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ABSTRACT 

There is a wealth of research indicating that members of minority groups (e.g. 
according to race/ethnicity, religious beliefs, sexual orientation) are at risk of 
psychopathology, relative to their majority counterparts. It is important to 
determine the underpinnings of these negative experiences in order to 
understand their etiology, as well as to determine the most effective course of 
treatment. Distress tolerance (DT) has been a focus of recent clinical research as 
it has been associated with a number of psychological disorders, including 
anxiety, depression, and substance misuse. Although it has been found to act as 
a buffer against symptoms of psychopathology in white majority samples, DT has 
not been fully examined among racial/ethnic minority populations. The aim of the 
current study was to fill this void by determining whether DT protects individuals 
from racial/ethnic minority groups against depressive symptoms in the same way 
it does for individuals from the white majority. The sample consisted of 168 
undergraduates at a medium-sized university from diverse ethnic backgrounds. 
Results from this study did not indicate a significant difference in depression 
between racial groups. Additionally, we did not find a significant interaction 
between DT and group membership to predict emotional disorder symptoms. 
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Distress Tolerance and Emotional Disorder Symptoms among Racial/Ethnic 

Minorities 

The United States is becoming a more ethnically diversified country as 

time goes on, with a growing percentage of the population being comprised of 

racial-ethnic minorities (U.S. Census Bureau, 2012). From the year 2000 to 2010, 

the Hispanic population has grown from 12.5 to 16.3 percent of the population, 

with the Black population rising from 12.9 to 13.6 percent, and the Asian 

population growing from 4.2 to 5.6 percent (U.S. Census Bureau, 2012). With the 

expectation of these numbers rising even further in the coming years (Colby & 

Ortman, 2015), it has become increasingly important that we understand the 

unique experiences of these minority groups, especially as they relate to health 

outcomes. 

Although great strides have been made in understanding race-ethnic 

disparities in physical illness, research on the experience of mental illness among 

ethnic minorities is still relatively scarce and inconclusive (Breslau, Kendler, Su, 

Gaxiola-Aguilar, & Kessler, 2005). There have been a number of large-scale 

epidemiological surveys conducted in the U.S., and results have been mixed as 

they relate to minority mental health (Vega & Rumbaut, 1991). Results of one 

early community epidemiological study (i.e., the Health and Nutrition Examination 

Survey) identified significant differences between Blacks and Non-Hispanic 

Whites on both psychological distress and well-being, with Blacks experiencing 

higher rates of psychological distress and lower levels of general well-being than 

Whites (Sayetta & Johnson, 1980). Additionally, results from the Health and 
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Retirement Study indicated that ethnic minorities reported elevated rates of 

depression in comparison to Non-Hispanic Whites (Dunlop et al., 2003). 

Alternatively, a more recent survey (i.e. the National Epidemiologic Survey on 

Alcohol and Related Conditions [NESARC]) showed that racial-ethnic minorities 

reported a lower lifetime prevalence of depression than Non-Hispanic Whites, 

except for Native Americans, who reported a significantly higher lifetime 

prevalence of depression than Non-Hispanic Whites (Hasin, Goodwin, Stinson, & 

Grant, 2005). Another recent epidemiological survey (i.e., the National 

Comorbidity Survey Replication [NCSR]) also shows that racial-ethnic minorities 

report a lower lifetime prevalence of mental disorder than Non-Hispanic Whites 

(Breslau et al., 2006). However, the adolescent supplement of the NCSR showed 

higher rates of depression among Hispanic adolescents compared to Non-

Hispanic Whites, and higher rates of anxiety for Black adolescents compared to 

Whites (Merikangas et al., 2010).  

Although lifetime prevalence of mental disorder may be lower among 

racial-ethnic minorities, there is evidence that they actually tend to show greater 

persistence of these disorders (Breslau et al., 2005). The results of two large-

scale epidemiological studies (i.e. NCS and Epidemiological Catchment Area) 

indicated differences in racial-ethnic disparities between prevalence and 

persistence of mental illness. Both surveys indicated that racial-ethnic minorities 

reported a lower lifetime prevalence of mental illness, but also reported greater 

persistence of disorder. Additionally, Williams and colleagues (2007) analyzed 

data from the National Survey of American Life and found that, although lifetime 
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prevalence rates of Major Depressive Disorder (MDD) were higher for Whites, it 

took a more chronic course in Blacks. That is, Blacks with MDD were more likely 

to report their experiences as “severe” and “debilitating” than Whites (Williams et 

al., 2007). Finally, Kearney, Draper, & Baron (2005) found that Asian Americans, 

when compared to Whites, reported greater mental illness at the termination of a 

counseling intervention, even when controlling for symptom levels at intake.  

As the number of racial-ethnic minorities in the U.S. continues to grow, so 

also does the prevalence of racial-ethnic minorities on college campuses 

(Kearney, Draper, & Baron, 2005). For students of all races/ethnicities, the 

college years are a time of transition to adulthood, and they possess a number of 

unique and significant stressors (Arnett, 2000). Thus, mental health has become 

an increasing concern among college students (ACHA, 2008; Kitzrow, 2003; 

Hunt & Eisenberg, 2010). In fact, mental disorders represent nearly half of the 

disease burden on U.S. young adults (WHO, 2008). Ethnic minorities, particularly 

at predominantly White institutions, are not only susceptible to all of the typical 

stressors of life as a college student (e.g., papers, exams), but they are also at 

risk for experiencing race-related stressors that make them especially vulnerable 

to negative psychological experiences (Smith, Chesin, & Jeglic, 2014). In fact, 

early researchers went as far as to say that socioeconomic status (SES) could 

fully explain the relationship between race/ethnicity and mental illness. It has 

since been discovered that SES affects psychological outcomes via an 

interaction with race, not as a sole indicator (Kessler & Neighbors, 1986). Other 

race-related stressors such as alienation, victimization, and discrimination can 
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also serve to perpetuate negative psychological outcomes among minority group 

members, especially on college campuses (Williams, Neighbors, & Jackson, 

2003; Greer & Chwalisz, 2007; Wei et al., 2010). 

Some researchers have specifically looked at the experiences of mental 

illness among racial-ethnic minority college students. Research performed by 

Alamilla, Kim, and Lam (2010) focused on anxiety as an outcome variable of 

minority status among Latino college students. Participants included 130 

students of Latino background that attended a predominately White university on 

the West Coast of the United States. Participants completed surveys that 

assessed Latino values, acculturation, minority stress, perceived racism, and 

anxiety. Researchers found that perceived racism and minority stressors were 

significantly correlated with higher levels of anxiety (Alamilla, Kim, & Lam, 2009). 

Thus, the way that Latino minorities perceived their social situations among their 

White counterparts predicted the level of anxiety that they experienced. 

Additionally, Smith and colleagues (2014) conducted a study with data from 

diverse populations at two universities in New York. Participants responded to a 

number of self-report inventories assessing emotional well-being (e.g. 

depression, loneliness).  Results of their study indicated that being a racial-ethnic 

minority predicted binge drinking, past suicide attempt, depression, and 

loneliness (Smith, Chesin, & Jeglic, 2014).  

As research on racial-ethnic disparities in mental health persists, it is 

important to continue identifying primary risk factors that may contribute to the 

experience of psychopathology among minority group members. It has been 
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posited that the negative psychological experiences of these individuals may 

largely be due to the experience of stress as the result of being a member of a 

marginalized group (Williams, Neighbors, & Jackson, 2003). Generally, research 

has shown that the way that monitories respond to stressful situations has 

significant implications for mental and emotional health. For example, Zvolensky 

and colleagues (2016) examined the relationship between acculturative stress, 

experiential avoidance (EA), and a variety of emotional disorder symptoms 

among a diverse sample of college students. EA is described in the literature as 

“efforts to escape and avoid emotions, thoughts, memories, and other private 

experiences” (Hayes et al., 1996). Their sample consisted of over 1,000 college 

students identifying as racial/ethnic minorities. Results of their study indicated 

that acculturative stress was a significant predictor of suicidal, anxious arousal, 

and social anxiety symptoms when students were high in EA tendencies.  

Distress tolerance (DT) is an analogous construct to EA, and represents 

the ability to perform goal-directed actions while distressed or uncomfortable 

(McHugh et al., 2011). Low DT abilities have been associated with a number of 

negative outcomes in unselected and patient samples such as eating disorders 

(Anestis, Selby, Fink, & Joiner, 2007), anxiety and depression (review by Leyro, 

Zvolensky, & Bernstein, 2010); substance abuse disorders (Buckner, Keough, & 

Schmidt, 2007), post-traumatic stress disorder (PTSD) (Vujanovic, Bonn-Miller, 

Potter, et al., 2011), and self-injury (Nock & Mendes, 2008). Therefore, it seems 

that DT could be an important construct to examine as a prognostic indicator of 

negative psychological outcomes among racial minorities.  
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One way that DT has traditionally been measured is through self-report 

inventories, which are generally utilized to gauge an individual’s perceived ability 

to tolerate distress. Individuals are asked to indicate their levels of agreement 

with statements such as “I can’t handle feeling distressed or upset” (Distress 

Tolerance Scale [DTS]; Simons & Gaher, 2005), and “I can’t stand situations 

where I might feel upset” (Frustration Discomfort Scale [FDS]; Harrington, 2005). 

Previous research has supported the association between responses to these 

statements and a variety of clinical outcomes. For example, Vujanovic and 

colleagues (2011) found an inverse association between perceived DT according 

to the DTS and symptoms of PTSD among a community sample of 140 

participants who had recently experienced a traumatic event. 

DT can also be measured with computerized behavioral tasks such as the 

Mirror Tracing Persistence Task (MTPT; Strong et al., 2008) and the Paced 

Auditory Serial Addition Task (PASAT; Lejuez, Kahler, & Brown, 2003), which are 

intended to induce some form of distress (e.g. frustration, discomfort, anxiety), 

and then evaluate the participant’s behavior when he or she is given the 

opportunity to terminate the distressing task. The MTPT and PASAT, like other 

behavioral measures of DT, involve frustrating tasks--such as tracing the outline 

of a shape when the motions of the computer mouse and cursor are reversed 

(i.e. MTPT) and speeded mental arithmetic problems (i.e. PASAT)--in which 

incorrect answers are punished with loud aversive tones.  The participant is free 

to quit at any point during these frustrating tasks, and those who persist longer in 

pursuit of reward are thought to display higher DT. 
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DT has been examined extensively among predominantly White samples, 

but there is significantly less research focusing on DT among minority group 

samples. In fact, the current literature on racial differences in DT is scarce and 

inconclusive, focusing primarily on the differences between European- and 

African-Americans. Dahne and colleagues (2014) conducted a study with 153 

mothers (62.1% White, 37.9% African American), to identify racial differences in 

DT capabilities and smoking habits. Participants completed a battery of self-

report measures of DT as well as the PASAT. They found that African-American 

women with low DT capabilities were more likely to become lifetime smokers 

than African-American women with high DT capabilities.  

Dennhardt and Murphy (2011) wanted to identify whether there were 

ethnic differences in the ability of DT capabilities to predict alcohol abuse. Using 

206 undergraduate students, they looked specifically at self-reported DT and 

found that low DT capabilities were associated with more alcohol abuse 

problems among African-Americans, but not for European American students. 

Similarly, Daughters et al. (2009) found that low DT led to delinquent behavior 

among African-Americans, but not for European-Americans. In contrast, another 

study by Daughters and colleagues (2013) demonstrated that Caucasians, but 

not African-Americans, exhibited more conduct problems when they had low DT 

capabilities.  

As there is a dearth in the research on minority status and DT, it is 

important to look at the differences between majority and minority group 

members on related constructs. As mentioned earlier, DT is considered to be an 
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emotion regulation strategy, thus literature on the relationship between minority 

status and emotion regulation—as opposed to DT per se—can be informative.    

Carter and Walker (2014) conducted a study on a nonclinical sample of 

151 African American adults. They assessed self-reported emotion regulation, 

and how it related to anxiety and perceived health. They found that difficulties in 

regulating emotions went above and beyond age and gender to predict increased 

symptoms of anxiety and more negative perceived health. In a primarily Black 

(79.1%) community sample of 210 child-caregiver dyads, Folk and colleagues 

(2014) found that children who had poor emotion regulation skills at time 1, had 

greater self-reported and caregiver-reported symptoms of depression at time 2. 

Additionally, these researchers also found that dysregulated emotion was also a 

significant predictor of self-reported anxiety-related symptoms (Folk, Zeman, 

Poon, & Dallaire, 2014). Lu and Wang (2012) found that ethnic minority college 

students experienced greater negative emotion and were less likely to utilize 

effective emotion regulation strategies than their majority counterparts. 

The aim of the current study was to determine whether DT capabilities act 

as a buffer against depressive symptoms among ethnic minority college 

students. We chose to focus on depression as it is one of the most chronic and 

prevalent mental illnesses in both the community (Kessler et al., 1994) and on 

college campuses (Hunt & Eisenberg, 2010). Based on the findings of Smith and 

colleagues (2014), we hypothesized that those who identify as ethnic minorities 

will report greater symptoms of depression than the White majority. Additionally, 

following the logic of previous research studies (e.g., Dahne et al., 2014) we 
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hypothesize that minority group members will generally have elevated symptoms 

of depression, relative to white students, but that those racial-ethnic disparities 

will disappear among those with higher levels of distress tolerance. 

 
 

Method 

 
Participants  
 
 Participants for this study were 168 undergraduates (109 female) from a 

medium-sized public university on the East Coast. The sample was ethnically 

diverse, with 90 reporting to be “Non-Hispanic White,” 25 “Black,” 27 

“Asian/Asian American,” 19 “Hispanic/Latino,” 6 “More than one race,” and 1 

“Other.” The mean age of the sample was 19.20 years (SD= 1.33). Participants 

were recruited via the research participation pool for introductory psychology, 

and were awarded partial course credit for their time. 

 
Measures 
 
 Distress Intolerance Index (DII; McHugh and Otto, 2012). The DII is a 

10-item self-report inventory constructed to measure one’s perceived ability to 

tolerate negative or distressing emotional states (e.g. “I’ll do anything to stop 

feeling distressed or upset”). The DII is made up of the ten most consistently 

strong items on a latent Distress Intolerance (DI) factor from three different self-

report measures of DI (i.e. Distress Tolerance Scale, Simons and Gaher, 2005; 

Anxiety Sensitivity Index, Peterson and Reiss, 1992; Frustration-Discomfort 

Scale, Harrington, 2005). These items were tested across three different samples 
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(McHugh and Otto, 2012). Items are scored on a 5-point Likert-type scale 

ranging from 0 (very little) to 4 (very much) with higher scores representing a 

lower perceived ability to handle distress, and lower scores representing a 

greater perceived ability to handle distress (M= 10.01, SD= 8.73). The DII has 

demonstrated strong convergent validity with behavioral measures of DI 

compared to other self-report measures of DI (McHugh & Otto, 2011; McHugh et 

al., 2016; Seo and Kwon, 2016; Szuhany & Otto, 2015). It has also displayed 

strong internal consistency across various studies (Cakir, 2016, McHugh and 

Otto, 2011, Szuhany and Otto, 2015), as well as solid test-retest reliability (Cakir, 

2016). The internal consistency of the DII for the current study was excellent (α= 

.89).  

 
 Inventory of Depression and Anxiety Symptoms (IDAS; Watson et al., 

2002). The IDAS is comprised of 64 items designed to measure specific 

dimensions of major depression and various anxiety disorders. It can be broken 

into ten subscales representing specific symptoms: Suicidality, Lassitude, 

Insomnia, Appetite Loss, Appetite Gain, Ill Temper, Well-Being, Panic, Social 

Anxiety, and Traumatic Intrusions. It also has two general scales: General 

Depression (overlaps with other scales) and Dysphoria (no overlap). The IDAS 

was created using factor analysis across three different samples (college 

students, psychiatric patients, community adults), and has proven robust in 

several other samples of college and high school students, young adults, 

postpartum women, and psychiatric patients (Watson et al., 2002). It also has 
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displayed strong reliability as well as convergent and discriminant validity in 

relation to other measures of depression and anxiety symptomology (Watson et 

al., 2007, Watson et al., 2008, Watson et al., 2012). For the current study, we will 

be using the General Depression subscale in order to include a broad range of 

depressive symptoms, which generally reflect risk for emotional disorders such 

as anxiety and depression (Watson et al., 2008). The internal consistency of the 

IDAS General Depression subscale in the current sample was strong (α= .90).  

Procedure 

 After arriving to the lab space, participants signed an informed consent 

form and completed a battery of questionnaires on a computer through a secure 

network. Participants were ensured that there were no right or wrong answers to 

the prompts, and that all of their responses would be kept anonymous. 

Participants were then given a brief interview assessing chronic stress, and 

completed both the PASAT and MTPT to assess behavioral DT capabilities. Data 

from the latter parts of the experiment are not reported here.  

 

Results 

Descriptive Statistics 

We analyzed our data two ways: once with a dichotomous variable for 

race (White vs. Non-White), and once separating the Non-White groups using 

dummy variables. A correlation matrix of all the variables used in our analyses 

can be found in Table 1.  The mean score on the IDAS General Depression 

subscale within our sample was 42.62 (SD=12.69), and the mean score on the 
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DII was 51.41 (SD=11.42). More than eighty percent of the participants came 

from families making $50,000 per year or higher.  

 

Table 1 

Correlations between Key Variables 

 DT Dep. Income Gender White 
vs. 
Black 

White 
vs. 
Asian 

White 
vs. Hisp/ 
Latino 

DT 1.00       

Depression -0.46** 1.00      

Income -0.11 0.21** 1.00     

Gender -0.05 0.06 -0.08 1.00    

White vs. 
Black 

-0.12 0.07 0.16 -0.04 1.00   

White vs. 
Asian 

-0.04 -0.04 0.09 -0.09 -0.19* 1.00  

White vs. 
Hisp/Latino 

-0.14 -0.14 0.08 -0.07 -0.16* -0.16* 1.00 

**p < .01; *p < .05; Gender was coded using 0 for “male” and 1 for “female” 

 

Dichotomous Coding for Race 

In preparation for analyzing our data, we created a dichotomous variable 

for group membership with “1” representing those who identified with the White 

majority, and “2” representing those who identified themselves as members of 

the Non-White minority. In order to analyze our data, we used a hierarchical 

linear regression analysis. This allowed us to test whether DT capabilities 

moderate the relationship between racial group membership and depression. We 

included income level and gender as covariates in the analysis.  
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The initial step of the regression tested our first hypothesis that those who 

identify as members of the Non-White minority would experience more emotional 

disorder symptoms than those who identify with the White majority group. That is, 

we expected to find a significant main effect of racial group membership in 

predicting depression. Results for step 1 of the analysis can be found in Table 2. 

As Table 2 shows, depression symptom levels did not differ across racial groups. 

In contrast, DT had a moderate, inverse association (β = -.44) with depressive 

symptoms. Additionally, family income had a small yet positive (β = .18) 

association with depression. 

Table 2 

Multiple Regression Predicting Depressive Symptoms with Dichotomous Race Variable: Step 1 
 
Variable b SE Beta 

Race -1.97 1.80 -0.08 

DT -0.49 0.08 -0.44** 

Income 1.81 0.70 0.18* 

Gender 2.20 1.84 0.08 

**p < .01; *p < .05; Gender was coded using 0 for “male” and 1 for “female” 

 

The second step of the regression analysis tested our main hypothesis 

that the risk for experiencing depressive symptoms that accompanies minority 

status is minimized among those with greater DT capabilities. That is, we 

predicted that the interaction between DT capabilities and race would predict 

depression. Results for step 2 of the analysis can be found in Table 3. The 
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interaction between racial group membership and DT did not approach statistical 

significance. 

 
 
Table 3 
 
Multiple Regression Predicting Depressive Symptoms with Dichotomous Race Variable: Step 2 
 
Variable b SE Beta 

Race 2.86 8.28 0.11 

DT -0.36 0.24 -0.32 

Income 1.73 0.71 0.18* 

Gender 2.17 1.84 0.08 

DT*Race -0.09 0.16 -0.23 

**p < .01; *p < .05; Gender was coded using 0 for “male” and 1 for “female” 

 

Separate Minority Group Comparison 

 We then repeated these analyses, allowing each major minority group (i.e. 

Black, Asian, & Hispanic/Latino) to differ from one another. In order to do this, we 

created three dummy variables to allow us to compare each of the three minority 

groups to the Non-Hispanic White majority group separately. Again, we used a 

hierarchical linear regression including gender and income as covariates.  

 Once again, depressive symptoms did not differ across any of the racial 

groups in step 1 of the regression. Results for step 1 of the regression analysis 

can be found in Table 4. DT had a moderate, inverse association (β = -.45) with 

depression, and family income had a small, positive association (β = .18) with 

symptom levels.  Results for step 2 of the regression analysis can be found in 
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Table 5. Once again, we did not find any significant interactions between race 

and DT to predict depression levels.  

 

Table 4 

Multiple Regression Predicting Depressive Symptoms with Separate Minority Groups: Step 1 
 
Variable                         b         SE          Beta 
White vs. Black          -1.26        2.55          -0.04 

White vs. Asian                          -4.20        2.45          -0.13 
White vs. 
Hispanic/Latino 

         -0.82        2.89          -0.02 

DT          -0.49       -0.08          -0.45** 
Income           1.69        0.70           0.18* 
Gender           2.42        1.83           0.09 

 
**p < .01; *p < .05; Gender was coded using 0 for “male” and 1 for “female” 
 

Table 5 

Multiple Regression Predicting Depressive Symptoms with Separate Minority Groups: Step 2 
 
Variable b SE Beta 
White vs. Black 4.73 11.00 0.14 
White vs. Asian -6.13 11.57 -0.19 
White vs. 
Hispanic/Latino 

14.11 14.48 0.36 

DT -0.45 0.10 -0.41** 
Gender 2.46 1.85 0.10 
Income 1.58 0.72 0.16 
DT*WB -0.12 0.22 -0.18 
DT*WA 0.04 0.22 0.06 
DT*WH/L -0.27 0.26 -0.39 
**p < .01; *p < .05; Gender was coded using 0 for “male” and 1 for “female;” Dummy variables 
were created by having one minority group (e.g. Black) equal 1 while the other groups equal 0 

 

Discussion 

The purpose of this study was to examine racial differences in the 

experience of depressive symptoms, and to determine whether DT capabilities 

might buffer racial minorities from negative outcomes. We hypothesized that 
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members of racial minority groups would experience more symptoms of 

depression than Non-Hispanic Whites. We also hypothesized that DT would act 

as a moderator of that relationship, suggesting that racial disparities in 

depressive symptom levels would be mitigated among minorities with high DT 

capabilities. Results indicated a main effect of DT on depressive symptoms, but 

we did not find a main effect for ethnic group or a significant interaction between 

DT and race in predicting symptoms of depression. That is, minority and majority 

group members did not differ significantly with respect to depressive symptoms, 

regardless of their levels of DT. 

Results of this study were consistent with previous research indicating that 

DT is associated with psychopathology. DT has consistently been linked with 

both the development and maintenance of mental disorders, including anxiety, 

mood, personality, and substance use disorders (Leyro, Zvolensky, & Bernstein, 

2010). One widely accepted perspective on the link between DT and 

psychopathology suggests that those with low DT capabilities are more likely to 

respond in maladaptive ways to stress-inducing situations and endorse negative 

reinforcement strategies, thus making them more prone to negative 

psychological outcomes. On the contrary, those with higher DT capabilities may 

be more equipped to approach negative stimuli with positive reinforcement 

strategies, and thus experience less negative psychological outcomes (Leyro et 

al., 2010). Michel and colleagues (2016) performed a study with a sample of 

clinical outpatients presenting with either panic disorder, social anxiety disorder, 

generalized anxiety disorder, or obsessive compulsive disorder. Participants 
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completed a number of surveys and questionnaires, and were given a clinical 

interview to determine diagnoses. Their results indicated a significant negative 

relationship between DT scores and symptoms of worry, social anxiety, and 

OCD. That is, those with lower DT capabilities experienced more symptoms of 

anxiety disorders. Holliday and colleagues (2016) extended research on DT and 

psychopathology to a young adult veteran population, and they found that DT 

was a significant predictor of depression, PTSD, and alcohol misuse. 

Additionally, DT was responsible for the comorbidity of depression and PTSD 

with alcohol misuse among their sample.  

Results were not consistent with previous research indicating that minority 

group members are at increased risk for negative psychological outcomes.  We 

did not identify a main effect of minority group membership (i.e. race) on the 

experience of depressive symptoms despite the demonstration of that 

relationship by previous research groups.  For instance, results from the NCS 

and the National Survey of American Life showed that minority groups reported 

greater persistence of mental illness than the Non-Hispanic White majority group 

(Breslau et al., 2005; Williams et al., 2007). However, our results were not 

entirely surprising given that other researchers have found a lack of racial-ethnic 

disparities when evaluating mental health outcomes (Breslau et al., 2006; Vega & 

Rumbaut, 1991).  

Although we did not find a significant interaction between race and DT in 

predicting depressive symptoms, results did show a significant main effect of DT 

on depression, whereby all groups reported fewer depressive symptoms as a 
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function of higher DT. This trend is supported by previous research on DT as a 

moderator variable between emotional disorder risk factors and subsequent 

emotional disorder symptoms. Banducci and colleagues (2016) conducted a 

study on a sample of community youth who had experienced childhood 

emotional abuse. Youth that indicated greater experiences of abuse at baseline 

also indicated higher levels of baseline anxiety. Additionally, DT moderated the 

relationship between these two baseline measures so that youth with greater 

abuse experiences and lower DT capabilities experienced the highest levels of 

anxiety symptoms. This relationship remained consistent across five annual 

assessments.  Ali and colleagues (2013) were interested in the relationship 

between DT, trait aggression, and problematic alcohol use. Specifically, they 

wanted to identify whether DT acted as a moderator on the relationship between 

trait aggression and problematic alcohol use. They used a large sample of 

undergraduate students who completed self-reported indices of trait aggression, 

alcohol use, and DT. Results indicated that DT was indeed a moderator variable 

as there was a significant relationship between trait aggression and problematic 

alcohol use among those with low DT capabilities, but not among those with high 

DT capabilities. Finally, Macatee and colleagues (2016) examined the 

relationship between daily stress, affective symptoms, and DT using a non-

clinical sample of young adults. Participants completed baseline measures of DT 

and trait negative affect, and then completed six diary entries throughout a two-

week period through which they reported on daily stressors, negative affect, and 

emotional disorder symptoms. Results of the study indicated that DT was a 
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moderator variable in that there was a significant relationship between daily 

stress and both worry and depression when participants had low but not high DT 

capabilities.   

There are a couple main reasons why results may not have been 

consistent with previous research on minorities and psychopathology. First, 

instead of focusing on self-reported racial-ethnic group membership, it may be 

beneficial to include a subjective measure of minority status. That is, to have 

participants identify the extent to which they feel like a minority member of their 

community. For example, an objective measure of minority status does not 

necessarily take into account subjective experiences of factors that may vary 

among minority group members such as perceived discrimination, which has 

consistently been associated with experiences of psychopathology (Cokley et al., 

2017).  Schmitt and colleagues (2014) conducted a meta-analysis on the 

consequences of perceived discrimination and psychological well-being, and 

found an overall negative effect size (r = -.23) of perceived discrimination on 

mental health. Additionally, they found these effects to be greater for 

disadvantaged people (r = -.24) than for advantaged people (r = -.10). Thus, it 

appears that subjective measures such as perceived discrimination may be 

important to consider when assessing psychological health among racial 

minorities. 

Another important factor that may be at play in the relationship between 

minority status and psychopathology is racial/ethnic centrality. That is, the extent 

to which an individual identifies with his or her racial/ethnic group and makes it a 
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central part of his or her identity, may have implications for mental health (Ellison, 

1991). Previous research suggests that those who identify more strongly with 

their minority group report less negative psychological outcomes than those with 

a weaker identity (Burnett-Zeigler, Bohnert, & Ilgen, 2013). Sellers and 

colleagues (2003) conducted a study with a large sample of African American 

adults to examine whether racial identity attitudes played a role in determining 

psychological outcomes. Results of their study indicated that the correlation 

between racial discrimination and perceived stress was weaker for those who 

identified more strongly with their racial groups. That is, those who made being 

African American a more central part of their identities also experienced less 

perceived stress than those with a less central identity. In a similar study with 

Black males, Bynum et al (2008) found that among those who experience racism, 

those Black males who reported feeling more positively about being Black 

reported experiencing less anxiety-related symptoms than those who felt less 

positive about being Black.  

The results of this study have several implications worth noting. First, it is 

important for clinicians and communities to understand that DT is a risk factor for 

psychopathology regardless of race. Therefore, helping individuals identify and 

practice effective coping strategies during stressful situations could prove to be 

broadly beneficial in preventing and remediating mental disorder. In their review 

article, Leyro and colleagues (2010) specifically mention that acceptance and 

commitment therapy, functional analytic psychotherapy, integrative behavioral 

couples therapy, and mindfulness based cognitive therapy either indirectly or 
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directly target distress tolerance capabilities and have had successful outcomes. 

Additionally, it is important for clinicians and researchers alike to realize that DT 

may operate alongside other risk factors (e.g. perceived discrimination, ethnic 

centrality) in predicting emotional disorders, especially for minority group 

members. Future research may investigate specific minority experiences that 

may interact with DT to predict mental health outcomes. Instead of comparing 

minority group members to majority group members, a future study could 

investigate within group differences in DT as they relate to psychological 

disorders. 

It is also important to note the limitations of the current study. First, the 

sample consisted of undergraduate students from a single university, with a 

relatively small number of individuals in each ethnic minority group (e.g., Black, 

Asian-American). Thus, the results of this study cannot necessarily generalize to 

clinical or community samples. One specific limitation in using a college sample 

could be that we may have unintentionally selected for resilience. That is, college 

students have already overcome a lot of obstacles in order to make it to the 

university level, and thus may have a uniquely high level of DT. Perhaps a 

community sample would provide more variability in levels of DT beyond what a 

college sample can provide.  

Another limitation of the current study was the use of only one form of 

measurement (self-report) for DT. Prior studies have indicated that self-report, 

behavioral, and physiological measures of DT do not correlate as would be 

expected. Previous research supports strong within-modality convergent validity 
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when measuring DT (Ameral, Palm Reed, Cameron, & Armstrong, 2014), but a 

lack of convergence across modalities of measurement (Bernstein, Marshall, & 

Zvolensky, 2011; McHugh et al., 2011). That is, various self-report measures of 

DT appear to be highly correlated with one another, but they do not appear to be 

correlated with the behavioral or physiological measures of DT.   That being said, 

it appears that different modes of measurement of DT are not actually tapping 

into the same construct. Thus, we cannot be sure that the self-report measures 

of DT that we used in this study are giving us a comprehensive understanding of 

the relationship between DT, minority status, and psychological outcomes.  

Given the limitations of the current study, suggestions for future research 

efforts would include using a subjective measure of racial identity, asking 

participants about the strength of their minority identification, and expanding the 

sample to include community members and/or clinical patients. Future research 

could also include a measure of stress. The extent to which participants are 

experiencing stresses in their lives may have implications for how often they 

exercise their DT capabilities. It would be interesting to explore the way stress 

interacts with DT in predicting psychological outcomes. Even further, it may be 

fruitful to identify specific stressors related to minority status (e.g. perceived 

discrimination) that may contribute to negative outcomes. By delving further into 

the specific experiences of minorities, and identifying additional risk factors, we 

can continue to develop more effective ways to improve their mental health 

experiences.   
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