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ABSTRACT 

This study explored the basic needs of autonomy, competence, and relatedness using 

Self-Determination Theory (Ryan & Deci, 2017) in Canadian Armed Forces members to 

better understand the impact of job-specific struggles on their mental wellness. When 

these basic needs are violated, the individual may either act out in aberrant ways, or 

experience a negative impact on their mental health. Participants (n = 44) completed 

questionnaires assessing basic needs (BPNSF-WD), and depressive symptomatology 

(QIDS-SR16). A multiple regression was conducted to assess the relationship between 

basic needs and self-reported symptoms of depression. Results indicate that there was an 

inverse significant relationship between basic needs and depressive symptoms (F(4, 39) 

= 2.83, p = .04, r2 = .23). Autonomy was the most significant predictor of depression (t = 

-2.34, p = .03). As autonomy satisfaction scores increased, symptoms of depression 

decreased. Recommendations for applied counselling practice and future research were 

discussed.  

Keywords: Self-Determination Theory, Canadian Armed Forces, depression, 

mental wellness, autonomy, competence, relatedness. 
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Chapter I: Introduction 
 

Background of Study 

 The focus of this thesis will be on the men and women who serve within the 

combat arms of the Canadian Armed Forces (CAF), and as such it is important to 

explain the basic structure of the Canadian Military. The combat units of the CAF are 

made up of members who serve in the Army, Navy, or Airforce. Within these trades, 

there are two groups of forces: Primary Reserve (part-time members); and Regular Force 

(full-time members). Both groups consist of commissioned members, known as Officers, 

and Non-commissioned Members (NCM’s). The difference (generally speaking) 

between Officers, and NCM’s is, Officers are in a commanding position, where NCM’s 

most often are not. Moreover, their work responsibilities, salaries, and place within 

chain of command are also very different.  

The non-combat units of the CAF are made up of a myriad of different jobs like: 

public relations, medical professionals, cyber security officers, and human resources, 

amongst others. As of January 2018, the combat units of the CAF have 66, 570 Regular 

Force members, and 27, 008 Primary Reserve members, bringing the total to 93, 578 

individuals serving and protecting Canadian rights and freedoms (National Defence and 

the Canadian Armed Forces, 2018).  

Men and women who serve in the CAF face a unique set of challenges. They 

work in a unique culture with its own set of morals, values and defining characteristics 

(English, 2004). Many individuals develop deep bonds with fellow members, where 

those who are not part of this culture could not understand, but which is quintessential to 

members’ mental resiliency and sense of self (English, 2004; Harrison & Albanese, 

2016; Montgomery, 2017). 
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These unique set of challenges will be explored through the theoretical 

orientation of Self Determination Theory (SDT). SDT asserts that there are three basic 

needs all humans must achieve in order to feel fulfilled, self-actualized, and connected to 

others in their lives. The three needs are autonomy, competence, and relatedness (Ryan 

& Deci, 2017). It can be argued that one of the most fundamental parts of our experience 

in life is contained within the desire to seek out and maintain connectedness to others 

(Deci & Ryan, 2000; Hagerty et al., 1992; Maslow, 1943; Ryan & Deci, 2017).  

Research has shown that those who fail to develop this connectedness to others, 

will be at a greater risk of developing mental health issues like depression and suicidal 

ideation (Bryan & Heron, 2015; Bryan et al., 2013; Fisher et al., 2015; Holttum, 2017; 

McBeath et al., 2018; McCallum & McLaren, 2011; McLaren et al., 2007; Sargent et al., 

2002; Steger & Kashdan, 2009). Recently, the CAF has taken steps to address suicide 

rates among members and veterans through educational programs, social supports, and 

easier access to intervention programs (National Defence and the Canadian Armed 

Forces, 2017). Yet, according to the Surgeons General Report, in 2015 the rate of 

suicide amongst male regular force members was 24.9 per 100,000 members (Rolland-

Harris et al., 2016). In comparison, suicide rates amongst males in the general Canadian 

population in 2015, as reported on the Statistics Canada website, was 18.4 per 100,000 

(Statistics Canada, 2019). As suicide continues to be a problem among active military 

members, it is important to explore what factors could be contributing to such alarming 

rates of depression and suicidality in this population.  

The current research will explore the nature of the relationship between combat 

CAF members and veteran’s self-reported basic needs scores (autonomy, competence, 

and relatedness), and self-reported symptoms of depression. 
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Research Question 

Is there a statistically significant relationship between combat CAF members and 

veteran’s self-reported basic need satisfaction scores (autonomy, competence, and 

relatedness), and self-reported symptoms of depression? 

Research Objectives 

1. To investigate if there is relationship between self-reported basic need 

satisfaction and self-reported depression scores among combat trade 

Canadian Armed Forces members and veterans. 

2. To help inform best practice in working with depression and work 

satisfaction within the CAF. 

3. To extend existing literature to the CAF-specific population. 

4. To help inform best practice when working with military clients in a 

counselling setting. 

Key Terms 

Self-Determination Theory 

Autonomy 

Relatedness 

Competence 

Depression 

Resilience 

Combat Arms 

Canadian Armed Forces  
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Chapter II: Literature Review 

 The following chapter presents a literature review conducted with the intention to 

conceptualize sense of belonging, depression, and suicidal ideation through the lens of 

Ryan and Deci’s (2017) Self-Determination Theory (SDT).  Abraham H. Maslow’s 

work, Maslow’s Hierarchy of Needs (1943) was the first known reference to discuss the 

importance of belonging to a person’s psyche and to understand a person’s motivations. 

As such, a short introduction to Maslow’s Hierarchy of Needs will be presented, 

followed by an in-depth explanation of SDT, and its methodology. 

 This literature review was conducted using the University of New Brunswick’s 

electronic library reserves. Specifically, using the following databases: PsycINFO, 

PsycARTICLES, PsycTESTS, Academic Search Premier, CINAHL, MEDLINE, 

SocINDEX, Violence & Abuse Abstracts, and Women’s Studies International to locate 

relevant articles. 

Maslow’s Hierarchy of Needs 

 Abraham H. Maslow, a humanistic psychologist, was interested in understanding 

the specific needs individuals required to reach self-actualization. Maslow (1943) 

described this “'general-dynamic' theory” (Maslow, 1943, p. 371) a blend or 

amalgamation of many of the influences of the time such as Functionalism, Gestalt 

psychology, Holistic Psychology, and the dynamic interplay of competing motivations 

and desires of Freudian psychoanalysis and Adlerian individuality.  

Physiological Needs 

Maslow (1943) argued that every human being is striving to reach self-

actualization, which can be described as the innate human desire to find self-fulfillment 

in whatever it is a person is meant to be and do. He argued that to progress towards this 



 5 

self-actualized state, a person must first have basic physiological needs met. Maslow 

(1943) described these physiological needs as maintaining the body’s natural state of 

“homeostasis” (p. 372). This state includes proper hydration, maintenance of blood 

sugar levels, proper protein and fat levels, and satiation of urges like hunger and thirst 

(Maslow, 1943).  

Safety Needs 

The Safety and Security Needs encompass an individual’s need to maintain a 

sense of inner balance, wherein a person is free of threats of physical safety through 

means of illness, or violence for example (Maslow, 1943). If an individual is able to 

proceed through life and have these needs met, then they are one step closer to being 

able to self-actualize.  

Love Needs 

Love needs are the next set of needs that need to be met, and the ones that are of 

most interest to this research. Maslow (1943) explained this need for love in the 

following way: 

Now the person will feel keenly, as never before, the absence of friends, or a 

sweetheart, or a wife, or children. He will hunger for affectionate relations with 

people in general, namely, for a place in his group, and he will strive with great 

intensity to achieve this goal. He will want to attain such a place more than 

anything else in the world and may even forget that once, when he was hungry, 

he sneered at love. (p. 381) 

 Maslow (1943) drew the association between the unmet need for love, belonging, 

and connection as one of the fundamental factors in individuals who experience 

maladjustment problems, as well as those who experience more severe psychopathy. He 
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argued that if a person’s need for love, connection and emotional intimacy is never met, 

the individual may experience challenges reaching self-actualization.  

 

 Esteem Needs 

 The Esteem needs encompass an individual’s desire to have a consistent, and 

grounded sense of liking or appreciating themselves. This sense of self-worth is based of 

reality, meaning they have actually achieved or contributed to something that garnished 

self-respect, as well as respect from others (Maslow, 1943). Further, Maslow (1943) 

theorized that esteem needs could be broken down into two categories: (i) desire for 

achievement and confidence, and (ii) desire for prestige (p.381). Meeting the esteem 

needs are crucial in moving towards self-actualization. When these needs are met, 

individuals feel “self-confidence, worth, strength, capability and adequacy of being 

useful and necessary in the world” (Maslow, 1943, p. 382). Understandably, if a person 

never develops this sense of self-appreciation, and recognition they may spend a lifetime 

searching for the inner sense of meaning, and thus belonging. 

Self-Actualization 

 Self-actualization is essentially reaching a state of self-fulfilment. This sense of 

self-fulfilment has a taste of individuality; for one person it may mean being a football 

player, another a stay-at-home dad. Self-actualization can be a state that is maintained, 

or one that is visited briefly. If an individual’s basic needs are not met, then self-

actualization will stop until the individual is able to satisfy that need again. For example, 

if an individual’s purpose is to be a singer, but they get a sore throat and lose their voice 

(violating both safety and physiological needs), they will be unable to experience that 

state of self-actualization again until they have recovered from the cold (Maslow, 1943). 
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Self-Determination Theory 

 Ryan and Deci (2017) explained that SDT is a theory grounded in the idea that 

social conditions can either assist or be detrimental to a person’s capacity to thrive in 

their lives. SDT attempts to understand both the motivators that enable a person to 

achieve connection, achievement, growth and happiness, as well as those in which keep 

a person stuck such as anti-social behaviours, and isolation.  

Further, Ryan and Deci (2017) suggest that every human has a fundamental 

desire to thrive, connect, and have integrity within their relationships with others. In 

order to achieve this basic desire, a human must have three basic needs met in an 

environment where creativity, exploration, safety and autonomy is promoted. These 

basic human needs are as follows: (i) autonomy, (ii) competence, and (iii) relatedness. 

Autonomy is described as the need to have self-control, direction, and a role over one's 

actions or life. Ryan and Lynch (1989) described autonomy ultimately as a person 

making decisions on their own volition. Specifically, where a person’s behaviours or 

actions are promoted by their own motivations, desires, formulated thoughts and 

schemas. Having this basic need met, is one of the necessary conditions in developing 

connectedness to others, because it allows for genuine interest, compassion and a 

wholehearted approach to life (Ryan & Deci, 2017, p. 10). Competence, which is an 

individual’s need to feel a sense of mastery or deep conceptual understanding of how to 

live and lead their lives. Ryan and Deci (2017) argue, this sense of competence is the 

driving force behind motivation, imagination, and the inquisitive nature of humans. 

Simply put, the desire to understand, and make sense of the world around us. 

Relatedness speaks to individuals’ needs to feel social connection, or sense of belonging. 

Specifically, “by feeling connected to close others and by being a significant member of 
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social ground, people experience relatedness and belonging” (Angyal, 1941 as cited in 

Ryan & Deci, 2017, p. 11).  

Basic Needs 

Ryan and Deci (2017) postulated that if a person is subjected to an environment 

where these needs are not met due to a controlling, negative, or isolating environment, 

then a person will begin to display as antisocial, demotivated, aggressive, and frustrated. 

In short, an individual will begin to move away from the basic desire for connection to 

others, and towards a more self-centered state of being due to the constant negative 

reinforcement they are receiving in their environments.  

This idea that human beings have a set of basic psychological needs is both 

intuitive, and controversial at the same time. Specifically, that it is possible for 

psychological needs to be as necessary as basic biological needs are to a human being’s 

ability to thrive as water, food, and sunlight are (Ryan & Deci, 2017, p. 81). 

Psychological needs were first studied and understood within the context of 

experimental psychology through the works of Maslow (1943), Goldstein (1939), Hull 

(1943) and Murray (1938) to name a few (as cited in Deci & Ryan, 2000; Ryan & Deci, 

2017). Murray (1938), who was one of the first in the field of psychology to study the 

impact of needs claimed that needs were based on mostly psychological driving forces 

based upon things that a person may want to acquire. He stated that: 

A need is a construct ( a convenient fiction or hypothetical concept) which stands 

for a force (the physio-chemical nature of which is unknown ) in the brain 

region, a force which organizes perception, apperception, intellection, conation 

and action in such a way as to transform in a certain direction an existing, 

unsatisfying situation. A need is sometimes provoked directly by internal 



 9 

processes of a certain kind (viscerogenic, endocrinogenic, thalamicogenic) 

arising in the course of vital sequences, but, more frequently (when in a state of 

readiness) by the occurrence of one of a few commonly effective press (or by 

anticipatory images of such press). Thus, it manifests itself by leading the 

organism to search for or to avoid encountering or, when encountered, to attend 

and respond to certain kinds of press. It may even engender illusory perceptions 

and delusory apperceptions (projections of its imaged press into unsuitable 

objects). Each need is characteristically accompanied by a particular feeling or 

emotion and tends to use certain modes sub-needs and actones) to further its 

trend. It may be weak or intense, momentary, or enduring. But usually it persists 

and gives rise to a certain course of overt behaviour (or fantasy), which (if the 

organism is competent and external opposition not insurmountable ) changes the 

initiating circumstance in such a way as to bring about an end situation which 

stills (appeases or satisfies) the organism (as cited in Murray & McAdams, 2007, 

p.123-124).  

 From this work, Hull (1943), an experimental psychologist, countered that needs 

were more an innate process; he postulated that “that the task of psychology is to 

understand molar behavior by linking it to the organism’s primary needs and the 

conditions in the environment relevant to them. He specified a set of innate 

physiological needs (e.g., for food, water, sex) that are based in non-nervous-system 

tissue deficits, give rise to drive states, push the organism into action, and must be 

satisfied for the organism to remain healthy” (as cited in Deci & Ryan, 2000, p.228). As 

previously mentioned above, Maslow (1943) studied needs in terms of a well-organized 

hierarchy that, if achieved, will lead individuals towards self-actualization. These needs 
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were both psychological, physiological and social in nature. SDT theorists in contrast, 

conceptualize these needs as “innate, organismic necessities”, who “define needs at the 

psychological rather than physiological level” (Deci & Ryan, 2000, p.229). Moreover, to 

understand needs from an SDT perspective, we must conclude that these innate 

necessities are necessary for optimal human functioning, including being able to achieve 

things like the potential for “growth, integrity, and well-being” (p. 229). However, 

SDT’s conceptualization of needs is different than the others in that it is not deficit 

driven. Thus an individual does not need to be lacking something in order to find the 

motivation to acquire it (Ryan & Deci, 2017).  

Although the conceptualization of needs has changed and evolved over time, as 

people continue to navigate competing demands in their lives, one basic understanding 

remains; each and every one of us has a specific requirement or amalgamation of these 

needs to lead a happy and fulfilling life (Ryan & Deci, 2017). An in-depth description of 

these basic needs and how they relate to members in the CAF will now be discussed. 

Autonomy 

Autonomy is one of the central concepts of SDT. It can be broadly defined as an 

individual's capacity to do and act as they want informed upon their own volition, free of 

coercion or control (Ryan & Deci, 2017). From an SDT perspective, autonomy can be 

used synonymously with other concepts such as will, and self-determination which is 

motivated by the self. These motivations can come from both intrinsic (internal) or 

extrinsic (external) sources.  

Intrinsic motivation comes from an individual’s inherent interest in the subject at 

hand; the persons complete this task for the fun of it (Ryan & Deci, 2000a; 2000b). In 



 11 

fact, the authors go on to state that finding a task that you feel intrinsically motivated to 

do is a necessity for all human beings: 

From birth onward, humans, in their healthiest states, are active, inquisitive, 

curious, and playful creatures, displaying a ubiquitous readiness to learn and 

explore, and they do not require extraneous incentives to do so. This natural 

motivational tendency is a critical element in cognitive, social, and physical 

development because it is through acting on one’s inherent interests that one 

grows in knowledge and skills (Ryan & Deci, 2000a, p.56) 

Studies have shown that students in classrooms where they are excessively controlled, 

ended up reporting less intrinsic motivations (initiative and drive to complete tasks), and 

had more problems learning material, especially those complex and abstract concepts 

that inherently require intrinsic motivation to complete (Benware & Deci, 1984; 

Grolnick & Ryan, 1987 as cited in Ryan & Deci, 2000a). It could be expected that 

individuals who serve in the military may experience a similarly low degree of 

autonomy in their work, as much of their lives are controlled by orders given by the 

chain of command. 

In contrast, Ryan & Deci (2000a) elucidated that extrinsic motivation, refers to 

doing a task due to other reasons such as external expectations (parents or spouses), 

avoiding perceived negative consequences (completing homework in order to pass 

class), or following a command or order (Ryan & Deci, 2000b). Extrinsic motivation is 

unique in that it exists on a continuum, wherein it begins as a completely external 

process which is governed by rewards/punishment and compliance/resistance to tasks 

and eventually integrates into an individual’s set of core values as something that they 
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would like to complete or achieve (Ryan & Deci, 2000a). A categorization of these two 

types of motivation can be seen below in Figure 1.  

To recap, when a person is motivated, they will be moved to complete a task, or 

goal (Ryan & Deci, 2000a; 2000b). If a person is not moved to complete a task, the 

person can be considered amotivated; the reasons for this lack of motivation will vary 

individual to individual, but likely has to do with the degree to which the individual 

values the task at hand (Ryan & Deci, 2000b). The amount to which the individual has 

integrated the task to which they are being asked, demanded, or enabled will determine 

the degree to which they are motivated to engage in the task (Ryan & Deci, 2000a; 

2000b). Simply put, once the person sees the task as something they intrinsically want, 

then compliance to complete the task will increase. In this way, motivation can be 

understood on the continuum below: A task that can start as being extrinsically 

motivated, over time can become something a person inherently wants to do, and thus 

intrinsic and autonomous in nature.  
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Figure 1 

Visual Explanation of Intrinsic and Extrinsic Motivations 

 

TYPES OF 
MOTIVATION   
 
 
LOCUS OF 
CONTROL   Impersonal    External          Internal 
 

INTERNAL  Lack of buy in;         Feel like have to               Wanting to  
FEELINNG   Unmoved to           for external reasons          because it  
   complete a task          (i.e: have to complete       aligns with 

Participate.            homework to                     your values. 
   pass class)      

    
                
Note. For a more in-depth explanation please see Ryan & Deci, 2000a. 

Competence 

Ryan and Deci (2002) described competence as “feeling effective in one’s 

ongoing interactions with the social environment and experiencing opportunities to 

exercise and express one’s capacities” (p. 7). They explain that this need for competence 

can push people to challenge themselves, which is informed by intrinsic motivation 

(White, 1959; Ryan & Deci, 2000a; Ryan & Deci, 2002; Vansteenkiste et al., 2006). 

White (1959) initially drew the conclusion that individuals seek out tasks which 

challenge them in order to achieve a sense of mastery, or competence in their lives. The 

author stated that in seeking this competence individuals attain a sense of efficacy over 

their lives, which can lead to greater feelings of satisfaction and ultimately, it could be 

argued, happiness. As Vansteenkiste et al (2006) explained, if students are overly 

criticized when they begin learning new concepts, or try new behaviours, they will be 

Amotivation Extrinsic Intrinsic 
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less likely to make further attempts at completing the task. Vansteenkiste et al (2006) 

further elucidated that this sense of amotivation comes from the need for competence 

being jeopardized; the heavy dose of criticism outweighs the positive feedback, and 

sense of self-efficacy they experience in attempting the new skill. Similarly, many 

military members may identify with this need for a softer approach to criticism when, 

for example, trying new trade specific tasks for the first time. 

Relatedness  

Relatedness - otherwise known as sense of belonging - has been defined by Ryan 

and Deci (2017) as the reciprocal act of being responsive and sensitive to others, and 

others to you as an individual. SDT theorists propose, that relatedness has to do with 

caring for, and being cared for. Others have defined relatedness in simple terms such as 

“relatedness is a psychological construct whereby the individual will feel socially and/or 

emotionally connected with other(s)” (Perlman et al., 2017, p.1027). Hagerty et al. 

(1992) expanded on this, and defined sense of belonging as “the experience of personal 

involvement in a system or environment so that persons feel themselves to be an integral 

part of that system or environment” (p. 173).  Fisher et al. (2015) noted that sense of 

belonging has also been understood in terms of social support, and a sense of fitting into 

other social networks such as with friends, family, and vocationally. 

Although there is some variation in how theorists conceptualize relatedness, what 

emerges is the sense that feeling like you can relate or belong with other people is 

crucial to overall wellness for human beings. Additionally, as with competence, the idea 

of relatedness is intertwined with the concept of motivation. Ryan and Deci (2017) went 

on to explain that, a large portion of human behaviour and motivation to complete tasks 

is interconnected in either an overt or covert manner to gain the acceptance, approval or 
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connection to others: relatedness. Indeed, from an SDT perspective, this capacity to 

relate helps to solidify and engrain the values necessary to generate intrinsic motivation 

that is necessary to get involved in things that will further generate the sense of 

relatedness. However, the authors warn that it is simply not enough for human beings to 

feel connected to each other to have this need met, rather they long for the sense of 

unconditional love from others. Without this sense of unconditional love, and acceptance 

an individual will search through his or her life without being truly satisfied (Ryan & 

Deci, 2017). 

Relatedness and Depression. Although the definitions of sense of relatedness or 

sense of belonging vary, what can be said with conviction is that relatedness is a 

fundamental and necessary part of the human condition. It is of interest in this specific 

study, due to its ties to resilience (Perlman et al., 2017; McLaren et al., 2007), and 

overall mental wellness (Hagerty et al., 1992; Fisher et al. 2015; McCallum & McLaren, 

2011; Steger & Kashdan, 2009). That is, individuals who experience a sense of 

belonging, relatedness or connectedness to others experience lower self-reported 

symptoms of depression and suicidal ideation across a myriad of studies such as, Bryan 

and Heron (2015), Bryan et al. (2013), Fisher et al. (2015), Holttum (2017), McBeath et 

al. (2018), McCallum & McLaren (2011), McLaren et al. (2007), Sargent et al. (2002) 

and Steger & Kashdan (2009).  

Depression, and suicidal ideation are some of the most commonly reported issues 

that many Canadians report suffering with (Statistics Canada, 2019). The American 

Psychiatric Association’s Diagnostic and Statistical Manual for Mental Disorders Fifth 

Edition (DSM – V) defines Major Depressive Disorder (MDD) in the following way: 
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A. Five (or more) of the following symptoms have been present during the same 2 – 

week period and represent a change from previous functioning; at least one of the 

symptoms is (1) depressed mood or (2) loss of interest and pleasure: 

1. Depressed mood most of the day, nearly every day, as indicated by either 

subjective report or observations made by others. 

2. Markedly diminished interest or pleasure in all, or almost all, activities most 

of the day nearly every day (subjective, or observed). 

3. Significant weight loss when not dieting or weight gain or decrease or 

increase in appetite nearly every day. 

4. Insomnia or hypersomnia nearly every day. 

5. Psychomotor agitation or retardation nearly every day (observed by others, 

not just subjective). 

6. Fatigue or loss of energy nearly every day. 

7. Feelings of worthlessness or excessive or inappropriate guilt (which may be 

delusional) nearly every day (not merely self-reproach or guilt about being 

sick). 

8. Diminished ability to think or concentrate, or indecisiveness, nearly every 

day (either by subjective account or as observed by others). 

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal 

ideation without a specific plan, or suicide attempt or a specific plan for 

committing suicide.  

B. The symptoms cause clinically significant distress or impairment in social, 

occupational, or other important areas of functioning.  
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C. The episode is not attribute to the physiological effects of a substance or to 

another medical condition (American Psychiatric Association, 2013, p. 160-161). 

In this study, the working description of “depression” will be based off these criteria as 

outlined by the American Psychiatric Association in the DSM-V (2013). Through an 

SDT lens, understanding these intrapersonal problems that are hallmarks of depression, 

boil down to the lack of these three basic needs being met, in specifically relatedness 

(Ryan & Deci, 2017). Without this sense of connection being made with others, it can 

lead to a breakdown of self-esteem, self-efficacy, and lowered sense of self-worth (Ryan 

& Deci, 2000a; Ryan & Deci, 2002; Ryan & Deci, 2017). 

These findings are especially salient, as members of the CAF are at an increased 

risk for depression and suicidal ideation than the general public (Statistics Canada, 

2019). Through data collection and analysis of the results gathered in this study, the 

hope is to identify and isolate which of the basic needs are being met and provide 

suggestions for policy reform to help accommodate these needs being met. 

Canadian Military Culture 

 Throughout my search for empirical evidence that spoke to Canadian military 

members' experience, there were few peer-reviewed articles. Much of the literature 

spoke to the American military system, and the American military experience. Although 

these systems are similar, there are some marked differences which will be explored in 

this section. This lack of research is another reason why the present study is important, 

as it will add to the Canadian specific military context and experience. 

Military Organizational Attitudes 

In order to understand how the military culture works, we must first address the 

specific values, attitudes, and beliefs the military adopts which in turn informs the 
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promoted culture (English, 2004). As Ryan and Deci (2017) asserted that understanding 

the broader culture, or social context in which basic needs and behaviour acts itself out 

is integral to developing a deeper understanding of the forces at play. They explain that 

each social context that we as human beings interact with (work, school, religion, family 

life) is more broadly shaped by the culture in which these contexts are nestled within 

(Ryan & Deci, 2017). That is, just as English (2004) explained, the “values, pressures, 

reward structures, and norms” that are adopted of the culture in question (Ryan & Deci, 

2017, p. 562). Moreover, from an SDT perspective, culture and the individual are 

indivisible; a person’s development of self comes from the constant interaction with the 

culture and the values, norms and beliefs adopted by it. English (2004) corroborated this 

idea and explained that organizational culture as it relates to the CAF exists in tandem 

with the broader cultural norms that are accepted, promoted and adopted.  

Changes Post World War II 

English (2004) explained that after the second world war (WWII), the CAF faced 

a series of systemic changes, as it began to demobilize and integrated the Royal 

Canadian Navy, the Royal Canadian Airforce, and the Canadian Army into one unit to 

form what we know today as the Canadian Armed Forces. Moreover, during the 1980’s 

and 1990’s the CAF continued to face more changes as they faced significant 

downsizing, entering into a time of peace and stabilization (English, 2004).  

During this time of great change, the CAF became more Americanized, with the 

main difference being their access to sophisticated weapons and equipment which was 

impacted due to lack of funding (English, 2004). Much of this is due to what Granatstein 

(1993) attributes to proximity and political alliances; Canadian and American military 

move in sequence with each other in support of one another (as cited in English, 2004). 
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Up until the early 2000’s CAF served mostly as peacekeepers, however after 

deployments to Afghanistan following 9/11, the challenges and roles the CAF faced 

were much different and littered with danger (Harrison & Albanese, 2016). As politics, 

and national involvement began to change and evolve, the role that Canada’s military 

played ultimately changed from being one of peacekeeping, to fighting, and terrorism 

prevention (Harrison & Albanese, 2016; English, 2004). This theme persisted into the 

2000’s, as the Canadian and American military alliance grew stronger and global threats 

became more dire and fierce. 

Evolving Military Roles and the Effects on Mental Health 

 In the 1980’s, following the Vietnam War, the term post-traumatic stress disorder 

(PTSD) was used to coin the set of symptoms that many of the Vietnam War veterans 

were experiencing as a way to de-stigmatize it (Montgomery, 2017). Although this was 

the first time the trauma response was recognized in the American Psychiatric 

Association’s DSM, the idea of soldiers returning from combat experiencing mental 

health challenges was far from a new idea. Terms like “shell shock”, and “battle 

exhaustion” were commonplace amongst doctors who were working hands on with this 

group of individuals (Montgomery, 2017, p. 12). Following the incorporation of PTSD 

as a recognized mental “disorder” there has been a significant push from the military to 

change the name from post-traumatic stress disorder, to post-traumatic stress injury, but 

to date of the last publication of the DSM, (the DSM-V, published in 2013), the 

description remains the same (Harrison & Albanese, 2016).  

 Gifford, Hutchinson, & Gibson (2011) described a diagnosis of PTSD to be 

considered appropriate for CAF members if two specific criteria are met: “(1) 

experiencing or witnessing events involving actual or threatened death or serious injury, 
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or threat to the physical integrity of self or others; and (2) an emotional response of 

intense fear, helplessness, or horror” (p. 205).  

Although this criterion is much less exhaustive as the formal criterion in the 

American Psychological Association’s DSM-V (2013), what remains the same is the 

experience of witnessing serious injury or threatened death to self or others, and the 

sense of a strong emotional reaction to the experience itself. Thus, it is not surprising 

that individuals who have been diagnosed with PTSD often experience comorbidity with 

anxiety and depression (American Psychological Association, 2013). For many 

individuals returning home this can look like: frequent outbursts of anger, withdrawn 

behaviour, marked persistent feelings of paranoia towards others, hypervigilance, risk-

taking behaviour (multiple sexual partners, drug use, gambling, substance abuse), 

heightened feelings of anxiety, tendency to startle easy, and in some cases suicidal 

ideation and attempts, to name a few (Montgomery, 2017; Harrison & Albanese, 2016; 

American Psychiatric Association, 2013; English, 2004). 

As CAF members roles shifted from peacekeeping to fighting, and took on a 

more defence orientated role on mission’s post 9/11, the resurgence of mental health 

related challenges began to rise. Members began to return home from deployment 

suffering from intense mental injuries that were acquired as a result of their experiences 

on tour, most commonly symptoms of  PTSD described above, comorbid with 

depression and anxiety (Harrison & Albanese, 2016; Gilford et al., 2011; English, 2004).  

Members and veterans of the CAF continue to struggle with mental health 

challenges. As Jetly & Herber (2011) explained soldiers who experience a mental health 

issue while serving can be divided into three main groups. First, there are a large number 

of soldiers who present with mental health related issues are those of which whom have 
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had a pre-existing mental illness, but that with the added combat related stressors of 

being on tour, they experience a decline in adaptive functioning. Secondly, the group of 

soldiers who present with an illness for the first time during deployment, but that may 

not have had anything to do with the deployment itself: schizophrenia, or bipolar 

disorder to name a few. Finally, the last category is comprised of the trauma-specific 

group wherein exposure to a combat-related stressor results in soldiers experiencing the 

more commonly acknowledged combat related issues like Adjustment Disorder, ASD, 

and PTSD (Jetly & Herber, 2011, p. 154). 

To add salience to this growing narrative, Montgomery (2017) relayed from a 

2007 Toronto Star article that of the 2,700 soldiers screened after Afghanistan, 28% had 

symptoms of mental health problems (p. 205). Sadly, in 2009 the Toronto Star published 

statistics provided by Veterans Affairs Canada (VAC), wherein they relayed that about 

one in five of those who were deployed to Afghanistan (police officers, and soldiers) 

sought release due to PTSD or other pervasive mental health issues (as cited in 

Montgomery, 2017, p. 205). Moreover, Harrison and Albanese (2016) explained that 

many of the soldiers returning from tour came back different people. With many 

experiencing mood and depression related issues like: withdrawn affect, anger and 

irritability, anxiety, withdrawal from social activities and family life, and marital issues. 

Comorbidity of Depression and PTSD 

It is important to note that in this study PTSD diagnosis will not be assessed – 

the focus being on depression – but that in the context of the military, depression is often 

times comorbid with PTSD (Beliveau et al., 2019; Irwin et al., 2014; King et al,, 2020; 

Richardson et al., 2019; Xue et al., 2015).  It has been found that previous experience of 

depression has been identified as a risk factor for developing PTSD (Beliveau et al., 
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2019; Richardson et al., 2019; Xue et al., 2015). In a recent study, military personnel 

who experienced depression in the 12 – months leading up to a deployment, and then 

experienced deployment – related trauma, were more likely to experience depression 

after the fact (Beliveau et al., 2019). To further illustrate the connection between these 

two disorders, in a sample of 341 CAF members and veterans, 73.5% self-reported 

symptoms that were indicative of PTSD, and 66.9% depression (King et al., 2020).  

The effects of depression on the lives of those who experience it is cascading, 

and interlocking. Many cope with substance abuse, to numb the pain and turmoil inside; 

depressive symptoms in males was found to be a significant predictive factor to long 

term substance use, as a coping mechanism to deal with symptoms relating to 

depression, and PTSD (Fetzner et al., 2013). Irwin et al. (2014) identified that 

depression (anxiety and substance abuse) acted as a moderating variable for military 

veterans, experience of PTSD and chronic pain.  

In the context of the military, we can see how symptoms of depression (low 

affect, low mood, de-motivation and lethargy) can keep individuals stuck in the cycle of 

PTSD, and substance abuse playing a significant role into why they do not attend 

physiotherapy sessions, counselling, and other interventions aimed at helping veterans 

cope and work through their trauma. Depression, and PTSD continue to be the most 

common diagnosis among CAF members, but are also highly comorbid with each other 

(Richardson et al., 2019).  

Although clinically PTSD and depression are different, it is important to note and 

acknowledge the connection between the two diagnoses in a military context. What can 

be gleaned from these studies is that depression may inhibit resilience to workplace 

related stress, and trauma. Thus, if CAF members are experiencing high self-reported 
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rates of depression it indicates an increased risk for development of worsening 

symptoms depressive symptoms, and could be at risk for an eventual diagnosis of PTSD 

if there is continued exposure to stress inducing situations, diminished coping, and lack 

of resources. This in turn could impact military retention and would likely impact the 

morale and overall experience for those who are experiencing depression.  

Relatedness as a Protective Factor for Depression in CAF Members. 

Relatedness or sense of belonging as it is more commonly conceptualized, is one of the 

most fundamentally critical parts of our social, and communal experience as human 

beings (Ryan & Deci, 2017). Without a sense of belonging or relatedness to others, a 

group, within a job, or with family or friends, the chances of experiencing loneliness, 

isolation, and depression can increase (Ryan & Deci, 2017). Bryan and Heron (2015) 

built on this notion through a study wherein U.S. military personnel were assessed to 

better understand the protective factors that helped mitigate depression and other 

symptoms of PTSD. The authors found that “it may be that belonging to a cohesive 

group with shared task commitment protects members from negative cognitions and 

emotions by refocusing attention on accomplishing the group’s task, i.e., belonging and 

task cohesion encourage action and problem-directed coping” (p. 353). Further, Bryan et 

al., (2013) found that sense of belonging acted as a moderating variable for the effects of 

exposure to combat-related stressors on suicidal ideation amongst members of the U.S. 

Air Force. That is, it was shown to limit the effects of the stress on the personnel, with 

the authors stating that “findings highlight the importance of fostering social support and 

belongingness with others, whether that occurs within the context of family, friends, or 

the unit, especially among older military personnel” (p. 1228). Fisher et al (2015) 

discovered that amongst 116 U.S. veterans, those who experienced lower sense of 
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belonging scores were more likely to experience higher self-reported rates of depression, 

hopelessness, suicidal ideation, and prior suicide attempts. Holttum (2017) analyzed five 

recent papers that discussed military members and the factors that positively contributed 

to overall mental well-being. From these studies, she concluded that for those military 

members who are returning to civilian life or returning from tour, a sense of connection 

or belonging to social groups is essential to successful reintegration and mental 

resiliency. These findings were further corroborated by Mota et al., (2018), who 

interviewed active duty female members of the CAF, and found that sense of belonging 

was one of the most important factors to feeling a sense of satisfaction and well-being 

both at home and at work.  

 Although many of these studies focused on U.S. based military and veterans 

(Bryan & Heron, 2017; Bryan et al., 2013; Fisher et al., 2015; Holttum, 2017), the 

relationship between relatedness and depressive symptoms appears to be evident. It is 

my hope to add to this growing body of literature by providing a Canadian specific lens 

and attempt to understand if there are other protective factors other than relatedness – 

like autonomy and competence to depressive symptoms in CAF members and veterans.  

Anticipated Major Findings 

 I anticipate that the major findings for this population of interest in terms of the 

correlation between need satisfaction and depressive symptoms would be: (a) 

participants will have higher relatedness satisfaction scores than competence or 

autonomy satisfaction; (b) autonomy to be the lowest ranked satisfaction score; and (c) 

higher rates of depressive symptoms will positively correlate to less basic need 

satisfaction and vice versa. 
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CHAPTER III: Methodology 

Research Design 

 A correlational research design was used to identify the relationship among basic 

satisfaction needs (relatedness, autonomy, competence) and self-reported depression 

scores. These variables were measured using the following self-report measures: The 

Basic Psychological Need Satisfaction and Frustration Scale – Work Domain (BPNSFS 

- WD, see Appendix A) and the Quick Inventory of Depressive Symptomatology 16-

item Self-Report (QIDS-SR16, see Appendix B). 

Participant Characteristics  

The participants (n=44) were current members of the CAF and veterans, of both regular 

and reserve force. I  reassigned the codes generated from SurveyMonkey for participant 

Id (EG: 11644673559) to a numeric number from 1- 44. This was done manually on 

SPSS. Next, I manually changed the demographic responses as follows: 

• Gender: Female (1), Male (2), Transgender (3), and Gender non-conforming (4);  

• What is your age? 18-25 (1), 26-30 (2), 31-35 (3), 36-40 (4), 41-45 (5), 46-50 

(6), 51-55 (7), 56-60 (8), 61-65 (9), and Over 65 (10);  

• Current CAF (1), CAF Veteran (2);  

• Regular Force (1), Reserve Force (2);  

• Non-Commissioned Member (1), Officer (2);  

• Army (1), Navy (2), and Airforce (3).  

In order to control for accuracy, I had the Excel spreadsheet open at the same time as the 

SPSS data view and was cross checking the transformed response to the raw data.  
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Method 

Snowball Sampling 

 A snowball sampling method was used to access individuals in the CAF. 

Snowball sampling method as essentially promoting inclusion in a study through word 

of mouth; that is, one participant takes part in the study and then refers another 

participant within the same interest group. Baltar and Brunet (2011) explain that 

snowball sampling “is a useful methodology in exploratory, qualitative and descriptive 

research, especially in those studies that respondents are few in number or a high degree 

of trust is required to initiate the contact” (p. 60). Sheu et al. (2008) found that snowball 

sampling proved to be an effective tool in promoting participation of nurses who had 

experienced medication administration errors. The researchers postulated that this could 

be because through referral of word of mouth from trusted co-workers, friends, and 

colleagues there was an inherent heightened level of trust present.  

Knowing that one of the challenges of sampling this population could be 

perceived judgement from peers or possible job specific retribution, I believe utilizing 

this sampling method promoted anonymity, trust, and ease of access as participants were 

able to participate in the safety and security of their own homes.  

Minimizing Harm 

Confidentiality is one of the most important and integral components of the 

counselling process (CCPA, 2015). As in the counselling relationship, researchers must 

be diligent to protect the rights of research participants. It is of upmost importance to me 

as a researcher to work to uphold these ethical values I endorse in the counselling 

process. As such, I took the following measures to minimize harm. 
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Protecting Identity. No identifying information (unit numbers, or specific date 

of birth), or contact information was obtained from the participants (e.g., phone 

numbers, emails, addresses). Instead, participants were assigned a number and basic 

demographic information (See Appendix C) was collected, namely (age, sex, trade 

(Army, Navy or Airforce), status (active member, or veteran) and, regular or reserve 

force. 

Protecting Privacy. Data was gathered through Survey Monkey, an online 

survey platform, so that participants could complete the self-report questionnaires from 

the comfort of their own home. Once data was gathered, it was downloaded off Survey 

Monkey, and moved onto an external hard drive which was password protected and 

encrypted. Only myself, and my supervisor had access to the raw data. 

Providing in Depth Informed Consent  

Prior to completing the self-report measure participants accessed the informed 

consent webpage (see Appendix D) which outlined: (1) my name, affiliations and 

contact information; (2) the goals of the present study; (3) the scales administered; (4) 

the reliability and validity of the measures; (5) where the results will be published; (6) 

what kind of information will be published; (7) respect and promotion of autonomy (free 

will) in terms of participants being able to quit at any time; and (8) the steps taken to 

maintain participants’ anonymity described above. 

Providing Appropriate Debriefing Form  

Participants were sent with a debriefing form immediately upon completion (see 

Appendix E) which provided contact information for myself and my supervisor, should 

they want a summary report of the research findings. 
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Data Collection 

I used both my personal contacts (and their contacts), as well as social media 

advertisements to find participants. Data was collected on an online survey site called 

Survey Monkey. Participants were provided with a direct link to the study which 

presented the following information, in the following order: informed consent, 

demographics, BPNSFS, QIDS-SR16, and the debriefing form. 

Projected Sample Size 

The minimum required sample size was calculated, by G*Power, an open access 

statistical software program (Faul, Erdfelder, Lang et al., 2007; Faul, Erdfelder, Buchner 

et al., 2009), using an effect size of f = 0.15, a = 0.05, and 1- b = 0.080 using 6 predictor 

variables (autonomy satisfaction, autonomy frustration, competence frustration, 

competence satisfaction, relatedness satisfaction, and relatedness frustration). Using this 

formula, G*Power computed an estimated sample size to produce statistically significant 

results as N = 98. To account for outliers, and missing data I attempted to obtain N = 

120 for the purpose of this study. 

Actual Sample Size. Although I had intended to have 120 participants in this 

study, the impact of the COVID-19 pandemic during data collection, and the resultant 

barriers for contact this created rendered it impossible to reach this sample size in the 

timeline outlined. Due to the inability to reach the intended number of participants, I 

consulted with supervisors and recalculated projected sample sizes using G*Power.  

Due to issues with data collection (which will be discussed below), only four 

predictor variables were able to be utilized. With this new information, the minimum 

sample size was predicted using an effect size of f2 = 0.15, a = 0.05, and 1-b = 0.080 
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using four predictor variables (autonomy satisfaction, autonomy frustration, competence 

satisfaction, and relatedness frustration). The result was N = 85. In discussions, the 

decision was made to increase the effect value to  f2 = 0.30, because I wanted to be able 

to identify those variables which had the largest effect on depression scores. Under these 

parameters (f2= 0.30, a = 0.05, 1- b = 0.080) with four predictor variables, the minimum 

projected sample size was N = 45. Under these parameters the sample size was met, and 

data collection ceased in June 2020.  

Data Analysis 

 Data was analyzed using SPSS Software. I conducted a multiple regression 

analysis to achieve a better understand of the relationship between basic needs and 

mental wellness within CAF members. As Warner (2013) explained, utilizing a multiple 

regression can help to illuminate answers to questions that involve more than one 

predictor variable. In this case, I loaded all four predictors into the regression model at 

the same time (fixed model linear multiple regression), and  analyzed how depression 

scores were influenced by all four predictor variables (autonomy satisfaction, autonomy 

frustration, competence satisfaction, and, relatedness frustration). By utilizing this 

approach, I ascertained what amount of variance is accounted for by all of the predictor 

variables.  
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Instruments 

 The instruments used and information on the tests’ validity and reliability is 

described below. 

BPNSF - WD 

 The Basic Psychological Need Satisfaction and Frustration Scale (BPNSF), is a 

scale originally created by Chen et al. (2015) as a way for researchers to utilize a reliable 

and valid scale that could measure the degree to which individuals’ basic needs were 

being met, or not met. I obtained the BPNSF through the Self Determination Theory 

website, the Center for Self Determination, which offers the BPNSF for free to users. 

The BPNSF is an open access scale, which the authors have modified, to have the 

questions about the participants experience of basic need satisfaction and frustration at 

work, but also in romantic relationships, physical exercise, physical education, sport, 

education, and training (Center for Self Determination Theory, 2019). The BPNSF has 

versions for adults, children, and individuals with intellectual disabilities in Dutch, 

English, Chinese, Spanish, Portuguese, Japanese, French, Italian, Turkish, Hebrew, 

Serbian and German (Center for Self Determination Theory, 2019).  

 The Basic Psychological Need Satisfaction and Frustration – Work Domain 

(BPNSF – WD) measure was used, which was created through modifications from the 

general scale by Chen et al, (2015) and Schultz, Ryan, Niemiec, Legate & Williams 

(2015). The BPNSF – WD is a 24-item Likert scale where participants rate their 

experience from 1 – 7, where 1 (“strongly disagree”), 4 (“neutral”), and 7 (“strongly 

agree”) (Chen et al., 2015; Schultz et al., 2015). The BPNSF – WD contain six 

subscales, comprised of four items: autonomy satisfaction, autonomy frustration, 
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competence satisfaction, competence frustration, relatedness satisfaction, relatedness 

frustration.  

Although new, the BPNSF shows promising psychometric properties, with Del 

Valle et al. (2018) finding high internal consistency with a = 0.90 for the basic needs 

satisfaction subset, and a = 0.86 for the basic needs frustration subset. Moreover, Costa 

et al. (2017) and Del Valle et al. (2018) found through an exploratory factory analysis 

that the six-factor structure proposed by Chen et al. (2015) was an acceptable fit for the 

model. Costa et al. (2017) further elucidated that the reliability of the constructs all 

proved acceptable in that they produced Cronbach alpha scores of a = 0.77 - 0.87.  Both 

Costa et al. (2017), and Del Valle et al. (2018) concluded that the BPNSF has acceptable 

reliability (in that it is measuring what it means to measure across time and population), 

as well as adequate convergent and discriminant validity (that the scale consistently 

measures what it is supposed to measure, and correlates to items it should correlate to).  

QIDS-SR16 

 The Quick Inventory of Depressive Symptomatology Self-Report, 16 item scale 

(QIDS-SR16) is a newly developed measure (Rush, Trivedi, Ibrahim et al., 2003) from 

the 30 – item Inventory of Depressive Symptomatology Self-Report (IDS-SR30), which 

was developed by Rush, Gullion, Basco et al. (1996), as a way to measure depression in 

outpatient population. Respondents are to indicate on a scale from 0 (“no noticeable 

symptoms”) to 3 (“very noticeable symptoms”) on a variety of measurable behaviours 

and emotional states. The IDS-SR30 is a well-established measure, and psychometric 

investigations have found that the abbreviated QIDS-SR16 has strong internal 

consistency with a = .86 (Rush, Trivedi, Ibrahim et al., 2003, p.573). Moreover, the 



 32 

QIDS-SR16 correlated highly with the IDS-SR30 (r = .96), and another well-established 

measure of depression the Hamilton Rating Scale for Depression (HAM-D), with r = .86 

(Rush, Trivedi, Ibrahim et al., 2003, p. 573).  

The QIDS-SR16 has been validated for use with military veterans in the United 

States. Surís et al. (2016), administered the QIDS-SR16 to 242 male and female veterans 

with combat-related PTSD in an effort to substantiate whether or not the scale could 

measure what it was meant to in this specific population. Indeed, Surís et al. (2016) 

found that participants who were diagnosed with and experiencing a major depressive 

episode scored higher on the QIDS-SR16 than those who were not (p. 18). The authors 

concluded that the QIDS-SR16 stood up well against the gold-standard for assessing 

PTSD, the Clinician Administered PTSD Scale (CAPS; Blake et al., 1995) as well as 

another gold-standard for assessing major depressive episodes, the Structured Clinical 

Interview for DSM-IV-TR Axis I Disorders (SCID-IV; First et al., 2001). Moreover, the 

authors concluded that with the military veteran sample the QIDS-SR16 worked very 

well as a screening tool; that is the higher the score on this instrument, the more likely 

the participant would meet diagnosis criteria for a major depressive disorder. 
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CHAPTER IV: Results 

Transforming Data 

To transform the data, all the individual responses were downloaded as an Excel 

document. The downloaded file was moved to an external USB which was password 

protected. I created two folders within the USB: Working data foler where all 

identifying information was removed, and a raw data folder. Both folders & documents 

within the folder were password protected. Next, I opened the excel document using 

Statistical Package for the Social Sciences (SPSS) version 25 and saved the .sav file 

password protected in the working data folder within the external USB. Once the data 

was secure, I began the transformation process. Upon investigation, participant 45 

signed the informed consent, and then did not answer any questions on the survey but 

submitted the questionnaire. As a result, this participant was removed from the data set, 

bringing the total sample size to forty-four participants (n = 44).  

BPNSF – WD 

 Issues with Subscales. Once the data was downloaded, it was discovered that 

there was missing data for questions 23 & 24 of the BPNSF – WD scale. These two 

questions were not uploaded onto the Survey Monkey domain. These were part of the 

competence frustration, and relatedness satisfaction subscales, respectively. Upon 

consultation with supervisors, it was determined that these two subscales would be 

omitted from the analysis, leaving four intact: autonomy satisfaction, autonomy 

frustration, competence satisfaction, and relatedness frustration.  

 Missing Values. Upon investigation, participant 37, on BPNFS-WD Q10 

(autonomy frustration) did not record an answer. Due to the fact this scale requires a 

specific answer (i.e. 1, not 1.76), I ran descriptive statistics on the autonomy frustration 
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subscale to find the mode (the most frequent value recorded by all participants), Mode = 

4.  Next, I found the mode for participant 29 across the subscale, Mode = 4. With both 

the sample mode, and participant mode equalling the same value, I replaced the missing 

value with 4. 

 Reverse Scoring. Items on the frustration scale were reverse scored (2, 5, 6, 8, 

10, 11, 15, 18, 17, 20, 22 & 23). Participants were to rate how strongly they agreed with 

a statement, from 1 (“strongly disagree”) to 7 (“strongly agree”). On the satisfaction 

subscale (ex: (4.) I feel that the people I care at work about also care about me), higher 

scores reflect higher levels of satisfaction, whereas on frustration subscale (ex: (2) I feel 

excluded from the group I want to belong to at work) higher scores indicate lower 

satisfaction. These items were reverse scored to allow the total scores for the BPNSFS-

WD to reflect a higher degree of satisfaction across all subscales. Reverse scoring was 

computed manually, as follows: 7(1), 6(2), 5(3), 4(4), 3(5), 2(6), & 1(7). The same 

method for controlling for error was employed; I had the Excel document open at the 

same time and double-checked the scores as they were being transcribed. 

QIDS – SR16 

 Transforming Data. On each question of the QIDS – SR16, participants 

responses came through in long form (i.e. 2 - I eat somewhat less often or lesser 

amounts of food than usual.), rather than the numeric response (i.e. 2). As such, I went 

through in the data view function of SPSS and manually changed to the numeric 

response, by deleting the words behind the number. To control for computational errors, 

the Excel spreadsheet was open beside SPSS and was used to double check responses 

before moving onto the next column. 
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 Duplicate Answers. Upon investigating the responses for the QIDS – SR16, I 

found that for questions 6 & 7, and 8 & 9, many participants recorded an answer for 

both. Prior to completing these questions, participants were asked to answer one, but not 

both. Upon further investigation, it appeared that participants were recording 0 for one 

(indicating no change), and then a numeric value for the other. It is plausible that 

participants were confused by the instructions, or the platform would not allow them to 

move forward without indicating a response. Although this was tested during an initial 

trial run, it is possible participants computers with outdated software would not allow for 

an answer to be blank. As such, I went through case by case and determined which 

responses would be kept, and which would be removed. Please see Table 1 in Appendix 

F for a detailed description of problems encountered, and actions taken to transform the 

data.  

Descriptive Statistics 

Demographic Information 

 The sample size of this study was n = 45 after removing participant 45, working 

sample size was n = 44. In this study, 88.6% of the sample were current CAF members, 

while 11.4% were veterans. In regard to gender identity, 90.9% of participants identified 

as male, 6.8% identified as female, and 2.3% identified as transgender. Most of the 

sample fell between the ages of 26-30 (40.9%), followed by 31-35 (27.3%), 18-25 

(25%), 36-40 (4.5%), and 46-50 (2.3%). In regard to commission status, 63.6% of 

participants were NCM, while 36.4% were officers. Most participants were in the army 

(97.7%), with the remainder in the Navy (2.3%).  In this sample, 95.5% were regular 

force, and 4.5% were reserve force. The self-reported ethnicities in this sample were: 
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Acadian, Black, Canadian, Caucasian-Canadian, Caucasian, Haitian, Hispanic-Slavic-

European, Italian, Korean, Latino-Canadian, South Asian, and White. 

BPNSF – WD 

Due to incomplete subscales within the measure, due to a computer error, only 

autonomy frustration (AF), autonomy satisfaction (AS), relatedness frustration (RF), and 

competence satisfaction (CS) were assessed. Participants could receive a maximum 

score of 28 on each subscale. The sample yielded the following information: AS (M = 

15.77,  SD = 3.58), AF (M =15.64, SD = 4.24), RF (M = 20.91, SD =3.09), and CS (M 

= 20.59, SD = 3.22).  

QIDS – SR16 

Scoring of the QIDS- SR16 suggests that higher scores represent more 

troublesome symptoms of depression. Specifically, participants scores can be understood 

in the following ways: 0 = “None” (QIDS- SR16 score 0-5), 1 = “Mild” (QIDS- SR16 

score 6-10), 2 = “Moderate” (QIDS- SR16 score 11-15), 3 = “Severe” (QIDS- SR16 score 

16-20), and 4 = “Very Severe” (QIDS- SR16 score 21-27) (Rush et al., 2003). Findings 

revealed 27.27% of the sample had no depressive symptoms, 31.82% had mild 

symptoms, 15.91% had moderate, 13.63% had severe, and 11.36% had very severe self-

reported depressive symptoms. The descriptive statistics for the scale are M =10.02, SD 

= 6.24, indication that on average, the sample being investigated was experiencing mild 

symptoms of depression at the time of participation. 

Regression BPNSF – WD and QIDS – SR16 

 I conducted a preliminary analysis to screen the data for violations of the 

assumptions of a multiple regression. These assumptions are that each predictor variable 



 37 

should (a) have a normal distribution, (b) equal sample sizes, (c) a linear relationship 

with one another, and (d) approximately equal variances (Warner, 2013, p. 554-555).  

Screening for Normal Distribution 

A histogram was computed on each predictor variable being used (AF, AS, RF, 

and CS), and then running descriptive statistics to check the skew and kurtosis of the 

distributions of each subscale. The results of this investigation yielded the following: (a) 

AS subscale was somewhat normally distributed, with skewness of -0.66, (SE = 0.36) 

and kurtosis of 0.92 (SE = .70) ; (b) AF subscale had normal distribution with a 

skewness of -0.01 (SE = 0.36), and kurtosis of 0.03 (SE = 702) ; (c) RF subscale had a 

leptokurtic distribution, with a negative skew, with a skewness of -.73 (SE = 0.36) and 

kurtosis of 4.63 (SE = 0.70); and (d) CS subscale had a somewhat leptokurtic 

distribution, with a slightly positive skew, with a skewness of 0.14 (SE = 0.36) and 

kurtosis of 1.52 (SE = 0.70) (See Figure 2).  

Tabachnick and Fidell (2013), stated that any distribution with kurtosis of greater 

than +/- 2.00 should be considered problematic, and investigated. Kurtosis is 

problematic because it suggests that the distribution of data is not normal. It is indicative 

of a sample that has scores clustered in the tails, thus violating normalcy of distribution. 

As a result, I attempted to transform the RF subscale to control for the kurtosis, utilizing 

traditional methods like square root, reciprocal, and log10 functions on SPSS. All of 

these methods resulted in creating a much larger kurtotic value, so the decision was 

made to leave the data as is after consultation with supervisors. The rationale for this 

decision is discussed in the next chapter. 
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Figure 2 

Distribution of Scores on the BPNFS – WD Subscales 

 

 

Note. Histograms showing the distribution of scores on the BPNSF – WD subscales AS, 

AF, RF and CS.  

Assessing for Equal Sample Size 

 Descriptive statistics were run, and it was ascertained that there were no missing 

values, meeting the assumption of equal sample size for each predictor variable. 

Linear Relationship 

 To assess linearity of relationship, four scatterplots were run to assess if there 

was an obvious linear relationship between the predictor variables, and the QIDS-SR16. 

There appeared to be a slight, linear relationship between the predictor variables, and the 

dependant variable. See Figure 3.  
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Figure 3 

BPNFS-WD Predictor Variables on QID-SR16 Scores 

  

  

Note. Scatterplots demonstrating the relationship between the BPNFS – WD predictor 

variables on the QID-SR16 scores. 

 Investigating Assumption of Equal Variance 

Analysis was conducted to assess whether there were any outliers within the 

sample that could affect the degree to which relationships could be detected between the 

predictor variables, and QID-SR16 scores. This was done by transforming each subscale 

to z-scores. Tabachnick and Fidell (2013) stated that any z-score of +/- 3.25 is 

considered an outlier, and provided instruction detailing steps to be taken to transform 

the data so that any effects of the outlier(s) would be minimized.  

After z-scores were computed, scores were sorted in ascending order, and the 

subscales were investigated. Only one subscale yielded an outlier on the RF subscale, 
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with Participant 38’s z = 3.85, or a self-reported score of RF = 9. Tabachnick and Fidell 

(2013), indicate that in situations such as these, that scores be transformed, and changed 

to one value below the next highest score. In this data set, the next highest score is RF = 

17. RF score for Participant 38 was changed to 16, as per instructions.  

Initial Correlations 

Correlations were conducted to investigate the relationships between variables 

prior to conducting the fixed model linear multiple regression. It was ascertained that 

there was a significant inverse correlation between the measure for depression (QIDS-

SR16), and the autonomy satisfaction and competence satisfaction subscales. Autonomy 

satisfaction positively correlated to autonomy frustration, and competence satisfaction. 

Finally, relatedness frustration positively correlated to competence satisfaction. Please 

see Table 2 below for the Pearson r correlation matrix of the four predictor variables 

with the QID-SR16 scale. 

Table 2   

Correlation Matrix Between BPNFS – WD Subscales, and QID-SR16 (N = 44)   

 1 2 3 4 5 M SD 

1. QID – SR16 __ -.38* .05 -.08 -.33** 10.02 6.24 

2. AS Subscale  ___ .40* .03 .39* 15.77 3.65 

3. AF Subscale   ___ .25 .05 15.73 4.27 

4. RF Subscale    ___ .36* 21.20 2.65 

5.CS Subscale     ___ 20.52 3.22 

Note. Significant correlation with (*p < 0.01; ** p < 0.05) 
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Multiple Regression 

A linear multiple regression was conducted to investigate how much of the 

depression scores could be accounted for or explained by the scores on the BPNSF-WD. 

Results of the linear multiple regression indicated that there was a statistically 

significant effect between AS, AF, RF, and CS on depression (F(4, 39) = 2.83, p = .04, 

r2 = .23). The individual predictors were further investigated, and this investigation 

indicated that AS was the significant predictor in the model (t = -2.34, p = .03). This 

suggests that of the four predictor variables included in the regression, AS had the 

greatest effect on depression scores. Specifically, it had an inverse linear relationship, 

that is, as autonomy scores increase, depression scores decrease. Please see Table 3 for 

the correlation coefficients from the regression model.  

Table 3 

Summary of Regression Analysis for Variables Predicting Depressive Symptoms (N = 

44) 

Note:  *p  <  .05 
 

 Self-Reported Depression symptoms 

Variable B SE B β t 

AS Subscale -.69 .30 -.41 -2.34* 

AF Subscale .35 .24 .24 1.45 

RF Subscale  -.15 .38 -.07 -.40 

CS Subscale -.32 .33 -.17 -.97  

R2    .23 

2.83* F for change in R2 
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Collinearity was assessed, and was deemed to be normal (AS Subscale, 

Tolerance = 0.66, VIF = 1.52; AF Subscale, Tolerance = 0.74, VIF = 1.36; RF Subscale, 

Tolerance = 0.76, VIF = 1.311, and CS Subscale, Tolerance = 0.68, VIF = 1.46). Next, a 

Durbin – Watson statistic was conducted to investigate autocorrelation (assumption of 

independent errors), which resulted in a Durbin – Watson value of 1.69. Tabachnick and 

Fidell (2013) stated that Durbin – Watson statistics between 0 – 2 indicate that the data 

has been tested for independence of errors, and there is no substantial risk of 

autocorrelations.  
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CHAPTER V: Discussion 

In the following section results, recommendations for future research, and 

limitations will be discussed.  

Results 

Rationale for Leaving Kurtotic Data 

The rationale to leave the data untouched in the RF subscale centered around the 

fact that transformation did not assist in normalizing the sample, and moreover, a 

leptokurtic distribution on the RF subscale, intuitively made sense. These results suggest 

that many participants self-reported similar degrees of relatedness, which clustered 

around a score of 20/28. Relatedness, as described above is the degree to which a person 

feels connected, part of, and included in a group (Ryan & Deci, 2017). Given the 

defining attributes of this sample (military members), it could make sense that many of 

the participants felt connected to others at work, due to the inherent nature of the 

military as a specific group, and the sense of comradery it breeds (English, 2004). 

Testing the Null Hypotheses 

 Due to the incomplete scale, it was not possible to validate any of the original 

hypotheses which were: (a) participants will have higher relatedness satisfaction scores 

than competence or autonomy satisfaction; (b) autonomy to be the lowest ranked 

satisfaction score; and (c) higher rates of depressive symptoms will positively correlate 

to less basic need satisfaction and vice versa. 

Discussion will centre on what appears to be two trends amongst the data that 

emerged. (a) Once reverse scored, relatedness frustration (which would in theory reflect 

some degree of satisfaction) was marginally higher than all other domains; and (b) the 

autonomy subscales were the lowest scored, meaning this was where participants 
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experiences the most frustration in meeting this basic need, but without the competence 

satisfaction or relatedness satisfaction subscales, this cannot be substantiated further.  

Autonomy as a Protective Factor for Depression 

The results of the multiple regression suggest that autonomy satisfaction is the 

most significant predictor of depression, when compared against autonomy frustration, 

relatedness frustration and competence satisfaction. This was surprising, as it was 

originally postulated that relatedness would be the greatest protective factor, against 

depression symptoms. Moreover, much of the research found in conducting this 

literature review and subsequent thesis project was focused on relatedness as being a 

protective factor in depressive symptoms, with little focus being given to autonomy.  

Results of this study suggest that autonomy could have a similar protective 

impact on depressive symptoms. Research is limited on the role of autonomy satisfaction 

as a protective factor for depression, however in the few studies that could be isolated 

there is some evidence that autonomy has played a role in mental well-being. Hill & 

Pettit (2013) found that lower self-reported autonomy satisfaction scores was correlated 

to higher thwarted belongingness and perceived burdensomeness, which has been shown 

to be correlated to higher degrees of suicidal ideation. Bartholomew et al. (2011), found 

that higher degrees of autonomy satisfaction predicted higher levels of positive affect, 

whereas lower levels of autonomy satisfaction predicted lower levels of affect. That is, 

the more autonomous a person was, the better they felt. Similarly, Moore et al. (2020), 

found in their study that students who were highly self-critical, with low autonomous 

motivation (wanting to do something on own volition) linked directly to the 

development of depressive symptoms. Finally, Van Assche et al. (2016) found that 

autonomy satisfaction was positively related to self-reported sense of vitality and quality 
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of life, and negatively related to feelings of anxiety. Moreover, those participants who 

experienced lower levels of autonomy satisfaction (i.e. autonomy frustration) showed a 

significant positive relationship with feelings of aggression. 

Ryan and Deci (2017) asserted that in order to be fulfilled, growth oriented, and 

goal driven all three basic needs must be met for an individual. The combination and 

degree to which an individual ranks and provides importance to these needs vary from 

case-to-case, but that all three are necessary for human flourishing. Interestingly, 

autonomy is necessary in order to reach the growth, and goals that all humans are driven 

to achieve. The authors asserted that autonomy support in one’s life (being able to act 

out in autonomous ways across the varied domains of a person’s life) is a predictor for 

being able to reach fulfillment of the other two needs. That is, if a person feels able to 

pursue their lives the ways in which they see fit, they are more likely to make choices 

that will propel them onward to vocational settings, people, and interests that will help 

fulfill their needs (Ryan & Deci, 2017, p. 247). 

Relevance to Counselling  

Respect for client autonomy is one of the six core ethical principles that 

counsellors are bound by as per the CCPA’s Standards of Practice Fifth Edition (2015), 

the results of this research serve as a reminder the importance of promoting, respecting, 

and finding ways to bolster our client’s autonomy both in their lives outside the 

counselling office, as well as inside the office. Ryan and Deci (2017) postulated that the 

satisfaction of basic needs leads to higher functioning, fulfillment, and overall well–

being. They asserted that satisfaction of these needs can act as a mitigation to 

experiences of depression, anxiety, and other problems with fulfillment, goal 

achievement, and well – being in life.  
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As therapists, every day we will work with clients who are experiencing these 

symptoms and may struggle with how to provide interventions that can produce real 

tangible change. Thus, it is important to find nuanced ways to influence the lived 

experiences of our clients. We also have an ethical duty to provide the best possible care 

to our clients from diverse backgrounds. The military is a very unique culture, in that 

their lived experiences are very different from their civilian counterparts. CAF members 

face significant exposure to adverse working conditions that many civilians will never 

have to face such as, time spent in the field with exposure to elements, and working with 

equipment that is inherently dangerous (explosives, weapons), to name a few. CAF 

members are at an increased risk for suicide (Statistics Canada, 2019), which should 

make it a priority for healthcare providers, management, and researchers alike to better 

understand their unique experiences in an effort to support members during, and after 

their careers. The findings from this study provide some insight into how autonomy 

could play an integral role in promoting their well-being, and serve as an important 

reminder for counsellors to find ways where autonomy can be bolstered and integrated 

within the therapeutic setting. 

Opportunities to promote client autonomy may occur in different ways. In 

session, this could stand out in some very small ways during initial contact, like 

allowing clients the autonomy to pick the place they would wish to sit, and what time 

works best for them. In the therapeutic session counsellors can promote client autonomy 

through exploring areas like: (1) defining their own therapeutic goals; (2) encouraging 

our clients to direct the session in the places where they are willing, and ready to go; (3) 

present our client’s with numerous options for an intervention and then seeing which 

feels right for them; and (4) adopting a collaborative approach, and facilitating a 
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relationship where clients feel safe to assert their autonomy, and negotiate ways forward 

with their counsellor in the session.  

For clients from a military background, it would be important to explore the 

ways in which they can find autonomy within their lives within the confines of the 

military’s rules and culture. It would be important for counsellors to provide 

encouragement and explore the ways in which they could give themselves permission to 

do so. For example, an individual from the CAF presents in counselling as depressed, 

and anxious because they are finding their daily requirements of physical training are 

getting in the way of being able to balance their home life. After understanding the rules 

and requirements of the physical training, it might be helpful to explore with the client 

ways in which they could incorporate their family into physical training that would 

honour their autonomy, such as a nightly run or bike ride, or joining a fitness class 

together. Any solution where requirements for work are met, but also allow for more 

quality time with family members. Another solution could be for the client to stay at 

work over the lunch hour and workout, so that when they are done for the day, they can 

be present with their families. As therapists it will be important to understand the unique 

daily occupational requirements placed on military personnel and how these demands 

impact not only individual mental health, but also tax their family as well. 

For those who are pursuing counselling for trauma–based reasons, it would be of 

even more importance to promote and ensure autonomy is validated, promoted, and 

upheld. For many clients who experience traumatic events on the job, this sense of 

agency being violated (not having a choice or any control) could explain in part why 

they are struggling (American Psychological Association, 2013). 
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By brainstorming and paying attention to our clients basic needs, these kinds of 

solutions could allow the client the autonomy to pick, without judgement, the solution 

that best suits them, we can take steps towards building a strong working alliance, and a 

life where despite their circumstances, they can lead a value filled, meaningful life.  

Recommendations to the Canadian Armed Forces 

 A main recommendation of this study is that the CAF review the structure of the 

work environment and find ways within the organization to promote the autonomy of 

military personnel across rank, and trade. An example of what this could look like is as 

follows: When CAF members are supposed to go out into the field, have two separate 

rotations of troops that could complete the task, and allow personnel from each troop to 

swap with each other, so that if it did not work for the personnel due to family demands, 

plans, etc. they have the opportunity to have autonomy within their job requirements. 

Promoting autonomy in small ways like this could have a ripple effect on morale, 

retention, and employee engagement (Brown, Mahoney et al., 2020; Cavanagh, Kraiger 

& Henry, 2020; Ghanayem, Srulovici & Zlotnick, 2020; Kim et al., 2019; Waddimba et 

al., 2019). 

Suggestions for Future Research 

In future research, it would be imperative to investigate if there were differences 

in basic need satisfaction, and depressive symptoms between the combat arms, and non-

combat units in the CAF using a larger sample. It would also be beneficial to complete a 

comparison between CAF members, veterans, and the general public to see if basic need 

satisfaction, and depressive symptoms are comparable. Finally, it would be important to 

complete a single sample study for minority groups within the CAF, in comparison to 

majority CAF members and veterans to understand the cross-sectional relationship 



 49 

between basic need satisfaction and depression, for example, with ethnicity, sexual 

orientation, and gender. 

Limitations 

Small Sample Size 

One of the main limitations of this study is the small sample size. It was 

extremely difficult to infiltrate the population through social media alone during the 

COVID-19 pandemic. I reached out to many of my personal contacts, but the 

overwhelming response from friends and family was that individuals in the CAF were 

hesitant to participate in the online survey, without having met me in person. It was not 

feasible to amend my ethics REB review to include an in-person meet and greet because 

the CAF base was shut down to civilians during the pandemic. In future research studies, 

I will incorporate a face-to-face component in the methodology, as well as an incentive 

to participate, for example, a coffee gift card. 

Homogeneity of Sample 

Another limitation with the study was the homogeneity of the sample. That is, 

most of the participants were white, male, and in the army. The results of this study 

should be interpreted in this specific context in mind. However, this sample is 

representative of the Canadian military, where the majority of individuals who serve are 

white males. Generalizing these results beyond this population of interest (Canadian 

military) would be difficult. Inherently, the lived experiences of CAF members who are 

women, transgender, gender non-conforming, and Black, Indigenous, People of Colour 

(BIPOC) participants would be very different. Lastly, it is important to keep in mind that 

the culture of the army may be vastly different than that of the navy or air force, so it is 

important to recognize these parameters when interpreting the data. 
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Appendix A 

Basic Psychological Need Satisfaction and Frustration: Work Domain  

(BPNSF -WD) 

Instructions: The following questions concern your feelings about your job during 
the PAST 4 WEEKS. Please indicate how much you agree with each of the 

following statements given your experiences on this job. Remember that your 
supervisor will never know how you responded to the questions. Please use the 

following scale in responding to the items. 

1  
Not true 
At all 

2 3 4 
Neutral 

          5    6                                               7 
Completely 
true 

1. At work, I feel a sense of choice and freedom 
in the things I undertake. 

1 2 3 4 5 6 7 

2. I feel excluded from the group I want to 
belong to at work. 

1 2 3 4 5 6 7 

3. I feel confident that I can do things well on 
my job. 

1 2 3 4 5 6 7 

4. I feel that the people I care at work about also 
care about me. 

1 2 3 4 5 6 7 

5. Most of the things I do on my job feel like “I 
have to”. 

1 2 3 4 5 6 7 

6. When I am at work, I have serious doubts 
about whether I can do things well. 

1 2 3 4 5 6 7 

7. I feel that my decisions on my job reflect what 
I really want. 

1 2 3 4 5 6 7 

8. I feel that the people who are important to me 
at work are cold and distant towards me. 

1 2 3 4 5 6 7 

9. At work, I feel capable at what I do. 1 2 3 4 5 6 7 

10. I feel forced to do many things on my job I 
wouldn’t choose to do. 

1 2 3 4 5 6 7 

11. I feel disappointed with my performance in 
my job. 

1 2 3 4 5 6 7 

12. I feel connected with people who are for me at 
work, and for whom I care at work. 

1 2 3 4 5 6 7 

13. I feel my choices on my job express who I 
really am. 

1 2 3 4 5 6 7 

14. When I am at work, I feel competent to 
achieve my goals. 

1 2 3 4 5 6 7 

15. I feel pressured to do too many things on my 
job. 

1 2 3 4 5 6 7 

16. At work, I feel close and connected with other 
people who are important to me. 

1 2 3 4 5 6 7 

17. I feel insecure about my abilities on my job. 1 2 3 4 5 6 7 

18. My daily activities at work feel like a chain of 
obligations. 

1 2 3 4 5 6 7 
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Scoring Information: 
 
Autonomy satisfaction: Items 1, 7, 13, 19 
Autonomy frustration: Items 5, 10, 15, 18 
Relatedness satisfaction: Items 4, 12, 16, 24 
Relatedness frustration: Items 2, 8, 20, 22 
Competence satisfaction: Items 3, 9, 14, 21 
Competence frustration: Items 6, 11, 17, 23 
 
Chen, B., Vansteenkiste, M., Beyers, W., Boone, L., Deci, E. L., Van der Kaap-Deeder, 

J., Duriez, B., Lens, W., Matos, L., Mouratidis, A., Ryan, R. M., Sheldon, K. M., 
Soenens, B., Van Petegem, S., & Verstuyf, J. (2015). Basic psychological need 
satisfaction, need frustration, and need strength across four cultures. Motivation 
and Emotion, 39(2), 216–236. https://doi.org/10.1007/s11031-014-9450-1. 

 
Schultz, P. P., Ryan, R. M., Niemiec, C. P., Legate, N., & Williams, G. C. (2015). 

Mindfulness, work climate, and psychological need satisfaction in employee 
well-being. Mindfulness, 6(5), 971-985. http://dx.doi.org/10.1007/s12671-014-
0338-7 

  

19. I feel I have been doing what really interests 
me in my job. 

1 2 3 4 5 6 7 

20. I have the impression that people I spend time 
with at work dislike me. 

1 2 3 4 5 6 7 

21. In my job, I feel I can successfully complete 
difficult tasks. 

1 2 3 4 5 6 7 

22. I feel the relationships I have at work are just 
superficial. 

1 2 3 4 5 6 7 

23. When I am working I feel like a failure 
because of the mistakes I make. 

1 2 3 4 5 6 7 

24. I experience a warm feeling with the people I 
spend time with at work.  

1 2 3 4 5 6 7 
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Appendix B 
 

The Quick Inventory of Depressive Symptomatology (16-Item)(Self-Report) 
 (QIDS-SR16) 

 
CHECK THE ONE RESPONSE TO EACH ITEM THAT BEST DESCRIBES YOU 

FOR THE PAST SEVEN DAYS. 
 
During the past seven days… 
1. Falling Asleep: 
 
� 0    I never take longer than 30 minutes to all asleep 
� 1    I take at least 30 minutes to fall asleep, less than half the time. 
� 2    I take at least 30 minutes to fall asleep, more than half the time. 
� 3    I take more than 60 minutes to fall asleep, more than half the time. 
During the past seven days… 
2. Sleep During the Night 

 
� 0    I do not wake up at night. 
� 1    I have a restless, light sleep with a few brief awakenings each night. 
� 2    I wake up at least once a night, but I go back to sleep easily. 
� 3    I awaken more than once a night and stay awake for 20 minutes or more, 

more than half the time. 
 

During the past seven days… 
3. Waking Up Too Early: 
 
� 0    Most of the time, I awaken no more than 30 minutes before I need to get up. 
� 1    More than half the time, I awaken more than 30 minutes before I need to get 

up. 
� 2    I almost always awaken at least one hour or so before I need to, but I go 

back to sleep eventually. 
� 3    I awaken at least one hour before I need to, and can’t go back to sleep. 
During the past seven days… 
4. Sleeping Too Much: 
 
� 0    I sleep no longer than 7-8 hours/night, without napping during the day. 
� 1    I sleep no longer than 10 hours in a 24-hour period including naps. 
� 2    I sleep no longer than 12 hours in a 24-hour period including naps. 
� 3    I sleep longer than 12 hours in a 24-hour period including naps. 
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During the past seven days… 
5. Feeling Sad: 
 
� 0    I do not feel sad. 
� 1    I feel sad less than half the time. 
� 2    I feel sad more than half the time. 
� 3    I feel sad nearly all of the time. 
Please complete either 6 or 7 (not both) 
 
During the past seven days… 
6. Decreased Appetite: 
 
� 0    There is no change in my usual appetite. 
� 1    I eat somewhat less often or lesser amounts of food than usual. 
� 2    I eat much less than usual and only with personal effort. 
� 3    I rarely eat within a 24-hour period, and only with extreme personal effort or 

when others persuade me to eat. 
 
- OR – 
 
During the past seven days… 
7. Increased Appetite: 
 
� 0    There is no change from my usual appetite. 
� 1    I feel a need to eat more frequently than usual. 
� 2    I regularly eat more often and/or greater amount of food than usual. 
� 3    I feel driven to overeat both at mealtime and between meals. 
Please complete either 8 or 9 (not both) 
8. Decreased Weight (Within the Last Two Weeks) 
 
� 0    I have not had a change in my weight. 
� 1    I feel as if I have had a slight weight loss. 
� 2    I have lost 2 pounds or more. 
� 3    I have lost 5 pounds or more. 
 
- OR – 
 
9. Increased Weight (Within the Last Two Weeks): 
 
� 0    I have not had a change in my weight. 
� 1    I feel as if I have had a slight weight gain.  
� 2    I have gained 2 pounds or more. 
� 3    I have gained 5 pounds or more. 
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During the past seven days… 
10. Concentration/ Decision Making: 
 
� 0    There is no change in my usual capacity to concentrate or make decisions. 
� 1    I occasionally feel indecisive or find that my attention wanders. 
� 2    Most of the time, I struggle to focus my attention or to make decisions. 
� 3    I cannot concentrate well enough to read or cannot make even minor 

decisions. 
During the past seven days… 
11. View of Myself: 
 
� 0    I see myself as equally worthwhile and deserving as other people 
� 1    I am more self-blaming than usual. 
� 2    I largely believe that I cause problems for others. 
� 3    I think almost constantly about major and minor defects in myself. 
 
During the past seven days… 
12. Thoughts of Death or Suicide: 
 
� 0    I do not think of suicide or death. 
� 1    I feel that life is empty or wonder if it’s worth living. 
� 2    I think of suicide or death several times a week for several minutes. 
� 3    I think of suicide or death several times a day in some detail, or I have made 

specific plans for suicide or have actually tried to take my life. 
During the past seven days… 
13. General Interest 

 
� 0    There is no change from usual in how interested I am in other people or 

activities. 
� 1    I notice that I am less interested in people or activities. 
� 2    I find I have interest in only one or two of my formerly pursued activities. 
� 3    I have virtually no interest in formerly pursued activities. 
During the past seven days… 
14. Energy Level: 
 
� 0    There is no change in my usual level of energy. 
� 1    I get tired more easily than usual. 
� 2    I have to make a big effort to start or to finish my usual daily activities (for 

example, shopping, homework, cooking, or going to work). 
� 3    I really cannot carry out most of my usual daily activities because I just 

don’t have the energy. 
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During the past seven days… 
15. Feeling Slowed Down 
 
� 0    I think, speak, and move at my usual rate of speed. 
� 1    I find that my thinking is slowed down or my voice sounds dull or flat. 
� 2    It takes me several seconds to respond to most questions and I’m sure my 

thinking is slowed. 
� 3    I am often unable to respond to questions without extreme effort. 
During the past seven days… 
16. Feeling Restless: 
 
� 0    I do not feel restless. 
� 1    I’m often fidgety, wringing my hands, or need to shift how I am sitting. 
� 2    I have impulses to move about and am quite restless. 
� 3    At times, I am unable to stay seated and need to pace around. 

 
Rush, A. J., Trivedi, M. H., Ibrahim, H. M., Carmody, T. J., Arnow, B., Klein, D. N., 
Markowitz, J. C., Ninan, P. T., Kornstein, S., Manber, R., Thase, M. E., Kocsis, J. H., & 
Keller, M. B. (2003). The 16-Item Quick Inventory of Depressive Symptomatology 
(QIDS), clinician rating (QIDS-C), and self-report (QIDS-SR): A psychometric 
evaluation in patients with chronic major depression. Biological Psychiatry, 54(5), 573–
583. https://doi.org/10.1016/S0006-3223(03)01866-8 
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Appendix C 
 

Demographic Information 
 
Gender: 

� Male 
� Female 
� Transgender 
� Gender non-conforming 

 
What is your Age? 
 

� 18-25 
� 26-30 
� 31-35 
� 36-40 
� 41-45 
� 46-50 
� 51-55 
� 56-60 
� 61-65 
� Over 65 

 
What is your Ethnicity? __________ 
 
Are you a: 
 

� Current CAF member 
� CAF Veteran 

 
Are you, or were you: 
 

� Regular Force 
� Reserve Force 

 
Are you, or were you a: 
 

� Non-Commissioned Member 
� Officer 

 
Are you, or were you in: 
 

� Army 
� Navy 
� Airforce 
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Appendix D 
 

Participant Informed Consent 
 

Researcher: 
Cassidy Wilson: Graduate Student, Faculty of Education, University of New Brunswick. 
Email: cassidy.wilson@unb.ca 
 
Supervisor: 
Dr. Helen Massfeller: Professor, Faculty of Education, University of New Brunswick. 
Email: helen.massfeller@unb.ca, (506) 453-5033 
 
If you have any questions or require clarification regarding this research and/or your 
participation, please contact Cassidy Wilson (see contact information above). 
 
If you wish to contact or speak with someone not directly involved with this research 
project, please contact, Dr. Sharon Wahl, Dean of Graduate Studies, Faculty of 
Education, University of New Brunswick, swahl@unb.ca, (506) 453-4778. 
 
You are invited to participate in a research study in which the purpose is to explore the 
relationship between basic need satisfaction (autonomy, competence, and relatedness) 
and depression. Autonomy is best understood as free will; competence as the sense of 
self-mastery or being able to do something well; and relatedness as your sense of 
belonging with others in your life. Preliminary evidence shows that in other populations 
of interest there is a link between basic need satisfaction and depression scores. That is, 
as basic needs are met, depressive symptoms should lessen.  
Participation in this study will involve the following:  

(1) Filling out a demographic form. 
 

(2) Completing two brief self-report measures: 
(a) Basic Psychological Need Satisfaction and Frustration Scale – Work Domain 

(BPNSFS-WD). 
(b) Quick Inventory of Depressive Symptomatology (16-Item)(Self-

Report)(QIDS-SR16). 
  

(3) Finally, participants will be provided with the contact information of the 
researchers should they wish to receive a summary of the research findings.   

 
Should this survey create feelings of discomfort or psychological distress, remember that 
you may stop participating at any time. In addition, you are invited to use one of the 
resources in the link below, if you want to anonymously discuss your feelings with a 
support person: https://thelifelinecanada.ca/help/crisis-centres/canadian-crisis-centres/ 
Also, information for veterans to access confidential telephone support is available at 
this website: https://www.veterans.gc.ca/eng/contact/talk-to-a-professional. In the 
unlikely event of a mental health crisis as a result of participation in this study, please go 
immediately to base hospital, or the closest Military Family Resource Centre. 
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Participation in this study is voluntary. You can decline to answer any questions you 
choose, at any stage in the research process, and you may request that any information 
you previously provided be withdrawn from the study without consequence. 
Participation in this study should take no longer than 30 minutes to complete. 
 
Any information you provide will be kept confidential. Data will be collected using the 
SurveyMonkey domain, and after completion the results will be moved onto a csv file 
and uploaded onto SPSS for analysis. The csv file will be stored on an external hard 
drive which will be password protected. No-one except for myself as the researcher, and 
my supervisor Dr. Helen Massfeller, will have access to any of this information you 
provide. The information you provide may be used in an anonymous form as part of my 
thesis work, and potentially in conference presentations or published in a research 
journal. Your name and any identifying information will not be revealed under any of 
these circumstances. 
 
Your signature on this form indicates that you (a) understand the information provided 
to you about your participation in this research study, (b) agree to participate in this 
research study. 
 
This project has been reviewed by the UNB Research Ethics Board and is on file as REB 
2020-019. 
 
 
Participant Name (please print): 
___________________________________________________ 
Participant Signature: ______________________________________     Date: 
______________ 
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Appendix E 
 

Debriefing Form 
 
 
Thank you for your participation in this study. The aim of this study is to identify if 
there is any evidence to support the relationship between basic need satisfaction and 
mental-wellness as assessed by the Quick Inventory of Depressive Symptomatology (16-
Item Self-Report) (QIDS-SR16).  
 
Should this survey create feelings of discomfort or psychological distress, please utilize 
one of the following resources: 
 

(1) If you want to discuss your feelings with a support person please visit 
https://thelifelinecanada.ca/help/crisis-centres/canadian-crisis-centres/ 

(2) For veteran specific support please 
visit https://www.veterans.gc.ca/eng/contact/talk-to-a-professional 

(3) For emergencies please go immediately to base hospital, or the closest Military 
Family Resource Centre 

 
The data gathered in this study will remain anonymous and will contribute to a growing 
narrative on how to inform best clinical practice when working with active duty, and 
veteran CAF members. 
 
If you would like to be contacted with a summary of the results of the study please 
contact either myself or my supervisor using the contact information below.  
 
 
Researcher Contact:        
Cassidy Wilson B.A. Psych, M.Ed Counselling Candidate 
cassidy.wilson@unb.ca 
 
 
Supervisor Contact:  
Dr. Helen Massfeller, L. Pych 
helen.massfeller@unb.ca 
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Appendix F 
 

Table One 
 

Table 1 

Rationale and Description of Duplicated Scores on the QIDS – SR16 

Participant Questions Problem Encountered Action Taken 

 6 & 7 8 & 9   

Participant 7 X  X Participant answered “0” for Q6 

& Q7; answered “0” for Q8 & 

Q9. 

Removed “0” 

from Q6 & 

Q8. 

Participant 3 X X Participant answered “0” for Q6 

& Q7; answered “2” for Q8, “0” 

for Q9. 

Removed “0” 

from Q7 & 

Q9. 

Participant 2 X  Participant answered “0” for Q6, 

and “1” for Q7. 

Removed “0” 

for Q6. 

Participant 1 X X Participant answered “0” for Q6 

& 7; answered “0” for Q8 & 9 

Removed “0” 

from Q7 & 

Q9. 

Participant 12 X  Participant recorded “0” for both 

Q6 & 7. 

Removed the 

“0” from Q7. 

Participant 13 X  Participant recorded “0” for Q6, 

and “1” for Q7. 

Removed “0” 

from Q6. 

Participant 14 X  Participant recorded “0” for Q6 

& 7. 

Removed “0” 

from Q7. 
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Participant 17 X  Participant recorded “0” for Q6 

& 7. 

Removed “0” 

from Q6. 

Participant 24 X X Participant answered “1” for Q6, 

“0” for Q7, and then “1” for Q8 

and “0” Q9. 

Removed “0” 

from Q7 & 9. 

Participant 25 X  Participant answered “0” for 

both Q6 & 7. 

Removed “0” 

from Q7. 

Participant 26 X X Participant answered “0” for 

both Q6 & 7, and “0” for Q8 & 

9. 

Removed “0” 

from Q7 & 

Q9 

Participant 29 

 

X X Participant answered “0” for 

both Q6 & 7, and “0” for Q8 & 

9. 

Removed “0” 

from Q6 & 

Q8 

Participant 31 X X Participant answered “0” for Q6, 

“3” for Q7, “1” for Q8, and “0” 

for Q9. 

Removed “0” 

from Q6, and 

“0” for Q9. 

Participant 34 X X Participant answered “0” for 

both Q6 & 7, and “0” for Q8 & 

9. 

Removed “0” 

from Q6 & 

Q8 

Participant 35 X X Participant answered “0” for 

both Q6 & 7, and “0” for Q8 & 

9. 

Removed “0” 

from Q7 & 

Q9 
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Participant 37  X Participant answered “0” for 

both Q8 & 9. 

Removed “0” 

from Q9. 

Participant 39 X X Participant  answered “0” for 

Q6, and “1” Q7; answered “0” 

for Q8, and “1” for Q9. 

Removed “0” 

from Q6 & 

Q8.  

Participant 40 X  Participant  answered “0” for 

Q6, and “1” Q7; answered “1” 

Q8, and “0” for Q9. 

Removed “0” 

from Q6 & 

Q9 
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