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ABSTRACT 

There is abundant evidence supporting the importance of accepting and autonomy-supportive 

parenting rather than rejecting and autonomy-restrictive or controlling parenting for 

development. This is especially relevant for adolescent and young adult (youth) adaptive 

development, including the development of relational schemas, coping skills and emotional 

health. Moreover, the impact of the quality of parent-child (and other) relationships on 

youth’s emotional health has been described as mediated via relational schemas, with 

schemas defined as beliefs, biases, and expectations that arise out of social experiences. For 

example, rejection sensitivity (RS) theory (Downey & Feldman, 1996) is one influential 

perspective that explicitly identifies how social experiences of rejection, victimisation, or 

isolation gives rise to a cognitive-affective bias of anxious expectation, biased perceptions, 

and defensive overreactions to ambiguous or overt cues of rejection. These cognitive 

affective biases in turn, are implicated in the development and maintenance of negative 

outcomes, such as internalising symptoms. However, components of this model, when 

applied to older adolescents and young adults, have rarely examined the mechanisms that 

help account for the associations of parental experiences, RS, and internalising symptoms. To 

this end, the aim of the four empirical studies conducted for this thesis was to apply the RS 

framework to test a model that specifically accounts for how interpersonal experiences (in the 

form of parenting behaviours), biased perceptions and beliefs regarding interpersonal 

exchanges (i.e., RS), and intrapersonal vulnerabilities (i.e., maladaptive socio-emotional 

responses) all play roles in elevated internalising symptoms for older adolescents and young 

adults. A parallel aim was to identify protective factors (i.e., cognitive reappraisal and coping 

flexibility) that may modify the risk of these interpersonal and intrapersonal factors for older 

adolescents and young adults. To achieve these aims, the four studies utilized either cross-

sectional or two waves of longitudinal data collected from older adolescents and young adults 
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over a 1-year period. Study 1 tested a comprehensive RS-model among a sample of 628 older 

adolescents and young adults. Structural equation models (SEMs) were used to identify 

serial-mediation pathways of risk stemming from parenting practices and RS onto higher 

depressive and anxious symptoms. Study 2 examined the temporal risk that RS plays for 

increased internalising symptoms over a one-year time span via heightened emotional 

dysregulation, expressive suppression, and social avoidance among 402 longitudinal 

participants from Study 1. Further, in Study 2, bi-directional relations between socio-

emotional responses and internalising symptoms were tested, with results supporting bi-

directional associations over time. Study 3 drew upon the cross-sectional sample from Study 

1 (N = 643) to examine the moderating effects of three related, but distinct, components of 

the self-perceived capacity for flexibly coping with stress (i.e., multiple coping strategy use, 

situational coping, and coping rigidity). More specifically, these three capacities were 

examined as potential moderators of the relations between several regulatory strategies 

(emotion dysregulation, suppression, social avoidance, and cognitive reappraisal) and 

internalising symptoms. Finally, making use of the longitudinal sample, Study 4 (N = 394) 

examined the moderating effects of cognitive reappraisal and coping flexibility (i.e., multiple 

coping strategy use) on the concurrent and temporal associations of parenting, RS, and 

internalising symptoms over a 1-year period. Altogether, three general conclusions from 

these studies are described. First, though parenting practices are correlates of youths’ 

internalising symptoms, it is RS that is the most salient risk of symptoms over time. Second, 

emotional dysregulation, suppression, and social avoidance are key mechanisms that 

independently confer risk for more elevated symptoms and partially account for the increased 

risk of elevated perceptions of RS and greater symptoms over time. Additionally, cognitive 

reappraisal played a unique and buffering role in cross-sectional associations. Third, coping 

flexibility appears to be an important resource for youth, but further research is needed to 
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examine the interplay of flexible coping capacities with parenting, ER, ways of coping, and 

internalising symptoms among youth. Theoretical and practical implications are discussed, 

along with recommendations for future research. Taken together, the current research 

identifies multiple interpersonal and intrapersonal risk and protective factors that are relevant 

for understanding increases in internalising symptomology during late adolescence and young 

adulthood. Furthermore, these factors, in particular, could be targeted as avenues for 

intervention to help youth cope with interpersonal stressors of rejecting and autonomy-

restrictive parenting and RS. 
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CHAPTER 1 

GENERAL INTRODUCTION AND OVERVIEW 

Supportive, warm and autonomy supportive, as opposed to rejecting, hostile and 

controlling, social relationships are important for individual well-being and positive 

functioning across the lifespan (Meeus, 2016; Moran, Turiano, & Gentzler, 2018; Oudekerk, 

Allen, Hessel, & Molloy, 2015; Van der Giessen, Branje, & Meeus, 2014). Most especially, 

such parent-child relationship qualities have been found to explain individual differences in 

social and emotional functioning in childhood (Brumariu, Kerns, & Seibert, 2012; Roth, 

Assor, Niemiec, Ryan & Deci, 2009), adolescence (Nelemans et al., 2019; Silk, Morris, 

Kanaya, & Steinberg, 2003; Oudekerk et al., 2015) and young adulthood (Nelson, Padilla-

Walker, Christensen, Evans, & Carroll, 2011; Zimmer-Gembeck, Van Petegem, Ducat, Clear, 

& Mastro, 2017). This research, spanning multiple decades, has been founded in classic and 

contemporary theories, ranging from early psychoanalytic perspectives (e.g., Winnicott, 

1965) to self-determination theory (e.g., Ryan, Deci, Grolnick, & La Guardia, 2006) and 

family socialisation theories (e.g., Morris, Silk, Steinberg, Myers, & Robinson, 2007). What 

these views have in common is their focus on the importance of involved, sensitive and 

supportive relationships with others, with little experience of rejection, hostility and 

excessive control or coercion, most particularly from parents or caregivers. Such perspectives 

are also primarily focussed on in Bowlby’s (1969, 1980) classic descriptions of attachment 

theory. As Bowlby proposed, social relationships, particularly the quality of the parent-child 

relationship, are necessary for human survival. Equally important to development scientists, 

parent-child relationships that meet children’s needs for safety and security are crucial for 

positive emotional and interpersonal development “from the cradle to the grave” (Bowlby, 

1973, pp. 114). According to attachment theory, how individuals come to think of 

themselves, perceive and interact with others, develop and maintain social relationships, 
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manage emotional experiences, and respond to stressful situations are all derived, at least to 

some extent, from the quality of the early child rearing environment (Bowlby, 1969, 1973, 

1980; Cassidy, 2008; Zimmerman, 1999). As such, whether directly or indirectly, many 

capacities for adaptive functioning are formed within the context of a history of experiences 

within the parent-child relationship, and these capacities continue to be shaped as this 

relationship evolves across development (Allen, 2010; Mikulincer & Shaver, 2019; Morris et 

al., 2007; Seiffge-Krenke & Beyers, 2005; Zimmer-Gembeck et al., 2017).  

One such capacity that derives directly from the quality of the parent-child 

relationship is the formation of the internal working model. Bowlby (1969) and other 

attachment theorists (e.g., Allen, 2010; Cassidy, 2008; Mikulincer, Shaver, & Pereg, 2003; 

Zimmerman, 1999) refer to the internal working model as a central organising internal system 

of beliefs and biases which serves the purpose of detecting environmental and emotional 

threat. In response to threat, the working model also guides regulation and response. 

However, because the working model is first developed within the context of early 

caregiving, it can depend on the quality of this environment. Thus, the internal working 

model may be a guide that can undermine adaptive regulation and, instead, result in unhelpful 

regulatory responses to threat. If the child’s relational needs have been reliably met with 

warmth, safety, and support, then the internal working model is likely to be a foundational 

socio-cognitive system of beliefs and expectations that will motivate the child to regulate 

perceived threat through proximity-seeking of an attachment figure (Bowlby, 1969; Cassidy, 

2008; Mikulincer & Shaver, 2019; Zimmerman, 1999). However, if the child’s relational 

needs have not been reliably met, or needs have been met with inconsistent responding or 

rejection, then the internal working model is likely to be one that will motivate the child to 

regulate threat through the activation of secondary hyperactive or avoidant strategies 

(Bowlby, 1973, 1980; Mikulincer & Shaver, 2019; Mikulincer et al., 2003). This working 
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model sets a foundation that can be carried forward into future relationships throughout life, 

including in adolescence and young adulthood. Consequently, according to attachment 

theory, the internal working model becomes a lens through which individuals come to 

perceive and interact with the world around them, across the lifespan.  

Expanding on the concept of the internal working model, the importance of this 

internal schema or working model of relationships has also been described as the relational 

self (for a review see Anderson & Chen, 2002) or a more complex set of relational self-

system processes (for a review see Zimmer-Gembeck, 2016). Considered more globally, the 

authors of these reviews described how core aspects of the self are shaped within the context 

of important relationships, and are continually expressed as expectations, social-information 

processing biases or perceptions of personal responses to interpersonal interactions. Drawing 

from motivational (e.g., Ryan et al., 2006) and interpersonal theories (e.g., Baumeister & 

Leary, 1995), the ‘relational self’ has wider implications for how one perceives the self, how 

one expresses this self in relation to others, and how one regulates emotional threats that are 

perceived within the interpersonal world (Anderson & Chen, 2002; Zimmer-Gembeck, 2016). 

While relevant at any stage of development, the experience and expression of the relational 

self appears to be highly relevant during the transition from adolescence to young adulthood, 

and within the context of responding to interpersonal stress, particularly, experiences of 

rejection.  

All humans are believed to have a psychological need to belong to social groups and 

to maintain close relationships, and this need motivates behaviours that increase the 

possibility of acceptance from others and avoidance from rejection across the lifespan 

(Baumeister & Leary, 1995; Leary, 2001; Özen & Güneri, 2018; Zimmer-Gembeck, 2016). 

Normative developmental changes that typically occur across the transition from late 

adolescence to young adulthood have the potential to threaten one’s sense of belonging. 
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These developmental changes include several relational shifts, whereby adolescents and 

young adults are striving to become more autonomous in their relationships with the parents, 

are deepening intimacy in existing friendships, or forming new friendship networks, are 

engaging in ongoing virtual connections due to increasing social media use, and becoming 

increasingly interested in or more committed to romantic relationships (Meeus, 2016; 

Seiffge-Krenke & Persike, 2017; Shulman & Scharf, 2018; Zimmer-Gembeck, 2002). While 

normative, such changes may be perceived by some as highly stressful, as these relational 

shifts inherently expose the developing adolescent to the possibility of conflict within the 

parent-child relationship, or the potential of rejection within friendships or romantic interests. 

In fact, studies have indicated that young people often cite a large percentage of stressful 

everyday events as related to conflicts or changes within relationship with parents, peers, and 

romantic partners (Chango, McElhaney, Allen, Schad, & Marston, 2012; Seiffge-Krenke, 

2011). While youth are often navigating the ebbs and flows of their interactions with parents, 

peers, and romantic partners, additional stressors such as pursuing higher education or 

seeking opportunities for employment may also influence the young person’s overall sense of 

well-being.  

Given these stressors and developmental changes, not surprisingly, studies have also 

shown increasing incidence and prevalence rates of internalising symptoms (including 

anxiety, stress, depression, and loneliness) from the late teens to the early-mid 20s (Costello, 

Copeland, & Angold, 2011; Meeus, 2016; Schubert, Clark, Van, Collinson, & Baune, 2017), 

with problematic parental relationships and aspects of the relational self acting as precursors 

to these difficulties (Chango et al., 2012; Nelemans et al., 2019; Nelson et al., 2011; Schubert 

et al., 2017; Silk et al., 2003). Together, these relational stressors and experiences of 

heightened internalising symptoms, have the potential to activate self-protective behaviours 

within the organising system of the relational self to assist the developing adolescent in 
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coping (Meehan, Cain, Roche, Clarkin, & De Panfilis, 2018; Leary, 2001; Seiffge-Krenke, 

2011; Zimmerman, 1999). In this regard, positive parent-offspring relationships, as well as a 

relational self that is more secure in its availability and responsiveness of others, may 

increase the chances of young people responding successfully to external stressors. However, 

relationships with parents characterised by higher levels of rejection, coercion or 

psychological control, or relational selves that are more insecure or negative may increase the 

risk of experiencing increased internalising problems across the transition from late teens to 

mid-20s.  

One specific theory that explicitly considers the joint influences of relationships and a 

relational self that develops within interpersonal contexts of acceptance and rejection, is that 

of Downey and Feldman’s (1996) rejection sensitivity (RS) theory. Originally developed 

from work on attachment and social cognition, RS theory identifies and distinguishes an 

aspect of the relational self that is more specific to experiences of rejection across the 

lifespan. Further, this theory has been used to derive and support hypotheses on how 

parenting interactions characterised by rejection, coercion or control may be associated with 

greater internalising problems in adolescents (Rowe, Zimmer-Gembeck, Rudolph & Nesdale, 

2015; Rudolph & Zimmer-Gembeck, 2014). While testing aspects of RS theory, empirical 

research has also added to knowledge of RS as an individual vulnerability that place young 

adults at greater risk of internalising symptoms, particularly depression and anxiety (Gao, 

Assink, Cipriani, & Lin, 2017; Kraines, Kelberer, & Wells, 2018; Marston, Hare, & Allen, 

2010; Peters, Smart, & Baer, 2015). However, of these handful of studies, most have either 

relied on retrospective reports of the quality of parenting behaviours in childhood while not 

assessing current parent-offspring interactions, have been cross-sectional in nature, have not 

simultaneously tested aspects of parenting or an aspect of the relational self in the same 

study, or have not explicitly explored well-defined pathways drawn from theory that help to 



RS and Internalising Symptoms in Youth 6 
 

explain increased internalising symptoms during this time of development. Filling these gaps 

in the extant literature were the aims of the current research.  

Aims of the Current Research 

The overarching purpose of this research was to test a RS model specifically focused 

on contemporary parenting behaviours and RS as concurrent and temporal correlates of 

symptoms of depression and anxiety during late adolescence and young adulthood. This 

model included negative socioemotional responses to emotion and stress, primarily tested as 

mediators that were expected to better account for the robust relationship between high RS 

and high internalising symptoms. Although prominent in the RS model (Levy, Ayduk, & 

Downey, 2001), such pathways have received little empirical investigation during the 

transition to young adulthood, a time of life that has been described as particularly sensitive 

to social relationship formation and change (Seiffge-Krenke & Persike, 2017; Shulman & 

Scharf, 2018). Thus, the first two aims of this research were to 1) test a comprehensive RS 

model supported by theory, that examined various dimensions of contemporary parenting 

behaviours and RS as distinct concurrent and temporal correlates of internalising symptoms 

and 2) to explore three common ways of responding to negative emotions and stressful 

experiences in the forms of dysregulated emotional expression, emotional suppression, and 

social avoidance as developmental processes linking parenting and RS to elevated 

internalising symptoms. 

In addition to the above two aims, a third and final aim was to identify intrapersonal 

factors that may protect against (i.e., moderate) the risks of internalising symptoms associated 

with negative parenting, RS, and maladaptive socioemotional responses to emotion and 

stress. Consistent with tenets from developmental psychopathology and prevention-based 

research (Cicchetti & Rogosch, 2002), identifying risk factors for internalising symptoms that 

are amenable to change, along with protective factors that can be cultivated to buffer this risk, 
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was the focus of the current research. To achieve these three aims, four studies were 

conducted. These studies relied on cross-sectional and two-wave longitudinal data, collected 

from older adolescents and young adults over a 1-year period. The order of these studies, and 

the relevant supporting chapters, are described in further detail below.  

Overview of the Chapters 

Relevant background information for the four studies are provided in the next two 

chapters (i.e., Chapters 2 and 3), followed by a specific description of what each study 

contributes to the overall purpose and aims of the research (Chapter 4). In Chapter 2, a 

general RS model is introduced that identifies how rejection experiences, RS, and 

maladaptive social-emotional responses are implicated in elevated symptoms. This chapter 

also includes an expansion of this general RS model by focusing specifically on several 

interpersonal and intrapersonal factors which are aligned with, but better identifies, specific 

areas of difficulty that increase young people’s risk for internalising symptoms. In Chapter 3, 

the focus is on the concept of self-regulation. Given that emotional regulation and coping 

appear relevant for both increased risk for internalising symptoms, and protection against 

such risk, this chapter describes theory and research on emotion-regulation, and specific 

descriptions of coping flexibility as related to their consideration in the current research. In 

Chapter 4, the aims of each individual study are described, and background is provided to 

support a focus on the covariates of age and gender across most of the studies conducted 

here.  

Following this, the next four chapters (Chapters 5 to 8) present the four studies 

conducted. Chapter 5 presents a published study (Gardner & Zimmer-Gembeck, 2018) and 

chapters 6 and 7 present two studies under review for publication. Chapter 8 presents a final 

study which is in preparation for submission. The final chapter (Chapter 9) provides a 

summary of key findings from the research, discusses both research and practical 
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implications, and suggests future directions for the continued study of parenting, RS and 

other adaptational responses that may be important to understanding the social and emotional 

development of older adolescents and young adults.  
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CHAPTER 2 

PARENTING, REJECTION SENSITIVITY, SOCIO-EMOTIONAL RESPONSES 

AND INTERNALISING SYMPTOMS 

In some of the first studies on rejection sensitivity (RS), Downey and colleagues 

(Downey & Feldman, 1996; Feldman & Downey, 1994) identified that experiences of 

rejection, abuse or neglect in early childhood increase the likelihood that youth will develop a 

personality disposition towards future rejection experiences. In these studies, RS, was 

described as a pattern of processing social information involving a heightened tendency to 

readily perceive, anxiously expect, and overly react to experiences of implied or overt 

rejection from others (Downey & Feldman, 1996; Feldman & Downey, 1994). This 

disposition then helps to better explain why some individuals (i.e., those with high-RS) 

appear more likely to respond to rejection and stress experiences with greater intensity and 

experience heightened difficulties following experiences of rejection, despite the fact that 

rejection and stress are normative experiences. Extending on these earlier studies, Downey 

and her colleagues developed a comprehensive model of general RS that proposes RS as an 

outcome of rejection experiences, and once developed, high-RS is then directly responsible 

for increasing the likelihood of negative socioemotional responses, which in turn increase the 

possibility of rejection in the future (Levy et al., 2001). An illustration of this model is 

presented in Figure 1 (adapted from Levy et al., 2001, pp. 252), and each link in the model is 

explained further in the following sections.  

The RS Model 

RS model link 1: Rejecting experiences as precursors to RS. As demonstrated in 

link 1 of Figure 1 of the RS model, it has been proposed that repeated experiences of 

rejection act as a precursor to the development of heightened RS (Feldman & Downey, 1994; 

Levy et al., 2001). In this model, this can occur at any point in the lifespan, but this is often  
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Figure 2.1. A simplified illustration of the general RS model as adapted by Zimmer-

Gembeck and Nesdale (2013) from Levy, Ayduk and Downey (2001; pp. 252).  

 

applied to children and adolescents, emphasising the importance of interpersonal experiences 

during childhood in the development of cognitive beliefs and biases of acceptance and 

rejection (Ayduk & Gyurak, 2008; Levy et al., 2001; Özen & Güneri, 2018). Similarly, link 1 

highlights the potential of rejection experiences for thwarting one’s need for acceptance and 

belonging (Leary, 2001; Zimmer-Gembeck, 2016). Supporting these theoretical assertions, 

empirical research has demonstrated that individuals who report more experiences of 

rejection from parents and peers also report higher RS (Ibrahim, Rohner, Smith & Flannery, 

2015; London, Downey & Bonica, 2007; McLachlan, Zimmer-Gembeck, & McGregor, 

2010). For example, among a sample of Australian children and early adolescents, concurrent 

reports of both parental and peer rejection were unique positive correlates of RS, with the 

association of parent rejection and RS of r = .36 and an association of peer rejection and RS 

of r = .56 (McLachlan et al., 2010). In a second study, rejection sensitivity was elevated in a 

sample of 271 American adults when they retrospectively reported a history of rejection and 

low acceptance from both parents (i.e., mothers and fathers) (Ibrahim et al., 2015). In this 

study, rejection versus acceptance were considered along a single continuum, whereby more 

rejection (i.e., less acceptance) by fathers was associated with more RS (r = .45), as was more 

maternal rejection (r = .43). 
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Additionally, studies have built on these theoretical assertions, whereby other 

negative experiences beyond those of rejection, such as experiences of abuse, neglect, 

coerciveness, and harsh or controlling parenting, have been found to positively correlate with 

RS. For example, in a cross-sectional study of 659 Australian youth, those who reported more 

rejection/coercion and psychological control also reported elevated RS, with associations of 

.32 and .30, respectively (Rudolph & Zimmer-Gembeck, 2014). In another longitudinal study 

of 601 Australian children and early adolescents, those who reported greater parental 

coercion also were found to increase in RS (β = .13) 14 months later (Rowe et al., 2015). Two 

studies add to this, with one focused on maternal harshness and another on abuse and control. 

First, among 227 families in the USA, maternal harshness assessed during play interactions 

between mothers and their 2-year-old toddlers was significantly associated with greater RS 

when the offspring was in eighth grade (β = .23), even when also considering the roles of 

maternal nurturance and family conflict during childhood (Godleski, Eiden, Kachadourian & 

Lucke, 2019). Second, in a study of 272 US adults, those who retrospectively reported more 

experiences of parental physical and verbal abuse also reported higher RS, with r’s ranging 

from .20 to .30 (Feldman & Downey, 1994). Consequently, in addition to experiences of 

rejection in early childhood, these latter findings indicate that aversive experiences of 

abusive, controlling, coercive, and harsh parenting can play a role in the development of RS 

across childhood to young adulthood.  

RS model links 2, 3, and 4: RS and maladaptive responses to rejection. The next 

pathway in the RS model links RS to perceptions of rejection. Thus, RS is expected to impact 

on social perceptions, specifically those related to social interactions which include a 

possibility of rejection, ostracism or exclusion (Link 2; Levy et al., 2001). This link has 

attracted substantial research attention. Indeed, research has supported that those individuals 

who are higher in RS are more likely to perceive innocuous or ambiguous cues as signs of 
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potential rejection, pay more attention to, become more distressed by, or react more 

negatively upon perceiving rejection, compared to those lower in RS (Downey & Feldman, 

1996; Downey, Lebolt, Rincón, & Freitas, 1998; Kraines et al., 2018; Zimmer-Gembeck & 

Nesdale, 2013). For example, in one of the first studies examining RS, a sample of 47 US 

young adults were randomly allocated to an experimental group that experienced rejection or 

a control condition; only in the experimental group did high-RS individuals report greater 

feelings of rejection (which they attributed to the ambiguous nature of the rejection-based 

experiment) compared to low-RS individuals (Downey & Feldman, 1996, study 2). 

Furthermore, in a separate sample of 293 older US adolescents, those who reported greater 

anxious-RS prior to entering into a romantic relationship were more likely to attribute hurtful 

intent to their new romantic partner’s insensitive or ambiguous behaviours (Downey & 

Feldman, 1996, study 3). Finally, in another study of older US adolescents  using a similar 

experimental paradigm to that described above, high-RS youth paid increasingly greater 

attention to sad faces following an interpersonal rejection manipulation compared to the 

amount of attention that was paid prior to the rejection manipulation (Kraines et al., 2018). 

Taken together, these findings indicate that youth with high-RS are more likely to 

demonstrate a negative attention bias to sad faces, experience greater feelings of rejection, 

and are more likely to attribute more negative intent from others following experiences of 

induced or potential rejection. Consequently, these findings suggest that the cognitive-

affective processing system of RS influences how youth perceive social interactions that may 

carry with them the potential of rejection, exclusion, or ostracism. In these instances, youth 

high in RS are more likely to anxiously expect rejection from others.  

As indicated in links 3 and 4 of the model (Levy et al., 2001), when the potential for 

rejection is perceived upon activation of the RS bias, those higher in the RS disposition are 

likely to react with cognitive-affective responses, such as feelings of anger or hurt, followed 
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by behavioural responses, such as the tendency to withdraw from such experiences. Indeed, a 

great deal of research has specified several socio-emotional responses that high-RS youth are 

especially likely to engage in, albeit these studies do not specify that cognitive-affective 

responses precede behavioural responses to rejection (Bowker & Thomas, 2015; Harper, 

Dickson, & Welsh, 2006; Rudolph & Zimmer-Gembeck, 2014; Zimmer-Gembeck, Nesdale, 

Webb, Khatibi, & Downey, 2016). For instance, a series of studies among children and 

adolescents in Australia and the USA, have identified several of these responses. For 

example, among a sample of 649 children and early adolescents in Australia, youth who 

reported high RS also anticipated they would respond with greater sadness (r = .36) and 

greater withdrawal (r = .41) when faced with the threat of rejection (Rudolph & Zimmer-

Gembeck, 2014). In two cross-sectional studies conducted with 103 early adolescents 

(Bowker & Thomas, 2015) and 211 mid-adolescents (Harper et al., 2006) in the USA, high-

RS youth also reported a greater tendency for self-silencing (i.e., suppression of one’s voice 

and opinions in relationships) in their friendships (r = .26) and romantic relationships (r = 

.31), respectively. In a longitudinal study of 705 Australian youth, high anxious-RS youth 

anticipated greater concurrent self- and other-blame, and social withdrawal in response to 

rejection threat (Zimmer-Gembeck et al., 2016). Further, self-blame uniquely predicted 

increased anxious-RS (β = .26) six months later within in a wider model (Zimmer-Gembeck 

et al., 2016). Such cognitive-affective and behavioural responses have also been explicitly 

examined in older youth and adults. For example, among a sample of US older adolescents 

and young adults, high anxious-RS youth anticipated greater negative emotional responses to 

rejection threat (r = .19) (Jones, Barnett, Wadian, & Sonnentag, 2016). Further, within two 

samples of older adolescents in Australia, high anxious-RS youth anticipated responding with 

withdrawal in response to rejection threat (r = .40 and .43) (Zimmer-Gembeck & Nesdale, 

2013). Taken together, these findings indicate that young people high in RS are more likely 
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to report a host of negative cognitive-affective and behavioural responses within social 

interactions that have the potential to involve rejection. 

RS model link 5: Future rejecting experiences. Moving along the model to link 5, 

findings indicate that when RS becomes activated in experiences of either ambiguous or overt 

rejection, those higher in this disposition (i.e., high-RS individuals) are more likely to 

experience a cascade of personal reactions that will result in greater likelihood of actual 

rejection, ostracism, or victimisation in the future (Levy et al., 2001). For example, in one of 

the earlier studies of 218 US children and early adolescents, those youth who reported more 

angry expectations of rejection (i.e., angry-RS) were more likely to report feeling victimised 

by others a year later (Downey et al., 1998). Similar findings were reported in a recent meta-

analytic study whereby a small longitudinal association was found where those who reported 

greater RS (either anxious or angry expectations) also reported greater experiences of 

victimisation from others over time (r = .23) (Gao, Assink, Liu, Chan, & Ip, 2019). These 

findings thus support this final link in the RS model, suggesting that RS can culminate in 

further peer-related difficulties over time, potentially creating a self-fulfilling prophecy of 

rejection by others.   

In summary, key aspects of the RS model point to a self-fulfilling prophecy of future 

rejection for those who report elevated perceptions of RS along with a greater range of 

negative cognitive, affective, and behavioural responses. Overuse of these responses, in turn, 

appear to elicit future experiences of rejection from others, meaning that the same rejection 

expected by high-RS youth in the past has become reality for them in the future. While the 

RS model explicitly identifies a cycle in which greater RS and maladaptive responses to 

rejection are key in the experience of further interpersonal rejection, it does not explicitly 

identify how such experiences are implicated in the development of internalising symptoms. 

In other words, the model does not specifically differentiate affective responses from the 
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experience of internalising symptoms or the emergence of clinical anxiety or depressive 

disorders. Nonetheless, key components of the model provide a framework that may aid in 

explicating the risk for RS in increasing internalizing symptomology over time. For example, 

it may be that, over time high-RS youth come to overuse these immediate negative responses 

to rejection. These responses then develop into overused maladaptive regulatory strategies, 

which in turn increase the risk for experiencing elevated symptoms. Accordingly, though 

developed as a model explaining the development of further rejection in youth with greater 

RS, key aspects of the model may also be applied to the development and perpetuance of 

internalising symptoms. 

The RS Model and Internalising Symptoms 

In accordance with the notion that the RS model is useful to understanding the 

development of internalising symptoms, research shows that youth high in RS also tend to 

report more internalizing symptoms, including depressive, anxious, and borderline 

personality symptoms, loneliness, and eating pathologies (Gao et al., 2017; Harper et al., 

2006; London et al., 2007; Marston et al., 2010; Peters et al., 2015; Watson & Nesdale, 

2012). For example, in a study of 386 Italian early adolescents, youth who reported elevated 

anxious-RS also concurrently reported more internalising symptoms (r’s ranged from .27 to 

.42), while those who reported elevated angry-RS also concurrently reported more 

internalising (r’s ranged from .11 to .19) and externalising symptoms (r’s ranged from .12 to 

.17) (Fontana et al., 2018). Additionally, in an early study of 184 US adolescents, high 

anxious-RS youth at age 16 reported increases in depressive symptoms from ages 16 to 17 (β 

= .16), and 17 to 18 (β = .14); along with increases in anxious symptoms from ages 16 to 17 

(β = .16), 17 to 18 (β = .10) and 16 to 18 (β = .22) (Marston et al., 2010). In a recent meta-

analysis of 75 studies (mean age of 24 years) ,individuals who reported elevated RS also 

reported greater symptoms of depression (pooled r = .33), anxiety (pooled r = .41), loneliness 
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(pooled r = .39), borderline personality (pooled r = .41 and) body dysmorphia (pooled r = 

.43) (Gao et al., 2017). When focussing exclusively on longitudinal associations, the meta-

analysis also revealed RS as a positive correlate of future symptoms of depression (pooled r = 

.25), anxiety (pooled r = .28) and loneliness (pooled r = .34). Also, in at least one study, 

anxious expectations of rejection were found to be a specific risk for internalising problems, 

and angry expectations of rejection a specific risk for externalising problems (e.g., Zimmer-

Gembeck et al., 2016). However, in studies examining mental health problems in late 

adolescence and young adulthood, anxious-RS is typically the focus, rather than angry-RS, 

given the prevalence of internalising symptoms during these periods of development. As 

such, precursors of anxious expectations of rejection, along with outcomes of this perception 

are the focus in the current research.  

However, of the studies testing linkages between anxious-RS and internalising 

symptoms among older adolescents and young adults, few have identified specific socio-

emotional responses which help account for these positive associations. Consistent with some 

studies that have examined mechanisms in the RS-internalising symptoms link in childhood 

and early adolescence (e.g., Zimmer-Gembeck et al., 2016), increased used of avoidance, 

withdrawal or disengaged coping has been identified as a risk factor for high-RS youth who 

also report increased loneliness, depressive and anxious symptoms (Feinstein, Davilla, & 

Dyar, 2017; Kraines & Wells, 2017; Watson & Nesdale, 2012). For example, among a 

sample of 180 US young adults, negative problem-orientation and frequent use of an avoidant 

style of coping with social difficulties partially accounted for the positive association between 

higher RS and depressive symptoms (Kraines & Wells, 2017). Similarly, in a study of 188 

Australian young adults, greater tendency to avoid social interactions partially accounted for 

the positive association between high RS and loneliness symptoms (Watson & Nesdale, 

2012). Focusing more explicitly on the risk of negative cognitive-affective responses, within 
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a sample of US young to mid-adults, greater difficulties with controlling impulses, engaging 

with goal-oriented behaviour and more anger rumination partially accounted for the positive 

association between of high RS and affective instability (measured as a component of 

borderline personality disorder) (Peters at al., 2015). Thus, consistent with the RS-model, 

these findings indicate that cognitive-affective and behavioural responses might help to 

explain why adolescents and young adults high in RS also tend to report elevated symptoms 

across multiple forms of internalising and related disorders. 

Despite the identification of these socio-emotional responses as mediators linking RS 

with symptoms of psychopathology in past research, most of the research with older 

adolescents and young adults has relied on cross-sectional designs. Only one longitudinal 

study with older adolescents and young adults focused on RS and responses was located 

(Feinstein et al., 2017). In this study, the authors examined whether active and disengaged 

coping mediated the associations between rejection sensitivity, as well as internalised 

homonegativity, and internalising problems among 147 gay men, (ages 18 - 65 years). 

Specific to the findings of RS, greater disengaged coping (e.g., distraction, behavioural 

disengagement and self-blame) partially accounted for within-person associations between 

RS and internalising symptoms, but not between-person associations (see Feinstein et al., 

2017 for the findings of internalised homonegativity). Given the focus was on mostly white 

gay men in this study, the generalisability of these findings is somewhat limited to the 

broader population, drawing attention to the need for similar research with more populations 

of adolescents and young adults. Further, outside of a consistent finding that avoidant or 

disengaged coping tends to be a typical socio-emotional response among individuals high in 

RS, there has been little replication of findings across studies. This suggests a need for 

additional longitudinal research that both replicates and extends on previous findings. To 

address this, a novel set of cognitive-affective and behavioural responses are considered here. 
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In particular, these responses were expected to increase risk for internalising symptoms as 

youth develop into adulthood alongside RS, using both wave 1 and wave 2 of a longitudinal 

study. These cognitive-affective and behavioural responses are described in more detail in the 

next chapter (Chapter 3). 
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CHAPTER 3 

SOCIO-EMOTIONAL MEDIATORS:  

EMOTIONAL AND BEHAVIOURAL REGULATION AND COPING  

A great deal of research has focussed on examining ways in which youth identify, 

appraise, and eventually respond, whether effectively or ineffectively, to difficult situations, 

given the centrality of these processes when facing stressful experiences (Aldao, Nolen-

Hoeksema, & Schweizer, 2010; Compas et al., 2017; Skinner & Zimmer-Gembeck, 2016). In 

particular, there is individual variability in the degree to which individuals successfully 

deploy adaptive and flexible ways of coping across the lifespan. This variability, in turn, is 

important for understanding success or failure when responding to adversity, for identifying 

goal attainment strategies and outcomes, and for understanding factors that protect against or 

increase risk for symptoms of psychopathology (Aldao & Nolen-Hoeksema, 2012; Cheng, 

2001; Gross, 2013; Thompson, 2019; Zimmer-Gembeck & Skinner, 2016).  

Not only is there variability across individuals in their coping responses, but there is a 

great deal of heterogeneity in terminology used to describe the many forms of regulatory 

process, making it difficult to distinguish between or integrate literatures. More specifically, 

literatures focussed explicitly on self-regulation processes or emotion regulation (ER) 

processes, and others that focus more explicitly on coping with stress. For example, studies of 

ER and coping often share similar features and measures whichinvolve a process of 

regulation in order to delay, terminate or modify the intensity or content of thoughts, mood 

states, physiological responses and behaviours in the service of achieving one’s goals (Aldao, 

Sheppes & Gross, 2015; Compas et al., 2017; Gross, 2013; Thompson, 1994, 2019; Skinner 

& Zimmer-Gembeck, 2009, 2016; Zimmerman & Iwanksi, 2014). These combined processes 

have been termed by some as referring to self-regulation (e.g., Compas et al., 2017), and by 

others as regulation under stress (Skinner & Zimmer-Gembeck, 2007, 2016). This chapter 
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focuses on selected prominent theories of emotion regulation and coping, beginning by 

describing two theories, the attachment theory of ER and Gross’ process model of ER, which 

are relevant to understanding when emotion dysregulation may occur. Following this section 

on emotion dysregulation, selected theories of stress and coping are summarised, and coping 

flexibility is described as an individual response to stress that should be important to overall 

adjustment.  

Emotion Dysregulation  

Emotion dysregulation is complex and multifaceted, but at its core is can be 

understood as difficulties monitoring and appraising emotionally laden situations or personal 

reactions to these situations, low belief in one’s own emotional efficacy, unsuccessful 

attempts at deploying appropriate regulatory strategies in response to enduring emotional 

experiences, and expression or experience of heightened emotions that are context 

inappropriate (Aldao et al., 2010; Folk, Zeman, Poon, & Dallaire, 2014; Gross & John, 2003; 

Thompson, 1994; 2019; Zimmerman & Iwanksi, 2014). By its very definition, emotion 

dysregulation involves difficulties or impairments in many domains of attention, cognition, 

and behaviour, and at its extreme it features in many forms of psychopathology (De France, 

Lennarz, Kindt, & Hollenstein, 2019; Dryman & Heimberg, 2018; McLaughlin, 

Hatzenbuehler, Mennin, & Nolen-Hoeksena, 2011). Moreover, emotion dysregulation can be 

better understood by considering two prominent theories of ER, namely the attachment model 

of ER (Mikulincer et al., 2003) and Gross’ process model of ER (Gross & John, 2003). Both 

theories describe how emotion can be regulated or dysregulated, and both theories identify 

regulation strategies, as well as features of emotion dysregulation, that can be empirically 

measured and organised within an overall framework of ER and psychopathology. Both 

theories are described in more detail below.  
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Attachment model of ER. Drawing from classic theory on the importance of the 

attachment relationship in responding to emotional threats in childhood (e.g., Bowlby, 1969, 

1973, 1980), later attachment theorists (e.g., Brenning & Braet, 2013; Mikulincer et al., 2003) 

more clearly specified an attachment model of ER. This model implicates attachment as an 

internal working model that is central to the deployment of adaptive or maladaptive 

regulatory strategies. Interactions in early childhood with attachment figures who are 

available, sensitive and responsive during times of need facilitates the development of a 

secure relational expectation of the self and the availability of others (Allen, 2010; Bowlby, 

1969; 1980; Cassidy, 2008). This secure internal working model then assists youth to turn 

towards either internalised representations of comforting attachment figures, or to seek 

closeness and support from others within the external environment to assist in regulating 

emotional responses to interpersonal threat (Mikulincer & Shaver, 2019; Mikulincer et al., 

2003; Zimmerman, 1999). Along with being better able to utilise others to assist with the co-

regulation of threat, individuals who have a history of secure attachment also demonstrate 

more flexible and adaptive coping responses to interpersonal stress (Seiffgre-Krenke & 

Beyers, 2005; Zimmerman, 1999; Zimmer-Gembeck et al., 2017). However, when a person’s 

early interactions with attachment figures are not sensitive or reliable, but instead are 

unsupportive, abusive or rejecting, more negative models of the self and others are likely to 

be formed. These negative models tend to fall along two fundamental dimensions of 

insecurity (i.e., attachment anxiety and avoidance). In turn, the developing individual fails to 

engage in proximity seeking to relieve distress (Bowlby, 1969; 1980). Instead, individuals 

with high attachment anxiety tend to worry more intensely about the availability and 

responsiveness of others while individuals higher in attachment avoidance tend to become 

overwhelmed by intense emotional interactions and so distance themselves from such 
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discomfort (Mikulincer & Shaver, 2019; Mikulincer et al., 2003; Zimmerman, 1999; 

Zimmer-Gembeck et al., 2017).  

Individuals who report greater forms of insecurity, either attachment anxiety or 

avoidance, also tend to experience differing forms of emotion dysregulation in response to 

threat, which in turn increases the risk for the experience of later internalising symptoms 

(Mikulincer & Shaver, 2019; Mikulincer et al., 2003). Those who are more anxious in their 

attachment representation come to overly rely on hyperactivating strategies, whereby they 

report being overwhelmed by emotional distress and experience more dysregulated emotional 

expression and energetic attempts to regulate their emotions, and maintain closeness to others 

(Brenning & Braet, 2013; Clear, Gardner, Webb, & Zimmer-Gembeck, 2019; Mikulincer & 

Shaver, 2019). Those individuals who are more avoidant in their attachment representation 

come to overly rely on deactivating strategies, where they tend to minimise or suppress 

emotional experiences, avoid closeness and dependency, while preferring distancing and self-

reliance to regulate their emotions (Brenning & Braet, 2013; Clear et al., 2019; Mikulincer & 

Shaver, 2019; Mikulincer et al., 2003).  

Consistent with these theoretical assertions, research indicates that heightened 

dysregulated emotional expression and suppression of emotions are positive correlates of 

more coercive or negative family environments or aversive parenting practices (Morris et al., 

2007; Roth et al., 2009; Ryan et al., 2006; Zeman & Shipman, 1997). Furthermore, evidence 

suggests that greater endorsement of both hyperactivating and deactivating dysregulation 

strategies have increased risk for heightened internalising and externalising symptoms across 

the lifespan (e.g., Brenning & Braet, 2013; Clear et al., 2019; Folk et al., 2014; Marganska, 

Gallagher, & Miranda, 2013; Zimmer-Gembeck et al., 2017). For example, among a sample 

of 210 US children, youth who endorsed greater dysregulated emotional expression and 

inhibition of emotions at T1 also reported increased self- and parent-reported anxiety and 
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depressive symptoms two years later (Folk et al., 2014). In another study of 383 Australian 

emerging adults, higher self-reported dysregulated emotional expression and suppression of 

emotion was associated with elevated symptoms of depression, anxiety, and aggressive 

behaviours, with r’s ranging from .27 to .47 for associations of dysregulation and symptoms 

and from .12 to .19 for associations of suppression and symptoms (Clear et al., 2019). Also of 

note, both studies found that these associations varied based on the specific type (e.g., 

sadness, worry or anger) of emotion dysregulation strategy assessed, providing greater 

empirical support that emotion-specific ER may be more relevant for specific 

psychopathology than general measurements of ER (Brenning & Braet, 2013; Thompson, 

2019; Zimmerman & Iwanksi, 2014). It therefore appears that strategies of dysregulated 

emotional expression and emotion suppression, especially when they are emotion-specific, 

are relevant correlates of parent-child interactions, aspects of the relational self (in the form 

of attachment representation), and internalising symptoms among youth.  

Process model of ER. Gross and colleagues (Gross, 2013; Gross & John, 2003; Gross 

& Thompson, 2007) have described a model of ER, which identifies an emotion-generative 

process, with each step along this path acting as a potential target for regulation. According to 

this model, there are five points, each representing a family of ER processes, including 

situation selection, situation modification, attentional deployment, cognitive change, and 

response modulation. The individual therefore has the potential to influence or modify an 

emotional experience at each of these different stages, providing several opportunities for the 

successful or unsuccessful regulation of positive and negative emotional experiences.  

From this model, two ER-strategies have been identified with regards to their 

implication for goal attainment, psychopathology, and overall adjustment and well-being. 

These include cognitive reappraisal, an antecedent based strategy, where one construes an 

emotion-eliciting situation differently in order to modify its emotional impact, and expressive 
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suppression, a response based strategy, where one inhibits emotional expression in order to 

modulate its emotional impact (Aldao et al., 2010; Dryman & Heinmberg, 2018; Gross, 2013; 

Gross & John, 2003; Gross & Thompson, 2007). Though both strategies serve the purpose of 

trying to down-regulate negative emotion, reappraisal has often been found to be a more 

effective strategy in modifying emotional expression than suppression, likely because 

reappraisal occurs earlier along the emotion-generative process (Gross, 2013; Gross & John, 

2003; Gross & Thompson, 2007).  

Consistent with the benefits that reappraisal may offer when compared to suppression, 

individual differences in the use of both strategies have been found to have implications for 

psychopathology symptoms (Aldao & Nolen-Hoeksema, 2012; Aldao et al., 2010; Dryman & 

Heinmberg; 2018; Schäefer, Naumann, Holmes, Tuschen-Caiffer, & Samson, 2017; 

Zimmerman & Iwanksi, 2014). In two large meta-analytic reviews, one based on studies of 

children and adolescents (Schäefer et al., 2017) and the other based on studies of youth across 

adolescence and young adulthood (Aldao et al., 2010), both found reappraisal was negatively 

related to psychopathology symptoms (with r’s ranging from -.13 to -29 across both reviews), 

and suppression was positively related to these symptoms (with r’s ranging from .21 to .36 

across both reviews). Consequently, even though both reviews were published ten years 

apart, they revealed small to medium effect sizes of these two strategies as direct correlates of 

psychopathology symptoms across a vast number of studies and demographics.  

Additional research has also supported the notion that suppression confers increased 

risk of internalising symptoms over time (De France et al., 2019; Dryman & Heimberg, 2018; 

Zahniser & Conley, 2018), and that reappraisal protects against the effects of perceived stress 

and depressive or anxious mood on the development of internalising problems (Diedrick, 

Grant, Hofmann, Hiller, & Breking, 2014; Dryman & Heimberg, 2018; Zahniser & Conley, 

2018). As such, given the centrality of emotion dysregulation in the onset and increase in 
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internalising symptoms over time, continued identification of maladaptive strategies such as 

dysregulated emotional expression and emotional suppression is important. In parallel, 

continued exploration of adaptive strategies that may buffer against this risk can offer much 

to our understanding. Indeed, both factors are extremely relevant during a developmental 

phase that is accompanied by several interpersonal shifts and increased emotionality in 

response to such changes (Meeus, 2016; Skinner & Zimmer-Gembeck, 2016; Zimmerman & 

Iwanksi, 2014). 

Coping Flexibility 

While it is generally understood that strategies such as reappraisal are potentially 

beneficial for emotional adjustment, and others such as dysregulated emotional expression 

and suppression are potentially  harmful for emotional adjustment, evidence is emerging that 

the efficacy of these strategies may be beneficial in some contexts, but neutral or even 

detrimental in others (Aldao & Nolen-Hoeksema, 2012; Aldao et al., 2015; Bonanno, Papa, 

Lalande, Westphal, & Coifman, 2004; Cheng, 2001; Skinner & Zimmer-Gembeck, 2016). 

Increasingly, research in the fields of coping and ER are advocating for the importance of 

flexibility in regulating difficult emotions and responding to varying forms of stress. More 

specifically, greater focus has been centred on the idea that any specific regulatory strategy 

(e.g., cognitive reappraisal) will vary in its efficacy, depending on several factors. These 

include the transaction between the individual’s appraisals of the contextual and personal 

demands of the perceived stressor, the individual’s repertoire of and efficacy in multiple 

coping strategies, and effectively deploying, monitoring, and modifying the chosen 

regulatory strategy as necessary (Bonanno & Burton, 2013; Bonanno et al., 2004; Cheng, 

2001, 2003; Cheng, Lau, & Chan, 2014; Zimmer-Gembeck et al., 2018).  

While this ‘flexibility hypothesis’ is certainly not new, it has received very little 

empirical attention when compared to the ever-expanding literature on ways of coping and 
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ER. This is possibly due to the multiple ways in which flexibility is conceptualised and 

measured within the extant literature. For example, research on flexibility in the overall self-

regulation literature has advocated for the benefits of expressive flexibility or ER flexibility 

(e.g., Aldao et al., 2015; Bonanno et al., 2004), cognitive flexibility (e.g., Gabrys, Tabri, 

Anisman, & Matheson, 2018), psychological flexibility (e.g., Kashdan & Rottenberg, 2010), 

and coping flexibility (e.g., Cheng, 2001; 2003; Kato, 2012; Zimmer-Gembeck et al., 2018). 

Here, the focus is specifically on the ways in which flexibility has been considered in the 

larger context of stress and coping, beginning with an introduction to Lazarus and Folkman’s 

(1986) transactional theory of stress and coping.  

Transactional theory of stress and coping. Early conceptual precursors to the 

construct of flexibility can be found in Lazarus and Folkman’s (1986) classic theory of stress 

and coping. According to this theory, the interface of stress, coping, and adjustment involves 

a transactional process between a person and their environment, in which stressful encounters 

are perceived as either internal or external events that exceed one’s personal resources and 

are crucial to overall well-being. Once a stressor is initially perceived, several additional 

appraisals follow. The degree of controllability of the stressor is appraised, whether it 

constitutes a threat or challenge to the individual, whether the individual believes in their 

ability to effectively respond to the stressor, and whether this response will be effective in 

managing threat to goals or well-being (Lazarus & Folkman, 1986, 1987). The coping 

process continues by further evaluating the short-term outcomes, such as the emotions 

immediately after responding to the stressful event, along with long-term outcomes such as 

the impact on the individuals’ emotional and interpersonal wellbeing (Lazarus & Folkman, 

1987). Inherent in this transactional process of coping therefore is the notion that the 

individual is being flexible in appraising which strategy is best suited to cope with the nature 

of the stressor, evaluating the effectiveness of the strategy, and then changing this strategy if 
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it has not proved effective in resolving the stressor or the emotions in response to the stressor. 

All of which are consistent with various conceptualisations of coping flexibility (Bonanno & 

Burton, 2013; Cheng et al., 2014; Kato, 2015). In this regard, this theory acts as a relevant 

meta-theory which houses the idea of flexibility in both appraisals within the coping process, 

the deployment of strategies, and the final process of monitoring the environment for 

feedback of effectiveness.  

Conceptualisation and measurement of coping flexibility. Even within the studies 

that focus their assessment of coping flexibility within theories of stress and coping, there is a 

large degree of variability in how this construct is conceptualised. In a review of the relations 

of various conceptualisations of coping flexibility and psychological adjustment, Cheng, Lau, 

and Chan (2014) identified five ways in which studies have understood the construct. These 

five ways included: (1) a broad coping repertoire and (2) a balanced coping profile (both of 

which considers the individual to have multiple coping strategies in their overall coping 

profile to deploy in response to any particular type of stress); (3) cross-situational variability 

in strategy deployment, and (4) a good strategy-situation fit (both of which considers the 

interplay between the specific strategy and the context of the environment); and finally, (5) 

the perceived ability that one possesses and is effective in utilising a range of skills that 

facilitate effective adjustment to change. Such diversity in defining coping flexibility has led 

to variations in how it is measured, with some studies adopting a strategy-situation based 

measure (e.g., Cheng, 2001), and others assessing a broad repertoire (e.g., Lam & McBride-

Chang, 2007) or assessing participants’ perceived ability to flexibly cope with stress (e.g., 

Kato, 2012; Zimmer-Gembeck et al., 2018). The benefit of the latter conceptualisation (i.e., 

one’s perceived ability) is that it allows participants to subjectively appraise their own ability 

to be flexible in the overall coping process, compared to the former conceptualisations which 
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have largely emerged from combinations of multiple measures to form indicators of more or 

less flexibility.  

Utilising the perceived ability conceptualisation and reviewing several existing 

theories of coping flexibility, Zimmer-Gembeck and colleagues (2018) developed a measure 

of the self-perceived capacity to engage in flexible coping, which was comprised of three 

components. These included: (1) having access to and selecting from a wide range of coping 

strategies (i.e., multiple coping strategy use; MCSU); (2) understanding that effective coping 

responses depend on contextual cues which may need to be altered depending on the stressor 

demand (i.e., situational coping); and (3) being overly rigid in relying on a limited range of 

coping responses, irrespective of the nature of the stressor demand (i.e., coping rigidity). 

With the availability of such a measure assessing the various components of flexibility (i.e., 

perceptions of a broad repertoire of coping skills, ability for assessing fit between the strategy 

and context, and overall rigidity in the coping process), one can then get a better sense as to 

how these components, both individually and combined, relate to ways of coping with stress, 

ER, and overall well-being.  

Perceived coping flexibility and relations with internalising symptoms. Regardless 

of how coping flexibility has been conceptualised, consistent with theoretical assertions, the 

construct has been relevant for predicting internalising symptoms, especially among 

adolescents and young adults. For example, in one of the earliest studies conducted among a 

sample of 100 Chinese older adolescents, youth who were identified as displaying the 

greatest flexibility by way of a clustering procedure, reported the lowest scores, relative to 

comparison groups, on depressive symptoms across two assessments (separated by three 

weeks). These scores were compared to other identified groups of youth who displayed more 

varied patterns of active inflexibility, passive-inflexibility, and active-inconsistent groups. 

Additionally, youth in the flexible group reported fewer anxious symptoms across both waves 
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of assessment, compared to the active-inflexible and active-inconsistent groups (Cheng, 

2001). Other studies have also found that coping flexibility is a negative correlate of 

measures of psychological distress, including anxiety and depression symptoms (Cheng et al., 

2004; Gabrys et al., 2018; Galatzer-Levy, Burton, & Bonanno, 2012; Kato, 2012, 2015; Lam 

& McBride, 2007).  

More specific to the new measure of self-perceived capacity for flexibly coping with 

stress (Zimmer-Gembeck et al., 2018), among three independent samples of Australian 

participants, ranging in ages from 12 to 56 years, differential associations of between three 

components of flexible coping and adjustment were evidenced. All three components were 

associated in the expected directions with internalising symptoms. Moreover, reporting 

greater capacity to use multiple coping strategies to respond to stress (i.e., MCSU) showed 

the most consistent and strongest set of associations with negative and positive indices of 

well-being. More specifically, those who reported more MCSU, reported less internalising 

symptoms across all three samples (r’s ranged from -.14 to -.52), more adaptive coping and 

ER strategies in the form of support-seeking, cognitive reappraisal, and positive thinking (r’s 

ranged from .21 to .41), and greater self-worth (r’s ranged from .36 to .50). Those who 

reported greater situational coping reported less symptoms in one of the three samples (r = -

.12), more adaptive coping responses of cognitive reappraisal, positive thinking and use of 

distraction (r’s ranged from .12 to .21), and greater self-worth (r = .09). Finally, those who 

reported greater rigidity in their coping responses also reported greater symptoms across all 

three samples (r’s ranged from .12 to .22), poorer coping (r’s ranged from -10 to -11), less 

self-worth (r’s ranged from -.20 to -.26) and greater emotional dysregulation (r’s ranged from 

.15 to .20).  

Although coping flexibility has often been cited as a negative correlate of symptoms 

and maladjustment, there have also been mixed findings regarding the protective capacity of 
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coping flexibility. For example, among a study of 291 university students in Hong Kong, 

coping flexibility significantly buffered the positive effects of life stress on depressive 

symptoms, so that this association was weaker for young people who reported higher, 

compared to average or lower, levels of flexibility (Lam & McBride, 2007). However, among 

a smaller sample of 47 female Canadian undergraduate students, coping flexibility did not 

protect against the effects on negative affect or cortisol response for those who were exposed 

to a stressful task compared to controls (Gabrys et al., 2018). These findings suggest the need 

for additional research to further examine when and how the capacity of coping flexibility 

may protect against heightened internalising symptoms for youth. To address this gap, within 

the current thesis, the ways in which coping flexibility may be protective is examined, using a 

larger sample than has been examined in these two studies. In addition, coping flexibility is 

examined alongside specific ways in which people cope with stress and regulate negative 

emotions, parenting, and RS; using both cross-sectional and two-wave longitudinal data. 

Further description of the studies focused specifically on these constructs are described in 

detail in the next chapter (Chapter 4).  
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CHAPTER 4 

GENERAL PURPOSE AND GOALS OF THE RESEARCH 

Drawing from theory and research described in previous chapters, the overarching 

purpose of the current research was to expand on the role of the relational self of rejection 

sensitivity (RS) in the larger context of parent-offspring interactions. This includes exploring 

RS as it relates to self-regulation and internalising symptoms as youth transition into young 

adulthood. This current research was guided by specific ideas located within attachment 

theory (Bowlby, 1969), the RS model (Downey & Feldman, 1996), theories of ER (Gross, 

2013; Mikulincer et al., 2003), and theories of coping with stress and self-regulation (Cheng, 

2001; Skinner & Zimmer-Gembeck, 2007; 2016). More specifically, there were four goals for 

the current research, which align with the three overarching aims described in Chapter 1. 

These included:  

1. To identify the role of parenting practices in adolescents’ and young adults’ 

RS, negative socio-emotional responses (i.e., responses to stress and emotion), and 

internalising symptoms (see Studies 1 and 4; Chapters 5 and 8, respectively);  

2. To test whether RS is a specific risk factor for adolescents’ and young adults’ 

negative socio-emotional responses, ER-deficits, and internalising symptoms (see 

Studies 1, 2, and 4; Chapters 5, 6, and 8, respectively); 

3. To focus more explicitly on the interplay of three negative socio-emotional 

responses (i.e., emotion dysregulation, suppression, and social avoidance) as 

outcomes of RS and predictors of internalising symptoms (see Studies 1, 2, and 3; 

Chapters 5 – 7); and  

4. Toe identify whether ER and coping responses, measured here as coping 

flexibility and cognitive reappraisal, may protect against the risk of negative 

parenting, RS, negative socio-emotional responses or internalising symptoms, or 
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boost the effects of positive parenting (see Studies 3 and 4; Chapters 7 and 8; 

respectively). 

The focus on each study is briefly summarised below: 

1. Addressing the first three goals, the purpose of Study 1 was to test a 

comprehensive cross-sectional RS model. In this expanded model, perceived 

parenting practices were expected to be directly associated with depressive and 

anxious symptoms, and also indirectly related through RS and negative socio-

emotional responses of emotion dysregulation, suppression, and social avoidance. 

This was done by examining a serial-mediation model using structural equation 

modelling (SEM), linking a latent parenting measure to RS, socio-emotional 

responses, and depressive and anxious symptoms, in two separate models.  

2. Addressing the second and third goals, the purpose of Study 2 was to examine 

the longitudinal associations of RS and depressive and anxious symptoms as mediated 

by three negative socio-emotional responses of emotion dysregulation, suppression, 

and social avoidance. In this 2-wave longitudinal study, SEM was used to examine bi-

directional associations between these three socio-emotional responses and 

internalising symptoms. The goal was to better identify whether negative responses 

increased risk of psychopathology or whether internalising symptoms lead to greater 

vulnerability for the overuse of negative socio-emotional responses to stress.  

3. Addressing the third and fourth goals, the purpose of Study 3 was to examine 

whether capacity for flexible coping conditioned the relations between cognitive 

reappraisal, as well as the three negative socio-emotional responses examined in 

Studies 1 and 2, and internalising symptoms. This was accomplished by examining 

whether the three components of coping flexibility (i.e., multiple coping strategy use, 

situational coping, and coping rigidity) either buffered the risk of emotion 
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dysregulation, suppression, and social avoidance for internalising symptoms, or 

enhanced the negative effect of cognitive reappraisal with symptoms.  

4. Finally, addressing three goals (Goals 1, 2 and 4), the purpose of Study 4 was 

to examine the temporal associations of parenting and RS with change in adolescents’ 

and young adults’ internalising symptoms. Additional analyses also tested whether 

coping flexibility (measured as self-perceived capacity to use multiple coping 

strategies) and cognitive reappraisal buffered the risk of negative parenting and RS for 

elevated internalising symptoms, or, alternatively, enhanced the benefit of positive 

parenting for reduced internalising symptoms.   

Sex and Age 

Across this research, it was important to consider and control for the effects of sex 

and age on associations between study variables. This was primarily because previous 

research identifies both sex and age as correlates of interpersonal stress, ways of coping and 

regulating emotions associated with such stress, and the emotional distress that flows from 

such stress (e.g., Rudolph, 2002; Nolen-Hoeksema & Aldao, 2011; Seiffge-Krenke & 

Persike, 2017; Skinner & Zimmer-Gembeck, 2007; Zeman & Shipman, 1997; Zimmer-

Gembeck & Skinner, 2011).  

Sex. Sex differences pervade the literature on how youth perceive interpersonal stress, 

cope with such stress, and the resulting emotional responses to stress (Rudolph, 2002; Nolen-

Hoeksema, & Aldao, 2011; Zimmer-Gembeck & Skinner, 2015). With regards to parenting, 

research has long suggested that gender role socialisation of parents (i.e., where parents 

engage in sex-specific behaviours with their children) underlie sex differences in parent-

offspring interactions (Kouros, Pruitt, Ekas, Kiriaki, & Sunderland, 2017; Morris et al., 

2007). That is, according to gender-role theory, young men are thought to receive greater 

support for autonomy and less intrusive parenting, due to parents perceiving greater need for 
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their independence at an earlier age. However, young women are thought to receive greater 

nurturance and warmth, owing to their being socialised as valuing and needing greater 

support and care than their male counterparts (Kouros et al., 2017; Morris et al., 2007). 

Indeed, some studies indicate that young men perceive higher levels of permissive parenting 

(McKinney & Renk, 2008), and greater parental autonomy support among young men 

(Kouros et al., 2017; Rousseau & Scharf, 2015); while others report young women perceive 

higher parental acceptance than young men (Ibrahim et al., 2015). However, young men have 

also reported higher levels of psychological and behavioural control compared to young 

women (Nelson et al., 2011), suggesting that while there may be gender-socialised parenting 

during childhood, these may look differently as youth transition to young adulthood.  

Consistent with research suggesting that young women may be more sensitive to 

relationship stress (Rudolph, 2002; Seiffge-Krenke & Persike, 2017), research indicates that 

girls or young women tend to report higher levels of anxious-RS (Downey & Feldman, 1996; 

London et al., 2007; Ferguson & Zimmer-Gembeck, 2014; Zimmer-Gembeck, 2015). 

However, other studies find men to report higher anxious-RS (Hafen, Spilker, Chango, 

Marston, & Allen, 2014; Özen, Sümer, & Demir, 2010), with one study revealing that when 

the components of RS are examined separately, adolescent girls report greater anxious-RS 

and adolescent boys reported greater expectations of rejection (Zimmer-Gembeck et al., 

2016). It may then be that while young men perceive greater expectations of rejection, as has 

been reported in other research that adolescent boys perceive more peer rejection and teasing 

(Di Giunta et al., 2018; Zeman & Shipman, 1997), young women may experience greater 

anxious distress in response to these interpersonal stressors. Consequently, controlling for, 

and exploring sex differences in RS is relevant in this area of research.  

Studies have also shown that adolescent girls and young women typically report 

greater maladaptive coping and ER strategies (e.g., rumination, avoidance, and dysregulated 
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emotional expression) in responding to various stressors, particularly interpersonal stress 

(Brenning & Braet, 2013; Rudolph, 2002; Nolen-Hoeksema, & Aldao, 2011; Zeman & 

Shipman, 1997; Zimmer-Gembeck, 2015; Zimmer-Gembeck & Skinner, 2015). For example, 

in one study, girls reported higher emotional distress of anger and sadness, appraised less 

control, more self-blame and greater rumination in response to peer stress (Zimmer-Gembeck 

& Skinner, 2015). Though young women tend to report greater reactivity to interpersonal 

stress, via maladaptive coping responses, studies indicate that adolescent boys and young 

men are more likely to suppress, inhibit or place greater control on minimising their 

emotional experiences (Brenning & Braet, 2013; Gross & John, 2003; Zeman & Shipman, 

1997). At the same time, other studies indicate that adolescent girls and young women use 

more active emotional and interpersonal support than their male counterparts (Nolen-

Hoeksema, & Aldao, 2011; Seiffge-Krenke & Persike, 2017; Zimmer-Gembeck, 2015). For 

example, research indicates that (i.e., Zimmer-Gembeck & Skinner, 2015), adolescent girls 

anticipated greater use of support seeking, distraction, and negotiation in responding to peer 

stress, suggesting potential sex differences in both adaptive and maladaptive responses to 

stress.  

Despite young women’s potentially greater use of adaptive strategies, their heightened 

use of maladaptive strategies still places them at increased risk for elevated psychopathology 

symptoms. In fact, previous research indicates that maladaptive strategies are stronger 

correlates of symptoms compared to adaptive strategies (Aldao & Nolen-Hoeksema, 2012; 

Aldao et al., 2010). Indeed, research consistently finds that adolescent girls and young 

women tend to report higher internalising symptoms than young men (Brumariu et al., 2012; 

De France et al., 2019; Larsen et al., 2013; Nolen-Hoeksema, & Aldao, 2011; Rudolph, 

2002); and steeper increases in symptoms over time than young men (Hankin et al., 2015; 

Nelemans et al., 2019; Schubert et al., 2017). For example, in a review of 47 studies, 
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adolescent girls were found to have higher symptom level increases at different age bands, 

and more pronounced increases in depressive symptoms over time than boys, beginning from 

as early as 12 years of age (Schubert et al., 2017). Given adolescent girls’ increased risk of 

such symptoms over a pivotal developmental period, along with their increased reactivity to 

interpersonal stress, and greater likelihood of reporting maladaptive coping responses to 

stress, sex was considered in the studies presented in this research.  

Age. Like the sex differences that can be found in the extant literature, there is also 

evidence of significant age differences in experiences of parenting, coping with interpersonal 

stress, and internalising symptoms, as all of these experiences are closely tied to 

developmental changes across the lifespan (Compas et al., 2017; Meeus, 2016; Zeman & 

Shipman, 1997; Schäefer et al., 2017; Seiffge-Krenke, 2011; Skinner & Zimmer-Gembeck, 

2007; 2016; Zimmerman & Iwanski, 2014). For example, though examining age-differences 

have not been an explicit focus in relation to parenting, a number of longitudinal studies 

indicate that as youth transition across adolescence and into young adulthood, there are 

several mean-level changes that occur across various dimensions of parenting (Meeus, 2016; 

Oudekerk et al., 2015; Seiffge-Krenke & Persike, 2017; Smetana, Campione-Barr, & 

Metzger, 2006). For instance, two reviews have concluded that parental support decreases as 

adolescents grow older, whereas conflict increases and peaks during middle adolescence, 

then also decrease (Meeus, 2016; Smetana et al., 2006). On the other hand, parent-child 

relationships appear to move from highly supportive and parent-dominated to more 

harmonious, egalitarian and autonomy supportive as youth enter young adulthood (Meeus, 

2016). These developmental trends of greater autonomy and egalitarianism by young 

adulthood are especially notable, given other findings which suggest that helicopter parenting 

may become more prevalent as a form of controlling parenting in emerging adulthood (e.g., 

Kouros et al., 2017; Nelson et al., 2011; 2015). Thus, there may be important age-graded 
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mechanisms that underlie youths’ perceptions of their relationships with their parents, 

especially when different indices of the parent-child relationship are considered.  

Mixed findings also exist with regards to age differences and perceptions of RS. Some 

studies have not reported a significant relationship between age and RS (e.g., Özen et al., 

2010; Zimmer-Gembeck et al., 2016). However, we located one study that examined 

Australian youth aged 9 to 13 years, and found a small but significant correlation, whereby 

younger adolescents reported greater RS (β = -.08) (McLachlan et al., 2010). Moreover, two 

studies were located that found perceptions of RS decreased with age from 16 to 19 years 

(Hafen et al., 2014) and from 16 to 23 years (Norona et al., 2018). Together, these early 

findings suggest there may potentially be age-graded mechanisms in RS perceptions towards 

the end of adolescence that may be important to consider.  

It is also important to consider age differences and individual change with age in 

relation to ER, coping strategies, and perceptions of internalising symptoms across 

adolescence and into young adulthood. For example, studies have often found that individuals 

become more intentional with, and more effective in choosing adaptive regulatory strategies 

in response to perceived stressors as they get older (Compas et al., 2017; De France et al., 

2019; Gross, 2013; Nolen-Hoeksema, & Aldao, 2011; Seiffge-Krenke & Beyers, 2005; 

Zimmer-Gembeck & Skinner, 2011; Zimmerman & Iwanski, 2014). For example, in a review 

of the development of coping across childhood and adolescence, Zimmer-Gembeck and 

Skinner (2011) found that youth were most likely to draw upon four types of coping (i.e., 

problem-solving, distraction, support seeking and escape), and within each of these, there was 

significant developmental changes that occurred. Use of problem-solving, for example, 

increased with age, whereas for the most part, there were patterns of either no change or a 

decline in the use of escape with age (Zimmer-Gembeck & Skinner, 2011). Similarly and 

specific to ER strategies from adolescence to adulthood, Zimmerman and Iwanski (2014) 
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found significant individual variation in several strategies from participants aged 11 to 50 

years. For example, adaptive emotion regulation and social support seeking showed a U-

shaped change during adolescence (higher levels in early adolescence followed by a dip in 

middle adolescence and then increases in emerging adulthood). On the other hand, general 

passivity decreased after early adolescence and avoidance remained stable during 

adolescence (see Zimmerman & Iwanski, 2014 for more specific details). Overall, these 

findings highlight the importance of considering the effects of age in regulatory strategies 

during late adolescence and young adulthood.   

Finally, studies have consistently reported developmental increases and individual 

variation in internalising symptoms from early adolescence to emerging adulthood (Costello 

et al., 2011; Hankin et al., 2015; Larsen et al., 2013; Meeus, 2016; Schubert et al., 2017). For 

example, one US study conducted reported increases in diagnosis of depression from ages 7 

to 16, with at least 25.6% of youth experiencing an onset over a 36-month screening period 

(Hankin et al., 2015). Similarly, in a review of longitudinal research, studies generally report 

that depressive and social anxiety symptoms increase during adolescence, with relative mean-

level decreases of symptoms of other anxiety disorders (such as specific phobias) (Meeus, 

2016). Despite mean level increases typical across adolescence, some studies also report that 

as youth develop into emerging adulthood and beyond, these symptoms on average typically 

tend to decline (e.g., Galambos, Barker, & Krahn, 2006). Overall, these findings point to 

important developmental changes in experiences of parenting and interpersonal stress, coping 

and ER, and internalising symptoms, warranting controlling for age-differences within the 

current research.  
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CHAPTER 5 

STUDY 1: REJECTION SENSITIVITY AND RESPONSES TO REJECTION: 

SERIAL MEDIATORS LINKING PARENTING TO ADOLESCENTS’ AND YOUNG 

ADULTS’ DEPRESSION AND TRAIT ANXIETY  

Chapter 5 contains Study 1, which is presented in the form of a published journal 

article, with the exception of altering Figure and/or Table numbers to be unique across this 

thesis document (Gardner & Zimmer-Gembeck, 2018). Also, references for this chapter are 

included at the end of the thesis as part of a full reference list. The aim of Study 1 was to 

identify and test a comprehensive RS model, whereby a latent variable of parenting practices 

was linked with depressive and anxious symptoms via serial mediators of RS and negative 

socio-emotional responses. Study 1 addressed research goals 1, 2 and 3, by identifying 

parenting, RS, and three negative socio-emotional responses (i.e., emotion dysregulation, 

suppression, and social avoidance) as positive correlates of depressive and anxious symptoms 

in Australian youth. Additionally, peer support was also examined as a direct correlate of RS, 

socio-emotional responses, and internalising symptoms in this study.  
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Abstract  

Drawing from and extending rejection sensitivity (RS) theory, we tested a serial mediation 

pathway model, whereby perceived parenting practices were expected to be indirectly related 

to participants’ depressive and trait-anxious symptoms through RS, as well as emotional and 

behavioural responses to rejection. Participants were 628 adolescents and young adults (M = 

19.8 years, SD = 2.6, 65.3% female) completing self-report measures assessing current 

perceived parenting practices, RS, emotion dysregulation, emotion suppression, social 

withdrawal, and depressive and trait-anxious symptoms. In latent-variable structural equation 

modelling, a latent construct of more positive (and fewer negative) perceived parenting 

practices was directly associated with offsprings’ lower level of depression and trait-anxiety 

symptoms. Also, there were indirect associations of parenting via RS, emotion dysregulation, 

suppression, and social withdrawal, regardless of whether the model focused on depressive or 

trait-anxious symptoms. The findings provide further support of the importance for 

adolescents and young adults to perceive that they experience warm and autonomy-

supportive relationships with their parents (instead of rejecting, coercive, or psychologically 

controlling relationships); along with providing an extended model whereby anxious 

expectations of rejection associates with greater emotional difficulties through negative 

responses to difficult emotions and the tendency to withdraw from such experiences. 

Together, perceived parenting practices and rejection-related beliefs and responses seem to 

activate a pathway to elevated depressive and trait-anxiety symptoms. 
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Introduction  

Rejection sensitivity (RS) theory provides a conceptual framework that explicitly 

outlines responses to negative interpersonal interactions that can result in more elevated and 

chronic socioemotional problems (Downey & Feldman, 1996; Levy, Ayduk, & Downey, 

2001; Zimmer-Gembeck & Nesdale, 2013). Drawing from attachment theory (Bowlby, 1969) 

and research on attributions of the cause of negative social experiences (Downey & Feldman, 

1996; Levy et al., 2001), RS is believed to develop within relational contexts, whereby the 

human need for belongingness and acceptance is too often met with rejection, resulting in a 

bias toward the anticipation of rejection by others. In one of the first studies of RS, Downey 

and Feldman (1996) found that adults appeared to have developed a heightened sensitivity to 

rejection based on past negative experience, which helped explain individual differences in 

responding to perceived or actual rejection.  

RS can escalate over time with repeated experiences of rejection (perceived or actual). 

RS is then marked by a chronic hypersensitivity to cues that prompt extreme negative 

emotional reactions and problem behaviours, which may potentially elicit socioemotional 

problems and even more rejection from others (Levy et al., 2001; Watson & Nesdale, 2012; 

Zimmer-Gembeck, 2015). Through this cognitive-affective filter of RS, individuals come to 

readily perceive and overreact to rejection from significant others’ socially ambiguous cues 

(as well as overt cues; Zimmer-Gembeck & Nesdale, 2013), as such cues may be perceived 

as signs of intentional rejection even when not present or catastrophized when present 

(Downey & Feldman, 1996; Levy et al., 2001). In response to perceived rejection, feelings of 

hurt or anger can be quite severe, and responses can be very maladaptive, such as reacting 

with aggression or social withdrawal and isolation; which in turn may elicit even more 

interpersonal interactions that exhibit signs of rejection, future escalation of problems in 
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social relationships, and poorer emotional functioning (Downey & Feldman, 1996; Levy et 

al., 2001; Watson & Nesdale, 2012; Zimmer-Gembeck, 2015).  

It appears that childhood and adolescence are periods of life that are crucial to the 

development of RS (and other socioemotional problems), as youth are bombarded by 

opportunities for acceptance and belonging or rejection and exclusion in many different 

social contexts (Marston, Hare, & Allen, 2010; Mattanah, Lopez, & Govern, 2011). RS 

probably has roots in interactions with parents, as initially indicated by Downey and Feldman 

(1996), but very little empirical research has examined the role of parents in RS beyond the 

middle adolescent years. Not focusing on older youth represents a significant gap in the 

literature, as research has shown that even into late adolescence and young adulthood, youth 

continue to heavily rely on their parents’ support during this period of life (McKinney & 

Renk, 2008; Nelson, Padilla-Walker, Christensen, Evans, & Carroll, 2011). Furthermore, RS 

has been shown to be a potential mechanism explaining the development of socio-emotional 

problems amongst this age group (e.g., Marston et al., 2010; Watson & Nesdale, 2012).  

Despite the existence of a substantial body of research literature supporting the role of parents 

in promoting or undermining their offspring's emotional development during this 

developmental period (e.g., Mattanah et al., 2011; Nelson et al., 2011; Nelson, Padilla-

Walker & Nielson, 2015), we could locate only two studies that directly examined whether 

RS is a correlate of young men’s and women's relationships with their parents. In these 

studies, a more satisfactory family relationship was negatively associated with RS (Overall & 

Sibley, 2009), and parental rejection of sexual orientation was associated with heightened 

gay-related RS (Pachankis, Goldfried, & Ramrattan, 2008). In another study, youth were 

asked for retrospective reports of parenting during childhood and results showed that fewer 

recalled experiences of parental acceptance were associated with greater levels of RS in 

participants' current relationships with significant others (Ibrahim, Rohner, Smith, & 
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Flannery, 2015). In the other study, observed maternal undermining of autonomy and 

relatedness during adolescence was not associated with later RS (Chango, McElhaney, Allen, 

Schad, & Marston, 2012).  

While these studies provide some preliminary evidence that adolescents and young 

adults’ interactions with their parents are associated with RS, the findings are quite limited by 

a focus on a limited set of parent-child relationships qualities, focusing on a specific domain 

of acceptance, asking for retrospective reports of parenting during childhood, or not also 

assessing a more comprehensive model of RS and socioemotional problems. In the present 

study, we address these gaps in previous research by testing an extended model of youths’ 

current perceived relationships with their parents, RS, and depressive and trait-anxiety 

symptoms. In these models, we examined various perceived parenting practices that are 

relevant to adolescents and young adults as they are balancing their changing relationships 

outside the home and increasing autonomy from parents (Zimmer-Gembeck et al., 2018), 

including warmth, autonomy support, rejection, coercion, and psychological control. 

Moreover, we expanded this model of RS to include a focus on mental health outcomes by 

drawing from RS and emotion regulation theories (Aldao, Noeln-Hoeksema, & Schweizer, 

2010; Bowlby, 1969; Mikulincer, Shaver, & Pereg, 2003).  

The RS Model: Why are Parental Relationships Linked to Emotional Symptoms 

Parenting practices and their associations with offspring’s internalising 

symptoms. A range of parenting practices are important when examining their role in child, 

adolescent, and adulthood functioning. These include warmth, autonomy support, rejection, 

coercion, and psychological control. Warm parenting practices consist of expressions of 

kindness, affection, love, and positive regard (Nelson et al., 2015; Skinner, Johnson, & 

Snyder, 2005), while autonomy supportive parenting practices involve support for offspring’s 

personal volition and choice, communication of genuine respect for those choices, and 
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encouragement of offspring to explore their own goals and values (Skinner et al., 2005; 

Zimmer-Gembeck et al., 2018). Other parenting practices are more negative in tone and 

include rejection, coercion, and psychological control. These practices are characterized by 

hostility towards offspring, communication of active dislike or disapproval for their 

behaviour, and excessively demanding offspring’s obedience, and restricting attempts for 

autonomy using controlling, intrusive, and/or manipulative behaviours (Nelson et al., 2011; 

Skinner et al., 2005). The parenting literature demonstrates that all these parenting practices 

remain important sources of influence during adolescence and young adulthood, providing 

support for their well-being or risk of vulnerability for emotional symptoms (McKinney & 

Renk, 2008; Nelson et al., 2011; Nelson et al., 2015).  

Empirical work supports theory, showing that parenting practices are a robust and 

direct predictor to emotional adjustment in this age group (Ibrahim et al., 2015; Mattanah et 

al., 2011; McKinney & Renk, 2008; Nelson et al., 2011). For example, in one study, youth 

who reported greater levels of both maternal and paternal warmth were found to also report 

greater feelings of self-worth, with maternal warmth uniquely predicting greater school 

engagement and lower risky behaviours (e.g., marijuana use, shoplifting, etc.; Nelson et al., 

2015). In another study, young men and women who reported more parental rejection also 

reported more maladaptive schemas, rumination, greater motivation for self-injury and 

suicidal thoughts; while those that reported more parental warmth reported lower maladaptive 

schemas, motivations for self-injury, and self-injury severity (Quirk, Weir, Martin, & 

Christian, 2015). These studies help to provide empirical support that parenting practices are 

important to consider as correlates of mental health symptoms for young men and women, as 

they seem to continue to provide a source of support or problems for youth. However, given 

their history with these parenting practices over the course of their development, these 

interactions are likely to also have been internalised through various social-information 



RS and Internalising Symptoms in Youth 46 
 

processing systems (as indicated by Bowlby’s work in attachment; Bowlby, 1969), one of 

which is accounted for by the RS model. RS may then help to account for the consistent 

associations found between parenting practices and emotional adjustment. 

RS, emotional and behavioural responses, and emotional adjustment. Empirical 

research on RS has also put forward several emotional and behavioural processes that are 

typically displayed in response to perceived rejection or high levels of RS. One such 

behavioural response that has received empirical support is social withdrawal. This response 

to rejecting experiences has consistently been a correlate of either experiences of rejection or 

self-reported RS (Zimmer-Gembeck & Nesdale, 2013; Zimmer-Gembeck & Skinner, 2015), 

and has also been found to mediate the association of RS with symptoms of emotional 

problems (Kraines & Wells, 2017; Watson & Nesdale, 2012). While excessively negative 

(e.g., sadness or anger) emotional responses are implicated as a central experience arising 

from RS (Downey & Feldman, 1996; Levy et al., 2011), relatively few studies have 

empirically examined this relationship. The few studies that have directly assessed for 

emotional reactions to perceived rejection, have studied children and adolescents, and 

focused on peer relationships (for e.g., Zimmer-Gembeck & Skinner, 2015; Zimmer-

Gembeck, 2015). We could only locate one study in which, aligned with RS theory, 

emotional and behavioural responses were assessed in an older adolescent sample. In this 

study, elevated experiences of rejection significantly predicted negative emotional responses, 

which in turn predicted behavioural responses of avoidance, complaining, and retaliation 

(Jones, Barnett, Wadian, & Sonnentag, 2016). However, in this study, RS did not 

significantly predict negative emotional responses, despite being initially associated, and 

emotional responses were assessed as a composite of one-item responses to seven negative 

and positive emotions.  
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While previous research on child and adolescent emotional responses to rejection has 

demonstrated empirical support for negative mood responses, such as anger, sadness, or 

worry, as important outcomes (Zimmer-Gembeck & Skinner, 2015; Zimmer-Gembeck, 

2015); rarely have studies examined whether it is the inability to regulate such emotion that 

in turn generates emotional maladjustment and further rejection. This therefore limits our 

understanding of the emotional sequalae of RS, as a negative emotional response may 

initially be a protective mechanism in the short-term (Levy et al., 2001), but the dysregulation 

of this emotion may be what prolongs the negative emotional reactions that follow from RS. 

Given the limitations of RS theory in this regard, we were guided by attachment theory 

(Bowlby, 1969; because of its conceptual basis for RS theory) and research on emotion 

regulation in adolescent and adulthood populations (Aldao et al., 2010; Mikulincer et al., 

2003) in examining whether two common emotion dysregulation strategies of suppression 

and dysregulation help to explain when RS is predictive of later adolescents’ elevated 

symptoms of emotional problems. We also focused the assessment of emotion dysregulation 

on two negative emotions that often occur in response to rejection – sadness and worry. 

Salient Covariates of Emotional Adjustment during Emerging Adulthood 

In addition to the focus on the extended-RS model, developmental and interpersonal 

theories indicate that peer relationships qualified by low levels of support and acceptance 

may place youth at greater risk for socioemotional problems during adolescence and young 

adulthood (Furman & Buhrmester, 2009; Levy et al., 2001). Furthermore, gender and age has 

often been a significant predictor of emotional maladjustment, where younger women often 

report higher levels of depressive and anxious symptoms (Marston et al., 2010; McKinney & 

Renk, 2008). Gender differences and moderations have also been noted in studies focusing on 

experience of rejection and RS (Downey & Feldman, 1996; Ibrahim et al., 2015), with 

consistent differences also noted by gender in emotional and behavioural responses in coping 
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with stress (Aldo et al., 2010; Kraines & Wells, 2017; Zimmer-Gembeck, 2015). Such 

findings may suggest that friendship quality, age, and gender are unique correlates that may 

significantly affect the direction or strength of the associations that will be tested in our 

model. 

The Present Study 

In the present study, we elaborated on RS theory to test an extended model of 

perceived parenting practices and self-reported depressive and trait-anxious symptoms among 

older adolescents and young adults. These associations are expected to be better explained 

because of a serial mediating pathway of RS, and emotional (sadness and worry emotion 

dysregulation and suppression) and behavioural (social withdrawal) regulatory responses (see 

Figure 5.1). To isolate the findings to the role of parenting practices, we controlled for the 

best friend relationship quality in this model, along with the associations of gender and age as 

previous studies have indicated their importance in the constructs under investigation. We 

therefore hypothesised that: 

1) Adolescents and young adults who report greater experiences of positive parenting 

practices (indicated by high warmth and autonomy support, and low rejection, 

coercion, and psychological control) will report less depressive and trait-anxious 

symptoms.  

2) Positive parenting practices will also be negatively associated with rejection-

sensitivity, emotion dysregulation, suppression, and social withdrawal, while the 

opposite will be found for negative parenting practices.  

3) Parenting practices will also be indirectly related to depressive and trait-anxious 

symptoms through RS, emotion dysregulation and suppression, while controlling for 

friend relationship quality.  
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4) Parenting practices will also be indirectly related to depressive and trait-anxious 

symptoms through RS and social withdrawal, while controlling for friend relationship 

quality. 

 

 

Figure 5.1. Hypothesised model of direct and indirect effects on depressive and anxious 

symptoms.  

 

Method 

Participants  

The participants were 628 university students aged 17 to 27 years (M = 19.8, SD = 

2.6, 65.3% female). Seventy-four percent identified as Caucasian/white, while 10.7% 

identified as Asian, and 3.0% as Australian First Peoples or Pacific Islander. Most 

participants were domestic students (69.9%), with 57.1% currently living with their parents. 

A further 7.1% of participants reported living alone and 2.3% reported living in a shared 

student accommodation. Finally, 56.9% of the participants reported their parents were 
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married or living together, with 34.1% identifying their parents as either divorced or 

separated.  

Procedure 

Approval for the conduct of this study was received from the university Human 

Research Ethics Committee (HREC). Participants were recruited to participate using 

convenience sampling technique during the orientation week (the week before the start) of 

the first trimester of the school year. Students were approached by a researcher in common 

areas and asked to participate in the study. These participants received a chocolate bar or 

entered a prize draw for gift cards. The first-year psychology subject research pool was also 

used for recruitment where participants applied for participation in the study, and completed 

an online version of the survey. Upon completion of the survey, these 163 participants (23%) 

received partial psychology course credit (.5% credit for the course). Independent samples t-

tests revealed no significant differences amongst any of the variables of interest based on 

recruitment strategy (p’s ranged from .06 to .99), so we analyzed all data as one sample.  

Overall, 707 students began the survey, but 5% (n = 36) were excluded because they 

completed very little of the survey. A further 1% (n = 9) of participants were excluded 

because they were missing more than 20% of data on at least one of the measures of interest. 

With the remaining 662 participants, 5% (n = 34) did not have a mother or a father (or a 

similar parental figure) to complete all sections of the survey. Analyses were conducted 

investigating maternal and paternal parenting practices separately for the primary analyses 

maintaining and removing these 34 participants. We found both samples maintained similar 

strengths of associations across all models tested. As such, we excluded these 34 participants 

from the final analyses and combined maternal and paternal parenting practices, resulting in a 

final sample size of 628. 
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Measures 

Depressive symptoms. The Centre for Epidemiologic Studies for Depression Scale – 

Short form (CESD-10; Radloff, 1977) was used to assess depressive symptoms. Participants 

rated each statement from 1 (rarely or none of the time – less than one day) to 4 (most or all 

of the time – 5 to 7 days). Averaging responses created composite scores, with higher scores 

indicating more symptoms. Cronbach’s α was .83.  

Anxiety symptoms. The trait composite of the State-Trait Anxiety Inventory (STAI; 

Spielberger, Gorsuch, & Lushene, 1970) was used to measure trait-anxiety symptoms. 

Participants rated each statement from 1 (rarely or none of the time – less than one day) to 4 

(most or all of the time – 5 to 7 days). Averaging responses created composite scores, with 

higher scores indicating more symptoms. Cronbach’s α was.92 for anxiety symptoms.  

Parenting practices. Perceived parenting practices were measured using four 

subscales (autonomy support, warmth, rejection, coercion) of the Parents as Social Context 

Questionnaire (PASCQ; Skinner, Johnson, & Snyder, 2005) and the Parental Psychological 

Control scale – Youth Self Report (PCS-YSR; Barber, 1996). Participants reported on current 

parenting practices of their mothers and father separately, rating each statement from 1 (not at 

all true of him/her) to 4 (very true of him/her). Scores from each parent were averaged to 

create composite scores for parenting dimensions, so that higher scores reflected more of 

each dimension. Cronbach’s α for parental warmth and autonomy support were .87 and .85; 

while for parental rejection, coercion, and psychological control Cronbach’s α were .81, .83, 

and .85 respectively.  

Rejection sensitivity. Rejection sensitivity (RS) was measured using the Rejection 

Sensitivity Questionnaire for University Students (RS-US; Downey & Feldman, 1996). The 

RS-US consisted of eight items that assessed participants' rejection expectations and anxiety 

about rejection. Each item begins with a hypothetical situation in which rejection by a 
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significant other (i.e., parents, friends, romantic partner) is possible (e.g., “You ask a friend to 

do you a big favor”). For each situation, participants first indicated the degree of concern or 

anxiety about the outcome of the situation on a 6-point scale from 1 (very unconcerned) to 6 

(very concerned), and then indicated the likelihood that the person would respond in an 

accepting manner on a 6-point scale from 1 (very unlikely) to 6 (very likely). After 

multiplying the level of rejection concern by the reverse-scored likelihood levels to produce a 

RS score for each question, scores were averaged to obtain the total RS score, where higher 

responses indicated greater sensitivity to rejection. Possible scores ranged from a minimum 

of 1 to a maximum of 36. Cronbach's α for RS in the current study was .73.  

Emotion regulation. Emotion regulation was measured using the Emotion 

Regulation Inventory (ER-Inventory; Roth, Assor, Niemiec, Ryan, & Deci, 2009). The ER-

Inventory measured two theoretically maladaptive patterns of emotion regulation, including 

sadness and worry dysregulation (e.g., “usually, if I get a feeling of sadness/worry, it 

paralyses me”) and suppression (e.g., “usually, I ignore my feelings of sadness/worry”); 

where response options ranged from 1 (strongly disagree) to 5 (strongly agree). Items were 

averaged to form composites, where higher scores on each represented greater use of the 

relevant strategy. Cronbach's α for dysregulation and suppression were .87 and .91, 

respectively.  

Social withdrawal. Social withdrawal was measured using the Reactions to Implied 

Rejection Scale: University Student Version (Zimmer-Gembeck & Nesdale, 2013) to assess 

withdrawal in response to potential rejection experiences. Participants were presented with 

three scenarios (e.g., “You hear that someone you know is throwing a big birthday party on 

the beach. Most of your group of friends expect to go. You hear that some of your friends 

have received their invitations and are excited about the event. You still have not received 

your invitation and the party is not far off. How would you feel?”), which were followed by 
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seven items assessing three behavioural responses (one of which is social withdrawal; e.g., 

“try to avoid situations where you have to mix with others”) along with filler items. Response 

options ranged from 1 (strongly disagree) to 5 (strongly agree). Averaging items across the 

three scenarios formed the total score, so that a higher score represented more social 

withdrawal. Cronbach’s α for social withdrawal was .88.  

Best friend relationship quality. Friend relationship quality was measured using the 

9-item support composite of the Network of Relationships Inventory: Behavioural Systems 

Version (Furman & Buhrmester, 2009). Participants reported about their best same-sex 

friend. Examples of the items for the sub-scales include: (a) adolescent seeks safe haven (e.g., 

“how much do you seek out your friend when you’re upset”); (b) adolescent seeks secure 

base (e.g., “how much does your friend show support for your activities?”); and (c) 

companionship (e.g., “how much do you and your friend spend free time together?”). Item 

response options ranged from 1 (little or none) to 5 (the most). Items were averaged to form a 

composite. Cronbach's α for friend relationship quality was .90.  

Overview of the Statistical Analyses 

Ms, SDs, and correlations between all variables were calculated, and t-tests were used 

to compare young men and women. Latent-variable structural equation models (SEMs) were 

then tested using full-information maximum likelihood estimation (FIML) within AMOS 

software (IBM Corporation). Models were tested with perceived parenting practices as 

predictors and depressive and trait-anxious symptoms as outcome variables. In SEMs, the 

five parenting practices (2 positive and 3 negative practices) were used as indicators of a 

latent parenting variable. Additionally, all items were used as indicators of latent variables for 

all other variables, except those that were measured using vignettes (RS and social 

withdrawal). The error variances of some items on the same measure were free to covary 

when this substantially improved the fit of the model. Prior to fitting the structural paths, 
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measurement models were fit to determine if the loadings of latent variables on the measured 

indicators were acceptable. The results of these measurement models are reported prior to 

reporting the results of the full structural models, which were estimated to 1) test only the 

direct associations of all measures with either depressive symptoms or trait anxiety 

symptoms, and 2) to add pathways to test indirect associations of parenting with symptoms 

via RS, emotion regulation (i.e., dysregulation and suppression), and social withdrawal. 

Guided by the correlations, friendship support was included as a covariate in all models, 

while gender was only included in the models with trait-anxiety symptoms as an outcome, 

and age included in only the models with depressive symptoms as an outcome. To evaluate 

model fit, both goodness-of-fit indices (χ2, χ2 relative to sample size, goodness of fit index – 

GFI, tucker-lewis index – TLI, comparative fit index – CFI, and root mean square error of 

approximation – RMSEA) and parameter estimates for model paths were considered (Byrne, 

2016). To test hypotheses regarding indirect pathways, bootstrapping was used to estimate 

standard errors and 95% confidence intervals for all direct and indirect effects.  

Results 

Descriptive Statistics, Gender Differences, and Correlations between All Measures 

The Ms, SDs, and correlations of the variables under investigation are reported in 

Table 5.1. On average, young men and women reported greater warmth and autonomy 

supportive relationships with their parents than relationships characterized by rejection, 

coercion, or psychological control. Relative to young men, young women scored significantly 

higher in their reports of anxiety symptoms [t(626) = -2.73, p < .05], emotion dysregulation 

[t(626) = -4.62, p < .01], social withdrawal (in response to implied rejection vignettes) [t(626) 

= -3.52, p < .01], and friendship support [t(626) = -5.20, p < .01]. With regards to the 

correlations, as hypothesised, those who reported more warmth and autonomy supportive 
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Table 5.1 

 

Means, SDs, and correlations between All Measures (N = 628) 

Measure M (SD) 1 2 3 4 5 6 7 8 9 10 11 12 

1. Depressive symptoms 1.96 (0.57) ---            

2. Anxious symptoms 2.09 (0.57) .84** ---           

3. Parental warmth 3.39 (0.61) -.21** -.23** ---          

4. Parental AS 3.28 (0.63) -.28** -.31** .71** ---         

5. Parental rejection 1.47 (0.55) .32** .36** -.60** -.61** ---        

6. Parental coercion 1.89 (0.64) .25** .27** -.33** -.53** .56** ---       

7. Parental PC 1.61 (0.53) .28** .31** -.45** -.58** .70** .73** ---      

8. RS 8.89 (3.83) .33** .38** -.37** -.39** .38** .24** .27** ---     

9. Emot dysregulation 2.96 (0.94) .48** .53** -.14** -.22** .22** .18** .21** .28** ---    

10. Emot suppression 3.19 (0.90) .16** .15** -.12** -.10* .14** .11** .13** .11** .00 ---   

11. Social withdrawal 2.93 (0.85) .33** .37** -.22** -.26** .25** .15** .22** 30** .33** .12** ---  

12. Friendship support 3.36 (0.87) -.08* -.08 .21** .19** -.04 .00 .00 -.12** -.01 -.08* -.12** --- 

13. Age 19.79 (2.61) -.08* -.06 -.07 -.02 -.04 -.13** -.06 -.05 -.06 -.20** .01 -.08* 

Note. RS = rejection sensitivity. emot = emotion. AS = Autonomy support. PC = Psychological control. 

 

*p < .05. **p < .01. 
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parenting practices reported fewer depressive and trait-anxious symptoms, lower levels of 

RS, less dysregulation and suppression of sadness and worry, and less social withdrawal. The 

opposite was revealed for those who reported greater experiences with rejecting, coercive, or 

psychologically controlling parents. Consistent with RS theory, those who reported greater 

levels of RS also reported more emotion dysregulation and suppression, social withdrawal, 

and depressive and trait-anxious symptoms. Friendship support was negatively associated 

with RS, depressive symptoms, emotion suppression and social withdrawal; and positively 

with parental autonomy support and warmth. Age significantly correlated with less 

depressive symptoms, parental coercion, emotion suppression, and friendship support. 

Although depressive and anxious symptoms were highly correlated, the two forms of 

symptoms were tested in separate models to determine if the expected pathways would be 

found for each form of internalising symptoms. 

Measurement Models 

The measurement model for perceived parenting and depressive symptoms 

demonstrated modest fit to the data [χ2 (457) = 1471.81, p < .01, χ2/df = 3.22, GFI = .85, CFI 

= .88, TLI = .87, RMSEA = .06 (.056 - .063), p < .01]. Loadings for all measured indicators 

of latent variables were high and significant |.51| to |.89|, excepting two (of the 10) indicators 

of depressive symptoms with loadings less than .50 (.33 and .49). For all models, the loadings 

of measured indicators for parenting were positive for positive parenting practices and 

negative for negative parenting practices. Thus, the latent measure of parenting was higher 

when participants reported more positive (and fewer negative) parenting practices. 

The measurement model for perceived parenting and anxious symptoms also 

demonstrated modest fit to the data [χ2 (800) = 2493.69, p < .01, χ2/df = 3.12, GFI = .82, CFI 

= .87, TLI = .86, RMSEA = .06 (.056 - .061), p < .01]. Loadings for all measured indicators 
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of latent variables were high and significant |.50| to |.86|, excepting three (of the 20) 

indicators of anxious symptoms with loadings less than .50 (.38, .48, and .35).  

Parenting Practices and Depressive Symptoms 

Direct effects of parenting. In the first structural model of positive parenting and 

depression, only the direct effects of parenting on all other variables in the model, along with 

the direct effects of age and friendship support on depressive symptoms, were freed. This 

model had adequate fit to the data [χ2 (450) = 1136.11, p < .01, χ2/df = 2.53, GFI = .89, CFI = 

.92, TLI = .91, RMSEA = .05 (.046 - .053), p = .62]. Here, as hypothesised, parenting had 

significant direct associations with all variables in the directions expected. Regarding the 

control variables, neither age (β = -.08, p = .05) nor friendship support (β = -.05, p = .26) 

significantly associated with depressive symptoms.  

The addition of the direct effects between mediators and of mediators on 

depressive symptoms. This model had good fit to the data [χ2 (441) = 910.51, p < .01, χ2/df 

= 2.07, GFI = .91, CFI = .95, TLI = .94, RMSEA = .04 (.037 - .045), p = 1.00] when other 

hypothesised direct pathways were freed from parenting to all intervening variables in 

accordance with the RS model (i.e., from RS to emotion dysregulation, suppression, social 

withdrawal, and depressive symptoms; from emotion dysregulation and suppression to social 

withdrawal and depressive symptoms; and from social withdrawal to depressive symptoms; 

as shown in Figure 5.1). As in the previous model, positive parenting was associated with less 

RS, emotion dysregulation, emotion suppression, social withdrawal, and depressive 

symptoms (see Figure 5.2). Regarding the added pathways, RS was significantly associated 

with more emotion dysregulation, social withdrawal, and depressive symptoms, but was not 

significantly related to suppression. Furthermore, emotion dysregulation and suppression 

were significantly associated with greater social withdrawal and depressive symptoms, and 

social withdrawal was associated with more depressive symptoms.   
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Figure 5.2. Path Model showing Direct Effects of all variables on Depressive and Trait-

Anxious Symptoms. Note. β values for depressive symptoms are shown above the line; β 

values for trait-anxious symptoms are shown the below the line. Only one β value is shown 

when it is the same in both models. Covariates of age, gender and friendship support are not 

shown as they were non-significant in these models. *p < .05. **p < .01. 

 

Final model of all effects. In the final model, the indirect effects of perceived 

parenting on depressive symptoms were tested along with the direct effects. As hypothesised, 

bootstrapping showed that there were significant indirect negative effects of positive 

parenting on depressive symptoms (see Table 5.2). Parenting also had indirect effects on less 

emotion dysregulation and less social withdrawal via mediating measures (RS for emotion 

dysregulation and RS and emotion dysregulation for social withdrawal), but this was not 

significant for emotion suppression. RS was indirectly associated with more depressive 

symptoms and social withdrawal. Finally, there was also a significant indirect association of 

emotion dysregulation with depressive symptoms through social withdrawal, but this was not 

evident for emotion suppression.  
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Table 5.2. 

 

Associations in the RS Model of Parenting Practices and Depressive Symptoms (N = 628) 

 Direct  Indirect 

Model Paths Estimate SE 

Lower 

95% CI 

Upper 

95% CI  Estimate SE 

Lower 

95% CI 

Upper 

95% CI 

Positive Parenting →Depression -.19** .05 -.29 -.08  -.21* .03 -.27 -.15 

Positive Parenting → RS -.43** .38 -.52 -.32  -- -- -- -- 

Positive Parenting → Dysregulation -.19** .11 -.30 -.09  -.10* .02 -.15 -.05 

Positive Parenting → Suppression -.13* .10 -.24 -.04  -.03 .02 -.08 .00 

Positive Parenting → Withdrawal -.13* .09 -.22 -.00  -.16* .03 -.21 -.10 

RS → Depression .10* .01 -.00 .19  .13* .03 .07 .20 

RS → Dysregulation .23** .01 .12 .33  -- -- -- -- 

RS → Suppression .08 .01 -.01 .17  -- -- -- -- 

RS → Withdrawal .15** .01 .07 .23  .07* .02 .04 .11 

Dysregulation → Depression .44** .03 .36 .53  .03* .01 .00 .05 

Dysregulation → Withdrawal .27** .04 .18 .35  -- -- -- -- 

Suppression → Depression .11* .02 .00 .18  .01 .01 -.00 .02 

Suppression → Withdrawal .08* .04 -.03 .15  -- -- -- -- 

Withdrawal → Depression .11* .02 .01 .18  -- -- -- -- 

Age → Depression -.04 .01 -.11 .06  -- -- -- -- 

Friendship Support → Depression -.03 .02 -.12 .05  -- -- -- -- 

Note. RS = rejection sensitivity. 

 

*p < .05. **p < .01. 
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Parenting Practices and Anxiety Symptoms 

Direct effects of parenting. In the first SEMs of positive parenting and anxious 

symptoms, only the direct effects of parenting on all other variables in the models, along with 

the associations of gender and friendship support with anxiety symptoms, were freed. This 

model demonstrated acceptable fit to the data [χ2 (793) = 2129.09, p < .01, χ2/df = 2.69, GFI 

= .85, CFI = .90, TLI = .89, RMSEA = .05 (.049 - .055), p = .13]. Here, as hypothesised, 

parenting had significant direct associations with all variables in the directions expected. 

Regarding the control variables, gender (but not friendship support) was significantly 

associated with anxious symptoms, with young women reporting a higher level of anxiety 

symptoms than young men (β = .12, p < .01).  

The addition of the direct effects between mediators and of mediators on anxiety 

symptoms. When other hypothesised direct pathways were freed, in accordance with the RS 

model (similar to the above model, and as shown in Figure 5.1), the model had good fit to the 

data [χ2 (784) = 1865.79, p < .01, χ2/df = 2.38, GFI = .87, CFI = .92, TLI = .91, RMSEA = 

.05 (.044 - .050), p = .97]. As shown in Figure 5.2, perceived parenting had significant 

associations with all the variables of interest. Positive parenting was significantly associated 

with less RS, emotion dysregulation, suppression, social withdrawal, and anxious symptoms. 

In this model, gender failed to reach significance (β = .03, p = .43). Higher levels of RS were 

also significantly related to higher levels of emotion dysregulation, social withdrawal, and 

anxiety symptoms. However, RS was not significantly associated with emotion suppression. 

Higher levels of emotion dysregulation and suppression significantly related with more social 

withdrawal and greater anxiety symptoms; and social withdrawal was positively related to 

anxiety symptoms.  
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Table 5.3. 

 

Associations in the RS Model of Parenting Practices and Anxiety Symptoms (N = 628) 

 Direct  Indirect 

Model Paths Estimate SE 

Lower 

95% CI 

Upper 

95% CI  Estimate SE 

Lower 

95% CI 

Upper 

95% CI 

Positive Parenting → Anxiety -.18** .05 -.29 -.09  -.23* .03 -.29 -.17 

Positive Parenting → RS -.43** .37 -.52 -.32  -- -- -- -- 

Positive Parenting → Dysregulation -.19** .11 -.30 -.09  -.10* .02 -.15 -.05 

Positive Parenting → Suppression -.13* .10 -.24 -.04  -.03 .02 -.08 .01 

Positive Parenting → Withdrawal -.13* .09 -.22 -.00  -.16* .03 -.21 -.10 

RS → Anxiety .13** .01 .05 .22  .14* .03 .08 .20 

RS → Dysregulation .23** .01 .12 .33  -- -- -- -- 

RS → Suppression .08 .01 -.01 .17  -- -- -- -- 

RS → Withdrawal .15** .01 .07 .23  .07* .02 .04 .11 

Dysregulation → Anxiety .46** .03 .37 .54  .03* .01 .01 .05 

Dysregulation → Withdrawal .27** .04 .18 .35  -- -- -- -- 

Suppression → Anxiety .09* .02 .00 .19  .01 .01 -.00 .02 

Suppression → Withdrawal .08* .04 -.03 .15  -- -- -- -- 

Withdrawal → Anxiety .11* .02 .03 .18  -- -- -- -- 

Gender → Anxiety .03 .04 -.03 .11  -- -- -- -- 

Friendship Support → Anxiety -.03 .02 -.13 .04  -- -- -- -- 

Note. RS = rejection sensitivity. 

 

*p < .05. **p < .01. 
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Final model of all effects. In the final model, the indirect effects of perceived 

parenting on anxious symptoms was tested along with the direct effects. As hypothesised, 

there were significant indirect negative effects of parenting on anxious symptoms via the 

hypothesised pathways (see Table 5.3). Parenting also had indirect effects on less emotion 

dysregulation and less social withdrawal, but this was not significant for emotion 

suppression. RS was indirectly associated with more anxious symptoms through emotion 

dysregulation, suppression, and social withdrawal; and with more social withdrawal through 

emotion dysregulation and suppression. Finally, there was also a significant indirect 

association revealed from emotion dysregulation to more anxious symptoms through social 

withdrawal, but this was non-significant for emotion suppression. 

Discussion 

The purpose of the current study was to test an extended RS model of perceived 

parenting practices and emotional maladjustment that helped to better identify several 

mechanisms through which interactions with parents associate with depressive and trait-

anxious symptoms for youth in their late teens and early 20s. The tested models were borne 

out of RS theory (Downey & Feldman, 1996; Levy et al., 2001), which suggests that overt or 

covert rejection within important relationships are the foundation of heightened RS. In turn, 

RS can compromise emotional health because it reflects a biased social processing system 

that includes responding to actual or perceived social problems with greater dysregulation of 

emotion and poorer social responses to these problems (Levy et al., 2001; Marston et al., 

2010; Zimmer-Gembeck & Nesdale, 2013). It is these problems with regulation of emotion 

and behaviour that prompt the accumulation of symptoms of emotional disorders. Thus, both 

direct and indirect pathways were tested from parenting to symptoms of depression and trait-

anxiety via RS, emotion dysregulation, suppression, and social withdrawal in response to 

implied rejection vignettes.  
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In general, when serial mediation models of perceived parenting, and depression and 

trait-anxiety, were tested separately, there were three main findings. Firstly, the findings 

showed that adolescents and young adults who reported more positive relationships with their 

parents also reported fewer depressive and trait-anxious symptoms, revealing that 

relationships with parents remain important during youths’ late teens and early 20s. Secondly, 

findings supported this extended RS model testing direct and indirect associations of (1) 

parenting with depression and trait-anxiety via RS, emotion dysregulation, suppression, and 

social withdrawal; and (2) RS with depression and trait anxiety via emotion dysregulation, 

suppression, and social withdrawal. Thirdly, it appeared that extending the RS model to 

specify two forms of emotion dysregulation strategies revealed additional mechanisms that 

aligned well within the RS model. Overall, the findings lend further support to the view that 

less positive relationships with parents and greater RS may place adolescents and young 

adults at greater risk for emotional problems.  

Salience of the Parent-offspring Relationship 

The findings from both the correlations and SEMs revealed that perceived parenting 

practices were consistently associated with most of the mediators and outcomes of interest. In 

particular, the findings indicate that adolescents and young adults’ interactions with their 

parents can directly facilitate or impede their emotional adjustment, as those participants who 

perceived more rejecting, coercive and psychologically controlling parenting reported more 

RS and more negative emotional and behavioural functioning. Only indirect associations in 

the SEMs between perceived parenting and emotional suppression (regardless of whether the 

model focused on depression or trait-anxiety symptoms) were an exception to this pattern. 

Consistent with previous studies examining the correlates of parenting practices in this aged 

sample (McKinney & Renk, 2008; Nelson et al., 2011; 2015; Quirk et al., 2015), positive 

parenting practices, even when offspring are in their late teens and early 20s, seems to be 
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relevant for youths’ symptoms of emotional problems. This finding was noteworthy as large 

proportion of the sample (57.1%) were currently living with their parents, giving some 

indication that perceived interactions with parents may be quite pertinent (in both a direct and 

indirect manner) in their experiences with depressive and anxious symptoms.  

The Extended RS Model of Depressive and Trait-Anxiety Symptoms 

Secondly, the findings of the current study revealed that extending the RS model to 

identify serial mediating pathways, whereby parental relationships, and expectations of 

rejection (i.e., RS), associated with emotion dysregulation, suppression, and social 

withdrawal fit well regardless of whether the model was focused on depressive or trait-

anxiety symptoms. Young men and women who perceived their parents to be lower in 

warmth and support (and more coercion, rejection, and control) also reported being more 

likely to anxiously expect and defensively respond to rejection. Potentially when these 

schemas become activated within the parent-offspring relationships, young men and women 

also reported greater emotion dysregulation, suppression, and social withdrawal. Heightened 

RS and responding in maladaptive ways seems to, in turn, place young men and women at 

greater risk for also experiencing symptoms of emotional problems, as is consistent with RS 

theory and previous empirical literature (Downey & Feldman, 1996; Ibrahim et al., 2015; 

Zimmer-Gembeck & Nesdale, 2013; Watson & Nesdale, 2012). Thus, extending the RS 

model helped suggest several additional mechanisms to explain why parents who are lower in 

warmth and support, and higher in coercion, rejection, and control have so often been found 

to correlate with increased depressive and anxious symptoms in offspring. 

Emotion Dysregulation and Suppression as Correlates in the Extended RS Model  

The final main finding revealed the robustness that emotion dysregulation, and to a 

lesser extent, emotion suppression demonstrated within the extended RS model as significant 

correlates of parenting practices, RS, social withdrawal, and emotional symptoms. These 
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findings are consistent with past theoretical and empirical work showing that emotion 

dysregulation and suppression are correlated with parenting practices (Bowlby, 1969; Roth et 

al., 2009) and social withdrawal, depressive and anxious symptoms (Aldao et al., 2010; Jones 

et al., 2016; Mikulincer et al., 2003). However, the findings revealed moderate strengths of 

associations in both the correlations and the SEMs of emotion dysregulation compared to 

inconsistent and weaker effects of emotion suppression. It therefore appears that 

distinguishing between both these emotional responses were important within this extended 

RS model, as emotion dysregulation played a more salient role within the examined models.  

Conceptualized through attachment theory (Bowlby, 1969; Mikulincer et al., 2003), emotion 

dysregulation is characterized by heightened and anxious emotional processes where in 

response to perceived threats (such as the case of potential rejection), individuals may 

exaggerate or catastrophize their fears and negative emotions, ruminate on both, and 

experience intense distress in relation to these fears. It therefore appears that for this sample 

of young men and women, anxious expectations of rejection are more likely to associate with 

highly distressed and intense negative emotional reactions when compared to the tendency to 

inhibit and avoid negative emotional processes (i.e., emotion suppression). Additionally, 

social withdrawal was revealed through the SEMs to be a significant pathway through which 

emotion dysregulation (but not emotion suppression) related to depressive and trait-anxious 

symptoms. This finding further reiterates previous work in RS theory (Levy et al., 2001; 

Watson & Nesdale, 2012; Zimmer-Gembeck & Nesdale, 2013), that individuals with greater 

expectations of rejection reported being more likely to distance themselves in response to 

interpersonal situations that may have a high potential of rejection. The findings therefore 

helped to better identify that both the heightened dysregulation of these emotions, as well as 

the social response of withdrawal to such emotions and rejection-based experiences are 
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central to understanding the pathways through which high RS individuals report experiencing 

more symptoms of depression and trait-anxiety.  

Friendship Quality 

The quality of the best friend relationships was also included in the models to partial 

out any influence on symptoms. It was surprising to find that the quality of the best friend 

relationship was not significantly related to either depressive or trait-anxiety symptoms 

within the SEM analyses (or in the correlations for anxiety), despite previous literature 

identifying this relationship as a correlate of adolescent and young adults’ emotional 

functioning (Furman & Buhrmester, 2009; Mattanah et al., 2011). Some bodies of literature 

identify that during this developmental period, parental and romantic relationships appear to 

take precedence over best friends (e.g., Zimmer-Gembeck et al., 2018), which could account 

for the lack of a significant association. However, how the quality of the best friend 

relationship was measured in this study could have also been a significant factor that resulted 

in this outcome. Future studies should consider more specific and problematic aspects of the 

friendship relationship (e.g., friendship conflict) that could be more relevant for these 

emotional symptoms.  

Limitations, Future Directions, and Implications  

Though there were several noteworthy findings, there were also noteworthy 

limitations. Firstly, it is important to note that some of the indirect effects were revealed to be 

larger when compared to the direct effects within this extended RS model (e.g., parenting to 

trait-anxious symptoms), regardless of whether the model focused on depressive or trait-

anxiety symptoms. This therefore indicates that, although reports of poorer quality parenting 

experiences and greater expectations of rejection associated directly with depressive and 

anxious symptoms, slightly stronger associations were revealed when the indirect pathways 

were estimated. However, because the findings are correlational in nature these findings are 
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tentative until longitudinal data are available to replicate these findings. Previous literature 

indicates that many of these associations are likely to be bidirectional in nature (Ibrahim et 

al., 2015; Nelson et al., 2011; Zimmer-Gembeck, 2015), and as such, future studies should 

move towards testing such a model using a longitudinal design to better account for these 

effects.  

Secondly, all data were self-report, so that associations may possibly be inflated due 

to shared-method variance. Thirdly, the findings of the current study may not be 

generalizable to young men and women outside of the university context, who may have very 

different relationships with their parents, along with different responses to rejection-based 

experiences. Finally, while the SEMs fit well, the strength of the associations were relatively 

modest, suggesting that future research can consider additional variables that could be 

included within this model.  

Despite these limitations, there are important implications that follow from the 

findings of the current study. Firstly, by expanding the range of possible mediators within this 

extended RS model, the findings open up a further avenue for future longitudinal research to 

test how parental relationships may challenge or enhance adolescents’ and young adults’ 

capacities for emotion regulation, emotional symptoms, and coping behaviour. Such research 

may begin to validate a specific model that can better account for responses to rejection-

based experiences and how these may change over time and impact on emotional health and 

well-being. The findings also provide clinical implications that can be used to better inform 

prevention and intervention work within the university context. The findings help to support 

the usefulness of having programs in university health settings that emphasize the importance 

of developing and maintaining positive relationships that can optimize social and emotional 

wellbeing through assisting with managing painful emotions and accessing support when 

experiencing emotional difficulties.  
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With regards to intervention work, previous work has indicated that in helping to 

break the RS cycle, interventions focused on attribution retraining (such as within cognitive-

behavioural approaches) or those that focus on repairing problematic interpersonal 

relationships (such as within interpersonal approaches) may be helpful in developing more 

adaptive emotion-regulation and coping behaviour (Levy et al., 2001; Weissman, 2007). 

Thus, either therapeutic approach could be helpful in that those who are high in RS can learn 

to develop flexibility in their thinking by broadening their focus on alternative appraisals that 

are more accurate in response to ambiguous interpersonal experiences. Such cognitive work 

could then assist the individual experiencing high levels of RS to be able to better access and 

receive support from their parents (and other interpersonal figures) during times of extreme 

stress (Levy et al., 2001; Weissman, 2007). Future efforts to determine which sort of 

interventions would be most appropriate for RS-individuals can only be informed by 

longitudinal and intervention-based research to develop specific mechanisms and strategies 

that focus on RS and its effects. 

Conclusion 

Overall, the findings uniquely contribute to the parenting and developmental literature 

by demonstrating that RS, a cognitive-affective processing system, is a correlate of 

difficulties with emotional and behavioural regulation, and emotional adjustment measured as 

depressive and trait-anxious symptoms. Furthermore, the findings revealed that adolescents’ 

and young adults’ relationships with their parents remain important, being correlated with 

their symptoms of emotional problems via their RS, emotion dysregulation, and behavioural 

responses to rejection. Thus, this cross-sectional study of a large number of participants 

suggests that RS appears to continue to be shaped within the context of such interpersonal 

experiences as youth move beyond adolescence. This, in turn, may have the potential to place 

young men and women on a negative trajectory of responding whenever the potential of 
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rejection is perceived. Longitudinal research is warranted to further test this extended-RS 

model to determine the stability of these associations and to provide a more refined 

examination that helps to increase our understanding of the interplay that RS has with various 

interpersonal contexts, emotional and behavioural regulation, and emotional maladjustment 

over time.  
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Summary of Chapter 5 and Introduction to Chapter 6 

To address the first, second and third goals of the current research, Study 1 was 

designed to test the RS model (Downey & Feldman, 1996), but also was founded on theories 

and research on parenting (Nelson et al., 2011) and attachment theory (Mikulincer et al., 

2003). In this study, an RS-model of internalising symptoms was tested, which was consistent 

with the original RS model (as presented in Figure 1 shown in Chapter 2 and adapted from 

Levy et al., 2001). This cross-sectional model considered the effects of several dimensions of 

parenting, capturing both positive and negative indices of these interactions, friendship 

quality, anxious-RS, the three socio-emotional responses of emotional dysregulation, 

suppression, and social avoidance, as correlates of internalising symptoms for a large number 

of older adolescents and young adults. Broadly speaking, the results of the latent-variable 

SEM found that this latent variable of parenting was directly and indirectly (via more 

elevated perceptions of RS and greater socio-emotional responses) relevant to youths’ 

perceptions of internalising symptoms. However, in these models, a positive index of 

friendship interactions was not uniquely associated with symptoms in the primary SEM 

analyses. Furthermore, youth who reported more RS and more negative socio-emotional 

responses were found to be higher in depressive and anxious symptoms. Moreover, two of the 

socio-emotional responses of dysregulated emotional expression (i.e., emotion dysregulation) 

and social withdrawal appeared more relevant in these models. Finally, the model also 

supported that the behavioural response of social withdrawal may mediate the experiences of 

affective responses (i.e., emotion dysregulation) and internalising symptoms.  

The next study (Study 2, Chapter 6) is under review for publication. Study 2 focussed 

more specifically on RS as a risk for increased symptoms over a one year-period via greater 

socio-emotional responses of emotion dysregulation, suppression, and social avoidance 

(termed ER-deficits in this paper). This focus was based on the limited empirical evidence for 
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factors that may help account for the positive associations between high-RS and increased 

symptoms over time (e.g., Chango et al., 2012; Gao et al., 2017; Marston et al., 2010). 

Further, Study 2 examined bi-directional associations between the three ER-deficits and 

internalising symptoms to better identify direction of effects. This additional focus was based 

on previous studies reporting reciprocal relations between emotion regulation, coping with 

stress and internalising symptoms over time (e.g., De France et al., 2019; Larsen et al., 2013; 

Zimmer-Gembeck, 2016). The sample consisted of 402 adolescents and young adults aged 

17-27, in Australia, who completed two assessments over a one-year period. This 

longitudinal SEM first explored a longitudinal RS-internalising symptoms model, and then 

tested bi-directional associations between the ER-deficits and internalising symptoms. 

Chapter 6 contributes to the second and third research goals by exploring the temporal roles 

that elevated RS and the three ER-deficits play in increasing risk for internalising symptoms 

over time (see Chapter 4).  
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CHAPTER 6 

STUDY 2: A LONGITUDINAL MODEL OF REJECTION SENSITIVITY AND 

INTERNALISING SYMPTOMS: TESTING EMOTION REGULATION DEFICITS 

AS A MECHANISM AND OUTCOME OF SYMPTOMS 
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Abstract 

Individuals who experience heightened rejection sensitivity (RS) are at greater risk of 

increased internalising symptoms over time. This is especially so for adolescents and young 

adults, as a time of many social transitions and upswings in such symptoms. Yet, little 

longitudinal research has explored specific mechanisms that may help explain how RS lends 

itself to increased symptomology during adolescence and young adulthood. In this study, we 

tested emotion dysregulation, expressive suppression, and social avoidance (i.e., ER-deficits) 

as mechanisms. Moreover, we narrowed-in and estimated bi-directional temporal associations 

between ER-deficits and symptoms. Participants included 402 adolescents and young adults 

aged 17 to 27 years (M = 19.9 years, 66% female) who completed two assessments over a 

one-year period. Structural equation modelling showed that individuals who reported more 

RS increased in anxious symptoms, and RS was indirectly associated with increased anxious 

and depressive symptoms via the three ER-deficits. Additionally, cross-lagged panel analyses 

showed that dysregulation and suppression predicted increased symptoms over time, while 

anxious symptoms predicted increased social avoidance over time. These findings expand 

understanding of the role of RS in young people’s increasing internalising symptoms, 

implicating ER-deficits in these processes.  
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A Longitudinal Model of Rejection Sensitivity and Internalising Symptoms: Testing 

Emotion Regulation Deficits as a Mechanism and Outcome of Symptoms 

Rejection sensitivity (RS) is a cognitive-affective bias where one readily perceives, 

anxiously expects, and negatively overreacts to both ambiguous and overt cues of rejection 

(Downey & Feldman, 1996). It was originally conceptualised as a personality disposition that 

would explain why some individuals appear to be more likely to perceive rejection by others 

and to experience greater emotional and interpersonal difficulties when rejection is perceived. 

In developing RS theory to simultaneously account for the negative perceptions of others and 

the self, as well as the negatively biased expectations and detrimental reactions that follow 

from RS, Downey and colleagues (Downey & Feldman, 1996; Levy, Ayduk, & Downey, 

2001) developed a comprehensive RS model. In this model, RS is proposed as an outcome of 

interpersonal rejection experiences, and, once developed, RS is expected to impel 

increasingly negative emotional and behavioural reactions to events that intimate rejection. 

Experimental and correlational research has empirically supported these negative effects from 

RS during childhood and adulthood. Individuals higher in RS report more maladaptive 

expectations of and reactions to interpersonal rejection (and other similar stressors such as 

victimisation) (Marston, Hare, & Allen, 2010; Pearson, Watkins & Mullan, 2011; Zimmer-

Gembeck & Nesdale, 2013; Zimmer-Gembeck, Trevaskis, Nesdale, & Downey, 2014). 

Further, in studies expanding on this theme, RS models have sought to identify how 

maladaptive expectations and reactions related to RS predict internalising symptoms, such as 

depression and anxiety (Gardner & Zimmer-Gembeck, 2018; Peters, Smart, & Baer, 2015; 

Watson & Nesdale, 2012). 

An important aspect of the RS model is the elucidation of transactional associations, 

such that individuals high in RS experience negative emotional and behavioural reactions in 

what has been termed a self-fulfilling prophecy (Levy et al., 2001; Zimmer-Gembeck, 2016). 
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That is, as a result of heightened negative emotional and behavioural reactions among 

individuals high in RS, rejection by others appears more likely to occur into the future, which 

in turn, then perpetuates RS. Given that these emotional and behavioural reactions are key 

mechanisms that appear to heighten the risk of psychopathology and future rejection 

experiences, research is needed to unpack which reactions may mediate associations between 

RS and internalising symptoms over time.  

Beyond exploring mechanisms of effect between RS and internalising symptoms, 

related questions emerge in relation to other points within this process. Specifically, there is a 

need to consider and explicitly examine potential bidirectional effects. For example, 

increased symptoms may be an outgrowth of the negative emotional and behavioural 

reactions that are elevated when RS is present, but increased symptoms may also predict an 

escalation in these emotional and behavioural responses over time. Consequently, bringing to 

bear a more expansive view of RS effects on internalising also intimates a need to explore 

reciprocal links between emotional experiences and symptoms. With these two main aims in 

mind (i.e., mediational processes and bidirectional effects), we focus here on late adolescents 

and young adults as a developmental period that is highly relevant to understanding RS. 

Adolescents and young adults are forming new social relationships, and deepening intimacy 

in pre-existing friendships and romantic partnerships (Marston et al., 2010; O’Rourke, 

Halpern, & Vaysman, 2018; Zimmer-Gembeck, 2002). Each of these experiences carry with 

them the potential for rejection. In addition, emerging evidence indicates that young adults 

may show increases in symptoms of anxiety and depression, beyond what is reported when 

they were adolescents (e.g., Hankin et al., 2015). As such, RS and symptom development 

during this period are especially salient.  
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A Longitudinal RS Model: Emotion Regulation Deficits as Mediators 

Identifying negative emotional and behavioural reactions that stem from heightened 

RS, and flow on to psychopathology symptoms, is essential for informing prevention and 

intervention efforts that aim to specifically reduce the factors that may heighten young 

people’s risk for psychopathology. Fortunately, the cognitive and emotional responses 

identified as relevant for explaining psychopathology in the RS model have been unpacked in 

some past research. For example, studies testing the RS model in adolescents and young 

adults support poor coping and emotion-regulation (ER) deficits that appear elevated in 

individuals who report more RS. In cross-sectional and longitudinal studies, individuals who 

report higher RS have been found to report greater rumination about negative events (Pearson 

et al., 2011), show greater social avoidance (Watson & Nesdale, 2012), more emotional 

dysregulation and suppression (Gardner & Zimmer-Gembeck, 2018), and more self- and 

other-blame for rejection (Zimmer-Gembeck, Nesdale, Webb, Khatibi, & Downey, 2016). 

Further, several of these vulnerabilities contribute to the direct links between RS and 

internalising symptoms in late adolescence and young adulthood. For example, RS has been 

shown to indirectly impact affective instability (a component of Borderline Personality 

Disorder), via impulse control difficulties, anger rumination, and difficulties engaging in 

goal-oriented behaviour (Peters et al., 2015), and with psychopathology symptoms via 

emotion dysregulation, suppression, and social avoidance (Gardner & Zimmer-Gembeck, 

2018). While these findings implicate maladaptive emotional and behavioural reactions as 

important mechanisms, they are limited by their cross-sectional design. Thus, there is a need 

to better identify the roles of these ER-deficits in RS processes over time. 

Despite some attention to coping and ER in the RS model, some responses that have 

been emerging as quite relevant for understanding interpersonal problems have been 

overlooked in longitudinal research. For instance, heightened emotionality (i.e., greater 
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emotional dysregulation) in response to scenarios that imply peer rejection, and social 

withdrawal in response to implied rejection (along with other maladaptive responses such as 

rumination and self-blame) have been articulated as key mediators that help to better explain 

the reciprocal associations between RS (or rejection experiences), emotional and behavioural 

coping, and symptoms (Zimmer-Gembeck, 2015; Zimmer-Gembeck & Skinner, 2015; 

Zimmer-Gembeck et al., 2016). As a result, it may be the case that the inability to 

successfully down regulate heightened negative emotions (i.e., dysregulated emotional 

expression; Perry-Parrish & Zeman, 2011; Peters et al., 2015) which occur when rejection is 

perceived, and the frequent suppression of anxious distress (i.e., emotion suppression; 

Gardner & Zimmer-Gembeck, 2018), may prolong the feeling of distress when rejection 

experiences are perceived, or about to occur. Thus, examining emotion dysregulation and 

suppression, alongside social avoidance (i.e., a common disengagement coping strategy that 

is used among high-RS people; Zimmer-Gembeck, 2015; Zimmer-Gembeck & Skinner, 

2015; Zimmer-Gembeck et al., 2016), as mediators of RS and symptoms represents a useful 

next step. Yet, few longitudinal studies have explicitly studied all of these factors as potential 

mediators that could help account for the negative effects of RS on internalising symptoms 

over time among late adolescents and young adults. Thus, we test a more explicit longitudinal 

model, which aligns with, and builds upon, original RS research. Here, our longitudinal 

model proposes that RS prospectively predicts increased internalising symptoms over time 

via ER-deficits of dysregulation, suppression and social avoidance.  

Bidirectional Associations: Emotion Regulation (ER) Deficits and Internalising 

Symptoms 

In exploring a mediating process in which RS exerts flow-on effects to internalising 

symptoms via ER vulnerabilities, critical additional questions come to light. That is, within 

this RS-internalising dynamic, bidirectional effects are possible, and indeed likely, as 
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suggested by previous research (Compas et al., 2017; De France, Lennarz, Kindt, & 

Hollenstein, 2019; Masters, Zimmer-Gembeck, & Farrell, 2018). Specifically, ER-deficits 

and increased internalising symptoms likely reciprocally influence each other over time, and 

so a full exploration of a longitudinal RS model includes testing these reciprocal effects. This 

examination is also relevant as constantly changing affective and interpersonal experiences 

during adolescence and young adulthood can give rise to heightened risk for emotional 

symptoms (De France et al., 2019; Larsen et al., 2013; McLaughlin, Hatzenbuehler, Mennin, 

& Nolen-Hoeksema, 2011; Perry-Parrish & Zeman, 2011). These symptoms are typically 

shown as outgrowths of deficits in ER, defined as the processes involved in monitoring, 

evaluating, and modulating one’s emotional reactions, including their temporal and intensive 

features, to accomplish one’s goal (Thompson, 1994). At the same time, complex 

neurological systems responsible for organizing and coordinating the emotional and cognitive 

processes involved in ER do not fully develop until the late 20s (Compas et al., 2017; Nolen-

Hoeksema & Aldao, 2011; Zimmer-Gembeck & Skinner, 2016). Yet, these systems are relied 

upon to assist youth to respond adaptively to internal and environmental changes as they 

move into new social settings and become more autonomous and self-reliant (O’Rourke et 

al., 2018; Zimmer-Gembeck & Skinner, 2016). Thus, ER deficits are likely mechanisms that 

acts as risk for increased symptomology during this period.  

Beyond a role of ER deficits in exacerbating risk for internalising symptoms, ER 

envelopes an ongoing sequence of reacting to events, so that internalising symptoms could 

potentially impact subsequent ER. However, much of the literature focused on child, 

adolescent and young adult ER and adjustment specifies this relationship as unidirectional 

(i.e., an ER-deficit direction of effects), indicating deficits in the habitual use of adaptive ER 

strategies, and overuse of maladaptive strategies, as risk factors for emotional maladjustment 

(Compas et al., 2017; Nolen-Hoeksema & Aldao, 2011; Perry-Parrish & Zeman, 2011; 
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Thompson, 1994). That said, more recent longitudinal models underscore that the links 

between ER strategies and emotional maladjustment are likely to be bidirectional (De France 

et al., 2019; Larsen et al., 2013; McLaughlin et al., 2011), though a clear direction of effect 

remains unclear. For example, among one study assessing early adolescents over the course 

of one year (Larsen et al., 2013), and another over two years (De France et al., 2019), both 

found that depressive symptoms significantly predicted increases in expressive suppression 

over time, but not vice versa. In another study examining early to mid-adolescents, emotion 

dysregulation predicted increases in symptoms of anxiety, aggression and eating pathology 

over the course of seven months, with no support found for converse associations 

(McLaughlin et al., 2011). Finally, in a later adolescent to young adulthood sample, assessed 

over three years, symptoms of depression and anxiety at T1 did not predict self-regulation at 

T2, whereas self-regulation at T2 predicted increases in depression and anxiety at T3 (Coyne, 

Stockdale, & Summers, 2019). This suggests that at least as individuals mature, ER deficits 

contribute to internalising symptoms, but potentially not vice-versa.  

The Current Study 

In summary, heightened RS appears to serve as a critical risk factor for increased 

symptoms over time (Gao, Assink, Cipriani, & Lin, 2017; Marston et al., 2010; Zimmer-

Gembeck et al., 2016). Building on additional research of RS, this link between RS and 

internalising symptoms likely occurs through an unfolding process. Here, heightened-RS 

leads to maladaptive ER in response to stressors, including events which bring the possibility 

of rejection, which flows on to increased symptoms. In particular, we measured these ER-

deficits as emotional dysregulation, suppression, and social avoidance. Therefore, we first 

test the prospective associations of late adolescents’ and young adults’ RS with symptoms 

across one year, exploring how these three responses might mediate these links. We 

hypothesised that RS would be positively linked to emotion dysregulation, expressive 
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suppression, social avoidance, and depressive and anxious symptoms both concurrently and 

longitudinally (Hypothesis 1). We also hypothesised that RS would be a risk factor for 

increased symptoms over time, and this risk would be transmitted directly but also indirectly 

via emotion dysregulation, expressive suppression, and social avoidance (Hypothesis 2; see 

Figure 6.1). 

Building on this longitudinal RS model, our third aim was to more specifically focus 

attention on bi-directional associations. Thus, we narrowed our attention on how these 

emotional and behavioural responses and symptoms reciprocally unfold over the one-year of 

this study. Here, we hypothesised reciprocal relations over time, where emotion 

dysregulation, suppression, and social avoidance would predict increases in symptoms (i.e., 

an ER-deficit model), at the same time that symptoms would predict increases in these three 

responses over the one-year period (i.e., a vulnerability model) (Hypothesis 3). Finally, we 

examined differences by sex in Hypotheses 2 and 3, given previous research has indicated  
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Figure 6.1. Hypothesised longitudinal model of RS and internalising symptoms via emotion 

regulation deficits.  
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that adolescent girls and young women tend to report heightened emotional responses to 

stress as well as heightened emotional maladjustment over the course of adolescence and 

young adulthood (De France et al., 2019; Marston et al., 2010; Nolen-Hoeksema & Aldao, 

2011; Zimmer-Gembeck & Skinner, 2015).  

Method 

Participants and Procedure 

The participants were 402 adolescents and young adults aged 17 to 27 years (M = 

19.9, SD = 2.8, 66.2% female) who completed two assessments over a one-year period. 

Seventy-nine percent identified as white Caucasian, while 10.0% identified as Asian, 2.5% as 

Australian First Peoples or Pacific Islander, and 8.5% as other (inclusive of African, 

Egyptian, Bosnian, etc.). Most participants were domestic university students (69.1%), with 

53.5% currently living with their parents. A further 6.0% of participants reported living alone 

and 26.9% reported living in a shared accommodation. About one-third of participants 

reported that university level education was the highest level of education for their mother 

(41.4%) as well as their father (32.1%). Finally, 50.3% of the participants reported their 

parents were married or living together, with 37.9% identifying their parents as either 

divorced or separated. The original sample was 661 young people at the time 1 (T1) 

assessment (retention rate of 61%). We ran sensitivity checks, and found no systematic 

difference in any of the measures of interest or the demographic measures in those who were 

lost to follow-up and those who were not (p’s ranged from .08 to .99).  

Approval for a longitudinal study was received from the university Human Research 

Ethics Committee (HREC). Participants were recruited to participate using convenience 

sampling during the orientation week (the week before the start) of the first trimester of the 

school year. Students were approached by a researcher in common areas and asked to 

participate in the study by completing a paper-and-pencil survey. These participants received 
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a chocolate bar or entered a prize draw for gift cards. Once the first trimester started, the first-

year psychology subject research pool was also used for recruitment where participants 

applied for participation in the study and completed an online version of the survey. Upon 

completion of the survey, these 163 participants (23%) received partial psychology course 

credit (.5% credit for the course). Independent samples t-tests revealed no significant 

differences amongst any of the variables of interest based on recruitment strategy (p’s ranged 

from .06 to .99). At T2 (one year later), participants were contacted by email or telephone and 

invited to complete an online version of the survey. Following completion of the T2 

questionnaire, each participant received a small dollar value gift voucher.  

Measures 

Depressive symptoms. At T1 and T2, the 10-item Centre for Epidemiologic Studies 

for Depression Scale – Short form (Radloff, 1977) was used to assess depressive symptoms. 

Participants rated each statement from 1 (rarely or none of the time – less than one day) to 4 

(most or all of the time – 5 to 7 days). Averaging responses created composite scores, with 

higher scores indicating more symptoms. Cronbach’s α was .83 at T1 and .83 at T2.  

Anxiety symptoms. At T1 and T2, the 20-item trait composite of the State-Trait 

Anxiety Inventory (Spielberger, Gorsuch, & Lushene, 1970) was used to measure anxiety 

symptoms. Participants rated each statement from 1 (rarely or none of the time – less than 

one day) to 4 (most or all of the time – 5 to 7 days). Averaging responses created composite 

scores, with higher scores indicating more symptoms. Cronbach’s α was.92 at T1 and .93 at 

T2.  

Rejection sensitivity. At T1, rejection sensitivity (RS) was measured using the 

Rejection Sensitivity Questionnaire for University Students (Downey & Feldman, 1996). The 

RS-US consisted of eight items that assessed participants' rejection expectations and anxiety 

about rejection. Each item begins with a hypothetical situation in which rejection by a 
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significant other (i.e., parents, friends, romantic partner) is possible (e.g., “You ask a friend to 

do you a big favor”). For each situation, participants first indicated the degree of concern or 

anxiety about the outcome of the situation on a 6-point scale from 1 (very unconcerned) to 6 

(very concerned), and then indicated the likelihood that the person would respond in an 

accepting manner on a 6-point scale from 1 (very unlikely) to 6 (very likely). After 

multiplying the level of rejection concern by the reverse-scored likelihood levels to produce a 

RS score for each question, RS scores were averaged to obtain the total RS score, where 

higher responses indicated greater sensitivity to rejection. Possible scores ranged from a 

minimum of 1 to a maximum of 36. Cronbach's α was .73.  

Emotion regulation. At T1 and T2, emotion dysregulation was measured using the 6-

item composite (e.g., “usually, if I get a feeling of sadness/worry, it paralyses me”) of the 

Emotion Regulation Inventory (Roth et al., 2009); while expressive suppression at T1 and T2 

was measured by the 4-item composite (e.g., “I control my emotions by not expressing 

them”) of the Emotion Regulation Questionnaire (Gross & John, 2003). Participants 

responded on a range from 1 (strongly disagree) to 5 (strongly agree), where items were 

averaged to form composites, and higher scores on each represented greater use of the 

relevant strategy. Cronbach's α for dysregulation was .87 at T1 and .85 at T2; for suppression 

was .75 at T1 and .78 at T2.  

Social avoidance. At T1 and T2, social avoidance was measured using the Reactions 

to Implied Rejection Scale: University Student Version (Zimmer-Gembeck & Nesdale, 2013) 

to assess withdrawal in response to potential rejection experiences. Participants were 

presented with three scenarios (e.g., “You hear that someone you know is throwing a big 

birthday party on the beach. Most of your group of friends expect to go. You hear that some 

of your friends have received their invitations and are excited about the event. You still have 

not received your invitation and the party is not far off. How would you feel?”), followed by 



RS and Internalising Symptoms in Youth 85 
 

nine items across the three vignettes assessing social avoidance (e.g., “try to avoid situations 

where you have to mix with others”). Response options ranged from 1 (strongly disagree) to 

5 (strongly agree). Averaging items across the three scenarios formed the total score, so that a 

higher score represented more social avoidance. Cronbach’s α was .88 at T1 and .89 at T2.  

Overview of the Statistical Analyses 

Of the final 402 participants, there was less than 2% missing data on all the 

constructs, and no individual was missing more than two items on any measure. Thus, 

composite scores were formed based on the completed items. Means (Ms), standard 

deviations (SDs), and correlations between all variables were calculated at T1 and T2, and t-

tests were used to compare young men and women. The primary analyses consisted of fitting 

structural equation models (SEMs) using full-information maximum likelihood estimation 

(FIML) within AMOS software (IBM Corporation). To further test Hypotheses 1 and 2, we 

examined direct and indirect models, freeing pathways from T1 RS to T2 symptoms via T1 

emotion dysregulation, expressive suppression, and social avoidance, controlling for sex and 

age effects based on their significant effects from the preliminary analyses (i.e., t-tests and 

correlations). Additional models were then tested to examine Hypothesis 3. Here, bi-

directional models between T1 and T2 variables (the three emotional and behavioural ER-

deficits and depressive and anxious symptoms) were tested by specifying a cross-lagged 

panel model. To evaluate model fit, both goodness-of-fit indices (χ2, χ2 relative to sample 

size, goodness of fit index-GFI, comparative fit index-CFI, and root mean square error of 

approximation-RMSEA) and parameter estimates for model paths were considered. To test 

hypotheses regarding indirect pathways, bootstrapping was used to estimate standard errors 

and 95% confidence intervals for all effects. Following this, multi-group models were fit to 

test whether model paths were invariant by sex. Finally, an alternative model with 

internalising symptoms as the mediator was fit. In this model, the longitudinal associations of 
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T1 RS with T2 emotion dysregulation, expressive suppression, and social avoidance were 

estimated when T1 symptoms was specified as the mediator. 

Results 

Means, Standard Deviations, Sex differences, and Zero-order Correlations 

Table 6.1 presents the Ms, SDs, and sex differences of all the measures. Young 

women, compared to young men, reported higher emotion dysregulation and anticipated 

using more social avoidance in response to rejection vignettes. Young women also reported 

less expressive suppression at both T1 and T2, relative to young men.  

 

Table 6.1. 

 

Means (M) and Standard Deviations (SD) for All Participants, for Males and Females, 

and Tests of Sex Differences (N = 402) 

Measure Overall, M (SD) 

Young Men, 

M (SD) 

n = 136 

Young Women, 

M (SD) 

n = 266 t(1,400) 

T1 Depressive symptoms 1.99 (0.60) 1.96 (0.61) 2.02 (0.59) -0.98 

T1 Anxiety symptoms 2.13 (0.60) 2.07 (0.57) 2.16 (0.61) -0.46 

T1 Expressive suppression 2.85 (0.80) 3.08 (0.77) 2.74 (0.80) 4.06** 

T1 Emotion dysregulation 3.00 (0.96) 2.78 (0.99) 3.11 (0.92) -3.31* 

T1 Social avoidance 2.98 (0.89) 2.82 (0.83) 3.06 (0.91) -2.48* 

T1 Rejection sensitivity 9.14 (4.08) 8.89 (3.54) 9.27 (4.33) -0.87 

T2 Depressive symptoms 2.00 (0.58) 1.98 (0.51) 2.01 (0.61) -0.48 

T2 Anxiety symptoms 2.18 (0.60) 2.14 (0.54) 2.21 (0.63) -1.05 

T2 Expressive suppression 2.73 (0.85) 2.95 (0.87) 2.62 (0.82) 3.70** 

T2 Emotion dysregulation 2.99 (0.86) 2.84 (0.90) 3.07 (0.84) -2.40* 

T2 Social avoidance 3.20 (0.91) 2.98 (0.86) 3.31 (0.92) -3.50* 

*p < .05. **p < .01. 

Note. T1 = time 1. T2 = time 2. 
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As shown in Table 6.2, T1 RS was associated with endorsing more symptoms and 

greater dysregulation, suppression, and social avoidance at both T1 and T2, except for T2 

expressive suppression. T1 expressive suppression was associated with greater T1 and T2 

symptoms, along with greater dysregulation at T2. Both T1 and T2 emotion dysregulation 

and social avoidance were positively interrelated and associated with more symptoms within 

and across waves. There was also moderate stability evidenced between all variables across 

waves. Finally, age was negatively associated with T1 and T2 anxious symptoms, T1 and T2 

expressive suppression, and T2 emotion dysregulation.  

A Longitudinal Rejection Sensitivity (RS) Model of ER-Deficits and Internalising 

Symptoms 

Structural model. In the first model, all paths were freed from T1 RS to T2 

depressive and anxious symptoms; from T1 RS to T1 emotion dysregulation, suppression, 

and social avoidance; and from T1 emotion dysregulation, suppression, and social avoidance 

to T2 depressive and anxious symptoms (as shown in Figure 6.1). Sex, age, and T1 

depressive and anxious symptoms were also considered as controls. After freeing some error 

variances that were theoretically viable, the model demonstrated an excellent fit to the data 

[χ2 (15) = 24.63, p = .06, χ2/df = 1.64, GFI = .99, CFI = .99, RMSEA = .04 (.000 - .067), p = 

.69]. The overall model accounted for 21% of the variance in T2 depressive symptoms, and 

26% of the variance in T2 anxious symptoms. Table 6.3 presents the path estimates, standard 

errors, and 95% CIs. As can be seen, there were several direct effects in the model. T1 RS 

was associated with higher T1 dysregulation, suppression, social avoidance, and increased 

anxious symptoms at T2 relative to T1. T1 dysregulation also predicted increased depressive 

and anxious symptoms at T2 relative to T1. There were also indirect effects to note. T1 RS 

had positive indirect associations with increased depressive and anxious symptoms at T2 

relative to T1 via the three T1 maladaptive responses.  
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Table 6.2. 

 

Zero-order Correlations between All Measures at T1 and T2 (N = 402) 

Measure 1 2 3 4 5 6 7 8 9 10 11 

1. T1 Depressive symptoms ---        
   

2. T1 Anxiety symptoms .84** ---       
   

3. T1 Expressive suppression .20** .22** ---      
   

4. T1 Emotion dysregulation .50** .53** .03 ---     
   

5. T1 Social avoidance .31** .38** .06 .35** ---    
   

6. T1 Rejection sensitivity .35** .43** .22** .30** .34** ---   
   

7. T2 Depressive symptoms .45** .43** .16** .34** .22** .25** ---  
   

8. T2 Anxiety symptoms .45** .51** .14** .37** .28** .31** .86** --- 
   

9. T2 Expressive suppression .08 .09 .44** -.00 .06 .06 .19** .22** --- .  

10. T2 Emotion dysregulation .36** .38** -.01* .57** .27** .19** .49** .54** .07 ---  

11. T2 Social avoidance .20** .28** .03 .27** .46** .23** .41** .46** .18** .39** --- 

12. Age -.09 -.10* -.23** -.10 .00 -.10 -.11 -.14** -.20** -.10* -.07 

*p < .05. **p < .01. 

Note. T1 = time 1. T2 = time 2. 
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Table 6.3. 

 

Direct and Indirect Associations of Rejection Sensitivity with Internalising Symptoms via ER-Deficits (N = 402). 

 Standardised Estimates Unstandardised Estimates 

 B (SE B) 

Lower  

95% CI 

Upper  

95% CI B (SE B) 

Lower 

95% CIs 

Upper 

95% CIs 

Direct Effects       

…T1 RS → T2 Depressive symptoms  .07 (.05) .01 .16 .01 (.01) .00 .02 

…T1 RS → T2 Anxious symptoms .10* (.05) .03 .17 .01* (.01) .00 .03 

    T1 RS → T1 Dysregulation .30** (.05) .21 .37 .07** (.01) .05 .09 

    T1 RS → T1 Suppression .21** (.05) .13 .30 .04** (.01) .03 .06 

    T1 RS → T1 Social avoidance .33** (.05) .25 .41 .07**(.01) .05 .09 

…T1 Dysregulation → T2 Depressive symptoms .16* (.05) .08 .24 .09* (.03) .05 .14 

…T1 Dysregulation → T2 Anxious symptoms .16* (.05) .07 .25 .10* (.03) .05 .16 

    T1 Suppression → T2 Depressive symptoms .08 (.05) .01 .16 .06 (.03) .00 .11 

    T1 Suppression → T2 Anxious symptoms  .05 (.04) -.03 .12 .03 (.03) -.02 .09 

    T1 Social avoidance → T2 Depressive symptoms .06 (.06) -.03 .15 .04 (.03) -.02 .10 

    T1 Social avoidance → T2 Anxious symptoms .07 (.05) -.02 .16 .05 (.03) -.01 .10 

    T1 Depressive symptoms → T2 Depressive symptoms .28** (.04) .22 .35 .26** (.04) .20 .33 

    T1 Anxious symptoms→ T2 Anxious symptoms .31** (.05) .24 .40 .31** (.04) .23 .38 

Indirect Effects       

    T1 RS → T2 Depressive symptoms .08* (.03) .05 .13 .01* (.00) .01 .02 

    T1 RS → T2 Anxious symptoms .08* (.03) .04 .13 .01* (.00) .01 .02 

*p < .05. **p < .01. RS = Rejection sensitivity. T1 = time 1. T2 = time 2.
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When all the paths in the model were freed to differ for young men and women, the fit 

of the two-group model was good [χ2 (20) = 42.441, p < .05, CFI = .99, RMSEA = .05 (.031 - 

.075), p = .38]. When all model paths were fixed to equality for both men and women, the 

resulting χ2 value of 85.6267 with 43 degrees of freedom significantly differed from that of 

the two-group model fit: χ2
diff (23) = 42.83, p < .05. Upon further examination, one path 

significantly differed between men and women, from T1 RS to T1 emotion dysregulation. 

The association was significant for both young men and women, but significantly stronger for 

men (β = .45, p < .01) than women (β = .23, p < .01). 

Bidirectional Associations between ER-Deficits and Internalising Symptoms  

The results of the cross-lagged SEM model is shown in Figure 6.2, with standardized 

estimates shown. Not displayed on the Figure, all covariances among the measures assessed 

at the same time were freed, and all were significant, except one (between expressive 

suppression and social avoidance at T1; p = .31). All paths from T1 to T2 measures were also 

freed. The model demonstrated good fit to the data [χ2 (10) = 19.86, p < .05, χ2/df = 1.99, GFI 

= .99, CFI = .99, RMSEA = .05 (.015 - .081), p = .46]. 

As seen in Figure 6.2, five of the prospective paths were significant. In support of an 

ER-deficit hypothesis, T1 emotion dysregulation and suppression predicted increased 

depressive and anxious symptoms at T2 relative to T1. Additionally, there was support for 

adjustment as a precursor to increasing ER deficits, where T1 anxious symptoms was 

associated with increased social avoidance at T2 relative to T1. When all the paths in the 

model were freed to differ for young men and women, the fit of the two-group model was 

excellent [χ2 (20) = 35.106, p < .05, CFI = .99, RMSEA = .04 (.017 - .067), p = .65]. When 

all model paths were then fixed to equality for both men and women, the resulting χ2 value of 

69.690 with 55 degrees of freedom did not significantly differ from that of the two-group 

model fit: χ2
diff (35) = 34.58, p > .05; indicating that the model was invariant by sex.    
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Figure 6.2. Results of the bi-directional associations over time.  

Note. All cross-lag paths were freed in the model, but only the significant standardised 

associations are shown here (N = 402).  

*p < .05. **p < .01. 
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viable as the longitudinal RS model with ER-deficits as mediators. Paths were freed from T1 

RS to T1 depressive and anxious symptoms, from T1 RS to T2 emotion dysregulation, 

suppression, and social avoidance, and from T1 depressive and anxious symptoms to T2 

emotion dysregulation, suppression, and social avoidance. Further, the model controlled for 

the effects of sex, age, and T1 emotion dysregulation, suppression, and social withdrawal. 

The model demonstrated excellent fit to the data [χ2 (15) = 25.49, p < .05, χ2/df = 1.70, GFI = 

.99, CFI = .99, RMSEA = .04 (.007 - .069), p = .66]. However, in the model, there were 

fewer associations over time relative to our hypothesised model with ER-deficits as 

mediators; the only significant effect across time was from T1 anxious symptoms to T2 social 

avoidance (β = .02, p = .01).  

Discussion 

The transition to adulthood offers unique opportunities for exploring new social 

settings and affirming one’s identity, yet can also present challenges based on manifold 

possibilities for entering and developing new close relationships, or renegotiating and 

deepening intimacy in pre-existing relationships (Coyne et al., 2019; O’Rourke et al., 2018; 

Zimmer-Gembeck, 2002). For adolescents and young adults struggling with RS, such 

encounters can significantly threaten their well-being (Downey & Feldman, 1996; Gao et al., 

2017; Levy et al., 2001; Marston et al., 2010). Guided by RS theory (Downey & Feldman, 

1996), we explored this process longitudinally, and examined ER-deficits as potential 

mediators of the RS-internalising symptoms relations. Findings indicated that indeed those 

individuals who reported heightened RS also reported increased symptoms, and that these 

associations were partially indirect, vis-à-vis ER-deficits of emotion dysregulation, 

expressive suppression and social avoidance. Moreover, in a follow-up model exploring bi-

directional effects of ER-deficits and internalising symptoms, ER-deficits were associated 

with youth’s increased symptoms over time, rather than the converse. Thus, deficits in ER (as 
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opposed to vulnerabilities stemming from symptoms) were supported from our findings. 

Finally, there were sex differences in each of the ER-deficits, but when sex was tested as a 

moderator of model paths, only one association, which was between T1 RS to T1 emotion 

dysregulation, was found to differ; the strength of this association was stronger for young 

men compared to young women. Overall, these findings further demonstrate the detrimental 

effects of RS for young people’s adjustment, while also identifying potential pathways via 

which RS may lead to greater symptoms over time.  

Longitudinal RS-Internalising Model: ER-Deficits as Mediators   

Consistent with previous empirical work on RS and associated symptoms or disorders 

(Gardner & Zimmer-Gembeck, 2018; Gao et al., 2017; Marston et al., 2010; Watson & 

Nesdale, 2012; Zimmer-Gembeck et al., 2016), and supporting Hypothesis 1, SEM results 

revealed that young people with heightened RS reported more ER-deficits and, in turn, ER-

deficits, specifically emotion dysregulation, predicted increased internalising symptoms. 

However, the results from the SEM of RS, ER-deficits and internalising symptoms revealed 

that, unlike the finding of both direct and indirect effects of RS on anxious symptoms, RS 

only had an indirect temporal effect on depressive symptoms via the ER-deficits. Thus, 

partially supporting Hypothesis 2, this finding suggests that elevated RS is directly related to 

increasing anxious symptoms over time, but that RS has a role in increasing depressive 

symptoms only when RS leads to the ER-deficits. This pattern of findings may be attributable 

to RS being conceptualized as an anxious social-information bias, thus appearing to be 

targeted, and possibly more directly relevant to symptoms of anxiety than to depressive 

symptoms. As such, whether directly or indirectly through ER-deficits, high-RS has 

consistently been found to place young people at heightened risk of more elevated 

internalising symptoms.   
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Notably, these three ER-deficits tapped two aspects of emotion-specific ER (emotion 

dysregulation and expressive suppression of sad and worry emotions), as well as a specific 

reaction to implied rejection vignettes (social avoidance) known to be related to internalising 

symptoms and RS. With this in mind, the findings suggest that, both in and outside of 

situations where expectations of rejection may occur, adolescents and young adults high in 

RS also have more difficulties with ER. That is, they reported feeling heightened 

emotionality when stressed, are more likely to engage in attempts to suppress emotions, and 

are more likely to rely on social withdrawal in response to potentially rejecting 

circumstances. In other words, young people high in RS may miss out on opportunities to 

find support within relationships, which themselves could provide a better sense of 

acceptance and belonging, thereby confirming their fears of rejection (Levy et al., 2001; 

Watson & Nesdale, 2012; Zimmer-Gembeck, 2015; 2016). Thus, in an attempt to avoid the 

potential of rejection, and the negative emotions and attributions that may follow, high-RS 

young people may unintentionally and indirectly experience more symptoms through their 

overuse of these maladaptive emotional and behavioural responses to events.  

Bidirectional Associations: ER-Deficits and Internalising Symptoms 

Beyond a mediating role of ER-deficits, focusing on the last model, our findings point 

to ER-deficits and internalising symptoms largely supported a deficit model, such that ER-

deficits led to increases in symptoms, rather than vice-versa. Although past research has been 

mixed regarding directions of effects (De France et al., 2019; McLaughlin et al., 2011), study 

findings accord with a growing body of research indicating that dysregulated emotional 

expression (Gardner & Zimmer-Gembeck, 2018; McLaughlin et al., 2011; Peters et al., 2015; 

Roth et al., 2009), suppression of emotions (Compas et al., 2017; Gross & John, 2003; Nolen-

Hoeksema & Aldao, 2011), and social avoidance (Watson & Nesdale, 2012; Zimmer-

Gembeck, 2015; Zimmer-Gembeck & Nesdale, 2013; Zimmer-Gembeck, 2015) precipitate 
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increasing symptoms over time. As such, ER-deficits seem to be a key source of risk for 

increased symptoms during adolescence and young adulthood (Gross & John, 2003; 

McLaughlin et al., 2011; Nolen-Hoeksema & Aldao, 2011), and these ER-deficits are more 

elevated among youth who report more RS.  

Anxiety as a Precursor to Social Avoidance 

Although not the primary direction of effect, we did find some support for a 

vulnerability model, such that anxiety symptoms predicted increases in social avoidance over 

the one year of this study. This pathway was supported in our bidirectional and alternative 

models (which also considered the effects of RS, age, and sex). This finding accords with 

previous research whereby individuals who report greater anxious symptoms (or greater 

anxious temperament) were more likely to also endorse greater avoidance in response to 

threatening experiences (O’Rourke et al., 2018; Wong & Rapee, 2016; Zimmer-Gembeck & 

Skinner, 2015). As such, one of the behavioural manifestations of individuals who experience 

increased anxiety seems to be an increasing avoidance of potentially anxiety-provoking 

situations. This may occur because avoidance is an effective strategy when one wants to flee 

from stimuli and avoid the future possibility of more threat and associated distress (Wong & 

Rapee, 2016). As a result, in the context of interpersonal relationships, avoidance seems to be 

reinforced over time, by providing, short-term relief from fears, worry, and distress.  

Although anxiety was a precursor to anxiety, there was no evidence of a reciprocal 

effect. That is, social avoidance did not predict increased depression or anxiety in the present 

study. It may be the case that social avoidance precipitates internalising symptoms over a 

longer period than was measured here. Indeed, relying on this response when distressed may 

eventually place individuals at greater risk of further social and emotional problems because 

avoidance reduces the likelihood of learning appropriate coping strategies (e.g., seeking 

support from others). When young people are unable to manage their distress over the long 
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term, avoidance may further reduce opportunities for developing social skills and 

competencies, thereby reinforcing the RS bias as well (Levy et al., 2001; Wong & Rapee, 

2016; Zimmer-Gembeck, 2016). Thus, social avoidance may still have longer term negative 

effects on internalising symptoms as individuals progress further into adulthood. 

Sex Differentiated Patterns in ER-Deficits and RS  

Finally, as expected, women reported higher levels of emotion dysregulation and 

social avoidance, and young men reported higher levels expressive suppression across time. 

These findings are consistent with previous literature indicating that sex does identify 

differences with how young people cope with negative emotions and interpersonal stress 

(Gardner & Zimmer-Gembeck, 2018; Masters et al., 2018; Nolen-Hoeksema & Aldao, 2011; 

Perry-Parrish & Zeman, 2011; Zimmer-Gembeck, 2015; Zimmer-Gembeck & Skinner, 

2015). However, contrary to expectations, in multi-group path models, there were sex 

differences in the longitudinal RS model. Upon further examination, the only path that 

differed between men and women, albeit concurrently, from T1 RS to T1 emotion 

dysregulation. This link was stronger for young men than young women. This could perhaps 

be interpreted in that rejection may be perceived as a greater threat to men’s overall sense of 

acceptance, belonging, and social status (Marston et al. 2010, Perry-Parrish & Zeman, 2011; 

Zimmer-Gembeck, 2016). Consequently, RS may concurrently be more strongly tied to 

greater dysregulated emotional expression in young men, because of the potential 

implications on their social status and acceptance when perceiving the possibility of rejection. 

Thus, although young women are known to be at greater risk for maladaptive coping 

responses in general, young men may be more sensitive to potential cues of rejection and the 

emotional fallout if rejection does occur.  
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Limitations, Future Research Directions, and Implications 

Though our study revealed several noteworthy findings, it is not without limitations. 

First, despite the strength of using a longitudinal design, all data was self-report, and re 

limited by shared method variance. Second, our use of two measurement waves, allowed us 

to offer unique insight into the reciprocal relations between ER-deficits and symptoms over 

time. However, a design including more measurement points will allow for the testing of a 

‘true’ mediation model, and will facilitate developmental tracking of experiences as young 

people develop into adulthood. Third, future research should consider including attributions 

(such as self-and other blame) and perceived rejection in other salient relationships (e.g., 

romantic rejection), which may be correlates of the negative emotions and behaviours that 

increase risk for maladjustment over time. Finally, our sample of university students, though 

diverse, may not be particularly representative of young people who have not attended 

university or are from other cultural backgrounds.  

Our findings build on understanding of RS as a risk for internalising symptoms in 

young people, and highlight promising targets for prevention (Levy et al., 2001; Watson & 

Nesdale, 2012; Zimmer-Gembeck; 2015). Here, findings indicate that one plausible way to 

buffer against the toxic effects of RS is to directly target the mechanisms or components that 

increase risk of psychopathology over time. Thus, high-RS individuals may greatly benefit 

from learning adaptive coping strategies related to reappraising or being more flexible in 

interpreting rejection cues, experiencing and appropriately expressing sad and worry 

emotions, and decreasing avoidance-based coping strategies, while subsequently enhancing 

approach or behavioural distraction-based techniques (Downey & Feldman, 1996; Levy et al., 

2001; Watson & Nesdale, 2012; Zimmer-Gembeck; 2015, 2016). Additionally, as our 

findings indicate, that those individuals who may be higher in trait-anxiety may particularly 

benefit from learning more approach-based strategies that reduce emotional distress and 
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increase well-being in the future (Wong & Rapee, 2016). Future research should build 

towards identifying which specific coping strategies buffer against specific components of 

the RS model (such as reappraising biased interpretations, acceptance or distraction during 

intense emotional experiences, and accessing social support from significant and accepting 

others). Such inquiry can be helpful in reducing the risk of RS for overall wellbeing.  

Conclusion 

Difficulties in managing emotional reactions (i.e., dysregulation and suppression of 

emotion) and avoidance of social interactions that may potentially elicit rejection, appears to 

be a critical pathway linking RS and internalising symptoms for adolescents and young adults 

over time. Moreover, anxiety symptoms, in particular, increases young people’s risk for 

engaging in more avoidance over time. These findings build upon the original RS model 

(Levy et al., 2001), in which RS is associated with increased ER-deficits and internalising 

symptoms over time. As such, reciprocal interactions exist in young people’s perceptions of, 

and sensitivity towards, interpersonal rejection, in turn revealing important and novel 

implications for overall adjustment. Given that social relationships provide an essential 

context for acceptance and belonging, but also carry with them the potential for experiencing 

rejection, continued research in understanding how emotions and behaviours are implicated 

in this process is warranted.  
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Summary of Chapter 6 and Introduction to Chapter 7 

Chapter 6 included a prepared manuscript under review and addressed the second and 

third research goals of this thesis (see Chapter 4). That is, two goals were met by examining 

the temporal associations of RS as a risk factor for increased internalising symptoms among 

youth, and by examining emotion dysregulation, suppression, and social avoidance (termed 

ER-deficits in this study) as additional risk factors which stem from elevated perceptions of 

RS. As hypothesised, RS was directly associated with increases in anxious symptoms one-

year later, and RS was indirectly (via the three ER-deficits) associated with increases in 

anxious and depressive symptoms. There was also support for bi-directional associations, 

with ER-deficits serving as precursors to increased symptoms and anxious symptoms also 

were associated with increases in social avoidance. Finally, the findings also revealed that 

young women reported greater mean levels of dysregulation and avoidance (but less 

suppression) relative to young men at both T1 and T2. When sex was examined as a 

moderator of model paths, some concurrent linkages between RS and emotion dysregulation 

were stronger for young men than for young women.  

The next study (Study 3, Chapter 7) is under review for publication. In Study 3, the 

focus was on the moderating role of self-perceived capacity for flexibly coping with stress, 

testing whether flexible coping in interaction with cognitive reappraisal, emotion 

dysregulation, expressive suppression or social avoidance predicts youth’s internalising 

symptoms of depression and anxiety. In this study, cognitive reappraisal, dysregulation, 

suppression, and social avoidance are collectively referred to as regulatory strategies. 

Specific components of the self-perceived capacity for flexible coping were expected to play 

either a buffering or enhancing role, depending on the specific regulatory strategy and aspect 

of flexible coping examined. Thus, Study 3 addressed the third and fourth research goals. 

First, the study examines the risk of three maladaptive regulatory strategies (i.e., emotion 
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dysregulation, suppression, and social avoidance) for internalising symptom risk among 

youth (goal three; and as seen in studies 1 and 2). Second, the study tests whether flexible 

coping buffers against the risk from the three maladaptive regulatory strategies for 

internalising symptoms.   
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CHAPTER 7 

STUDY 3: COPING FLEXIBILITY AND REGULATION AMONG YOUNG 

PEOPLE: INTERACTIVE ASSOCIATIONS WITH EMOTIONAL ADJUSTMENT 
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Abstract 

We tested unique and interactive cross-sectional associations of three components of self-

perceived coping flexibility (i.e., multiple coping strategy use, situational coping, low coping 

rigidity) and four regulatory strategies (i.e., emotion dysregulation, expressive suppression, 

cognitive reappraisal, social withdrawal) with emotional maladjustment (depressive and 

anxious symptoms). Participants were 643 late adolescents and young adults (M = 19.9 years, 

SD = 2.7 years, 66% female) who completed in-person surveys. In multivariate analysis, 

flexible coping and cognitive reappraisal were uniquely associated with less maladjustment, 

whereas dysregulation, suppression and withdrawal were associated with more 

maladjustment. Further, associations of reappraisal, dysregulation and withdrawal with 

maladjustment were weaker when coping flexibility was high relative to low. Findings 

support the significance of coping flexibility for better emotional adjustment and suggest that 

effects on emotional adjustment of single regulatory strategies will not be as strong when late 

adolescents’ and young adults’ feel better able to flexibly cope with stress. 
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Coping Flexibility and Regulation among Young People: Interactive Associations with 

Emotional Adjustment 

Coping has been defined as regulation under stress (Skinner & Zimmer-Gembeck, 

2016), illustrating the affinity between conceptualisations of stress, coping and regulation. 

Affinity between these concepts can also be found when examining bodies of research that 

have focused on testing individual differences in regulatory strategies and their associations 

with emotional adjustment. In these areas, a range of coping and emotion regulation 

strategies (regulatory strategies) have been measured and found to be beneficial or 

detrimental to goal attainment and emotional adjustment. In fact, research in these areas has a 

history of delineating specific regulatory strategies, such as cognitive reappraisal, that are 

related to good emotional adjustment and well-being, and those, such as emotional 

suppression and social withdrawal, that are related to poorer emotional adjustment (Aldao, 

Nolen-Hoeksema, & Schweizer, 2010; Bonanno & Burton, 2013; Compas et al., 2017; 

Dryman & Heimberg, 2018; Lazarus & Folkman, 1987; Zimmer-Gembeck, 2015). However, 

it has been argued that relying on a given regulatory strategy, such as cognitive reappraisal, 

will not exclusively be linked to adaptive or maladaptive outcomes. Instead (or additionally), 

having access to a range of strategies, referred to coping flexibility, might be particularly 

beneficial to well-being (Bonanno, Papa, Lalande, Westphal, & Coifman, 2004; Cheng, 2001; 

Kato, 2012; Lam & McBride-Chang, 2007; Skinner & Zimmer-Gembeck, 2016).  

In response, research has been emerging that supports the view that coping flexibility 

is associated with better adjustment, with much of this research assessing flexibility by 

reducing reports of the use of different strategies to indicate individuals who use more or 

fewer strategies in response to stress (e.g., Aldao, Sheppes, & Gross, 2015; Cheng, 2001; 

Zimmer-Gembeck, Lees, & Skinner, 2011). However, it might also be the case that 

individuals can report their own capacity for coping flexibility (Kato, 2012; Zimmer-
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Gembeck et al., 2018), allowing research to consider the impact of this belief alongside the 

use of specific regulatory strategies when studying their roles in emotional adjustment. Yet, 

we could locate no previous study reporting whether a more positive belief in the capacity for 

coping flexibility might be important to simultaneously consider when examining the impact 

of single regulatory strategies on emotional maladjustment.  

Studying both the self-perceived capacity for coping flexibility and use of individual 

regulatory responses may be very useful for understanding emotional adjustment among late 

adolescents and young adults (i.e., individuals in their late teenage years and early 20s). 

There are two primary reasons for this. First, there are many social changes at these times of 

life and such changes often come about via increased striving for autonomy from parents and 

many new experiences - potentially pursuing higher education, work opportunities, and first 

committed partnerships (Cheng, 2003; Galatzer-Levy, Burton, & Bonanno, 2012; Skinner & 

Zimmer-Gembeck, 2016). These changes can bring with them many challenges and obstacles 

that call on regulatory strategies to support future goal pursuits and achievements while 

avoiding emotional problems and maintaining well-being (Dryman & Heimberg, 2018; Gross 

& John, 2003; Schäfer, Naumann, Holmes, Tuschen-Caffier, & Samson, 2017). Thus, stress 

can escalate, and many of these stressors may derive from social changes.  

Second, there is continuing development of what it means to cope with stress and how 

to call upon ways of coping to manage stressful events and the distress they cause (Compas et 

al., 2017; Zimmer-Gembeck & Skinner 2011). Coping responses, particularly cognitive and 

meta-cognitive skills that can enhance many coping responses, are not yet fully developed for 

many late adolescents and young adults (Skinner & Zimmer-Gembeck, 2016), making this an 

important population to consider when investigating individual differences in the capacity for 

coping and regulatory responses, and their links to emotional maladjustment. Thus, studying 



RS and Internalising Symptoms in Youth 105 
 

individual differences in coping processes during late adolescence and young adulthood may 

be very revealing of emerging problems that could foreshadow the need for intervention.  

In general, our two aims in the present study were to 1) test the unique associations 

with emotional adjustment of self-perceived capacity for coping flexibility alongside specific 

regulatory strategies, and 2) investigate whether coping flexibility moderates the associations 

of regulatory strategies with emotional adjustment. The study was conducted with a large 

cross-sectional cohort of late adolescents and young adults who ranged in age from 17 to 27 

years. 

Stress and Coping Theory 

In their classic theory of stress and coping, Lazarus and Folkman (1987) described a 

dynamic process involving a reciprocal interaction between a person and their environment, 

with the individual engaging in appraisals of events and the selection of coping behaviours to 

adapt to these events. Together, appraisals and coping responses influence overall adjustment. 

Therefore, the capacity to successfully navigate the inherent stressors associated with 

development throughout late adolescence and young adulthood will depend on the ability to 

engage in a fluid and flexible transactional process, whereby the most resilient of these 

individuals will be better able to utilise strategies that fit well with environmental demands 

and with their overall end goal in mind. As such, not only will specific regulatory strategies 

for responding to stress and emotions be helpful, but also the capacities to appraise the 

situation as challenging or threatening and evaluating its efficacy in resolving the challenge 

will be essential (Lazarus & Folkman, 1987). This may, in turn, suggest that the deployment 

of specific regulatory strategies when experiencing stressful events and well-being outcomes 

may depend on the perceived capacity for flexible coping. However, we could locate no study 

that has examined whether the capacity to flexibly cope with stress may moderate 

associations between specific regulatory strategies and emotional adjustment. Thus, the 
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primary purpose of the present research was to examine the unique and moderating role of 

coping flexibility, and how this capacity may serve as a buffering or protective factor for 

emotional adjustment among older adolescents and young adults; since this time of 

development is characterised by several socioemotional changes who’s successful attainment 

heavily depend on one’s capacity for flexibility and adaptively coping with stressful events 

(Bonanno & Burton, 2013; Compas et al., 2017; Dryman & Heimberg, 2018; Lazarus & 

Folkman, 1987; Zimmer-Gembeck & Skinner, 2016).  

Coping Flexibility 

Summarising across a handful of reviews and studies that reference coping flexibility 

(e.g., Cheng, 2001, 2003; Cheng, Lau, & Chan, 2014; Kato, 2012; 2015; Zimmer-Gembeck et 

al., 2018), descriptions have centred on three components, including (1) having a broad range 

of coping strategies to draw upon, (2) understanding the situational demands of stress, with 

the capacity to assess fit between the stressor demands and possible response strategies to 

successfully minimise distress and accomplish one’s goal, and (3) the perceived ability to 

deploy a diverse set of coping strategies in order to cope with changing environmental 

demands. Across these descriptions, flexibility in response to stressful events has been 

described as a capacity or skill-set that has implications for adjustment and mental health. For 

example, in a meta-analysis that summarised the theoretical concepts underpinning the 

relations between coping flexibility and psychological adjustment, Cheng et al. (2014) found 

a small to moderate effect size (r ranged from .12 to .32) indicating that coping flexibility 

was beneficial for psychological adjustment, with the strongest effect size found for studies 

examining one’s perceived capacity for flexible coping.  

Drawing from both the transactional theory of coping (Lazarus & Folkman, 1987), 

along with descriptions of coping from past literature, we utilised a comprehensive self-report 

measure that was designed to assess the self-perceived capacity for flexible coping with stress 
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(Zimmer-Gembeck et al., 2018). This measure was validated with Australian adolescents and 

young adults (Zimmer-Gembeck et al., 2018), and readily fits with the above-mentioned 

theoretical descriptions. Within the current study, self-perceived capacity for flexible coping 

is comprised of (1) having access to and selecting from a wide range of coping strategies 

when needed (i.e., multiple coping strategy use; MCSU); (2) understanding that for coping 

responses to be effective, they depend on context which may need to be altered depending on 

the stressor demand (i.e., situational coping); and (3) being overly rigid, tending to rely too 

consistently on a limited range of coping responses, irrespective of the nature of the stressor 

demand (i.e., coping rigidity) (for similar descriptions of coping flexibility see Bonanno & 

Burton, 2013; Cheng, 2003; Kato, 2015). Past research has shown that these components of 

coping flexibility have only modest correlations with each other and are differentially 

associated with a range of measures of adjustment, including self-worth, depression, anxiety 

and distress related to stressful events (Zimmer-Gembeck et al., 2018). As such, self-

perceived capacity for coping flexibility may be an individual difference characteristic that 

requires further examination as a correlate of emotional adjustment unique from specific 

regulatory strategies. 

Coping Flexibility, Regulatory Strategies, and Emotional Adjustment 

We identified four regulatory strategies that are commonly measured in research on 

coping and in research on emotion regulation, which we examined alongside coping 

flexibility as correlates of emotional adjustment in late adolescents and young adults. These 

regulatory strategies included cognitive reappraisal, emotion dysregulation, emotional 

suppression, and social avoidance. All four strategies have been repeatedly associated with 

emotional adjustment, and were chosen to capture a broad range of emotional experiences 

including heightened emotional reactivity, dispositional strategies, and responses to specific 

stressors, each of which are important components that influence emotional distress as 
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demonstrated in the literature on coping and emotion regulation in child, adolescent, and 

young adult development (Aldao et al., 2010; Dryman & Heimberg, 2018; Gardner & 

Zimmer-Gembeck, 2018; Gross, 2013; Gross & John, 2003; Schäfer et al., 2017; Zimmer-

Gembeck & Skinner, 2011, 2016).  

Cognitive reappraisal, the ability to generate alternative interpretations during a 

stressful situation to reduce emotional distress, is an antecedent-based strategy that has been 

shown to be adaptive for maintaining well-being across a variety of contexts (Aldao et al., 

2010; Gross, 2013; Gross & John, 2003; Schäfer et al., 2017). Emotion dysregulation and 

emotional suppression are two regulatory strategies that often are used to indicate either 

intense or dysregulated emotional expressions (i.e., the inability to effectively down-regulate 

emotions when they occur or a combination of reactivity and regulation) and the 

minimisation of emotions when they occur. Dysregulation and suppression have each been 

described as maladaptive responses to stress, and risk factors for emotional maladjustment 

(Dryman & Heimberg, 2018; Gardner & Zimmer-Gembeck, 2018; Roth, Assor, Niemiec, 

Ryan, & Deci, 2009). Finally, social avoidance has been shown to be a risk factor for various 

types of pathology, as it has been revealed as a positive correlate of symptoms of depression, 

anxiety, and loneliness across adolescence and young adulthood (Aldao et al., 2010; Compas 

et al., 2017; Gardner & Zimmer-Gembeck, 2018; Schäfer et al., 2017). Thus, we include both 

cognitive and social responses, as well as activation and suppression responses in our 

selection of regulatory responses. 

Despite several reviews (e.g., Aldao et al., 2010; Compas et al., 2017; Dryman & 

Heimberg, 2018; Schäfer et al., 2017) summarising the significant positive and negative 

associations of these regulatory strategies with emotional maladjustment, we located no 

studies to date that assessed whether the four strategies measured here were each uniquely 

associated with adjustment when considered along with coping flexibility. We did, however, 
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locate studies that support the view that coping flexibility will be uniquely beneficial to 

emotional adjustment. For example, in one study, forward-focused coping and trauma 

focused coping behaviours were each associated with less emotional distress for emerging 

adults over four years at university (Galatzer-Levy et al., 2012). However, individuals who 

were better able to flexibly alternate between these two coping behaviours showed the most 

positive adaptation. Alternating between strategies was used to indicate coping flexibility. 

Likewise, when coping flexibility was defined as using a range of different coping strategies 

in other research studies, it accounted for incremental variance in emotional and social 

adjustment above and beyond specific strategies such as problem-solving, escape-avoidance, 

and positive reappraisal (Kashdan & Rottenberg, 2010; Kato, 2012). As such, coping 

flexibility defined as using a greater range of regulatory strategies does seem to yield unique 

benefits for well-being. We sought to examine whether similar associations emerge when 

individuals are asked to report on their self-perceived capacity to flexibly cope with stress. In 

this way, we extended the literature to examine whether the self-perceived capacity to 

flexibly cope with stress has a significant role in emotional adjustment, both unique from and 

in interaction with specific regulatory strategies.  

We also examined interactions of coping flexibility with the four regulatory strategies 

of cognitive reappraisal, dysregulation, suppression, and social withdrawal because we 

expected that coping flexibility would enhance the positive effect of adaptive regulation (i.e., 

reappraisal) on emotional adjustment, and also buffer against the negative effect of 

maladaptive regulation (i.e., dysregulation, suppression, and withdrawal) on emotional 

adjustment. We reasoned this because coping flexibility is a self-perceived capacity to 

respond differently and more effectively to stress by engaging in more situationally 

appropriate behaviour (Cheng, 2001; Kato, 2012; 2015; Lazarus & Folkman, 1987; Zimmer-

Gembeck et al., 2018). As such, there is likely to be considerable variability in how one can 
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employ this skill, with those more capable individuals being more flexible in their approach 

to stressful demands, and those less capable individuals being more rigid in their approach. 

For example, one study found that coping flexibility, conceptualised as a broad range of 

coping strategies, buffered the negative effects of life event stress on psychological distress at 

higher levels compared to lower levels (Lam & McBride-Chang, 2007); demonstrating 

significant individual difference in coping flexibility and its resulting impact on life stress 

and psychological distress. Furthermore, drawing from research on flexibility in appraisals 

when responding to stressful situations, individuals higher or lower in their degree of 

perceived controllability of stressors, or of efficacy of their coping responses, have often been 

shown to condition associations of coping responses and emotional adjustment (e.g., Cheng, 

2001; Skinner & Zimmer-Gembeck, 2011; Taylor & Stanton, 2007). As such, one may 

anticipate that when young people are higher in their self-perceived belief of being flexible, 

this belief will be a key skill helping to boost more adaptive regulatory responses to 

difficulty, or to protect against more maladaptive regulatory responses.  

The Current Study  

To summarise, the first study aim was to test whether a greater perceived capacity for 

flexible coping was associated with better emotional adjustment unique from the endorsed 

use of four regulatory strategies of cognitive reappraisal, emotion dysregulation, expressive 

suppression, and social withdrawal. Our second study aim was to test the interactive effect on 

emotional adjustment of self-perceived capacity for coping flexibility and specific regulatory 

strategies. Here, emotional adjustment was indicated by lower depressive and anxious 

symptoms, given that these symptoms are highly prevalent within both clinical and 

community samples in older adolescents and young adults (Aldao et al., 2010; Dryman & 

Heimberg, 2018; Galatzer-Levy et al., 2012; Gardner & Lambert, 2019; Kato, 2015). Thus, 

we refer to this as emotional maladjustment below. We also consider the effects of sex and 
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age as correlates given that previous literature has found individual differences with regards 

to sex (Chen, 2001; Lam & McBride-Chang, 2007; Zimmer-Gembeck & Skinner, 2015), and 

age (Compas et al., 2017; Gardner & Lambert, 2019; Zimmer-Gembeck & Skinner, 2011) in 

the associations of emotion regulation and coping, coping flexibility, and emotional 

maladjustment. The following hypotheses were tested: 

1. A higher level of self-perceived capacity for flexible coping will be associated with 

less emotional maladjustment (i.e., fewer depressive and anxiety symptoms).  

2. Cognitive reappraisal will be associated with less emotional maladjustment, and 

emotion dysregulation, expressive suppression, and social withdrawal will be 

associated with more emotional maladjustment.  

3. There will be unique associations of the subscales of coping flexibility with 

emotional maladjustment after accounting for the unique effects of each of the 

regulatory strategies.  

4. Coping flexibility will moderate associations of regulatory strategies with emotional 

maladjustment. In particular, coping flexibility will have an enhancement role for 

cognitive reappraisal and a buffering role for emotion dysregulation, suppression and 

social withdrawal.  

a. Enhancement: High (relative to low) coping flexibility will serve to enhance 

the negative association of the adaptive regulatory strategy of cognitive 

appraisal with emotional maladjustment.  

b. Buffering: High (relative to low) coping flexibility will serve to reduce the 

positive association of the maladaptive regulatory strategies of dysregulation, 

suppression and social withdrawal with emotional maladjustment.  
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Method 

Participants and Procedure 

The participants were 643 adolescents and young adults aged 17 to 27 years (M = 

19.9, SD = 2.7, 65.9% female). Seventy-four percent identified as Caucasian/white, while 

10.7% identified as Asian, and 3.0% as Australian First Peoples or Pacific Islander, and 

12.3% as other (inclusive of African, Egyptian, Caribbean, Bosnian etc.). Most participants 

were domestic students (69.9%), with 25.7% identifying as international students, and 3.4% 

as within a study exchange program. Fifty-seven percent reported currently living with their 

parents, with 37.8% of mothers and 34.1% of fathers having completed a university 

education. Overall, 707 youth began the survey, but 5% (n = 36) were excluded because they 

completed very little of it (i.e., 10% or less of the survey). A further 4% (n = 28) of 

participants were excluded because they were missing more than 20% of data on at least one 

of the measures of interest. Furthermore, comparison of domestic and international students 

on all measures revealed no significant differences in any of the measures, all p’s > .09. Also, 

comparison of white and non-white participants on all measures, revealed no significant 

differences, all p’s > .06. 

Approval for the conduct of this study was received from the university Human 

Research Ethics Committee. Participants were recruited to participate using a convenience 

sampling technique during the orientation week (the week before the start) of the first 

trimester of the university school year. Students were approached by a researcher in common 

areas and asked to participate in the study (n = 544). These participants received a chocolate 

bar or entered a prize draw for gift cards. The first-year psychology subject research pool was 

also accessed for recruitment of participants, whereby students applied for participation in the 

study, and completed an online version of the survey (n = 163, 23%). Upon completion of the 

survey, these participants received partial psychology course credit (.5% credit for the 
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course). Independent samples t-tests revealed no significant differences in any variable of 

interest based on recruitment strategy (p’s ranged from .06 to .99).  

Measures 

Emotional maladjustment. The 10-item Centre for Epidemiologic Studies for 

Depression Scale – Short form (Radloff, 1977) was used to assess depressive symptoms (e.g., 

“I felt lonely”) and the 20-item trait composite of the State-Trait Anxiety Inventory 

(Spielberger, Gorsuch, & Lushene, 1970) was used to measure trait-anxiety symptoms (e.g., 

“I felt nervous and restless”). Participants rated each statement from 1 (rarely or none of the 

time – less than one day) to 4 (most or all of the time – 5 to 7 days). Averaging responses 

created composite scores, with higher scores indicating greater depressive symptoms or trait 

anxiety. Cronbach’s α was .83 and .92 for depressive and anxious symptoms, respectively.  

Coping flexibility. The 18-item scale of Self-Perceived Flexible Coping with Stress 

(Zimmer-Gembeck et al., 2018) was used to measure coping flexibility consisting of three 

domains including multiple coping strategy use (MCSU) (6 items: e.g., “I can come up with 

lots of ways to make myself feel better if I am stressed), situational coping (6 items: e.g., 

“using the same coping response is not always helpful), and coping rigidity (6 items: e.g., “I 

have only one good way to cope with stress). Participants respond on a scale from 1 (not at 

all true) to 7 (totally true), where total scores were created by averaging the items for each 

composite so that higher scores on each represented more of the dimension being measured. 

Cronbach’s α were .96, .86, and .87 for MCSU, situational coping, and coping rigidity, 

respectively.  

Cognitive reappraisal and expressive suppression. The 10-item Emotion 

Regulation Questionnaire (Gross & John, 2003) was used to measure cognitive re-appraisal 

(e.g., “when I want to feel less negative emotion, I change the way I’m thinking about the 

situation”) and expressive suppression (e.g., “I control my emotions by not expressing 
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them”). Response options ranged from 1 (strongly disagree) to 5 (strongly agree), with items 

averaged to form composites so that higher scores represented greater use of reappraisal or 

suppression. Cronbach’s α were .88 and .75 for cognitive re-appraisal and expressive 

suppression, respectively.  

Emotion dysregulation. Emotion dysregulation was measured using the Emotion 

Regulation Inventory (Roth et al., 2009), where participants responded to six items on a range 

from 1 (strongly disagree) to 5 (strongly agree). Items tapped heightened reactions of sadness 

and worry and associated difficulties downregulating these emotions (e.g., “usually, if I get a 

feeling of sadness/worry, it paralyses me”). Items were averaged to form composites, where 

higher scores on each represented greater difficulty in experiencing heightened and 

unpleasant emotions. Cronbach's α was .87.  

Social withdrawal. The final strategy was chosen to measure perceptions of coping in 

response to stressful interpersonal situations. Here, social withdrawal in response to stress 

was measured using the Student Reactions to Implied Rejection Scale (Zimmer-Gembeck & 

Nesdale, 2013). Participants were presented with three scenarios (e.g., “You hear that 

someone you know is throwing a big birthday party on the beach. Most of your group of 

friends expect to go. You hear that some of your friends have received their invitations and 

are excited about the event. You still have not received your invitation and the party is not far 

off. How would you feel?”), followed by nine items, three of which assessed social 

withdrawal (e.g., “try to avoid situations where you have to mix with others”). Response 

options ranged from 1 (strongly disagree) to 5 (strongly agree). Averaging items across the 

three scenarios (nine items total) formed the total social withdrawal score, with a higher score 

representing more withdrawal, Cronbach’s α = .87.  
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Covariates. Along with the measures of central interest, participants’ sex (“what is 

your gender?”, 0 = male, 1 = female) and age (“how old are you?”) were ascertained in the 

general demographics section of the survey.  

Overview of the Statistical Analyses 

After removing participants who provided less than 80% of responses on each 

measure of interest, there was less than 1% missing data on all the constructs and no 

individual was missing more than two items on any measure. Thus, composite scores were 

formed based on the completed items. Means (Ms), standard deviations (SDs), and 

correlations between all variables were first calculated. Note that analyses for depression and 

anxiety symptoms were initially conducted separately, but due to the high correlation 

between the two measures (r = .85), along with similar β coefficients in both sets of analyses, 

we averaged these symptoms to create an overall emotional maladjustment composite score, 

Cronbach's  = .87. To further test study hypotheses, hierarchical multiple regression 

analysis was conducted regressing emotional maladjustment on the four regulatory strategies, 

the three subscales of coping flexibility, and covariates (sex and age), to determine the unique 

and incremental variance in emotional maladjustment accounted for by coping flexibility. 

Preliminary analyses revealed no violations to the assumptions of homoscedasticity, 

normality, or linearity. The PROCESS macro for SPSS (Hayes, 2013) was then used to test 

whether subscales of coping flexibility moderated the associations of the four regulatory 

strategies with emotional maladjustment. Here, separate models were tested, each with one 

strategy and one coping flexibility subscale (e.g., emotion dysregulation  coping rigidity), 

while also controlling for the effects of sex and age, resulting in testing a total of 12 

interactions in twelve different models in PROCESS. Due to the number of interactions 

tested, a more stringent p-value (.05/12 = .004), could be used when interpreting the 

interaction effects. Using values available in the PROCESS output, figures were created to 
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illustrate associations between regulatory strategies and emotional maladjustment at high, 

medium, and low levels of the moderator (i.e., a subscale of coping flexibility). High and low 

levels were defined as one SD above and below the mean, respectively, whereas medium was 

set at the mean. 

Results  

Descriptive Statistics and Correlations 

The Ms, SDs, and correlations between all measures are shown in Table 7.1. 

Correlations support Hypotheses 1 and 2. All three components of coping flexibility were 

significantly associated with emotional maladjustment. That is, greater multiple coping 

strategy use (MCSU) and situational coping were associated with reports of lower levels of 

emotional maladjustment, whereas coping rigidity was associated with elevated emotional 

maladjustment. Moreover, the four regulatory strategies were associated with emotional 

maladjustment as hypothesised. That is, greater cognitive reappraisal associated with less 

maladjustment, while greater dysregulation, suppression, and withdrawal associated with 

more maladjustment. There were also significant associations of coping flexibility with the 

four regulatory strategies. More specifically, MCSU was associated with lower emotion 

dysregulation and social withdrawal and greater cognitive reappraisal; coping rigidity was 

associated with more dysregulation, suppression, and social withdrawal; and situational 

coping was associated with greater cognitive reappraisal. Regarding the covariates of age and 

sex, women relative to men reported more emotional maladjustment, emotion dysregulation, 

social withdrawal and less MCSU and expressive suppression. Age was associated with less 

expressive suppression and coping rigidity, and more reported MCSU and situational coping. 
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Table 7.1. 

 

Means, SDs, and correlations between All Measures (N = 643) 

Measure M (SD) 1 2 3 4 5 6 7 8 9 

1. Emotional maladjustment 2.04 (0.56) ---         

2. Emotion dysregulation 2.97 (0.94) .53** ---        

3. Cognitive Reappraisal 3.56 (0.75) -.34** -.21** ---       

4. Expressive suppression 2.86 (0.80) .19** .05 -.05 ---      

5. Social withdrawal 2.93 (0.84) .37** .33** -.11** .10* ---     

6. CF: Multiple coping strategy use 4.13 (1.47) -.50** -.44** .40** -.07 -.26** ---    

7. CF: Coping rigidity 3.40 (1.31) .19** .20** -.03 .16** .09* -.24** ---   

8. CF: Situational coping 4.73 (1.16) -.14** -.08 .22** -.06 -.05 .38** -.32** ---  

9. Sex --- .08* .17** -.06 -.16** .13** -.16** -.02 .04 --- 

10. Age 19.88 (2.69) -.08 -.08 -.04 -.20** .01 .13** -.25** .08* .06 

Note. CF = Coping flexibility. Sex: (0 = male; 1 = female). 

 

*p < .05. **p < .01. 
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Unique and Interacting Associations of Coping Flexibility with Emotional 

Maladjustment 

Unique associations. Regressing emotional maladjustment on sex, age, coping 

flexibility subscales, and regulatory strategies revealed some support for Hypothesis 3. In 

particular, MCSU was uniquely negatively associated with emotional maladjustment (i.e., 

fewer symptoms) (see Table 7.2). In addition, individuals who reported less cognitive re-

appraisal and more emotion dysregulation, suppression, and social withdrawal also reported 

more emotional maladjustment. The inclusion of all three components of coping flexibility 

accounted for a significant 4% of additional variance in emotional maladjustment, while the 

consideration of all the variables under investigation accounted for 45% of the variance in 

emotional maladjustment.  

Moderating effects of coping flexibility. We next tested the hypothesised 

enhancement (Hypothesis 4a) and buffering (Hypothesis 4b) effects of coping flexibility on 

associations between regulatory strategies and emotional maladjustment. Two of four 

interactions testing enhancement were significant, whereas four of the eight interactions 

testing buffering were significant.  

Starting with a focus on the enhancement hypothesis (Hypothesis 4a), the interactions 

of cognitive reappraisal  MCSU [B = .03, p = .04,  = .09] and cognitive reappraisal  

situational coping [B = .05, p = .02,  = .06] were significant. Yet, these interaction effects 

did not support an enhancement hypothesis (see Figures 7.1 and 7.2). Instead, the association 

of cognitive reappraisal with emotional maladjustment was more negative at a low level of 

MCSU and situational coping (relative to a medium or high level). For all analyses, the 

negative associations of cognitive reappraisal with emotional maladjustment were significant 

at all levels of coping flexibility. 
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Table 7.2. 

 

Results of a Hierarchical Regression Model Regressing Emotional Maladjustment on 

Regulatory Strategies and Coping Flexibility (N = 643) 

  95% CI (B) 

Predictors B (SE B)  Lower Upper 

Step 1  

    Sex .00 (.04) .00 -.07 .08 

    Age .00 (.01) -.00 -.01 .01 

    Emotion dysregulation .26 (.02) .43** .22 .30 

    Cognitive reappraisal -.16 (.02) -.22** -.21 -.12 

    Expressive suppression .13 (.02) .19** .09 .18 

    Social withdrawal .13 (.02) .19** .08 .17 

Step 2  

    Sex -.03 (.04) -.02 -.10 .05 

    Age .01 (.01) .03 -.01 .02 

    Emotion dysregulation .21 (.02) .35** .17 .25 

    Cognitive reappraisal -.11 (.02) -.15** -.16 -.06 

    Expressive suppression .12 (.02) .17** .08 .16 

    Social withdrawal .11 (.02) .16** .07 .15 

    CF - MCSU -.09 (.02) -.24** -.12 -.07 

    CF - Coping Rigidity .02 (.01) .04 -.01 .04 

    CF - Situational coping .02 (.02) .04 -.01 .05 

*p < .05. **p < .01.  

Note. CF = Coping flexibility. MCSU = Multiple coping strategy use. Sex: (0: male; 1: 

female). Final R2
 = .45, F(9, 633) = 56.85, p < .01.  

Step1: R2
chg = .41, Fchg (6, 636) = 72.99** 

Step 2: R2
chg = .04, Fchg (3, 633) = 14.96** 
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Figure 7.1. Illustration of multiple coping strategy use (MCSU) as a moderator of the 

association between cognitive reappraisal and emotional maladjustment (symptoms of 

depression and anxiety) (N = 643) Note. unstandardised B's are shown. 
 

 

 

 
 

Figure 7.2. Illustration of coping flexibility (situational coping) as a moderator of the 

association between cognitive reappraisal and emotional maladjustment (N = 643) 

Note. unstandardised B's are shown. 
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In contrast, the buffering hypothesis (Hypothesis 4b) was supported by four 

significant interactions effects of emotion dysregulation  MCSU [B = -.02, p = .04,  = -

.06], social withdrawal  MCSU [B = -.04, p = .01,  = -.11], emotion dysregulation  coping 

rigidity [B = .05, p = .01,  = .08], and social withdrawal  coping rigidity [B = .04, p = .04,  

= .06]. As shown in Figures 7.3-7.6, the relationships between emotion dysregulation and 

social withdrawal with emotional maladjustment were weaker at a high (relative to a medium 

or low) level of MCSU or at a low (relative to a medium or high) level of coping rigidity. 

Again, for all analyses, the associations were significant at all levels of coping flexibility. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 7.3. Illustration of coping flexibility (multiple coping strategy use, MCSU) as a 

moderator of the association between emotion dysregulation and emotional maladjustment (N 

= 643)  

Note. unstandardised B's are shown. 
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Figure 7.4. Illustration of coping flexibility (multiple coping strategy use, MCSU) as a 

moderator of the association between social withdrawal and emotional maladjustment (N = 

643)  

Note. unstandardised B's are shown. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  
 

 

 

 

 

Figure 7.5. Illustration of coping flexibility (coping rigidity) as a moderator of the 

association between emotion dysregulation and emotional maladjustment (N = 643)  

Note. unstandardised B's are shown. 
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Figure 7.6. Illustrations of coping flexibility (coping rigidity) as a moderator of the 

association between social withdrawal and emotional maladjustment (N = 643) 

Note. unstandardised B's are shown. 
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2012; 2015; Zimmer-Gembeck et al., 2018). In this study, we measured coping flexibility 
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of maladaptive regulation on adjustment. Hypotheses were founded in coping and emotion 

regulation theory (e.g., Aldao et al., 2010; Compas et al., 2017; Lazarus & Folkman, 1987; 

Zimmer-Gembeck & Skinner, 2016) and by previous studies on coping flexibility (e.g., 

Cheng, 2001; Galatzer-Levy et al., 2012; Kato, 2012; Zimmer-Gembeck, 2018). We discuss 

three key findings within the context of developmental theory and their overall implications 

for late adolescent and young adult functioning. 

Coping Flexibility and Emotional Maladjustment 

Overall, supporting Hypothesis 1, late adolescents and young adults who reported a 

greater capacity for flexible coping also reported fewer symptoms of emotional 

maladjustment. When correlations were examined, findings extended across all three 

subscales of self-perceived coping flexibility. Additionally, at least one subscale of coping 

flexibility was associated with more adaptive regulation measured as cognitive reappraisal 

and less maladaptive regulation measured as emotion dysregulation, emotional suppression 

and social withdrawal. These findings suggest that, consistent with past findings and coping 

theory (Cheng et al., 2014; Compas et al., 2017; Kato, 2012; 2015; Lazarus & Folkman, 

1987; Skinner & Zimmer-Gembeck, 2009; Zimmer-Gembeck & Skinner, 2016), coping 

flexibility is a resource for adolescents and young adults that may assist them to avoid 

symptoms of emotional maladjustment, while also being linked with the use of more adaptive 

and less maladaptive regulation strategies. 

It is possible that the perception of a greater capacity for coping flexibility is 

beneficial for adolescents and young adults because this belief may be both a marker of 

individual traits that promote resilience (e.g., cognitive flexibility or positive affectivity; 

Cheng, 2001; Kashdan & Rottenberg, 2010), but also could have developed from a history of 

experiences that were successfully managed, resulting in a more positive perception of 

efficacy and competence when dealing with stress (Bonanno & Burton, 2013; Lam & 
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McBride-Chang; 2007). In turn, perceiving a greater capacity for coping flexibility could 

bolster future positive actions in the face of stress. Future research could test how self-

perceived coping flexibility influences the experience of and response to future stressful 

events, including stress appraisals and coping. 

Tied to our first key finding and partially supporting Hypothesis 3, in our multivariate 

analysis that considered the three subscales of coping flexibility, the four regulatory 

strategies, age and sex, one subscale of coping flexibility - the perceived capacity for MCSU 

- was uniquely associated with less emotional maladjustment. Although few studies have 

investigated perceived capacity to use multiple coping strategies to respond to stressful 

events, this finding is consistent with research indicating that individuals who report that they 

would use multiple coping strategies have better emotional adjustment (Aldao et al., 2015; 

Bonnanno & Burton, 2013; Bonanno et al., 2004; Cheng et al., 2014; Zimmer-Gembeck et 

al., 2011; Zimmer-Gembeck & Skinner, 2015). Further research is needed to consider why 

the self-perceived capacity for using multiple coping strategy seems beneficial for emotional 

adjustment. For example, previous studies have highlighted the importance of perceptions of 

control, optimism and coping self-efficacy or other personal resources in stress-coping 

processes (for reviews, see Compas et al., 2017; Skinner & Zimmer-Gembeck, 2011, 2016; 

Taylor & Stanton, 2007). It may be that coping flexibility is important because it reflects 

similar strengths that can aid emotion management and facilitate better coping responses 

(Bonanno & Burton, 2013; Lam & McBride-Chang; 2007).  

In contrast to the findings for the coping flexibility subscale of MCSU, the two other 

subscales of situational coping and coping rigidity did not have significant unique 

associations with symptoms of emotional maladjustment in our multivariate model. This was 

a surprising finding, given that theory suggests that matching coping responses to situational 

demands and being overly rigid should be uniquely relevant for emotional adjustment (e.g., 
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Lazarus & Folkman, 1987; Skinner & Zimmer-Gembeck, 2016). Given that correlations were 

found linking situational coping and coping rigidity to symptoms of emotional 

maladjustment, it must be the covariation between coping flexibility subscales and of coping 

flexibility with specific regulatory strategies that explain this result. Thus, instead of being 

uniquely relevant to adjustment, situational coping and coping rigidity may bolster the 

perceptions of the capacity for the use of multiple coping strategies and in employing 

adaptive or avoiding the use of maladaptive regulatory strategies.  

Regulatory Strategies as Correlates of Symptoms of Emotional Maladjustment 

Consistent with Hypothesis 2 and with previous research (Aldao et al., 2010; Dryman 

& Heimberg, 2018; Gardner & Zimmer-Gembeck, 2018; Gross & John, 2003; Schäefer et al., 

2017), less reported use of cognitive re-appraisal, but greater emotion dysregulation and 

suppression of emotions, and more use of social withdrawal to cope with stressful events 

were associated with more symptoms of emotional maladjustment both in correlations and in 

the multivariate model. The strengths of these associations were consistent with those 

reported in previous literature (Aldao et al., 2010; Compas et al., 2017; Gardner & Zimmer-

Gembeck, 2018; Gross & John, 2003), and highlight that these strategies are relevant as 

correlates of emotional distress during late adolescence and young adulthood, even after 

considering perceived coping flexibility.  

The Interaction of Regulatory Strategies and Coping Flexibility  

The final key finding, partially supporting Hypothesis 4, was that all three subscales 

of coping flexibility moderated the association between regulatory strategies and emotional 

maladjustment, with 6 of the 12 interaction effects tested found to be significantly associated 

with symptoms of emotional maladjustment. Summarising across all interactions, a weaker 

association was found between three of the regulatory strategies (cognitive reappraisal, 

emotion dysregulation and social withdrawal) and emotional maladjustment at high relative 
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to low levels of flexible coping. Thus, given that we expected the opposite to occur for 

cognitive reappraisal (the association was expected to be stronger for cognitive reappraisal 

when coping flexibility was high), we did not support the enhancement hypothesis 

(Hypothesis 4a) for cognitive reappraisal. In contrast, the findings for emotion dysregulation 

and social withdrawal did support the buffering role of coping flexibility (Hypothesis 4b). 

In general, these interaction effects can be interpreted in two interrelated ways. First, 

just as hypothesised, we conclude that coping flexibility could be a buffer protecting against 

the negative effects of maladaptive regulation on symptoms of emotional maladjustment; yet, 

because associations remained significant at all levels of coping flexibility, coping flexibility 

is not completely protective. Second, emotion dysregulation, social withdrawal and cognitive 

reappraisal had weaker associations with symptoms of emotional maladjustment when 

individuals perceived they had a greater capacity to flexibly cope with stress (more MCSU, 

more situational coping, and less coping rigidity). Thus, this finding supports buffering for 

maladaptive regulation but also cuts across adaptive and maladaptive regulatory strategies, 

suggesting that any individual regulatory strategy may be more weakly associated with 

maladjustment when late adolescents and young adults simultaneously feel more capable of 

coping flexibility. In other words, it seems possible from this pattern of findings that any 

single regulatory strategy may have a weaker association with adjustment among individuals 

who perceive their capacity for coping flexibility to be high. Future research could extend on 

the current study by examining other regulatory strategies and other adjustment outcomes to 

further test both the enhancement and buffering hypotheses.  

Limitations, Future Directions, and Implications  

Despite supporting many of the study hypotheses, there are few noteworthy 

limitations of the current study. First, the large sample size was a strength, but participants 

were students attending university in Australia. This may limit the generalisability of the 
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study findings to all late adolescents and young adults. Nevertheless, participants were 

attending a large and diverse university, and were sampled from across the university. 

Second, the cross-sectional design limits our ability to confirm any direction of effects 

suggested here. In the future, longitudinal research should be conducted to better test the 

temporal associations between all constructs. However, a central aim of this study was to test 

the hypothesis that coping flexibility would act in combination with specific regulatory 

strategies to better account for young people’s emotional maladjustment, with this hypothesis 

generally supported.  

Third, all measures were based on self-report and shared method variance may have 

produced larger associations than would be found if there had been multiple reporters. 

Fourth, other variables not assessed in this study may be relevant to understanding the 

interplay between coping flexibility, specific regulatory strategies, and symptoms of 

emotional maladjustment. Future research might investigate other aspects of cognition and 

motivation, such as personal control, self-efficacy, and executive functions, or more broader 

coping domains (e.g., such as problem-focused or emotion-focused coping) which have been 

found in previous literature to be correlates of coping flexibility, and important processes 

when coping with stress (Bonanno & Burton, 2013; Compas et al., 2017; Lazarus & 

Folkman, 1987; Skinner & Zimmer-Gembeck, 2016). Finally, despite emotion dysregulation 

being conceptualised as an indicator of maladaptive emotion regulation in previous literature 

(Gardner & Zimmer-Gembeck, 2018; Roth et al., 2009), future research could address its 

validity as a measure of regulation or whether it is more valid as an indicator of emotionality 

or emotional difficulties.  

Despite these limitations, findings from the current study have several noteworthy 

implications. First, our findings suggest the need for further empirical work to better 

understand how coping flexibility and certain regulatory strategies (or ways of coping) work 
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in combination to influence adjustment. Although prior work has highlighted the need to 

better understand the process in which coping flexibility is associated with psychological 

adjustment (e.g., Bonnano & Burton, 2013; Cheng et al., 2014), no research to date has 

accounted for the differential associations that may occur when considering it in combination 

with both adaptive and maladaptive strategies. Second, the findings offer preliminary insight 

which may be useful in helping to bolster later adolescents’ and young adults’ resilience to 

stressors in their lives. Given heightened emotional difficulties that can be found in these 

developmental periods (Gardner & Lambert, 2019; Dryman & Heimberg, 2018; Galatzer-

Levy et al., 2012), implementing prevention-based programs in university settings, or 

broadening existing psychological interventions to place greater focus on developing the 

capacity for flexible coping can be beneficial. With regards to prevention programs, taking 

advantage of the normative developmental gains made in the greater diversity and complexity 

of young people’s coping repertoires (Compas et al., 2017; Zimmer-Gembeck & Skinner, 

2011), university personnel can include more explicit teachings on matching specific coping 

strategies to differing stressors (e.g., utilising planful problem-solving in better managing 

increasing workload or engaging in support seeking when experiencing interpersonal 

difficulties) while also emphasising how students can better monitor the efficacy of such 

coping strategies as they unfold to reduce their risk of maladjustment (Cheng, 2003; Galatzer-

Levy et al., 2012; Lam & McBride-Chang, 2007).  

For those young people who may consistently and rigidly apply regulatory strategies 

that are often maladaptive, or experiencing high levels of emotional reactivity in response to 

social changes or life events, referral to clinical interventions that dually emphasise 

increasing adaptive strategies and being flexible in their deployment may be most beneficial. 

Numerous stress management and cognitive-behavioural interventions aim to bolster 

development of more appropriate coping strategies and decrease maladaptive strategies to 
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promote general well-being (Dryman & Heimberg, 2018; Kashdan & Rottenberg, 2010). Our 

findings indicate that individuals may also benefit from understanding when and where such 

strategies will be effective, how to appraise the efficacy of such strategies, and how best to 

monitor environments to better cope in emotionally challenging situations (Cheng, 2003; 

Kato, 2015; Lam & Mcbride-Chang, 2007; Schäefer et al., 2017; Zimmer-Gembeck et al., 

2018).  

Given that all subscales of coping flexibility weakened the strength of the association 

of individual regulatory strategies with emotional maladjustment, interventions or mobile 

self-help applications, based on the teachings of treatments such as Acceptance and 

Commitment Therapy (ACT) may also be highly effective. ACT emphasises that all thoughts, 

emotions, and experiences, whether ‘adaptive’ or ‘maladaptive’ are beneficial in some 

contexts and detrimental in others, and that a key skill to psychological health is being 

flexibly aware of when these experiences are detrimental to well-being (Kashdan & 

Rottenberg, 2010). Emphasizing such messages may help a larger number of young people to 

benefit from the capacity for responding flexibly across a wide variety of interpersonal and 

emotionally demanding situations.  

Conclusion   

The findings of the current study provide further support for theories (e.g., Bonanno 

& Burton, 2013; Cheng et al., 2014; Skinner & Zimmer-Gembeck, 2016) asserting the 

salience of flexible coping for optimal progress through life's challenge by supporting 

emotional adjustment. In the current study, we measured perceived capacity for flexibly 

coping and all subscales were relevant to depressive and anxious symptoms on their own. 

Moreover, MCSU and coping rigidity buffered the negative impact of emotion dysregulation 

and social withdrawal on emotional maladjustment, while MCSU and situational coping 

made the positive impact of the specific strategy of cognitive reappraisal less relevant to 
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emotional adjustment. Thus, our findings suggest that coping flexibility is a resource for 

better adaptation when less adaptive strategies are relied upon, with coping flexibility 

reducing the negative impact of maladaptive regulatory strategies on adjustment and well-

being, at the same time that it may render any single, particular strategy less directly relevant 

for emotional adjustment. We encourage future research to expand on these findings in order 

to better identify how use of particular ways of coping and coping flexibility change over 

time and with development, and how all combine to explain patterns of adjustment to 

stressful events and across developmental transitions.  
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Summary of Chapter 7 and Introduction to Chapter 8 

Study 3 (Chapter 7) addressed aspects of research goals three and four as described in 

Chapter 4. That is, drawing from theory and research on coping and emotion regulation (e.g., 

Aldao et al., 2010; Compas et al., 2017; Lazarus & Folkman, 1987; Zimmer-Gembeck & 

Skinner, 2016), the study found that regulatory strategies of emotional dysregulation, 

suppression, and social avoidance confer concurrent risk for higher internalising symptoms. 

Additionally, higher reappraisal of negative emotions is associated with fewer symptoms 

among older adolescents and young adults. Further, consistent with the fourth research goal, 

and drawing on previous studies of coping flexibility (e.g., Cheng, 2001; Galatzer-Levy et al., 

2012; Kato, 2012; Zimmer-Gembeck, 2018), interaction effects were tested between coping 

flexibility and the four regulatory strategies, with multiple interactions found to be 

significant. More specifically, MCSU and coping rigidity buffered the negative impact of 

emotion dysregulation and social avoidance on internalising symptoms. Whereas, cognitive 

reappraisal was more weakly associated with internalising symptoms when MCSU or 

situational coping were high, relative to low. Overall, the results indicate that, for those youth 

high in coping flexibility, the strength of the associations, and perhaps then the relevance, of 

the specific regulatory strategies and internalising symptoms may be reduced. 

The next chapter, Chapter 8, contains Study 4, prepared as a paper ready for 

submission. There were two main aims of Study 4. The first aim was to examine the temporal 

associations of positive and negative indices of parenting, RS with internalising symptoms 

across a one-year period. The second aim was to examine if cognitive reappraisal and coping 

flexibility at T1 partially buffered the temporal risk of negative parenting and RS (or 

enhanced the benefit of positive parenting) for internalising symptoms. Thus, Study 4 

addressed the first, second, and fourth research goals. The first and second goals were 

addressed by examining parenting practices and RS as concurrent and temporal risk factors 
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for more elevated symptoms of depression and anxiety, respectively. The fourth research goal 

was addressed by examining if cognitive reappraisal and coping flexibility, in interaction, 

provide protection against internalising symptoms when youth report more negative (or less 

positive) parenting and more RS.   
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CHAPTER 8 

STUDY 4: PARENTING, REJECTION SENSITIVITY, AND INTERNALISING 

SYMPTOMS IN YOUNG ADULTHOOD: EXAMINING INTERACTIONS OF 

COGNITIVE REAPPRAISAL AND COPING FLEXIBILITY  
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Abstract 

Parent-child interactions are salient social experiences across the lifespan, as positive 

parenting experiences are consistently linked to greater well-being. However, negative 

interactions with parents, along with elevated reports of heightened sensitivity to cues of 

rejection (i.e., rejection sensitivity; RS) may act as significant interpersonal stressors for 

adolescents and young adults. The current study examined the roles that cognitive reappraisal 

and coping flexibility played in protecting against the negative cross-sectional and temporal 

relationships between negative parenting (rejection, coercion and psychological control), RS 

and internalising symptoms (i.e., depression and anxiety); or enhancing the negative 

associations of positive parenting (warmth and autonomy support) with symptoms. 

Participants included 394 adolescents and young adults aged 17 to 27 years (M = 19.9, 66.5% 

female) who completed two assessments over a one-year period. Multiple regression analyses 

revealed that participants who reported more negative parenting, less reappraisal, and less 

strategies reported more internalising symptoms in concurrent models. Those who endorsed 

ethnicity other than white and more RS at T1, reported increased symptoms across time. 

Additionally, participants who reported higher reappraisal were protected to some extent 

against elevated cross-sectional symptoms linked to negative parenting. Findings therefore 

revealed the cross-sectional risk and benefits that negative parenting, reappraisal and coping 

flexibility pose for internalising symptoms, while also indicating the roles of ethnicity and RS 

for increased symptoms over time. These findings also provide implications for future 

research regarding the assessment of additional coping responses that may protect against 

these stressors for young people.  
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Parenting, Rejection Sensitivity, and Internalising Symptoms in Young Adulthood: 

Examining Interactions of Cognitive Reappraisal and Coping Flexibility  

There is now substantial evidence that the influence of the quality of the parent-child 

relationship on offspring development and functioning does not end in childhood. In fact, the 

parent-child relationship continues to be influential in the lives of adolescents and young 

adults (Abaied & Emond, 2013; Nelson, Padila-Walker, Christensen, Evans & Carroll, 2011; 

Seiffge-Krenke, 2011). For example, adolescents and young adults who report their parents 

as warmer and more autonomy supportive also report better functioning (Gardner & Zimmer-

Gembeck, 2018; Kouros, Pruitt, Ekas, Kiriaki, & Sunderland, 2017; Nelson, Padilla-Walker, 

& Nielson, 2015), and when parents are reported as more coercive, rejecting or 

psychologically controlling, poorer functioning is found (Abaied & Emond, 2013; Rousseau 

& Scharf, 2015; Rudolph & Zimmer-Gembeck, 2014). Further, demonstrating a directional 

effect with parents influencing youth, when parents are reported to be warmer and more 

supportive this has been linked with declines in adolescents’ internalising symptoms over 

time, whereas when parents are reported as more critical, rejecting, or hostile, this has 

associated with increases in internalising symptoms over time (Chango, McElhaney, Allen, 

Shad, & Marston, 2012; Moran et al., 2018; Van der Giessen, Branje & Meeus, 2014).  

Despite the evidence of the important impact on internalising symptoms of parenting 

practices among adolescents and young adults, these interactions do not impact on young 

people’s emotional development in isolation from a history of relationship interactions, both 

with parents and with others, and the resulting relational schemas that may have developed as 

a result (Chango et al., 2012; Levy, Ayduk, & Downey, 2001; Rousseau & Scharf, 2015; 

Seiffge-Krenke, 2011). In particular, these relational schemas play a significant role in how 

young people respond to stress and manage difficult emotions over the lifespan (Seiffge-

Krenke, 2011; Rousseau & Scharf, 2015). One such relational schema that has received 
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particular attention within the context of interpersonal rejection, is a cognitive-affective 

processing bias called rejection sensitivity (RS). RS refers to the tendency to readily perceive, 

anxiously expect, and defensively overreact to social cues that may signal rejection (Downey 

& Feldman, 1996). As originally proposed in RS theory (Levy et al., 2001), RS is more likely 

to be elevated in youth who report more rejection by others (Chango et al., 2012; Ferguson & 

Zimmer-Gembeck, 2014; McLachlan, Zimmer-Gembeck, & McGregor, 2010). However, it is 

not only rejection that may be relevant to the development of RS. In other research, coercive 

and psychologically controlling parenting, as reported by adolescents (Rudolph & Zimmer-

Gembeck, 2014) and young adults (Gardner & Zimmer-Gembeck, 2018), have been linked to 

a higher level of RS. Understanding the predictors of RS is of relevance because RS has been 

found to be associated with poorer youth health and social and emotional wellbeing. That is, 

youth higher in RS have been found to report more internalising symptoms (Chango et al., 

2012; McDonald, Bowker, Rubin, Laursen, & Duchene, 2010; Peters, Eisenlohr-Moul, & 

Smart, 2016), poorer coping and emotion-regulating strategies (Gardner & Zimmer-

Gembeck, 2018; Rudolph & Zimmer-Gembeck, 2014; Zimmer-Gembeck, 2015), and more 

negative peer relationships (Downey & Feldman, 1996; Thomas & Bowker, 2015).  

Rejection, psychological control and other negative interactions with parents can be 

significant interpersonal stressors for adolescents and young adults, given that they are 

usually striving to develop a greater sense of autonomy and opportunities for venturing 

further into adulthood (Abaied & Emond, 2013; Nelson et al., 2011; Seiffge-Krenke, 2011). 

Furthermore, the elevated level of RS that may also co-exist with poorer parent-child 

relationships might be an added vulnerability that carries over into new relationships with 

peers and romantic partners (Levy et al., 2001), further compromising opportunities to 

develop positive relationships that may potentially mitigate the negative effects of poor 

parent-child relationships and RS. Given that both negative parenting interactions and RS 
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carries with them high levels of interpersonal stress, concurrent and future experiences of 

heightened emotional distress, and potentially compromises opportunities that may provide 

greater security, identifying compensatory responses that young people may use to cope with 

such stressors is particularly important. In particular, active behavioural strategies (e.g., 

seeking support from others), internal strategies (e.g., considering multiple options and their 

consequences) and passive-avoidance strategies (e.g., withdrawal from stressors) are 

responses that have been found to either prolong or interfere with the emotional distress 

associated with negative parenting (Abaied & Emond, 2013; Seiffge-Krenke, 2011; Rudolph 

& Zimmer-Gembeck, 2014) and RS (Gardner & Zimmer-Gembeck, 2018; McDonald et al., 

2010; Zimmer-Gembeck, 2015). Therefore, individual adaptive strategies, such as 

reappraising how one perceives the interpersonal stressor may be an individual resource, but 

also having multiple coping strategies to deploy in response to such interpersonal stressors 

may also be an added benefit. In this study, we focus on two key strengths that could be 

interfere with the negative effects of problematic parent relationships and RS. These strengths 

included cognitive reappraisal and coping flexibility. 

The first of these, cognitive reappraisal, refers to the ability to cognitively reframe a 

potentially emotion-eliciting situation in a way that modulates its emotional impact (Gross & 

John, 2003). Reappraisal is often cited as a putatively positive correlate of adolescent and 

young adult emotional well-being across development (Dryman & Heimberg, 2018; Gross, 

2013; Gross & John, 2003), has been shown to buffer (i.e., protect against) the temporal 

effects of perceived stress and increased internalising symptoms (Zahniser & Conley, 2018), 

as well as to be an effective strategy in assisting adolescents to successfully regulate negative 

affect after exposure to aversive stimuli (Silvers et al., 2012). Given these benefits associated 

with reappraisal, this coping response may also protect against the negative effects of 

interpersonal stress in the form of negative parenting and RS. Because reappraisal occurs 
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early in the emotion generative process (Gross & John, 2003), and also because reappraisal 

becomes more mature and frequently deployed as a coping response with increasing age 

(Gross, 2003; Zimmer-Gembeck & Skinner, 2011), this strategy may emerge as adaptive in 

mitigating the risk of negative parenting and RS, or enhancing the effects of positive 

parenting, among older adolescents and young adults. For example, Silvers et al. (2012) 

found that younger adolescents high in RS, had greater difficulty successfully using 

reappraisal to regulate negative affect, though older youth did not have this same challenge. 

This additional finding, combined with literature that examines the development of coping 

across youth (e.g., Skinner & Zimmer-Gembeck, 2007) potentially indicates that with 

increasing age, comes increasing cognitive ability and efficacy that may aid older youth in 

successfully reappraising a stressful event, or reappraising the distress that such stressful 

experiences elicit. As such, it was hypothesized that cognitive reappraisal may buffer the 

associations of negative parenting and RS, but potentially boost or enhance the effects of 

positive parenting on young people’s internalising symptoms over time.  

Though relatively less studied in comparison to cognitive reappraisal, there has been 

more recent literature indicating the relevance for, and the benefits of, the capacity for 

flexible coping with stress (e.g., Cheng, 2001; Cheng, Lau, & Chan, 2014; Skinner & 

Zimmer-Gembeck, 2016; Zimmer-Gembeck et al., 2018). Drawing primarily from theories of 

stress and coping, having greater access and ability to effectively utilise multiple coping and 

emotion-regulation strategies in response to stressful demands has often been understood as a 

proxy indicating greater coping flexibility ability (Aldao, Sheppes, & Gross, 2015; Cheng, 

2001; Cheng et al., 2014). Indeed, studies have indicated that young people use multiple 

regulatory strategies when responding to high or low intense negative stimuli (Aldao & 

Nolen-Hoeksema, 2012; Szasz, Coman, Curtiss, Carpenter, & Hofmann, 2018), and when 

conceptualised specifically as utilising multiple coping strategies, coping flexibility has been 
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demonstrated to be a negative correlate of internalising symptoms across adolescence and 

young adulthood (Cheng et al., 2014; Zimmer-Gembeck et al., 2018). Furthermore, coping 

flexibility was protective against the negative effects of perceived life stress on psychological 

distress among a sample of emerging adults (Lam & Mc-Bride-Chang, 2007). Therefore, 

while we could locate no studies that have examined the buffering effect of coping flexibility 

on the associations of parenting, RS, and internalizing symptoms, these studies indicate this 

possibility. That is, youth with greater perceptions that they have a myriad of strategies to 

cope with interpersonal stress that activates the RS bias, may feel less emotional distress in 

response to such social stressors, compared to youth lower in this capacity. It may also be that 

such a capacity may boost the protection offered by positive parenting because a combination 

of resources may be better able to protect against the effects of interpersonal stress, than 

either resource by itself.  

In summary, the main aim of the study was to test whether there were protective roles 

of cognitive reappraisal and coping flexibility (conceptualized as MCSU), whereby they 

either buffered the negative cross-sectional and temporal relationships between negative 

parenting, RS and internalising symptoms; or enhanced the negative association of positive 

parenting with internalising symptoms. It was hypothesised that parental stressors, in the 

form of negative parenting practices (i.e., those that are rejecting, coercive or controlling) and 

RS, would be linked with greater internalising (i.e., depressive and anxious) symptoms both 

within and across a one-year period of time (Hypothesis 1). We also hypothesised the 

opposite associations for positive parenting practices to be true (Hypothesis 2), given the 

evidence suggested above of this resource as a correlate for positive functioning across 

development. Finally, we hypothesized that reappraisal and MCSU may interact with 

parenting or RS to produce either a buffering effect (where the positive effects of parenting 

and RS with internalising symptoms will be weakened at higher compared to lower capacity 
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for both coping responses) or an enhancement effect (where both coping responses may 

further enhance the negative effects offered by positive parenting and internalising symptoms 

at higher compared to lower capacity) (Hypothesis 3).  

Method 

Participants and Procedure  

The participants included 394 adolescents and young adults aged 17 to 27 years (M = 

19.9, SD = 2.8, 66.5% female) who completed two assessments over a one-year period. The 

sample included 79% who identified as white Caucasian, 9.9% identified as Asian, 2.5% as 

Australian First Peoples or Pacific Islander, and 8.6% as other (inclusive of African, 

Egyptian, Bosnian etc.). Most participants were domestic university students (69.1%), with 

53.6% currently living with their parents. A further 5.8% of participants reported living alone 

and 26.9% reported living in a shared or student accommodation. Finally, 50.3% of the 

participants reported their parents were married or living together, with 37.8% identifying 

their parents as either divorced or separated. The original sample was 661 young people at the 

time 1 (T1) assessment and 402 participants (retention rate of 60%) completed measures at 

both time points. However, 2% of the retained participants (n = 8) were removed from the 

final analyses for missing at least 80% of data on at least one of the central measures under 

investigation. There were no systematic differences in any of the measures of interests when 

we compared those lost to follow-up and those maintained over time, using t-tests (p’s ranged 

from .12 to .77).  

Approval for this longitudinal study was received from the university Human 

Research Ethics Committee (HREC). Participants were recruited to participate using 

convenience sampling during the orientation week (the week before the start) of the first 

trimester of the school year. Students were approached by a researcher in common areas and 

asked to participate in the study by completing a paper-and-pencil survey. These participants 
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received a chocolate bar or entered a prize draw for gift cards. Once the first trimester started, 

the first-year psychology subject research pool was also used for recruitment where 

participants applied for participation in the study and completed an online version of the 

survey. Upon completion of the survey, these 163 participants (23%) received partial 

psychology course credit (.5% credit for the course). Independent samples t-tests revealed no 

significant differences amongst any of the variables of interest based on recruitment strategy 

(p’s ranged from .06 to .99). At time 2 (T2) (one year later), participants were contacted by 

email or telephone and invited to complete an online version of the survey. Following 

completion of the T2 questionnaire, each participant received a small dollar value gift 

voucher.  

Measures 

Internalising Symptoms. At T1 and T2, the 10-item Centre for Epidemiologic 

Studies for Depression Scale – Short form (Radloff, 1977) and the 20-item trait composite of 

the State-Trait Anxiety Inventory (Spielberger, Gorsuch, & Lushene, 1970) were used to 

measure depressive (e.g., “I felt lonely”) and anxious symptoms (e.g., “I felt nervous and 

restless”), respectively. Participants rated each statement from 1 (rarely or none of the time – 

less than one day) to 4 (most or all of the time – 5 to 7 days). Averaging responses created 

composite scores, so that higher scores indicated greater symptoms. Cronbach’s α for 

depressive symptoms at T1 and T2 were .83, while anxious symptoms at T1 and T2 were .93 

and .92, respectively. Due to the high correlations between depressive and anxious symptoms 

at T1 and T2 (T1: r = .84, p < .001, and T2: r = .86, p < .001), these symptoms were averaged 

to create an overall internalising symptoms composite score. Cronbach’s  of all items on 

both measures was .88 and .89 at T1 and T2, respectively. 

Parenting practices. At T1, current perceived parenting practices were measured 

using four subscales (autonomy support, warmth, rejection and coercion) of the Parents as 
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Social Context Questionnaire (Skinner et al., 2005), and the Parental Psychological Control 

Scale – Youth Self Report (Barber, 1996). Participants rated each statement separately for 

mothers and fathers, ranging from 1 (not at all true for him/her) to 4 (very true of him/her). 

Scores from each parent were averaged to create two composite scores: positive parenting (8 

items, “my mother/father let me ne know he/she loves me”) and negative parenting (16 items, 

“my mother/father bosses me around”). Averaging these responses then created composite 

scores, so that higher scores reflected more of each practice. Cronbach’s α was .92 and .93 

for positive and negative parenting, respectively.  

Rejection sensitivity. At T1, rejection sensitivity (RS) was measured using the 

Rejection Sensitivity Questionnaire for University Students (Downey & Feldman, 1996). The 

measure consisted of eight items that assessed participants' rejection expectations and anxiety 

about rejection. Each item begins with a hypothetical situation in which rejection by a 

significant other (i.e., parents, friends, or romantic partner) is possible (e.g., “You ask a friend 

to do you a big favor”). For each situation, participants first indicated the degree of concern 

or anxiety about the outcome of the situation on a 6-point scale from 1 (very unconcerned) to 

6 (very concerned), and then indicated the likelihood that the person would respond in an 

accepting manner on a 6-point scale from 1 (very unlikely) to 6 (very likely). After 

multiplying the level of rejection concern by the reverse-scored likelihood levels to produce a 

RS score for each question, RS scores were averaged to obtain the total RS score, where 

higher responses indicated greater sensitivity to rejection. Possible scores ranged from a 

minimum of 1 to a maximum of 36. Cronbach's α was .73.  

Cognitive reappraisal. At T1, the 6-item subscale of the Emotion Regulation 

Questionnaire (Gross & John, 2003) was used to measure cognitive reappraisal (e.g., “when I 

want to feel less negative emotion, I change the way I’m thinking about the situation”). 

Responses ranged from 1 (strongly disagree) to 5 (strongly agree), and composite scores were 
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formed by averaging the items so that higher scores indicated greater reappraisal. Cronbach's 

α was .88.  

Coping flexibility. At T1, the 6-item subscale of the Self-Perceived Flexible Coping 

with Stress Scale (Zimmer-Gembeck et al., 2018) was used to measure one’s perceived 

capacity for using multiple coping strategies (e.g., “I can come up with lots of ways to make 

myself feel better if I am stressed”). Item responses ranged from 1 (not at all true) to 7 

(totally true), and composite scores were created by average the items so that higher scores 

represented greater perceived capacity for multiple coping strategy use (MCSU). Cronbach's 

α was .96. 

Covariates. Along with the measures of central interest, participants’ sex (“what is 

your gender?”, 0: male, 1: female), age (“how old are you?”), ethnicity (“what is your 

cultural background?”, 0: white participants, 1: non-white participants), parents’ marital 

status (“which of the following best describes your parents’ marital status?”, 0: married, 1: 

other; separated, divorced, or never married), and living arrangements (“which of the 

following best describes your current living arrangements”, 0: living with parents, 1: other 

living arrangements; alone, in student accommodation etc.) were ascertained in the general 

demographic section of the survey.  

Overview of the Statistical Analyses  

Means (Ms), standard deviations (SDs), independent samples t-tests, and correlations 

between all variables at T1 and T2 were first calculated, with correlations providing 

preliminary tests of Hypotheses 1 and 2. To further test Hypotheses 1 and 2, a multiple 

regression analyses was conducted, regressing T1 internalising symptoms separately on the 

T1 positive and negative parenting indices, RS, cognitive reappraisal and MCSU, while 

controlling for the covariates of sex, age, ethnicity, and parent marital status. A second 

hierarchical regression model was then conducted to assess unique correlates of change in 
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symptoms over the one-year period. Residual analyses and other model diagnostics 

conducted while testing the regression models showed no violations to the assumptions of 

homoscedasticity, normality or linearity. Finally, to test for Hypothesis 3, the PROCESS 

macros for SPSS (Hayes, 2013) was used to determine whether T1 reappraisal or MCSU 

moderated the associations of parenting (negative and positive) and RS on internalising 

symptoms at T1 and T2, as well as change in symptoms from T1 to T2. Using the values 

available from the PROCESS output, figures were created to illustrate associations between 

parenting, RS, or internalising symptoms at high and low levels of the moderator (either 

reappraisal or MCSU), where high and low levels were defined as one SD above and below 

the mean, respectively. 

Results 

Descriptive Statistics, Tests of Differences and Correlations 

Table 8.1 reveals the Ms, SDs, and correlations between all measures at T1 and T2. As 

hypothesised, negative parenting and RS associated with more internalising symptoms; and 

positive parenting, cognitive reappraisal and MCSU associated with fewer internalising 

symptoms at both waves of assessment. Positive parenting and RS positively and negatively 

associated with cognitive reappraisal and MCSU, respectively; while negative parenting 

negatively associated with MCSU. Regarding the covariates of age and gender, increasing 

age associated with less internalising problems at T1 and T2, and greater MCSU, while 

young men reported greater MCSU than young women.  

A few differences were found when measures were compared across several other 

demographic variables. Participant who identified as non-white reported greater T2 

internalising symptoms, t(392) = -2.62, p = .01, while those who reported their parents as 

married reported more positive parenting practices, t(392) = 3.53, p < .001, less T1  
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Table 8.1. 

Means, SDs, and Pearson’s Correlations between All Measured Variables (N = 394) 

 Measure 1 2 3 4 5 6 7 8 

 M 2.09 2.06 3.29 1.69 9.17 3.53 4.12 19.93 

 SD 0.57 0.58 0.60 0.53 4.07 0.80 1.45 2.75 

1 T2 Int Symptoms --        

2 T1 Int Symptoms .51*** --       

3 T1 Pos Parenting -.16** -.29*** --      

4 T1 Neg Parenting .16** .37*** -.70*** --     

5 T1 RS .29*** .40*** -.45*** .41*** --    

6 T1 Reappraisal -.22*** -.38*** .11* -.08 -.13* --   

7 T1 MCSU -.31*** -.53*** .17** -.15** -.29*** .41*** --  

8 Age -.13** -.10* -.04 -.08 -.10 .01 .16** -- 

9 Gendera .04 -.06 .01 .00 .03 -.07 -.14** -.03 

*p < .05 **p < .01. ***p < .001. a0: male, 1: female. 

Note. Int = Internalising. Pos = positive. Neg = negative. RS = rejection sensitivity. MCSU = 

multiple coping strategy use. T1 = Time 1. T2 = Time 2.  

 

symptoms, t(392) = -2.08, p = .04, and less RS, t(392) = -1.97, p = .05. Given that age, sex, 

ethnicity and parents’ marital status were all relevant correlates, these were included in the 

following multivariate analyses.  

Cross-Sectional Multivariate Analyses 

As shown in Table 8.2, parenting, RS, and the relevant covariates that were significant 

in the preliminary analyses accounted for 43% of variance in T1 internalising symptoms. 

Negative parenting, RS, cognitive reappraisal and MCSU uniquely associated with 

symptoms. As hypothesised, greater negative parenting and RS associated with more 

symptoms, while greater reappraisal and MCSU associated with fewer symptoms.  
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Table 8.2. 

Results of Regressions Examining Correlates of T1 Internalising Symptoms (N = 394) 

  95% CI (B)  

Predictors B (SE B)   Lower Upper  

Ethnicity .01 (.06) .01 -.10 .12  

Parent Marital Status .06 (.05) .05 -.03 .15  

Gender .02 (.05) .02 -.11 .07  

Age .00 (.01) .00 -.02 .02  

T1 Pos Parenting -.08 (.06) -.08 -.03 .19  

T1 Neg Parenting .31 (.06) .28*** .19 .43  

T1 RS .03 (.01) .18*** .01 .04  

T1 Reappraisal -.14 (.03) -.19*** -.20 -.08  

T1 MCSU -.15 (.02) -.37*** -.18 -.11  

*p < .05 **p < .01. ***p < .001. 

Note. Ethnicity: 0 = white, 1 = other. Parental marital status: 0 = married, 1 = other. Gender: 

0 = male, 1 = female. 

Pos = positive. Neg = negative. RS = rejection sensitivity. MCSU = multiple coping strategy 

use. T1 = Time 1. T2 = Time 2. 

T1 Internalising Symptoms: F(9, 384) = 31.7, p < .001, R2 = .43.   

 

 

Moderation was next tested in four separate models, each with one interaction term. 

Of the four tested models, only the interaction of negative parenting  CR was significant (B 

= -.15, β = -.14, p < .001). As shown in Figure 8.1, the positive relationship between negative 

parenting and T1 internalising symptoms was weaker at high, relative to low, levels of 

cognitive reappraisal. However, the relationship between negative parenting and T1 

symptoms was significant at both high and low levels of reappraisal.  
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Figure 8.1. Illustration of Cognitive Reappraisal as a moderator of the association between 

Negative Parenting and T1 Internalising Symptoms (N = 394). 

***p < .001. 

 

Longitudinal Multivariate Analyses 

In the model predicting change in internalising symptoms from T1 to T2 (i.e., 

internalising symptoms at T2 while controlling for T1 symptoms), the independent variables 

accounted for 29% of the variance in T2 symptoms and ethnicity and RS had unique 

significant associations with T2 internalising symptoms (see Table 8.3). Thus, participants 

who identified as non-white, and those who reported greater T1 RS, showed a greater relative 

increase in symptoms at T2 relative to T1. Contrary to hypotheses, parenting was not 

associated with change in internalising symptoms. Also, neither cognitive reappraisal nor 

MCSU were significantly associated with T2 internalising symptoms, and the interactions of 

RS  reappraisal (B = -.00, β = -.02, p = .70) and RS  MCSU (B = .00, β = .01, p = .76) 

were not significant. 
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Table 8.3. 

 

Results of Regressions Examining Correlates of Change in Internalising Symptoms 

from T1 to T2 (N = 394) 

  95% CI (B) 

Predictors B (SE B)   Lower Upper 

Step 1     

     Ethnicity .18 (.06) .13** .06 .30 

     Parent Marital Status .05 (.05) .05 -.05 .15 

     Gender .02 (.05) .02 -.08 .12 

     Age -.02 (.01) -.08 -.03 .00 

     T1 Internalising Symptoms .48 (.04) .49*** .40 .57 

Step 2     

     Ethnicity .18 (.06) .13** .06 .30 

     Parental Marital Status .04 (.05) .04 -.05 .14 

     Gender .01 (.05) .01 -.09 .12 

     Age -.02 (.01) -.08 -.04 .00 

     T1 Internalising Symptoms .45 (.06) .46*** .34 .56 

     T1 Pos Parenting -.05 (.06) -.05 -.17 .07 

     T1 Neg Parenting .12 (.07) .11 -.25 .02 

     T1 RS .01 (.01) .10* .00 .03 

     T1 Reappraisal .02 (.03) -.03 -.09 .05 

     T1 MCSU .01 (.02) -.02 .05 .04 

*p < .05 **p < .01. ***p < .001. 

Note. Ethnicity: 0 = white, 1 = other. Parent marital status: 0 = married, 1 = other. Gender: 0 

= male, 1 = female. 

Pos = positive. Neg = negative. RS = rejection sensitivity. MCSU = multiple coping strategy 

use. T1 = Time 1. T2 = Time 2. 

Final R2
 = .29, F(10, 383) = 15.96, p < .001.  

Step1: R2
chg = .28, Fchg (5, 388) = 30.17, p < .001. 

Step 2: R2
chg = .01, Fchg (5, 383) = 1.53, p = .18 

 

Discussion 

The present study aimed to identify ways in which youth can effectively cope with the 

effects of interpersonal stress on internalising symptoms over time, by specifically examining 

how cognitive reappraisal and coping flexibility may buffer the positive linkages among 
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negative parenting, RS, and internalising symptoms, or enhance the negative linkages 

between positive parenting and internalising symptoms. Overall, three main findings emerged 

from the study, which partially supported the main hypotheses. Firstly, youth who reported 

more negative parenting reported more internalising symptoms, but this association was 

found in the concurrent data analysis (T1) only; parenting was not associated with change in 

symptoms over time. Secondly, youth who endorsed an ethnicity other than white and those 

who reported more RS at T1 were found to increase in symptoms over a period of one-year. 

Finally, youth who reported the use of more cognitive reappraisal in response to stress and 

who felt they could cope more flexibly with stress by calling on multiple strategies when 

needed reported a lower concurrent level of internalising symptoms. Further, in the T1 cross-

sectional analysis, youth who were high in cognitive reappraisal, relative to low, were 

buffered to some extent against the elevated symptoms linked to negative parenting. 

However, coping responses did not relate to change in internalising symptoms or buffer 

change in symptoms over time. We discuss these three main findings and their larger 

implications for interpersonal stressors, coping with stress, and internalising symptoms 

below. 

Our first major finding was consistent with our hypotheses and past findings, whereby 

youth who report greater experiences of rejecting, psychologically controlling and coercive 

parenting are more likely to also describe poorer emotional functioning (Abaied & Emond, 

2013; Gardner & Zimmer-Gembeck, 2018; Nelson et al., 2015; Rudolph & Zimmer-

Gembeck, 2014). Further, in the model, it was also found that, even after adjusting for 

parenting, RS and demographic factors, those youth who report a greater ability to reappraise 

experiences in their everyday life and to deploy multiple coping strategies when faced with 

stressful experiences are more likely to report greater emotional functioning (Cheng et al., 

2014; Gross & John, 2003; Skinner & Zimmer-Gembeck, 2007; Zimmer-Gembeck et al., 
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2018). Another important, and related finding, was that when examined simultaneously with 

negative parenting, coping responses, and demographic factors, RS was, but warm and 

autonomy supportive parenting was not, significantly related to depressive and anxious 

symptoms. Regarding the null findings for positive parenting, this is consistent with some 

studies that find positive parenting to have either weak or non-significant effects when 

examined alongside indices of negative parenting (e.g., Kouros et al., 2017). These findings 

indicate that the quality of the parenting relationship differentially predicts emotional well-

being for youth, and that negative parenting may potentially be more salient for internalising 

symptoms because it is these contexts of rejection, coercion and control which impede some 

youths’ abilities to adequately deal with everyday life stressors or to feel competent and 

confident in successfully coping with such difficulties (Abaied & Emond, 2013; Chango et 

al., 2012; Kouros et al., 2017).  

Although negative parenting and coping strengths were concurrent correlates of 

depressive and anxious symptoms, it was ethnicity and RS that uniquely associated with 

increased symptoms over the one-year time span. Our second key finding therefore was that 

participants increase in internalising symptoms over time when they initially endorsed an 

ethnicity other than white (i.e., those participants who identified as Asian, Pacific Islanders, 

Africans etc.) and were more elevated in RS relative to others. While the finding for ethnicity 

was not expected, previous studies indicate racial disparities in emotional functioning are 

often prevalent in university environments where there is a smaller percentage of ethnic 

minorities (Fischer, 2007). Although not assessed in the current study, possible reasons for 

this finding have been shown in past studies to include greater experiences of minority-

related stressors (e.g., less access to mental health services) or greater acculturation stress for 

minorities, especially for those who have limited social and emotional supports (Fischer, 

2007).  
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Regarding the association between RS and increase in internalising symptoms, this 

was also consistent with hypotheses and past studies. Thus, these findings suggest that RS 

acts as a significant risk factor for older adolescents’ and young adults’ depressive and 

anxious symptoms both concurrently and longitudinally (Gardner & Zimmer-Gembeck, 

2018; McDonald et al., 2010; Thomas & Bowker, 2015; Zimmer-Gembeck, 2015). Our 

findings therefore also support that youth who are more likely to perceive and attribute 

rejection in others’ intentions are more vulnerable to reporting increased symptoms (Chango 

et al., 2012; Levy et al., 2001; Peters et al., 2016), possibly because of a myriad of reasons. 

For example, high-RS youth may feel more emotionally overwhelmed in situations where 

they perceive rejection, may internalise such feelings and not readily express them for fear of 

even further rejection, may blame themselves for such experiences, and may also react more 

poorly in response to these feelings by using maladaptive coping responses such as social 

avoidance (Levy et al., 2001; Gardner & Zimmer-Gembeck, 2018; Rudolph & Zimmer-

Gembeck, 2014; Zimmer-Gembeck, 2015), all of which increases risk for increased 

symptomology over time.  

The third and final key finding related to higher levels of cognitive reappraisal 

weakening the concurrent (T1) relations of negative parenting with internalising symptoms. 

Though not fully protective, as the relationship was still significant at high levels of 

reappraisal, this buffering effect was consistent with our hypotheses and previous studies 

(Dryman & Heimberg, 2018; Gross, 2013; Zahniser & Conley, 2018). Thus, as expected 

those with greater capacity to reappraise stressful experiences are more likely to report less 

symptoms primarily because they may be better able to downregulate the stressful feelings 

that arise from such stressors, in this case, interactions with parents who are highly negative, 

coercive or psychologically controlling. Consistent with the process model of ER, this 

process may occur early enough in the emotion-generative process for youth to be better able 
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to engage in more active efforts to either resolve the stressful experience or to repair the 

emotional distress that occurs as a result of the stressful experience (Dryman & Heimberg, 

2018; Gross, 2013; Gross & John, 2003). The identification of reappraisal as a personal 

resource that can buffer the effects of this interpersonal stressor is particularly important 

given that many youth in their late teens and mid-20s often still rely heavily on their parents 

resources when they leave home, or continue to live with them during this time of 

development (such as was the case for 54% of our participants). Therefore, if interactions 

with parents are highly negative, the intentional use of reappraisal may prove helpful in 

mitigating against this stress and reducing the likelihood of emotional distress, at least in the 

short-term.  

Despite this significant finding of reappraisal as a protective factor in the concurrent 

relations of parenting and internalizing symptoms, contrary to our hypotheses, neither 

reappraisal nor coping flexibility buffered against the temporal effects of negative parenting 

or RS, and did not boost the effects of positive parenting. We offer two suggestions that may 

explain these findings. Firstly, measures used in this study for reappraisal and coping 

flexibility speak broadly about regulating stress and perceived problems. However, as stress 

and coping researchers have advocated (e.g., Skinner, Edge, Altman, & Sherwood, 2003), 

coping efforts need to be assessed by measures tailored specifically to the examined stressor 

to enhance the utility of the results. Therefore, assessment of adaptive coping responses 

specific to experiences of rejection or parenting stress, would possibly prove more useful in 

this endeavor, as previous research has indicated that adaptive coping strategies are more 

contextually bound than maladaptive coping strategies are (Aldao & Nolen-Hoeksema, 

2012).  

Secondly, and more specific to the toxic effects of RS, when this cognitive-affective 

bias becomes activated in stressful encounters, becoming overwhelmed by feelings of hurt 
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and anger may make it highly difficult to reappraise one’s perception of the event, or may 

compromise one’s feelings of efficacy in flexibly selecting among a myriad of strategies to 

effectively regulate these feelings of stress. One study, for example, demonstrated that the 

efficacy of strategies and regulatory effort from the individual varies on the intensity of the 

stressor context, with sometimes a single strategy being more effective in rebounding from 

stress than multiple strategies (Szasz et al., 2018), and another showing that when considered 

among other strategies, neither the implementation of reappraisal nor its variability across 

stressors significantly impacted on symptoms (Aldao & Nolen-Hoeksema, 2012). 

Consequently, it may have been that our choice in using two measures that broadly focus on 

stress without tailoring it specifically to problems of parenting and rejection, along with 

coping responses that require greater cognitive demands in its usage, which may not always 

be accessible under high-intense conditions, may have contributed to no temporal interactions 

being found. Therefore, future research can consider utilising a standardised measure of 

adaptive coping responses to these stressors, similar to the measure used in assessing for 

adaptive and maladaptive coping responses to peer rejection threat by Zimmer-Gembeck 

(2015). Future studies may also want to consider a broader range of adaptive coping 

responses, inclusive of acceptance, mindfulness and accessing social support, since all these 

strategies have demonstrated efficacy in responding to interpersonal stress (Aldao & Nolen-

Hoeksema, 2012; Peters et al., 2016; Seiffge-Krenke, 2011; Skinner & Zimmer-Gembeck, 

2016).  

In addition to the above-mentioned study limitation of the scope of the coping 

measurement, the findings highlight two other limitations and several implications for the 

understanding of ways in which youth can cope with the interpersonal stressors of parenting 

and sensitivities about rejection. Firstly, all of the data in the study were collected using self-

report methods, possibly inflating associations due to common method variance. Secondly 
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despite our sample being relatively diverse and recruited from a range of subject areas in a 

large urban university, the inclusion of only university students may limit the generalisability 

of these findings.  

Taken together, the findings of the study revealed that negative parenting is a 

concurrent risk for internalising symptoms even in late adolescence and young adulthood, 

and also that the personal strengths of reappraisal and coping flexibility seem promotive of 

fewer symptoms when examined concurrently. However, it was endorsing an ethnicity other 

than white and sensitivity to rejection that foreshadowed an increase in symptoms over time. 

Furthermore, the findings also identified the potential of reappraisal to partially protect 

against the effects of negative parenting and internalising symptoms, at least when assessed 

concurrently. As such, reappraisal may act as a valuable resource, especially during this time 

of development where shifts in the quality of parental interaction may be highly normative, in 

helping to reduce the stress associated with negative parenting. It may then be that 

considering ways to explicitly develop this resource, possibly by considering the use of 

seminars focused on emotional well-being, can be a useful endeavor, especially for ethnic 

minorities, to assist in reducing internalising symptoms. Additionally, these findings provide 

additional considerations (e.g., the importance of selecting stressor-specific measures of 

coping responses) that may help advance the literature in identifying additional adaptive 

coping responses that youth can utilise to cope with the inevitable challenges of interpersonal 

stress during this time of development. 
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Summary of Chapter 8 

Study 4 (Chapter 8) addressed the first, second, and fourth research goals (see Chapter 

4). The first and second goals were specifically addressed by simultaneously examining 

indices of positive and negative parenting, alongside RS, as concurrent and temporal 

correlates of symptoms of depression and anxiety among older adolescents and young adults. 

The fourth goal was specifically addressed by examining the roles that coping flexibility and 

cognitive reappraisal may play in conditioning the concurrent and temporal relations of 

parenting and RS with internalising symptoms. Firstly, the findings revealed that youth who 

reported more negative parenting, less reappraisal and fewer strategies to deploy when coping 

with stress, reported more symptoms in concurrent data analyses only (i.e., T1). Secondly, 

youth who endorsed ethnicity other than white and those who reported an elevated perception 

of RS at T1 were found to increase in symptoms over a period of one-year. Thirdly, in the T1 

cross-sectional analysis, youth who were high in cognitive reappraisal, relative to low, were 

buffered to some extent against the elevated symptoms linked to negative parenting. Though 

there were no significant interactions of reappraisal or MCSU with parenting and RS when 

tested in the models of internalising symptoms, these findings revealed two central 

implications. First, reappraisal may act as a valuable resource in the short-term by helping to 

reduce the stress associated with negative parenting. Second, greater methodological 

considerations with regards to selecting stressor-specific measures of coping responses are 

necessary to further advance the literature in identifying how young people cope with 

interpersonal stress during this time of development.  
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CHAPTER 9 

GENERAL DISCUSSION, IMPLICATIONS AND CONCLUSION 

The overarching purpose of this thesis was to apply the rejection sensitivity (RS) 

framework to test a model that specifically accounts for how interpersonal experiences 

(studied here as parenting practices of rejection, psychological control, coercion, warmth and 

autonomy support), biased perceptions and beliefs regarding interpersonal exchanges (i.e., 

RS), and intrapersonal vulnerabilities (i.e., maladaptive socio-emotional responses) all play a 

role in elevated internalising symptoms for older adolescents and young adults. Notably, the 

RS model (Downey & Feldman, 1996; Levy et al., 2001), which suggests these factors as 

unfolding risks for the development of internalising symptoms, was applied to older youth. 

Protective regulatory strategies of cognitive reappraisal and coping flexibility, expected to be 

beneficial for both lowering internalising symptoms and protecting against the risk of other 

interpersonal and intrapersonal factors, were also considered and tested in multiple cross-

sectional and longitudinal models. Even more broadly, the RS model was considered given 

that it is consistent with a developmental psychopathology perspective (Cicchetti & Rogosch, 

2002), whereby elevated reports of internalising psychopathology are affected by complex 

and interrelated personal and environmental risk factors. Further too, protective factors were 

explored, as these may minimise developmental increases in symptomology by interacting 

with the risk factors in complex ways.  

Chapter 1 provided an overview of the rational behind the research by highlighting the 

importance of parenting and aspects of the relational self that arise out of the parenting 

context for human development, emotional well-being and psychopathology. Chapter 2 

introduced RS as a theoretical framework that links parenting, a relational self that is more 

specifically attuned to experiences of rejection (i.e., RS), and socio-emotional responses that 

can be implicated in better accounting for the risk of elevated internalising symptoms for 
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individuals across the lifespan. Chapter 3 focused on theory and research underlying several 

regulatory capacities that were expected to either increase risk (i.e., emotion dysregulation, 

emotional suppression, and social avoidance) or attenuate risk (i.e., cognitive reappraisal and 

coping flexibility) of negative parent-child relationships or RS for elevated internalising 

symptoms. Chapter 4 more explicitly outlined four research goals, the focus of each study 

that comprised the research, and a brief summary of the rationale for considering the roles 

that age and sex play in the variables under investigation.  

Chapters 5, 6, 7 and 8 presented four empirical studies. Study 1 (presented in Chapter 

5) tested a comprehensive RS-model among a large sample of older adolescents and young 

adults. SEMs identified serial-mediation pathways of risk stemming from parenting practices 

and RS onto elevated depressive and anxious symptoms. Study 2 (presented in Chapter 6) 

extended on these findings by examining the temporal risk that RS plays for increased 

internalising symptoms over a one-year time span via heightened emotional dysregulation, 

expressive suppression, and social avoidance. Furthermore, this study examined bi-

directional relations between these ER-deficits and internalising symptoms based on theory 

indicating that both may reciprocally relate creating bi-directional influences over time.  

Study 3 (presented in Chapter 7) investigated the moderating effects of three 

components of the self-perceived capacity for flexibly coping with stress (i.e., multiple 

coping strategy use, situational coping, and coping rigidity). Coping flexibility subscales 

were examined as potential moderators of the concurrent relations between several regulatory 

strategies (emotion dysregulation, suppression, social avoidance, and cognitive reappraisal) 

and internalising symptoms. Finally, Study 4 (presented in Chapter 8) examined the 

moderating effects of cognitive reappraisal and coping flexibility (i.e., multiple coping 

strategy use) on the concurrent and temporal associations of parenting, RS, and internalising 

symptoms over a one-year time span.  
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Overarching Study Findings 

Many specific findings were discussed within each study (Chapters 5-8). However, 

when all studies are taken together, there are three overarching findings to describe and 

discuss in more detail here. Firstly, though all parenting practices were concurrent and 

temporal correlates of youths’ internalising symptoms in the correlational analyses, it was the 

anxious expectations of rejection that typically arise out of negative interpersonal contexts 

that were unique risk factors for symptoms over time. Secondly, maladaptive socio-emotional 

responses of emotional dysregulation (or dysregulated emotional expression), suppression, 

and social avoidance also confer additional and unique risk for more elevated symptoms 

when measured concurrently. Further, these socio-emotional responses also partially account 

for the increased risk of elevated perceptions of RS and greater symptoms over time. 

Additionally, cognitive reappraisal was uniquely associated with fewer internalising 

symptoms and partially moderated the cross-sectional risk of negative parenting for 

internalising symptoms. Thirdly, coping flexibility may be a specific resource for youth, 

which seems important to consider alone as a resource but also in conjunction with other 

beliefs about personal capacity to manage stress or other ways of responding to threat.  

General conclusion 1: Parenting and RS as risk factors for increased 

internalising symptoms. In the research reported here, risks for more elevated internalising 

symptoms among youth were examined. These risks included negative (i.e., rejection, 

coercion, and psychological control) and positive (i.e., autonomy support and warmth) 

parenting practices. As shown in Studies 1 and 4, youth who reported more negative and 

fewer positive parenting practices had a higher level of internalising symptoms, when both 

parenting and symptoms were measured concurrently. However, only reports of negative 

parenting (and not positive parenting) appeared to be uniquely relevant for such symptoms 

(as seen in Study 4). These findings indicate that reports of high rejecting and autonomy-
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restrictive parenting and low warmth and autonomy supportive parenting do co-occur with 

RS and adolescents’ and young adults’ symptomology, as would be expected based on 

previous research (Kouros et al., 2017; Moran et al., 2018; Nelson et al., 2011; 2015). Thus, 

although peer and romantic relationships are described as becoming more salient for youth 

during late adolescence and young adulthood (e.g., Oudekerk et al., 2015; Shulman & 

Connolly, 2013), the current findings suggest that parent-offspring interactions have been, 

and probably also remain, important for adolescents’ and young adults’ internalising 

symptomology. At least when examined at the same point in time, parental relationships 

characterised by greater autonomy support and warmth appear relevant for lowered 

symptomology, possibly because these interactions help youth during this time to feel more 

self-reliant, autonomous and capable to accomplish the myriad of developmental tasks and 

social stressors of this time, while not compromising the parent-child relationship (Kouros et 

al., 2017; Moran et al., 2018; Nelson et al., 2011). However, more rejecting and autonomy-

restrictive parenting compromises adolescents’ and young adults’ abilities to cope with 

normative developmental tasks while managing the stressful aspects of the parenting 

relationship, and also undermines the young person’s desires for autonomous growth.  

Relationships with parents seem to also be important more indirectly via their 

covariance with youth’s beliefs and perceptions about relationships, whereby these beliefs are 

also relevant to explaining internalising symptoms. In particular, the cognitive-affective 

processing bias referred to as RS appears to be an individual vulnerability for youth. As 

revealed by Studies 1, 2, and 4; youth higher in RS had higher concurrent internalising 

symptoms and showed greater increases in symptoms over time. As suggested by RS theory 

(Ayduk & Gyurak, 2008; Meehan et al., 2018; Özen & Güneri, 2018), this RS may be 

detrimental because it acts as a relatively stable personality trait over time that is marked by 

negative interpretations of ambiguous interpersonal experiences and helps to generate a series 
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of maladaptive emotional and behavioural outputs shaped primarily by the individual’s 

motives, emotions, experiences, and expectancies. Therefore, despite high-RS adolescents 

and young adults possibly wanting and valuing safe and secure relationships with others 

(Meehan, Cain, Roche, Clarkin & De Panfilis, 2019), this stable processing vulnerability may 

continuously distort social experiences, leading to maladaptive responses and increased 

likelihood of aversive social experiences over time. Such a pattern therefore strengthens the 

RS-bias, making it more likely that these beliefs (even more so than contemporary social 

stressors) will increase the likelihood of experiencing heightened feelings of depression and 

anxiety over time. Therefore, consistent with the results of Study 4, RS is a core vulnerability 

that when examined simultaneously with sources of interpersonal stress (i.e., positive and 

negative parenting), is more likely to predict an escalation of symptoms over time.  

General conclusion 2: Emotional and behavioural responses as mechanisms and 

moderators for internalising symptoms. Consistent with research in the areas of coping, 

and emotion- and self-regulation (Compas et al., 2017; Gross, 2013; Mikulincer & Shaver, 

2019; Skinner & Zimmer-Gembeck, 2016; Thompson, 2019; Zimmer-Gembeck & Skinner, 

2011), the ways in which youth regulate emotions and cope with stressors are important 

mediators and moderators of the impact of stress on current and future emotional adjustment. 

Across Studies 1 – 3, specific responses of dysregulated emotional expression (i.e., emotion 

dysregulation), suppression, and social avoidance were examined and, for the most part 

(excepting suppression in some multivariate models), youth who reported more of these 

cognitive-affective and behavioural responses also reported more elevated internalising 

symptoms. These findings were consistent with the extant literature (e.g., Brenning & Braet 

et al., 2013; Clear et al., 2019; Dryman & Heimberg, 2018; Folk et al., 2014; Schäefer et al., 

2017), but also fit well within the original RS framework (see Figure 1 in Chapter 2). More 

specifically, parenting and RS are associated with these three responses (see Studies 1 and 2), 
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these responses independently confer risk for more elevated symptoms (see Studies 1, 2, and 

3), these responses partially account for the positive associations between RS and more 

elevated symptomology (see Studies 1 and 2). These findings suggest that youth who report 

more RS, along with youth who perceive more rejecting and autonomy-restrictive parenting, 

are more likely to also experience more difficulties managing negative emotional experiences 

and demonstrate more disengaged coping when experiencing difficulties (Chango et al., 

2012; Meehan et al., 2019; Peters et al., 2015; Seiffge-Krenke & Persike, 2017). In short, the 

inclusion of this set of cognitive-affective and behavioural responses within the RS model 

appeared to identity a number of mechanisms of risk for internalising symptomology.  

Furthermore, in accordance with the third research aim to examine protective or 

beneficial responses that could serve to reduce internalising symptoms, one adaptive response 

(i.e., cognitive appraisal) was shown to be uniquely associated with fewer symptoms when 

considered simultaneously with other responses (see Study 3) or with interpersonal stressors 

(see Study 4). Furthermore, reappraisal also partially protected against the cross-sectional 

impact of negative parenting on youth’s internalising symptoms (see Study 4), indicating its 

relevance as a protective factor. Reappraisal has often been touted as an adaptive strategy for 

reducing emotional distress (e.g., Dryman & Heimberg, 2018; Gross, 2013), partially because 

it occurs early enough in the emotion-generative process to reduce the emotional impact of a 

stressful experience, thereby aiding the individual to potentially utilise more adaptive 

regulatory responses (Gross & John, 2003; Gross & Thompson, 2007). The findings in 

Studies 3 and 4 were consistent with this model of explanation as cognitively reappraising 

negative emotions was uniquely relevant for lowered symptoms in the short-term. However, 

this strategy may be cognitively taxing on youth to consistently maintain in the face of 

ongoing stress, especially for those who may also experience poorer executive functioning 

ability and who have less personal and social resources for coping with ongoing stress 



RS and Internalising Symptoms in Youth 163 
 

(Gross, 2013; O’Rouke et al., 2018). As such, reappraisal may not be the best strategy to 

deploy amid ongoing and intensely demanding emotional stressors. Taken together, our 

findings across all four studies indicate the continued relevance of emotional and behavioural 

regulatory strategies as protective against, or increasing risk, of elevated symptomology for 

adolescents and young adults.  

General conclusion 3: Coping flexibility as a potential resource for youths’ 

emotional wellbeing. When participants’ self-perceived capacity for flexibly coping with 

stress was considered in Studies 3 and 4, the findings revealed differential associations 

between each of the three subscales of flexible coping with one or more of positive and 

negative indices of parenting, socio-emotional responses and regulatory strategies, RS, and 

internalising symptoms. More specifically, one subscale, the self-perceived capacity for 

multiple coping strategy use (MCSU), was associated with lower emotion dysregulation, RS, 

negative parenting, social avoidance and greater cognitive reappraisal and positive parenting. 

Further, a second subscale, coping rigidity, was associated with more dysregulation, 

suppression, and social avoidance. The third subscale, situational coping, was associated with 

greater cognitive reappraisal. Furthermore, Study 3 revealed that each coping flexibility 

subscale significantly conditioned the association of emotion dysregulation, cognitive 

reappraisal and social avoidance with youths’ internalising symptoms. However, as found in 

Study 4, one’s perceived capacity for MCSU did not condition either the concurrent or 

temporal associations of parenting, RS, and internalising symptoms in multivariate models.  

These findings appear relatively consistent with the larger literature on the flexibility 

hypotheses inherent in the stress-coping process (Bonanno & Burton, 2013; Bonanno et al., 

2004; Cheng, 2001, 2003; Cheng et al., 2014). More specifically, the significant interactions 

supported in Study 2, reveals that each component of this self-perceived capacity has 

potential for altering the associations of either adaptive or maladaptive regulatory strategies 
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with symptoms of depression and anxiety; providing a novel finding within the extant 

literature. Adolescents’ and young adults’ who reported higher capacities for flexibly coping 

with stress (i.e., higher MCSU and lower coping rigidity) reported weaker relations of social 

avoidance and emotion dysregulation with symptoms, compared to those lower in these 

capacities. Additionally, youth who reported higher capacities for flexibly coping with stress 

(i.e., higher MCSU and situational coping), reported more negative relations of reappraisal 

with symptoms, compared to those lower in these capacities (see Study 2). As such, these 

three components significantly modified the effect of each strategy with symptoms, 

consistent with Lazarus and Folkman’s (1986, 1987) classic transactional theory of stress and 

coping, and later conceptual models of the flexibility process (e.g., Bonanno & Burton, 2013; 

Cheng et al., 2014).  

Future research might extend on these findings by considering the three components 

of self-perceived coping flexibility as aids to the unfolding process of responding to stress, 

which may be comprised of several abilities that co-exist within a sequential process that 

occur when facing stressful demands. For example, Cheng et al. (2014) advocates for three 

sequential stages that comprises the coping flexibility process. These include the planning 

stage, the execution stage, and the feedback stage. In the planning stage, individuals seek to 

better understand a stressful experience and intentionally decide which strategy would be 

most helpful in successfully managing the nuances of the stressful experience (Cheng et al., 

2014, pp 1598). Here, a greater capacity for situational coping may be most important 

whereby the individual is better able to perceive contextual cues when a stressful experience 

occurs, taking note of both the threatening and challenging aspects of the stressor, in order to 

determine the most appropriate regulatory strategy to select. In the execution stage, the 

individual then deploys a chosen regulatory strategy. In this stage, the individual requires the 

ability to evaluate the efficacy of the strategy in dealing with the demand and have access to 
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several types of strategies to alternate between should the chosen strategy be ineffective 

(Cheng et al., 2014, pp 1598). Therefore, in this stage, greater perceptions of multiple coping 

strategies that might best match the specific demands of threat and challenge of the 

situational stressor may be required. In the final feedback stage, the individual engages in a 

continual monitoring of their internal and external environments to ensure that the chosen 

strategies are continually effective under varying conditions of the demand (Cheng et al., 

2014, pp 1598). Here, being less rigid in the deployment of the specific strategy, but instead 

closely monitoring and being responsive to cues about the efficacy of the chosen strategy to 

adjust one’s response would be beneficial. The findings in the present studies of coping 

flexibility were consistent with such theoretical models of coping flexibility and further 

underscore that this capacity is a resource when considered alongside specific regulatory 

strategies and emotional adjustment. However, as the findings from Study 4 reveal, this 

capacity (at least multiple coping strategy use) may be more nuanced and specific to 

particular stressors, and as such, requires further testing as a stressor-specific resource, rather 

than a general resource that is equally beneficial across all types of stressors. 

Recommendations for Future Research  

Following from these three general conclusions, five recommendations for future 

research emerge from the current study findings. First, longitudinal assessments considering 

more than two time-points are required to further examine the RS-internalising link within 

the broader RS model as youth progress into adulthood. Using more advanced longitudinal 

analyses (e.g., multi-level modelling, growth curve analyses or longitudinal panel designs) 

would prove helpful in advancing the literature forward by examining within-person changes 

in anxious-RS over time, and between-person linkages with socio-emotional responses, social 

experiences, and internalising symptoms across time. Second, the current research focussed 

on anxious-RS, but given differential effects shown for angry expectations of rejection (e.g., 
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Gao et al., 2019; Zimmer-Gembeck et al., 2016), future research can consider greater 

expansion of mechanisms of this bias for externalising symptoms.  

Third, another recommendation to advance the RS literature, is to consider more 

adaptive intrapersonal responses in future models that are examined in a standardised and 

stressor-specific manner, such as the ones used in Zimmer-Gembeck (2015) and Zimmer-

Gembeck and Skinner (2015). These studies should also consider interpersonal attempts at 

regulating stressful experiences, as other research has emphasised the role of interpersonal 

regulation, as distinct regulatory efforts, and psychopathology symptoms (Williams, Morelli, 

Ong, & Zaki, 2018).  

Fourth, while the measure of emotion dysregulation used in the current research has 

been considered a reliable and valid indicator of ER deficits in previous studies focused on 

the SDT conceptualisation of ER (Brumariu et al., 2012; Roth et al., 2009; Ryan et al., 2006), 

the strength of the associations with internalising symptoms revealed across the studies 

indicate the necessity for further methodological clarification. That is, future studies should 

consider if this measure is tapping emotion regulation capacity, rather than capturing 

emotionality and internalising symptomology. Nonetheless, prominent ER theorists (e.g., 

Thompson, 2019; Zeman, Shipman & Penza-Clyve, 2001) indicate that dysregulated 

emotional expression is conceptually and empirically distinguishable from symptoms of 

psychopathology.  

Fifth, future attempts at expanding on the ways in which coping flexibility can act as a 

specific resource for youth are necessary. These attempts could address three questions. The 

first would be to examine the development of coping flexibility and facilitators of 

development, by conducting longitudinal examinations with a younger age group and 

capturing the intrapersonal and interpersonal factors that facilitate or impede development. 

The second question concerns the stability or change in the three components of coping 
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flexibility as the three components might follow different developmental patterns or 

timelines. Finally, the third question concerns conceptualisation and assessment. Future 

research could further consider how coping flexibility relates to other regulatory capacities 

and executive functioning abilities.  

Theoretical and Practical Implications  

Theoretical implications. The current research contributes to theoretical 

understanding of RS and its application to the maintenance of internalising symptoms among 

older youth. Firstly, the findings demonstrate that RS continues to act as a specific 

vulnerability for depressive and anxious symptoms, partially as a result of maladaptive socio-

emotional responses. The examination of a novel set of cognitive-affective and behavioural 

responses highlight that, along with a commonly examined mechanism of risk (i.e., social 

avoidance), failures to effectively regulate the affective experiences that stem from this bias 

are relevant in understanding elevated symptomology. This is especially so as dysregulated 

emotional expression appears to be a stronger correlate of symptoms compared to emotional 

suppression and social avoidance. These findings are consistent with research in the coping 

and ER fields (Meechan et al., 2018; Thompson et al., 2019; Zimmer-Gembeck et al., 2011). 

These fields suggest that emotional reactions, and failures to regulate these emotional 

reactions, that occur when the biased beliefs and perceptions of RS are activated are an 

important aspect of high-RS youths’ experience. Indeed, difficulties in regulating emotions 

are a key risk in the development and maintenance of internalising symptomology (Aldao et 

al., 2010; Dryman & Heimberg, 2018; McLaughlin et al., 2011), and as such can help explain 

individual differences in RS and internalising symptoms across the lifespan. In this way, the 

current research findings speak to the mechanisms through which anxious-RS may continue 

to be relevant beyond the second decade of life, especially for elevated internalising 

symptomology.  
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A second major contribution of the current research findings extends theoretical work 

in the field of coping flexibility. As described in Chapter 3, a great deal of variability exists in 

how this construct is conceptualised and measured within the literature. However, findings 

provide preliminary empirical support that a measure of one’s self-perceived capacity for 

flexible coping offers a conceptually sound assessment of this construct. As a result, coping 

flexibility is arguably relevant when studying stress, coping and internalising symptoms. 

More specifically, the three components of coping flexibility use in this thesis – MCSU, 

situational coping, and coping rigidity – relate in expected ways with other measures of ER 

and internalising symptoms, and findings are consistent with classic theories of stress and 

coping (Lazarus and Folkman, 1987) and with more contemporary processes underlying the 

flexibility hypotheses (Bonanno & Burton, 2013; Cheng et al., 2014). In this way, the 

findings contribute to an emerging literature focusing on flexibility as a strength that can aid 

stress responding and wellbeing. 

Practical implications. The current research findings are also relevant to prevention 

efforts to build youth strengths, which might seek to build youth strengths including cognitive 

reappraisal and coping flexibility. Likewise, findings speak to intervention and treatment 

efforts for youth who may be at risk for heightened internalising problems. The findings from 

Studies 1 – 3 reveal important mechanisms of change that can be directly targeted for youth 

in primary and secondary settings (e.g., schools, community centres or treatment centres). 

Preventative efforts might directly target the reduction of maladaptive socio-emotional 

responses, measured here as emotional dysregulation, suppression, and social avoidance, 

which independently confer risk for elevated symptoms. Inclusion of teaching strategies 

which seek to  increase youths’ emotional awareness and understanding, teach effective ways 

of appropriately managing emotions of sadness and anxiety (e.g., acceptance or reappraisal), 

and more active and engaged coping strategies (e.g., problem-solving or seeking social 
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support) could be practical applications for preventing increased mental health difficulties 

among youth (Folk et al., 2014; McLaughlin et al., 2011; Zimmer-Gembeck, 2015; 2016). 

While it may be harder to specifically identify youth with greater anxious expectations of 

rejection, preventative efforts can be targeted for youth who experience greater teasing, 

exclusion, and victimization, or youth with more rejecting and autonomy-restricting 

parenting, as these are all central correlates of anxious-RS across development (Downey et 

al., 1998; Gao et al., 2019; Zimmer-Gembeck et al., 2014).  

Along with implementing efforts to directly reduce maladaptive socio-emotional 

responses to stress, explicitly teaching youth to be more flexible in their deployment of 

coping strategies across stressor demands may also be relevant. Here, enhancing capacities 

for flexible coping, while simultaneously reducing rigidity in coping may prove beneficial in 

reducing symptoms rather than solely rely on more adaptive socio-emotional responses. 

Schools, for example, are an ideal setting to promote such teachings within existing social-

emotional learning (SEL) programs. Interactive exercises such as role plays, team-building 

challenges, critical thinking games and activities, or virtual reality technologies might be 

included to better enhance such learning. As such, preventative efforts could also directly 

include explicit teachings that not all strategies will be effective against all difficulties, and 

how to better navigate these differences by monitoring internal and external cues and 

responding appropriately to that feedback (Cheng, 2003; Kashdan & Rottenberg, 2010; 

Thompson, 2019). 

Such efforts, however, may not be as effective in reducing risk of mental health 

difficulties among youth with deeply entrenched RS biases, or youth who are highly 

victimised or socially isolated. For these young people, clinical interventions directly 

targeting both the interpersonal and intrapersonal risk factors identified by this, and other, 

research (e.g., Di Gunta et al., 2018; Folk et al., 2014; Zimmer-Gembeck et al., 2016) may be 
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helpful. Though only recently have scholars considered how a RS framework can be 

comprehensively included within a clinical treatment model (e.g., Meehan et al., 2019), 

several of the links identified within the original RS model presented in Chapter 2 and 

expanded upon in the current research might inform intervention or treatment efforts. While 

current interactions of rejecting and autonomy-restrictive experiences (by parents or others) 

may largely be outside of one’s control, the expectancies, biases, and socio-emotional 

responses which flow from these experiences can be reduced through clinical interventions, 

such as cognitive-behavioural therapies (CBT), mindfulness and acceptance-based therapies 

(ACT), and interpersonal psychotherapies (IPT), or mentorship programs focusing explicitly 

on increasing more adaptive SEL competences. These types of treatment interventions all 

include strategies that directly target more realistic or flexible thinking, reducing negative 

socio-emotional responses and increasing active approach and acceptance based responses, 

and explicitly teaching more adaptive social and relationship development skills.  

Two recent examples are offered from case studies focused on reducing internalising 

symptoms among at-risk youth. In one study, the combined focus of resolving an 

interpersonal dispute (e.g., through fostering realistic expectations of social relationships, 

beneficial social support, and effective communication), while also teaching mindfulness 

strategies (e.g., guided breathing and mindfulness relaxation) proved beneficial in reducing 

symptoms of depression and anxiety and repairing the interpersonal dispute at a one-month 

follow up assessment (Mahan, Swan, & Macfie, 2018). Additionally, focusing on a 

transdiagnostic treatment approach of teaching adaptive strategies of increasing emotional 

awareness and understanding, increasing flexible thinking, problem-solving, and approach-

based coping proved helpful in reducing symptoms of depression and social anxiety for an 

adolescent displaying increased expectancies of rejection and exclusion in social settings 

(Sherman, Tonarely, & Ehrenreich-May, 2018). While these studies did not assess RS, they 
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point to useful future directions for helping young people foster more realistic and flexible 

expectancies when experiencing aversive social experiences, adaptive ER and coping 

strategies, and direct attempts at resolving interpersonal difficulties; all of which could prove 

beneficial for high-RS youth.  

Conclusion  

It is common for adolescents and young adults to experience increased relational 

stress because of changes in the quality of relationships, entry into new social relationships, 

relationship dissolutions and experiences of social rejection, exclusion, and isolation. Though 

each of these are normative experiences during this developmental period (Seiffge-Krenke, 

2011; Shulman & Scharf, 2018; Zimmer-Gembeck, 2016), some youth are at greater risk of 

responding poorly to such stressful experiences or having a greater emotional fallout after 

experiencing such interpersonal stress. Taken together, findings from the four studies 

conducted for this thesis indicate that, for older adolescents and young adults, experiences of 

rejecting and autonomy-restrictive parenting, along with heightened beliefs and expectancies 

of rejection serve as simultaneous but independent sources of risk for increased internalising 

difficulties. Reports of parents as more rejecting and autonomy-restrictive (and lower in 

warmth and autonomy support) were found among youth with elevated symptoms cross-

sectionally. Thus, experiences of parenting are still relevant for older adolescents and young 

adults’ mental health. Nonetheless, having a relational schema of anxiously expecting and 

defensively over-reacting to signs of rejection placed youth at even greater risk of increased 

internalising symptoms over time. Therefore, current negative social experiences, along with 

the internalised history and expectancies of rejection that have occurred over earlier 

development are both likely to increase young people’s internalising symptoms and 

difficulties with effectively coping with normative stressful experiences.  
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Considered more broadly, such interpersonal stressors are likely to undermine young 

people’s capacities to cope effectively with developmental tasks and may hinder additional 

emotional and interpersonal resources that are important for adaptive development. As such, 

increases in stressors, and the resulting impact on adolescents’ and young adults’ coping, may 

be central mechanisms that can account for the onset, increase or alleviation of internalising 

psychopathology. Nonetheless, in the midst of environmental and interpersonal stressors, 

young people may still develop personal resources that increase their overall sense of 

resilience. The current research findings indicate that cognitive reappraisal and coping 

flexibility may be specific resources, among others, that independently reduce the risk 

associated with interpersonal stressors. In this sense, the findings provide a framework that 

can be helpful in considering several developmental processes that may indicate when and 

how young people will experience heighted psychopathology in the face of interpersonal risk. 

Of course, young people are not passive recipients of their social experiences, and so 

continued examination of the multiple ways in which young people respond to interpersonal 

stress will inform risk for psychopathology, as well as identify and support young people’s 

emerging capacities to thrive despite adversity.  
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Appendix A  

 
 

 

Project Title: Healthy Emotions and Relationships Project (HEARp) 
Chief Investigators: Professor Melanie Zimmer-Gembeck, School of Applied Psychology, Gold  

Coast, Telephone: (07) 5678 9085, Email: m.zimmer-

gembeck@griffith.edu.au.  

 

Dr Kathryn Modecki, School of Applied Psychology, Mt. Gravatt, 

Telephone: (07) 3735 3375, Email: k.modecki@griffith.edu.au.  

 

Student Investigator: Alex Gardner, PhD. Candidate, School of Applied Psychology, Gold Coast, 

Telephone: (07) 5678 9105, Email: alex.gardner@griffithuni.edu.au.  

 

INFORMATION FOR PARTICIPANTS 

Dear Participant, 

 

The aim of this research is to investigate university students’ perceptions of their parents’ behaviour 

and how this relates to their own emotional and relational experiences during their transition to 

university. All Griffith University students within the age of 17-25 years old are eligible to participate. 

You have been selected because you are a current Griffith student within this age range. This survey is 

a part of Alex Gardner’s research for his candidature in the PhD in Clinical Psychology programme.  

 

What you will be asked to do 

Participation in this study involves answering questions relating to yourself, your perceptions of the 

relationship with your parents, your experiences and relationships with your friends and romantic 

partner (if you have one) and your emotional wellbeing. This will take about 35 minutes to complete 

and your responses will remain confidential. Reports of the findings of the study will not contain 

information identifying any individual respondent. This is a longitudinal study, and participation during 

the second phase of the study (one year from now) will also be requested. Additionally, contact 

information for a parent/carer will be asked, so that we can also gather information related to their own 

perceptions. Furthermore, all research data will either be password protected or be stored and retained 

in a locked filing cabinet in the chief investigator’s office at Griffith University for five years before 

being destroyed. 

 

The expected benefits of the research 

By participating in this study, you will be contributing to knowledge relating to family life and 

developmental experiences that can support future university students. Participation is completely 

voluntary. If you choose not to participate, there will be no penalty incurred or loss of any benefits 

otherwise entitled to. If you choose to participate, you will be eligible to receive a token for your 

participation (in the form of a chocolate bar or entry into a prize draw of 20 Myers gift certificates 

ranging in monetary value from $10 – $50). You may withdraw your participation at any time, without 

penalty, and are not required to provide an explanation for your actions.  

 

Completion and submission of the questionnaire will be deemed to be consent to your 

participation in this research. Please retain this cover sheet for your own reference.  

 

Risks to yourself 

mailto:m.zimmer-gembeck@griffith.edu.au
mailto:m.zimmer-gembeck@griffith.edu.au
mailto:k.modecki@griffith.edu.au
mailto:alex.gardner@griffithuni.edu.au
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The risks associated with participating in this research are minimal. If you start to experience any 

distress when completing this questionnaire, you may wish to answer no more questions. If you 

experience any distress after completing it, please consider contacting a counsellor at Student Services 

on 5552 8734, or at Lifeline on 131114. Lifeline is a free telephone service available 24/7.  

 

Questions/Further Information 

If you have concerns or require further information, please contact Professor Melanie Zimmer-

Gembeck via the contact details above. If you would like to receive summary of the study results please 

email Alex Gardner via the email address above. 

 

The ethical conduct of this research 

Any research conducted at Griffith University is conducted in accordance with the National Statement 

on Ethical Conduct in Research Involving Humans. This project has been approved by the Griffith 

University Human Ethics Committee (GU ethics reference number 2016/956). If you have any concerns 

or complaints about the ethical conduct of the research project, you should contact the Manager at 

Research Ethics on 07 3735 4375 or research-ethics@griffith.edu.au. 

 

Thank you for your time and assistance in this project.              

 

 

 

Professor Melanie   Dr. Kathryn   Mr. Alex  

Zimmer-Gembeck   Modecki   Gardner 
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Appendix B 

 

 
 

 

Project Title: Survey of Parenting Practices on University Students’ Emotional 

and Relational Experiences 
 

Chief Investigators: Professor Melanie Zimmer-Gembeck, School of Applied Psychology, Gold  

Coast, Telephone: (07) 5678 9085, Email: m.zimmer-

gembeck@griffith.edu.au.  

 

Dr Kathryn Modecki, School of Applied Psychology, Mt. Gravatt, 

Telephone: (07) 3735 3375, Email: k.modecki@griffith.edu.au.  

 

Student Investigator: Alex Gardner, PhD. Candidate, School of Applied Psychology, Gold Coast, 

Telephone: (07) 5678 9105, Email: alex.gardner@griffithuni.edu.au.  

 

We ask for your information here so that we can contact you if you receive a gift card from the prize 

draw, or to receive course credit, as well as to contact you for data collection one year from now. 

Remember all information is kept confidential. 

 

 

Your Name: _______________________________________________________________________ 

 

 

Your Email Address: ________________________________________________________________ 

 

 

Your Phone Number: ________________________________________________________________ 

 

 

Your Research Code: ________________________________________________________________ 

(Researcher will include) 
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