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Abstract

Emerging adulthood has been described as a difficult stage in life and may be particularly stressful 

for Hispanic emerging adults who are disproportionately exposed to adversity and chronic 

sociocultural stressors. To better prevent and treat depressive disorders among Hispanic emerging 

adults, more research is needed to identify and understand modifiable determinants that can help 

this population enhance their capacity to offset and recover from adversity and sociocultural 

stressors. As such, this study aimed to (1) examine the association between resilience and 

depressive symptoms among Hispanic emerging adults, and (2) examine the extent to which 

intrapersonal resources (e.g., mindfulness, distress tolerance, emotion regulation strategies) and 

interpersonal resources (e.g., family cohesion, social support) moderate the association between 

resilience and depressive symptoms. To examine these aims, 200 Hispanic emerging adults (ages 

18-25) from Arizona (n = 99) and Florida (n = 101) completed a cross-sectional survey, and data 

were analyzed using hierarchical multiple regression and moderation analyses. Findings from the 

hierarchical multiple regression indicate that higher resilience was associated with lower 

depressive symptoms. Findings from the moderation analyses indicate that family cohesion, social 

support, and emotion regulation strategies (e.g., cognitive reappraisal and expressive suppression) 

functioned as moderators; however, mindfulness and distress tolerance were not significant 

moderators. Findings from this study add to the limited literature on resilience among Hispanics 

Address correspondence to: Miguel Ángel Cano, Department of Epidemiology, Robert Stempel College of Public Health & Social 
Work, Florida International University, 11200 SW 8th Street, AHC 5-488, Miami, FL 33199 (mcanojr@fiu.edu). 

Author Disclosures: All authors declare that they have no conflicts of interest and do not have any financial disclosures to report.

HHS Public Access
Author manuscript
Behav Med. Author manuscript; available in PMC 2021 July 01.

Published in final edited form as:
Behav Med. 2020 ; 46(3-4): 245–257. doi:10.1080/08964289.2020.1712646.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



that have used validated measures of resilience. Furthermore, we advance our understanding of 

who may benefit most from higher resilience based on levels of intrapersonal and interpersonal 

resources.
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reappraisal

Introduction

Emerging adulthood is a developmental period that roughly spans the ages of 18-25 years 

and has been described as a stressful and difficult stage in life because individuals 

experience transitional life changes that involve striving to develop a personal identity, 

experiencing greater autonomy, often experiencing high levels of instability, and taking on 

new and challenging developmental tasks.1,2 Perhaps due to the numerous life changes that 

occur during this developmental period, emerging adults report a high prevalence of poor 

mental health. For instance, compared to adolescents and all other adult age groups, 

emerging adults in the United States (U.S.) report the highest prevalence of elevated 

depressive symptoms (13.1%).3 Given the present study’s focus on Hispanics, it should be 

noted that epidemiological surveillance indicates that Hispanics reported a higher prevalence 

of mild depressive symptoms (26.1%) in comparison to non-Hispanic Whites (21.5%), and a 

higher prevalence of moderate to severe depressive symptoms (9.4%) compared to non-

Hispanic Whites (6.9%).4

One explanation for these ethnic differences in prevalence of depressive symptoms is that, in 

addition to normative developmental stressors associated with emerging adulthood, Hispanic 

emerging adults are disproportionately exposed to adversity and chronic sociocultural 

stressors such as financial hardship with limited upward economic mobility, ethnic 

discrimination, acculturation stress, and numerous immigration-related stressors that place 

them at a higher risk of experiencing depressive symptoms and developing a depressive 

disorder.5–9 Thus, more research is needed to identify and understand modifiable 

determinants that can help Hispanic emerging adults enhance their capacity to offset and 

recover from adversity and sociocultural stressors. In doing so, we can inform efforts to 

prevent and treat depressive disorders among this population. Building on the conceptual 

framework of the Reserve Capacity Model, in this study we aimed to examine the 

association between resilience and depressive symptoms among Hispanic emerging adults. 

To advance our understanding of how resilience may be enhanced by the potentiating 

influence of other malleable factors, our second aim was to examine the extent to which 

intrapersonal factors (e.g., mindfulness, distress tolerance, emotion regulation strategies) and 

interpersonal factors (e.g., family cohesion, social support) moderate the association 

between resilience and depressive symptoms.

Resilience has been described as the capacity to achieve positive adaptation despite threats 

to adaptation that include adversity and stressful experiences.10,11 Resilience is a construct 

relevant to mental health because several research studies have indicated that higher 
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resilience is negatively associated with indicators of poor mental health (e.g., depressive 

symptoms) and positively associated with indicators of mental health well-being (e.g., 

positive affect, life satisfaction).12 Research suggests that resilience is protective against 

depressive symptoms/disorders because it affords individuals the ability to cope more 

effectively with stress, thus returning to physiological homeostasis, and in turn preventing or 

reducing symptoms of psychopathology.13,14 Although resilience is considered an important 

and modifiable construct that can be increased and targeted in prevention and treatment 

interventions for depression, resilience has been understudied among emerging adults 

despite their being at high-risk for developing depressive symptoms.13,15

Although there are several validated measures of resilience16, some studies on resilience do 

not include such measures and instead conceptualize resilience as the absence of pathology 

despite the presence or history of adversity or stressful events—this line of research often 

relies on “assets” or “resources” that are considered to be helpful in mitigating the effects of 

adversity and stressful events.17 Presently, a majority of resilience studies among Hispanics 

have applied this conceptualization of resilience and have treated cultural constructs such as 

ethnic identity, familism, and biculturalism as assets and resources.18–21 Studies among 

Hispanics that have assessed resilience directly with validated measures have been 

conducted with adolescent and general adult samples, and have found that higher resilience 

is associated with lower levels of depressive symptoms.22,23 To our knowledge, no prior 

studies have examined resilience among Hispanic emerging adults using validated measures 

of the construct. Using validated measures of resilience in research with Hispanics, 

regardless of age, is essential to advance our understanding of how we can enhance 

resilience and identify who may benefit most from higher resilience.

The Reserve Capacity Model is a conceptual framework that has been applied to health 

research with Hispanics and may help advance our understanding of factors that influence 

the effect of resilience on health and mental health outcomes.24 This framework is built on 

the premise that individuals from socially disadvantaged groups, including ethnic minorities, 

experience trauma and chronic stressors more frequently that increase the probability of 

developing poor health outcomes. However, the association between social disadvantage and 

poor health outcomes can be broken or weakened with the reserve capacities afforded by 

resilience. Lastly, this framework proposes that resilience can be enhanced by the presence 

of certain reserve capacity factors. These include: interpersonal resources (e.g., social 

support) and intrapersonal resources (e.g., psychological factors such as emotion regulation). 

In the present study, we examine how intrapersonal factors such as mindfulness, distress 

tolerance, emotion and regulation strategies, as well as interpersonal factors such as family 

cohesion and social support, may enhance the effect of resilience in reducing the occurrence 

or intensity of depressive symptoms. These intrapersonal and interpersonal resources are of 

particular interest because prior studies have demonstrated that these constructs can be 

modified with psychosocial interventions that target depressive symptoms.25–29

Mindfulness refers to receptive attention to and awareness of the present moment.30 

Presently, research on mindfulness and its effects on resilience is limited; however, one 

study found that a mindfulness-based intervention increased resilience. The heightened 

awareness that comes with mindfulness helps individuals engage in more adaptive coping 
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responses to stress and helps them recognize that a particular stressor may be temporary and 

will not be permanent or long-lasting.31 Research suggests that higher levels of mindfulness 

are also associated with lower depressive symptoms. Furthermore, mindfulness-based 

interventions have demonstrated to be efficacious in reducing symptoms of depression, 

including among Hispanics.27,32

Distress tolerance is the capacity to experience and withstand psychological discomfort such 

as negative affect and emotions, predisposing individuals with low distress tolerance to 

experience distress as being unbearable.33 To our knowledge, no prior study has examined 

the association between distress tolerance and resilience; however, we hypothesize that 

distress tolerance will enhance the effect of resilience on depressive symptoms. The reason 

for this hypothesis is that distress tolerance can help individuals actively and successfully 

cope with situations that are difficult or impossible to change.34 In addition, observational 

and clinical studies have found higher distress tolerance to be associated with lower levels of 

depressive symptoms.29

Emotion regulation can be broadly defined as the process to consciously modify one’s 

reaction to emotions.35,36 In the present study, we examine two strategies of emotion 

regulation—cognitive reappraisal and expressive suppression. Cognitive reappraisal is 

typically considered an adaptive emotion regulation strategy that entails reframing one’s 

thoughts about an event to change its emotional impact.37 Conversely, expressive 
suppression is typically considered as a maladaptive type of emotion regulation strategy that 

entails hiding, inhibiting or reducing the outward expression of emotion.38 Generally, 

cognitive reappraisal has been associated with lower depressive symptoms, whereas 

expressive suppression is associated with higher depressive symptoms, including among 

Hispanics.37–39 Research on emotion regulation and resilience suggests that cognitive 

reappraisal is associated with higher resilience because it may help individuals extract 

meaning, purpose, and/or strength from adversity or stressful events, and may prevent 

feeling overwhelmed.40,41 To our knowledge, expressive suppression has not been examined 

in relation to resilience; however, we hypothesize that it would be associated with lower 

resilience because prior studies have found that it is associated with less access to social 

support and adverse physiological responses such as sympathetic arousal and increased 

vasoconstriction.42,43

Family cohesion is the bond and connectedness that exists among family members.44 

Although family cohesion has not been examined in studies that measure resilience directly, 

we hypothesize that it will enhance resilience because other studies with Hispanics consider 

familism, a value that emphasizes a strong family orientation, a valued asset within Hispanic 

cultures.18,45 Among Hispanics, higher family cohesion has been linked with lower 

depressive symptoms to some extent because it facilitates communication among family 

members and enhances adaptive family functioning.46,47

Social support is the degree to which members of an individual’s social network serve 

particular functions such as providing guidance or empathetic understanding.26 Researchers 

suggest that strong social support can enhance resilience because it increases the likelihood 

of using problem-focused coping strategies in response to stress.40 Research findings, 
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including studies with Hispanics, have also indicated that stronger social support is 

associated with lower depressive symptoms because it functions as a buffer that mitigates the 

adverse effects of stress.26,48,49

Based on the review of the existing literature, the following two hypotheses were proposed. 

Hypothesis 1, higher levels of resilience will be associated with lower levels of depressive 

symptoms. Hypothesis 2, higher levels of social support, family cohesion, distress tolerance, 

cognitive reappraisal, and mindfulness will strengthen the favorable association of resilience 

on depressive symptoms. By contrast, higher levels of expressive suppression will weaken 

the association of resilience on depressive symptoms.

Methods

Procedure and Participants

The present analyses used data from a cross-sectional study with a sample of 200 

participants from the Project on Health among Emerging Adult Latinos (Project HEAL). 

Prospective participants were recruited (1) in-person by distributing flyers, (2) by posting 

flyers with tear-off tabs, (3) through social media, and (4) by emailing an announcement that 

described the study aims and procedures to organizations and individuals who may have had 

access to the target sample. It should be noted that, at each study site, most participants who 

were not current college students were recruited in-person by research personnel with 

experience in recruiting Hispanic participants for research studies.

Prospective participants interested in the study contacted Project HEAL and a member of the 

research team screened prospective participants to determine whether they were eligible to 

enroll in the study. Inclusion criteria for participants included being ages 18 to 25, self-

identifying as Hispanic or Latina/o, and currently living in Maricopa County, Arizona or 

Miami-Dade County, Florida. Participants provided informed consent to participate in the 

study by using an electronic informed consent form. Data were collected between August 

2018 and February 2019 via a confidential online survey using Qualtrics. The survey took 

approximately 50 minutes to complete and participants were compensated with a $30 

electronic Amazon gift card. This study was approved by the Florida International 

University Institutional Review Board.

Measures

Demographic Questionnaire.—The following sociodemographic variables were 

assessed in the survey and included in our analyses: age, gender, (0 = male, 1 = female), 

study site (0 = Florida, 1 = Arizona), partner status (0 = single, 1 = has a partner), nativity (0 

= immigrant, 1 = non-immigrant), Hispanic heritage group (0 = non-Mexican heritage, 1 = 

Mexican heritage), student status (0 = current college student, 1 = not a college student), 

employment status (0 = unemployed, 1 = employed), and financial strain (1 = has more 

money than needed, 2 = just enough money for needs, 3 = not enough money to meet needs).

Depressive Symptoms.—Self-reported depressive symptoms were measured with the 

10-item Center for Epidemiological Studies Depression Scale (CES-D).50 A sample item 

from this measure is, “I felt depressed.” Participants responded to items in the measure using 
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a four-point Likert-type scale (0 = rarely or none of the time, 3 = most or all of the time). 

Higher sum scores are indicative of higher depressive symptomatology. In our sample, 

Cronbach’s reliability coefficient for the CES-D was α = .84.

Resilience.—Self-reported resilience was measured with the six-item Brief Resilience 

Scale.51 A sample item from this measure is, “I tend to bounce back quickly after hard 

times.” Participants responded to items using a five-point Likert-type scale (1 = strongly 
disagree, 5 = strongly agree) and higher mean scores are indicative of higher levels of 

resilience. Cronbach’s reliability coefficient for this measure was α = .76.

Mindfulness.—Self-reported mindfulness was measured with the five-item Mindful 

Attention Awareness Scale.30 A sample item from this measure is, “I find myself doing 

things without paying attention.” Participants responded to items using a six-point Likert-

type scale (1 = almost always, 6 = almost never) and higher mean scores are indicative of 

higher levels of mindfulness. Cronbach’s reliability coefficient for this measure was α = .92.

Distress Tolerance.—Self-reported emotional distress tolerance was measured with the 

three-item Distress Tolerance Scale.33 A sample item from this measure is, “I can’t handle 

feeling distressed or upset.” Participants responded to items using a five-point Likert-type 

scale (1 = strongly agree, 5 = strongly disagree) and higher mean scores indicate higher 

levels of distress tolerance. Cronbach’s reliability coefficient for this measure was α = .83.

Emotion Regulation.—The Emotion Regulation Questionnaire was used to measure two 

strategies of emotion regulation—cognitive reappraisal and expressive suppression.35 A 

sample item from the six-item cognitive reappraisal subscale is, “I control my emotions by 

changing the way I think about the situation I’m in.” The expressive suppression subscale 

consists of four items and a sample item is, “I keep my emotions to myself.” Both subscales 

use a seven-point Likert-type scale (1 = strongly disagree, 7 = strongly agree). Higher mean 

scores indicate a higher degree of using each respective strategies of emotion regulation. 

Cronbach’s reliability coefficients for cognitive reappraisal and expressive suppression in 

this study were (α = .92) and (α = .84), respectively.

Family Cohesion.—Perceived family cohesion was measured with the corresponding six-

item subscale of the Family Relations Scale.44 A sample item from this subscale is, “Family 

members feel very close to each other.” Participants responded to items using a four-point 

Likert-type scale (1 = not true at all, 4 = almost always or always true) and higher mean 

scores indicate higher levels of family cohesion. Cronbach’s reliability coefficient for this 

measure was α = .90.

Social Support.—Perceived emotional social support was measured with the 

corresponding four-item subscale of the Medical Outcomes Study Social Support Survey.52 

A sample item from this subscale is, “Have someone to turn to for suggestions about how to 

deal with a personal problem.” Participants responded to items using a five-point Likert-type 

scale (1 = none of the time, 5 = all of the time) and higher mean scores indicate higher levels 

of social support. Cronbach’s reliability coefficient for this measure was α = .89.
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Statistical Analysis Plan

All analyses were performed using SPSS v25. Descriptive statistics including means, 

standard deviations were generated for all continuous variables and frequencies and 

proportions were generated for all categorical variables. Bivariate correlations between study 

variables were assessed using Pearson correlation coefficients.

Simple main effects of the predictor variables on depressive symptoms were estimated using 

hierarchical multiple regression (HMR). Predictor variables were entered into the HMR 

model in a specified order so that each predictor contributed to the explanatory variance of 

the outcome variable (i.e., depressive symptoms) after controlling for the variance explained 

by the previous variables.53 Predictor variables were grouped and entered into the HMR 

model in the following order: (1) demographic variables were entered in the first block, (2) 

mindfulness, distress tolerance, emotion regulation strategies, family cohesion, and social 

support were entered in the second block, and (3) resilience was entered in the third and 

final block to determine the extent to which it uniquely predicted depressive symptoms 

above and beyond the other predictors.

Using PROCESS v3.2 for SPSS54, moderation analyses were conducted with 50,000 

bootstraps to examine the extent to which potential moderating variables influenced the 

direction and/or strength of the association between resilience and depressive symptoms. 

PROCESS tested moderation by (1) performing a multiple regression to replicate the 

variance explained by all the predictor variables included in the HMR model, (2) estimating 

interaction terms between the focal predictor (e.g., resilience) and respective moderating 

variables (e.g., social support), and (3) estimating conditional effects for each respective 

interaction term in relation to depressive symptoms. All moderation analyses controlled for 

all other variables in the HMR model that were not included in respective interaction terms.

Results

Descriptive Analyses

The mean participant age was 21.30 (SD = 2.09) years and approximately half the sample 

was composed of women (n = 102, 51.0%) and participants from Arizona (n = 99, 49.5%). 

Regarding immigrant generations, the sample included first-generation immigrants (n = 60, 

30.0%), second-generation individuals (n = 118, 59.0%), and the remainder were third-

generation or later (n = 22, 11.0%). The sample also included participants from different 

Hispanic heritage groups that identified as Mexican (n = 88, 44.0%), Cuban (n = 33, 16.5%), 

Colombian (n = 24, 12.0%), non-Colombian South American (n = 21, 12.5%), and Central 

American (n = 20, 10.0%). Frequencies, proportions, means, and standard deviations for all 

study variables are presented in Table 1. Bivariate correlations for all study variables are 

presented in Table 2.

Hierarchical Multiple Regression

Table 3 presents the regression coefficients from the HMR model. Results indicate that 

51.0% of the variance of depressive symptoms was explained by all the predictor variables 

entered into the HMR model. The first predictor block included demographic variables and 
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explained 20.5% of variability in depressive symptoms, ΔR2 = 20.5, F(9, 190) = 5.44, p 
< .001. The second block added mindfulness, distress tolerance, emotion regulation 

strategies, family cohesion, and social support to the HMR model and corresponded with an 

R2 change of 27.2% [ΔR2 = 27.2, F(6, 184) = 15.94, p < .001]. The third and final block 

added resilience to the HMR model and corresponded with an R2 change of 3.3% [ΔR2 = 

3.3, F(1, 183) = 12.21, p = .001]. Standardized coefficients from the final regression model 

indicate that distress tolerance (β = −.12, p = .04), cognitive reappraisal (β = −.20, p < .001), 

expressive suppression (β = .20, p < .001), mindfulness (β = −.34, p < .001), and resilience 

(β = −.21, p = .001) had statistically significant associations with depressive symptoms.

Moderation Analyses

A moderation analysis indicated that cognitive reappraisal had a statistically significant 

interaction with resilience in relation to depressive symptoms (β = .10, p = .05). Conditional 

effects show that resilience had the strongest association with depressive symptoms at low 

levels (1 SD below the mean) of cognitive reappraisal (β = −.32, p < .001), followed by the 

mean level of cognitive reappraisal (β = −.24, p < .001). The conditional effect of resilience 

on depressive symptoms was not statistically significant at high levels (1 SD above the 

mean) of cognitive reappraisal. This moderating effect is depicted in Figure 1.

Expressive suppression also functioned as a moderator in the association between resilience 

and depressive symptoms (β = −.10, p = .03). Conditional effects indicate that resilience had 

the strongest association with depressive symptoms at high levels (1 SD above the mean) of 

expressive suppression (β = −.33, p < .001), followed by the mean level of expressive 

suppression (β = −.22, p < .001). The conditional effect at low levels (1 SD below the mean) 

of expressive suppression was not statistically significant. This moderating effect is depicted 

in Figure 1.

Another moderation analysis indicated that family cohesion moderated the association 

between resilience and depressive symptoms (β = .12, p = .05). Conditional effects show 

that resilience had the strongest association with depressive symptoms at low levels (1 SD 
below the mean) of family cohesion (β = −.35, p < .001), followed by the mean level of 

family cohesion (β = −.25, p < .001). The conditional effect of resilience on depressive 

symptoms was not statistically significant at high levels (1 SD above the mean) of family 

cohesion. This moderating effect is depicted in Figure 2.

Social support also functioned as a moderator between resilience and depressive symptoms 

(β = .14, p = .02). Conditional effects indicate that resilience had the strongest association 

with depressive symptoms at low levels (1 SD below the mean) of social support (β = −.41, 

p < .001), followed by the mean level of social support (β = −.22, p < .001). The conditional 

effect at high levels (1 SD above the mean) of social support was not statistically significant. 

This moderating effect is depicted in Figure 2. Lastly, neither mindfulness nor distress 

tolerance moderated the association between resilience and depressive symptoms.
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Discussion

Key findings from the current study can be summarized as follows. The data support our 

first hypothesis that higher levels of resilience would be associated with lower levels of 

depressive symptoms. We also found some partial support for our second hypothesis 

whereby cognitive reappraisal, expressive suppression, family cohesion, and social support 

moderated the association between resilience and depressive symptoms. However, neither 

mindfulness nor distress tolerance functioned as moderators.

As noted previously, emerging adulthood can be a difficult developmental stage in life that 

may be particularly challenging for Hispanic emerging adults. As such it is imperative to 

identify malleable and protective factors that can equip this population with the capacity to 

ameliorate the multitude of adverse circumstances and sociocultural stressors. Our study 

demonstrated that after controlling for key sociodemographic factors and well-established 

predictors of depressive symptoms, resilience was a key factor associated with lower 

depressive symptoms. This study adds to the limited literature on resilience among 

Hispanics that have used validated measures of resilience. Moving forward, rather than 

operationalizing resilience as the absence of psychopathology, future studies may be 

strengthened by assessing resilience directly with validated measures and examining if and 

how cultural resources (e.g., ethnic identity, biculturalism) important to Hispanics may aid in 

enhancing resilience.

Although familism is considered a pillar of Hispanic culture45, conditional effects indicate 

that resilience was associated with the steepest decline in depressive symptoms across 

participants at low levels of family cohesion. One explanation for this finding is that 

emerging adults may have or perceive lower family cohesion in comparison to adolescents 

because emerging adults typically experience more autonomy from their parents, might 

move out of their parent’s home or move to a different community, and consequently spend 

less time with their family.55 In addition, some literature suggests that emerging adulthood 

can be a time marked with higher family conflict, particularly among Hispanic emerging 

adults due to intergenerational cultural differences.56,57 Thus, the conditional effects in this 

study suggest that increasing levels of resilience may help individuals to compensate for low 

levels of family cohesion.

Our findings also suggest that resilience may help individuals counteract low levels of social 

support because resilience was associated with the sharpest decline in depressive symptoms 

across participants at low levels of social support. From a developmental standpoint, one key 

factor for this finding may be that it is not uncommon for emerging adults to experience 

insufficient social support to meet the developmental demands of emerging adulthood.58 

One explanation for having or perceiving lower levels of social support is that it may be 

difficult for many emerging adults to maintain stable sources of social support from friends, 

family, and a romantic partner, due to developmental changes and transitions in roles and 

responsibilities that often occur during emerging adulthood.59,60

Expectedly, higher cognitive reappraisal was associated with lower depressive symptoms 

and thus was adaptive in minimizing the level of depressive symptoms. Conversely, higher 
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expressive suppression was maladaptive, as it increased the level of depressive symptoms. 

As depicted in Figure 1, the conditional effect of resilience was most favorable at high levels 

of cognitive reappraisal. Although this condition had the lowest levels of depressive 

symptoms, this slope was not statistically significant because, as observed across cases, the 

rate of change in depressive symptoms across participants was low. By contrast, the worst 

condition was at low levels of cognitive reappraisal, although the slope for this conditional 

effect was statistically significant because it had the steepest decline in depressive symptoms 

across levels of resilience. Conversely, the conditional effect of resilience, shown in Figure 

1, was most favorable at low levels of expressive suppression. This is expected because 

expressive suppression is typically considered a maladaptive strategy of emotion regulation. 

Although this condition had the lowest levels of depressive symptoms this slope was not 

statistically significant because the rate of change in depressive symptoms across 

participants was low. The worst condition was at high levels of expressive suppression, 

whereby the slope for this condition was statistically significant because it had the sharpest 

decline in depressive symptoms across increasing levels of resilience.

Although emerging adults have a broader and more flexible repertoire of strategies for 

emotion regulation when compared with adolescents—the capacity to effectively use 

adaptive emotion regulation strategies may not be fully developed in emerging adulthood.61 

For instance, some research suggests that compared to individuals in middle adulthood, 

emerging adults are less likely to use cognitive reappraisal and more likely to use expressive 

suppression.61,62 Thus, our conditional effects suggest that higher resilience may help 

counteract the limited use of adaptive emotion regulation strategies (e.g., cognitive 

reappraisal), and the more frequent use of maladaptive emotion regulation strategies (e.g., 

expressive suppression).

Consistent with findings from other studies, higher mindfulness and higher distress tolerance 

were associated with lower depressive symptoms. Nonetheless, neither mindfulness nor 

distress tolerance moderated the association between resilience and depressive symptoms. 

Although the mindfulness measure used in the present study has sound psychometric 

properties it is a unidimensional measure of this construct and extant literature has described 

mindfulness as a multifaceted construct.63 Studies that have used multifaceted measures of 

mindfulness have found that all facets were associated with lower depressive symptoms64; 

however, few studies have examined mindfulness in relation to resilience and none have 

used multifaceted measures. Keeping this in mind, it may be the case that only certain facets 

of mindfulness may operate in interaction with resilience. With regard to distress tolerance, 

it has been suggested that it is beneficial to examine this construct in response to specific 

stimuli; thus, one explanation for the null interaction between distress tolerance and 

resilience may be that this interaction effect may only occur in relation to a specific event 

(e.g., experiencing ethnic discrimination) that would elicit psychological discomfort.65

The following limitations should be considered when interpreting the findings of this study. 

First, the present study utilized self-report measures that are susceptible to participant 

misrepresentation and error. Second, due to the cross-sectional design, the apparent or 

presumed temporal direction of effect or directional ordering of associations cannot be 

confirmed. Lastly, generalizability may be limited due to the non-probability sampling 
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technique and sample size adequacy which limits the ability to detect subgroup variations 

attributable to nativity or different Hispanic heritage groups. Further, most participants were 

current college students and U.S.-born. Future studies should attempt to recruit more diverse 

samples that are more representative of the broader Hispanic population living in the United 

States.

Conclusions

Despite its limitations, the present study makes a meaningful contribution to the field of 

literature. First, this study is one of a few among Hispanics that used a validated measure of 

resilience to examine its association with depressive symptoms, and it may be the first to 

focus on Hispanic emerging adults. Second, the focus on emerging adults is significant 

because it brings attention to intrapersonal and interpersonal resources that are developing or 

in transition, yet interact with resilience during this stage of life. Related to this point, the 

present study lends support to the Reserve Capacity Model and helps advance our 

understanding of associations among intrapersonal resources, interpersonal resources, and 

resilience. For instance, we found that all the intrapersonal and interpersonal resources that 

were examined were correlated with resilience. In addition, we learned that intrapersonal 

resources such as adaptive emotion regulation strategies (e.g., cognitive reappraisal) and 

interpersonal resources (e.g., family cohesion and social support) may play key roles in 

strengthening the inverse association between resilience and depressive symptoms. Findings 

from our study may have implications for behavioral interventions because, as we continue 

to learn how to maximize the benefits of resilience, we can translate these findings to 

improve evidence-based interventions for preventing and reducing depressive symptoms 

among Hispanic emerging adults.
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Figure 1. 
Two-way interactions with emotion regulation strategies, cognitive reappraisal and 

expressive suppression, moderating the association between resilience and depressive 

symptoms.
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Figure 2. 
Two-way interactions with interpersonal resources, social support and family cohesion, 

moderating the association between resilience and depressive symptoms.
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Table 1

Descriptive Statistics for Study Variables (n = 200)

Variable

n (%)

Gender

 Female 102 (51.0)

 Male 98 (49.0)

Study Site

 Arizona 99 (49.5)

 Florida 101 (50.5)

Nativity

 Immigrant 60 (30.0)

 Non-immigrant 140 (70.0)

Hispanic Heritage

 Mexican 88 (44.0)

 Non-Mexican 112 (56.0)

Partner Status

 Single 142 (71.0)

 Has Partner 58 (29.0)

Student Status

 Current College Student 139 (69.5)

 Not a College Student 61 (30.5)

Employment Status

 Employed 157 (78.5)

 Unemployed 43 (21.5)

M (SD)

Age 21.30 (2.09)

Financial Strain 2.30 (.60)

Social Support 4.10 (.91)

Family Cohesion 3.20 (.66)

Distress Tolerance 2.89 (1.08)

Cognitive Reappraisal 5.11 (1.30)

Expressive Suppression 4.17 (1.50)

Mindfulness 3.88 (1.21)

Resilience 3.29 (.74)

Depressive Symptoms 9.75 (6.40)
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