (19.6) 123 (75.5) 27 (16.6) 13 (8)
Black 115 (14.7) 37 (32.2) 57 (49.6) 21 (18.3) 93 (80.9) 15 (13) 7 (6.1)
Asian/PI 110 (14.1) 34 (30.9) 53 (48.2) 23 (20.9) 82 (74.5) 18 (16.4) 10 (0.1)
Other 116 (14.9) 37 (31.9) 48 (41.4) 31 (26.7) 95 (81.9) 18 (15.5) 3 (2.6)

Ethnicity
Hispanic 228 (29) 73 (32) 104 (45.6) 51 (22.4) 173 (75.9) 40 (17.5) 15 (6.6)
Not Hispanic 552 (71) 163 (29.5) 284 (51.4) 105 (19) 431 (78.1) 92 (16.7) 29 (5.3)

Sexual orientation
Straight 666 (85) 193 (29) 338 (50.8) 135 (20.3) 521 (78.2) 107 (16.1) 38 (5.7)
SGM 114 (15) 43 (47.7) 50 (43.9) 21 (18.4) 83 (82.8) 25 (21.9) 6 (5.3)

In‑treatment
Yes 61 (7.8) 32 (52.5) 19 (31.1) 10 (16.4) 51 (83.6) 9 (14.8) 1 (1.6)
No 719 (92.2) 204 (28.4) 369 (51.3) 146 (20.3) 533 (76.9) 123 (17.1) 43 (6)

Moderate‑to‑severe depression
Yes 241 (31) 71 (29.5) 114 (47.3) 56 (23.2) 172 (71.4) 52 (21.6) 17 (7.1)
No 539 (69) 165 (30.6) 274 (50.8) 100 (18.6) 432 (80.1) 80 (14.8) 27 (5)

Fitness
Fit 354 (45) 90 (25.4) 194 (54.8) 70 (19.8) 293 (82.8) 45 (12.7) 16 (4.5)
Low fit 426 (55) 146 (34.4) 194 (45.5) 86 (20.2) 311 (73.0) 87 (20.4) 28 (6.6)

Asian/PI=Asian and Pacific Islander, Other=Two or more races and Native American, SGM=Sexual gender minority
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students, especially in this sample, are experiencing 
higher depression when compared to other countries. 
The finding that the students indicated that they would 
be pursuing AO instead of UMHS is also concerning as 
a recent review reported a lack of evidence regarding 
AO as a primary depression intervention.[13] There are 
numerous studies that support physical exercise[13‑16] 
and meditation[17‑20] for dealing with depression among 
college students. Hence, these modalities need to be 
supported. This concept has been supported in principle 
by health‑promoting universities movement.[30] Results 
from this survey indicate a strong preference for exercise 
or meditation to reduce symptoms of depression yet 
universities continue to focus primarily on therapy‑based 
support systems. Although there is a lack of evidence 
regarding preferences for AO in college students, 
one study reported 61.8% of chronically depressed 
nonstudent adults  (n  =  102) expressed willingness to 
participate in an antidepressant exercise program.[25] 
Conversely, more than three times as many students in 
this study said “No” to UMHS than to AO. Although 
UMHS has experienced 30%–40% increase in usage,[8] 
resistance to seek therapy is not uncommon among college 
students, even for those who are suffering.[9‑11] Indeed, 
less than one‑third of clinically depressed students 
sought treatment and only half of those through 
campus counseling.[10] Previous investigations on 
preferences for counseling also described categories 

of barriers to clinical treatment.[10,11] Findings from 
Eisenberg et al.[10] regarding barriers to seek counseling 
reported:  (a) 54.9% of students preferred to deal with 
MH issues privately;  (b) 47.3% believed high‑stress 
was normal in college; and  (c) 21.4% of respondents 
were concerned about the stigma associated with poor 
MH. Another investigation of barriers to MH treatment 
among social work students reported:  (a) structural 
issues  (time  (22%), resources  (17%), or knowledge of 
access (15.2%); (b) distrust and fear (22.8%); and (c) and 
stigma or embarrassment  (22.8%) as explanations for 
resistance to seek help through UMHS.[11]

Only one‑third of US adults with severe depression 
reported seeing a MH professional in the past year, and 
help‑seeking behaviors also differed between sex and 
race in the population[2] and college students.[10,11] In the 
current study, a greater proportion of males (9.8%) than 
females (4.4%) said “No” to AO, but overall willingness 
remained consistent regardless of sex, race, or ethnicity. 
This was somewhat surprising due to previous 
findings that  Caucasian and multiracial students 
utilize psychotherapy more frequently than others.[10] 
Nonequivalent racial distributions between studies may 
explain the discrepancy. This research was conducted at 
a highly diverse university[26] and the sample contained 
35% white, and 14.9% multiracial individuals, while the 
Eisenberg et al. (2011) sample was comprised of 65.7%, 
and 4.7%, respectively.

Table 2: Results of post hoc analyses for willingness for depression treatment options. 
Variables Yes Maybe No

AR χ2 P AR χ2 P AR χ2 P
University mental health services
Fitness status

Fit −2.7 7.29 0.03*  2.6 6.76 0.03* −0.1 0 1
Low fit  2.7 7.29 0.03* −2.6 6.76 0.03*  0.1 0 1

In‑treatment
Not in‑treatment −3.9 15.21 <0.001*  3.0 9 0.01*  0.7 0 1
In‑treatment  3.9 15.21 <0.001* −3.0 9 0.01* −0.7 0 1

Alternative options
Sex

Male −0.3 0 1 −1.3 1.69 0.43  2.8 7.84 0.02*
Female  0.3 0 1  1.3 1.69 0.43 −2.8 7.84 0.02*

Age group (years)
23 or younger −2.7 7.29 0.03*  1.8 3.24 0.2  1.9 3.61 0.16
24 or older  2.7 7.29 0.03* −1.8 3.24 0.2 −1.9 3.61 0.16

Fitness status
Fit  3.2 10.24 0.01* −2.9 8.41 0.01* −1.2 1.44 0.49
Low‑fit −3.2 10.24 0.01*  2.9 8.41 0.01*  1.2 1.44 0.49

Depression
NO_DEP  2.7 7.29 0.03* −2.3 5.29 0.07 −1.1 1.21 0.55
MS_DEP −2.7 7.29 0.03*  2.3 5.29 0.07  1.1 1.21 0.55

*Indicates statistical significance. Survey questions for willingness: If you felt depressed, would you seek help through university mental health services (yes/
maybe/no)? Alternatives=If you felt depressed, would you seek alternative treatments to therapy or medication (like exercise or meditation) (yes/maybe/no)? 
Abbreviations. Fit=At or above age‑predicted cardiorespiratory fitness level. Low\−fit=Below age‑predicted cardiorespiratory fitness. NO_DEP=PHQ‑9 score 0-9. 
MS_DEP=PHQ‑9 score 10-27. In‑treatment=Currently in depression treatment (counseling or medication). AR=Adjusted standardized residual, P=Statistical 
significance, NO_DEP=No or mild depression, MS_DEP: Moderate‑to‑severe depression, PHQ‑9=Patient Health Questionnaire‑9
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Participants who were in treatment for depression said 
“Yes” more often to counseling on campus, however, 
no relation was found between MS_DEP and “Yes” 
answers to UMHS. Although these findings may seem 
contradictory, it is not unusual for depressed students 
to avoid clinical treatment.[10] Indeed, nearly one‑third 
of students in this study reported depression, but very 
few (7.8%) were currently in treatment. Unfortunately, 
those who might benefit the most, students with 
moderate‑to‑severe symptoms, were also less willing 
to pursue exercise or meditation for relief. Indeed, those 
with low‑fitness were more likely than fit students to 
answer “Yes” to seeking help through UMHS. Evidence 
indicates that depression can result in low physical 
functioning and a lack of interest in physical activity.[13] 
Conversely, fit students were more likely to answer 
“Yes” to AO. This evidence presents an opportunity for 
universities to further assist depressed students through 
educational campaigns on the antidepressant benefits of 
a physically active lifestyle.

Exercise and meditation may also help with test anxiety 
that may be associated with depression. A  study by 
Bolbolian et  al. among college students explored its 
relationship with academic procrastination.[31] Physical 
activity and meditation programs may improve the 
concentration among students and help them overcome 
such test anxiety also.

Limitations
The current study had several possible limitations. 
Multiple alternative antidepressant modalities beyond 
exercise and meditation exist; however, suggestions 
were limited to only accessible, on‑campus options. 
Investigators could consider including questions 
regarding socioeconomic status and other factors that 
may impact the willingness to seek depression treatment. 
Finally, this was a cross‑sectional study design so 
temporal associations cannot be ascertained.

Implications for practice
The findings of this study are quite important for 
practitioners working in the area of college health. 
There is a definitive need to systematically build, 
consolidate, and expand AO programs such as regular 
exercise and meditation classes on campus. Almost every 
college campus has a student recreational center which 
should be leveraged to offer quality programming in 
these areas. So that students are motivated to take these 
classes and proactively participate in such efforts, these 
programs should be evidence‑based or based on robust 
behavioral theories.[32] The use of behavioral theories 
helps in identifying modifiable constructs and easy 
replicability, enhances chances of behavioral change 
success, and improves programmatic efficiency and 
efficacy. College faculty can also play an important role 

in emphasizing the role of AO to their students. It is 
imperative that the faculty should be actively invited 
to play such a role. College leadership must also play a 
significant role in sending this message and developing 
policies in this regard on campuses. Both educational 
and organizational policy efforts will go a long way 
in actively addressing the problem of depression on 
campuses.

Conclusions

College students expressed substantially more willingness 
to seek AO than counseling. Unfortunately, little is 
known to substantiate these findings. Authors of a recent 
systematic review regarding the efficacy of university 
MH programs stated their exhaustive search for 
literature, unfortunately, yielded no evidence regarding 
nonpsychological MH interventions.[13] The lack of 
original research may represent a deficit of noncounseling 
depression interventions on college campuses. Based 
on the rising prevalence of MH complaints, practical 
limitations of university offerings, and pervasive lack of 
student willingness to seek counseling, it is reasonable 
to argue that AO should be included in depression 
interventions. In addition to reducing symptoms, both 
AO may act to prevent depression onset. So that future 
antidepressant programming aligns with student needs, 
student willingness to pursue treatment options should 
be thoroughly explored. This undertaking would require 
an interdisciplinary effort including administration, 
UMHS, and experts in Psychology, Kinesiology, 
Education, and Public Health. To conclude, the crisis 
of college student depression requires a broadened 
evidence‑based approach informed by the preferences 
of those who are suffering.
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