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CHAPTER 1

Introduction

A well-established body of research across academic disciplines has systematically documented
the diverse ways in which sexual orientation is linked to a wide range of life outcomes, including
educational attainment, the labor market, criminal justice system involvement, health, and wealth
(Liu and Reczek 2021; Magni and Reynolds 2021; Meyer et al. 2017; Mize 2006; Tilcsik 2011;
Walsemann et al. 2014). This research elucidates the multitude of disadvantages that sexual
minorities — individuals with same-sex behaviors, attractions, and non-heterosexual identities —
experience across the life course from early childhood to the tomb (Badgett, Durso, and
Schneebaum 2013; Gorman et al. 2015; Hatzenbuehler et al. 2020; Martin 2009; Uhrig 2015).
Despite the gradual increase in the social acceptance of sexual minorities and the growth of support
for and the expansion of their civil liberties over the past few decades, these inequalities continue
to endure (Andersen and Fetner 2008; Brewer 2003; Doan, Loehr, and Miller 2014; Keleher and
Smith 2012; Loftus 2001). One of the most documented and persistent domains in which sexual
minorities experience adversities is the domain of health and well-being (Hatzenbuehler et al.
2010; Meyer 2003; The Institute of Medicine 2011).

In contemporary society, sexual minorities continue to report poorer mental and physical
health relative to their heterosexual counterparts and report more barriers to health care (Gonzales
and Henning-Smith 2017; Hatzenbuehler, Phelan, and Link 2014; Hsieh and Shuster 2021; Liu
and Reczek 2021; Meyer 2003; The Institute of Medicine 2011). The persistence of health
disparities among sexual minorities fosters the necessity to embed their lived experiences within
social, cultural, and historical contexts, as the interweaving of these factors contributes to the

persistent health disadvantages observed among sexual minorities (Hatzenbuehler 2014; Herek



2010; Meyer 2003; The Institute of Medicine 2011). While I use the term sexual minorities
throughout this dissertation to collectively refer to individuals who experience marginalization
based on their non-heterosexual sexual identities, behaviors, and attractions, I recognize that sexual
minorities are a diverse group whose lived experiences are shaped by a multitude of interrelated
social factors, such as age, sex, gender, sexual orientation, race, ethnicity, nativity, socioeconomic
status, and geographic location (The Institute of Medicine 2011). Despite these important
differences, all sexual minorities endure discrimination, prejudice, and adversities based on their
sexual orientation, which is rooted in the stigmatization of homosexuality (Herek 2010; Meyer
2003).

Sexual orientation is generally understood to encompass three dimensions of the human
experience: attraction, behavior, and identity (Herek 2006; Peplau and Garnets 2000). Although
diverse sexual behaviors, identities, and expressions have existed throughout human history, same-
sex attractions, identities, and behaviors have historically been pathologized, criminalized, and
met with moral condemnation by various social, legal, and cultural institutions (Conrad and Angell
2004; Drescher 2015; Drescher 2008; Guenther 2002; Finnis 1993; Mundle, Mahler, and Bhurga
2015; Schulte and Battle 2004). Beginning in the early 20th century, scholars began documenting
the greater propensity for sexual minorities to experience more adverse health conditions than their
heterosexual counterparts (Herek 2004; Meyer 2003; The Institute of Medicine 2011). While these
early studies were instrumental in laying the foundation for contemporary research on disparities
in physical and mental health between the sexual minority population and the heterosexual
majority, they largely attributed health differentials to individual behaviors and psychological
dispositions that are innate to individuals with homosexual behaviors and tendencies (Drescher

2015; Friedman 1986; Goldberg 2001). In other words, because same-sex attraction and behaviors



are deemed “unnatural” and “deviant” expressions of human sexuality, sexual minorities, rather
than the homophobic society itself, were blamed for their adversities.

The pathological or illness model was the primary frame of scientific research for
understanding health disadvantages among sexual minorities throughout most of the 20th century.
Although the pathological model was the dominant perspective for understanding sexual minority
health and homosexuality more generally, some prominent theorists actively contested the
pathologization of homosexuality (Herek 2015; The Institute of Medicine 2011). For example,
Sigmund Freud, Alfred Kinsey, Evelyn Hooker, and George Weinberg were earlier prominent
scholars who advocated that homosexuality was a natural part of human sexual variation (Herek
2010). The early LGBT civil rights movement and LGBT-based organizations also played a
critical role in elucidating the social oppression of sexual minorities, increasing the visibility of
sexual minorities, and setting the foundation for the greater acceptance of homosexuality (The
Institute of Medicine 2011). However, it was not until 1973, when the American Psychiatric
Association declassified homosexuality as a mental disorder, that a scientific discipline
collectively articulated that homosexuality is a natural part of human expression (Byne 2014;
Herek 2010).

Following the declassification of homosexuality as a mental illness, the social determinants
of health approach began to gain momentum (Brooks 1981; Meyer 1995). The social determinants
of health perspective positions social factors rather than biological or psychological factors as the
primary drivers of health disparities among social groups. From a social determinant of health
approach, heterosexism, the ideological institution that promotes heterosexuality as the only
natural form of human expression, is the primary determinant of the disadvantages experienced by

sexual minorities (Herek 2004; Meyer 2003). From the time of birth, heterosexuals and sexual



minorities alike are socialized in heteronormative societies and are therefore inundated by
heteronormativity throughout their life course (Martin 2009; Solebello, and Elliot 2011; Surtees
and Gunn 2010). Heteronormativity is a byproduct of heterosexism and is observed in various
social institutions, including political, medical, educational, economic, and religious institutions
(Herek 2004; Matsick, Wardecker, and Oswakd 2020). Thus, a consequence of heterosexism is the
stigmatization of homosexuality throughout society.

Stigma was first defined as “an attribute that is deeply discrediting” that reduces someone
“from a whole and usual person to a tainted, discounted one” (Goffman 1963:3). Although the
conceptualization of stigma varies considerably, more generally, stigma occurs through the
convergence of four interrelated processes (Link and Phelan 2001; Major and O’Brien 2005;
Pescosolido and Martin 2015). First, natural differences are distinguished and labeled (e.g., skin
color, sexual orientation, and body size differences). Second, those differences are labeled
undesirable negative attributes and stereotyped. Third, those undesirable characteristics separate
the non-stigmatized from the stigmatized. Lastly, stigmatized groups experience status loss and
discrimination, leading to adverse outcomes (Link and Phelan 2001; Major and O’Brien 2005;
Pescosolido and Martin 2015). Stigma is a multidimensional concept that includes individual,
interpersonal, and structural levels of stigma (Hatzenbuehler 2014; Link and Phelan 2001).
Individual stigma is when the stigmatized accept and internalize the negative messages and
stereotypes about their stigmatized minority group. Interpersonal stigma occurs in adverse
interactions between the stigmatized and the non-stigmatized. Structural stigma refers to the macro
forms of stigma that are institutionalized in society, such as regressive laws and policies restricting
the rights of the stigmatized. Because of the pervasiveness and consequences of stigma, stigma,

like racism and socioeconomic inequality, is understood to be a fundamental cause of population



health inequalities (Hatzenbuehler et al. 2013). The dichotomy between heterosexuality and
homosexuality provides the foundation of the stigma against sexual minorities (Herek 2004).
Largely due to the institution of heterosexism that fosters sexual minority stigma, the
stigmatization of homosexuality and its consequences remains ubiquitous throughout social
institutions and in routine social interactions despite a more favorable social and legal landscape
for sexual minorities (Doan et al. 2014; Herek 2004; Liu and Reczek 2021; Magni and Reynolds
2021; Matsick et al. 2020; Meyer et al. 2017; Tilcsik 2011; Walsemann et al. 2014).

A large body of research consistently demonstrates the negative consequences of
heterosexism, specifically its impact on the health and well-being of sexual minorities (Gonzales
and Henning-Smith 2017; Hatzenbuehler 2014; Hatzenbuehler et al. 2013; Liu and Reczek 2021;
Meyer 200; The Institute of Medicine 2011; Waldo 1999). However, less well understood is how
the stigmatization of homosexuality across contexts influences disparities among diverse sexual
minorities. Much of the research on heterosexism focuses on the individual or interpersonal level
and lacks attention to how more macro-level social contexts influence health among sexual
minorities (Hatzenbuehler 2014). Furthermore, we also know little about how heterosexism
operates at the structural level to not only harm the health of sexual minorities but also how it may
operate to influence the health of the general population. Therefore, this dissertation aims to build
on the growing body of research examining the consequences of heterosexism, specifically
concerning health and well-being. I focus on stigma primarily through the theoretical lenses of
minority stress and structural stigma (Hatzenbuehler 2014; Meyer 2003). I explore the health
consequences of heterosexism in three distinct contexts: racial/ethnic communities, the

neighborhood, and the state.



STATEMENT OF THE PROBLEM
An increasing number of Americans identify as lesbian, gay, bisexual, or transgender (LGBT)
(Jones 2021). While estimates vary considerably, approximately 7.1% of the U.S. adult population
identifies as lesbian, gay, bisexual, or transgender (LGBT) (Jones 2021). In 2020, there were 258.3
million Americans over 18 (United States Census Bureau 2021). This translates roughly to about
18.4 million American adults who identify as LGBT. Within the last decade, the number of
American adults who identify as LGBT has grown substantially. In 2012, 3.5% of Americans
identified as LGBT. By 2017, 4.5% of adults identified as LGBT. This number increased to 5.6%
in 2020. The percentage of adults who identify as LGBT varies considerably across age cohorts.
One in six (15.9%) adult Generation Zers (adults between the ages of 18-25) identified as LGBT
compared to only 2% of Baby Boomers (adults between the ages of 56-76). Despite the rapid
growth in the number of Americans identifying as LGBT and the growing attention to research on
sexual minority health disparities, the causes and consequences of heterosexism remain vastly
understudied. The rapid growth in the number of Americans identifying as LGBT and the
persistence of health inequalities among this population warrants the need to continue to
theoretically and empirically investigate the adverse health consequences of heterosexism.
Within the health domain, sexual minorities experience poorer mental and physical health,
have less access and more barriers to health care, and report greater risk behaviors that can lead to
adverse health in relation to their heterosexual counterparts (Matisck et al. 2020; The Institute of
Medicine 2011). However, it is not just health; sexual minorities are disadvantaged in nearly every
life domain (Liu and Reczek 2021; Magni and Reynolds 2021; Meyer et al. 2017; Mize 2006;
Tilcsik 2011; Walsemann et al. 2014). These disadvantages persist and, in some instances, have

widened, despite the changing social and legal landscape that is more favorable towards sexual



minorities (Adamczyk and Liao 2019; Doan et al. 2014; Liu and Reczek 2021). One prominent
explanation is structural (or institutionalized) heterosexism (Hatzenbuehler 2014; Herek 2004;
Meyer 2003; The Institute of Medicine 2011). Heterosexism is so deeply ingrained in all spheres
of U.S. society that sexual minorities continue to experience myriad social inequalities due to its
pervasiveness (Adamczyk and Liao 2019; Doan et al. 2014; Liu and Reczek 2021). Given that
heterosexism is an important determinant of social inequalities, examining how the manifestation
of heterosexism in different contexts fosters the social production of health inequalities is an
important topic of inquiry. Thus, in this dissertation, I consider the nexus of context, heterosexism,
and health, specifically, how the manifestation of heterosexism in three different contexts

(racial/ethnic communities, the neighborhood, and the state) impacts health.

RESEARCH QUESTIONS

Contexts matter for health and well-being (Hatzenbuehler 2014; Homan 2019; Ross and Mirowsky
2001; Solazzo and Brown 2018; Wheaton and Clarke 2003). While the definition of “contexts”
varies considerably, individuals from the womb to the tomb are embedded within diverse physical
and social contexts (e.g., neighborhoods, workplaces, communities, states, and regions) that
pattern life opportunities and experiences over the life course (Aneshensel et al. 2009; Haines,
Beggs, and Hurlbert 2011; Hatzenbuehler 2014; Pearlin 1999; Ross and Mirowsky 2001). From
the beginning of the discipline, sociologists have theorized and provided profound insights into
the vital role that contexts play in shaping health and well-being. For example, Emile Durkheim’s
classic late 19"-century study on suicide was among the first to theorize and demonstrate that
health is intimately tied to the social context, in finding that suicide rates are highly dependent on

contextual factors (Durkheim ([1897] 1951). Although Durkheim’s seminal study has inspired



nearly thirteen decades of research, there remain significant gaps in our understanding of how
contexts pattern health and well-being.

While the link between contexts and health has been well-established among the more
general population, it has only been within the last two decades that research on contexts and health
has specifically focused on the sexual minority population (e.g., Anderson-Carpenter 2019;
Carpiano et al. 2011; Duncan and Hatzenbuehler 2014; Duncan et al. 2017; Gonzales and
Ehrnefeld 2018; Kim and Allen 2021; Kim and Epstein 2018; Pachankis et al. 2015; Solazzo and
Brown 2018). Although nascent in development, much of the research on contexts and sexual
minority health focuses on whether progressive changes in the U.S. society towards sexual
minorities, as measured by changes in aggregate social attitudes or laws and policies, are beneficial
to sexual minority health (Duncan and Hatzenbuehler 2014; Gonzales and Ehrnefeld 2018;
Hatzenbuehler 2014; Hatzenbuehler et al. 2012; Hatzenbuehler and McLaughlin 2013; Oldenburg
et al. 2015; Pachankis et al. 2015; Solazzo and Brown 2018). Although this growing body of work
has limitations, these studies have consistently indicated that contexts characterized by greater
levels of heterosexism as operationalized through diverse measurements are more harmful to the
health and well-being of sexual minorities.

This dissertation aims to build and expand on the existing theoretical and empirical
research that explores how heterosexist contexts influence health and well-being. More
specifically, it examines how heterosexism, which subsumes heterosexist contexts and various
forms of homophobia (e.g., interpersonal and internalized), generates health disparities. It also
considers how heterosexism is harmful not only to sexual minority health but the health of the
general population as well. Theoretically, I draw primarily from five major sociology subfields:

medical sociology, the sociology of mental health, the sociology of sexualities, social psychology,



and the sociology of race, gender, and class to extend scholarly understandings of how contexts
more generally shape health and well-being.

In this dissertation, I examine the adverse consequences of heterosexism within three
contexts: racial/ethnic communities, the neighborhood, and the state, via three empirical studies.
The first study (Chapter II) takes an intersectional approach to propose a new comprehensive
conceptual model by combining theories and perspectives on stress, minority stress, life course,
gender and sexuality, race/ethnicity, identity, socioeconomic status, social connections, and social
support. These theories and perspectives are combined to elucidate how the distal-proximal sexual
minority stress continuum within racial/ethnic communities generates health disparities among
sexual minorities of diverse backgrounds. The second study (Chapter III) takes an intersectional
approach to propose a new comprehensive conceptual model by combining theories and
perspectives on stress, minority stress, life course, gender and sexuality, race/ethnicity, nativity,
identity, socioeconomic status, social connections, and social support. These theories and
perspectives are combined to examine how the distal-proximal sexual minority stress continuum
within the neighborhood context influences health disparities among sexual minorities of diverse
backgrounds. Lastly, the third study (Chapter IV) draws on theories and perspectives on stigma
(structural and associative), sexuality, income inequality, democracy, and social psychology to
investigate how structural heterosexism influences HIV infection rates among multiple risk
groups. Due to the availability of the data, the first two studies (chapters II and III) focus
exclusively on how heterosexist contexts harm the health and well-being of sexual minorities.
However, in the third study, I explore the health consequences of structural heterosexism on four

risk groups: the general state population, women, all men, and sexual minority men. These studies



collectively provide substantial theoretical and empirical insights into how heterosexist contexts
generate health inequalities within and between social groups.

Guiding this dissertation are three research questions:

1. How do the diverse roles (direct, indirect, intervening, and interacting) of the distal-
proximal sexual minority stress continuum within racial/ethnic communities generate
health inequalities among sexual minorities?

2. How do the diverse roles (direct, indirect, intervening, and interacting) of the distal-
proximal sexual minority stress continuum within the neighborhood context influence
health inequalities among sexual minorities?

3. How do the diverse roles of multiple indicators of structural heterosexism (direct, indirect,
interacting) at the state level influence health inequalities among multiple risk groups?
Two main premises guide the three research questions examined in this dissertation. The

first premise is that heterosexism, irrespective of its manifestation, is potentially harmful to the
health and well-being of sexual minorities (Anderson-Carpenter 2019; Balsam et al. 2011; Duncan
and Hatzenbuehler 2014; Hatzenbuehler 2014; Herek 2004; Hsich and Shuster 2021; Le et al.
2021; Meyer 2003; Oldenburg et al. 2015; Pachankis et al. 2015; Ramirez and Galupo 2019; Sarno
et al. 2021; Scroggs et al. 2020; Szymanski and Sung 2010). The second premise is that
although heterosexism can damage sexual minority health, sexual minorities are not a monolithic
group (Hoy-Ellis 2021; Hunter 2010; McConnell et al. 2018; The Institute of Medicine 2011). I
recognize that sexual minorities have diverse social identities, live in different geographic
locations, and have differential access to resources, which can fundamentally create different
social experiences. Depending on these and other factors, sexual minorities may differentially

perceive and experience heterosexism within different contexts. Thus, throughout this dissertation,
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I am mindful of the heterogeneity of sexual minorities and the diversity of their lived social
experiences.

In this dissertation, I focus on health and well-being. Health, as defined by the World
Health Organization [WHO], “is a state of complete physical, mental and social well-being and
not merely the absence of disease or infirmity” (WHO 2022). While in this dissertation, I focus
exclusively on health and well-being, I want to emphasize that heterosexism does not only
adversely influence this domain. Because heterosexism is historically and contemporarily
interwoven into the architecture of U.S. society, it is chronic and insidious, disadvantaging sexual
minorities across all life domains (Doan et al. 2014; Hatzenbuehler 2014; Herek 2004; Matsick et
al. 2020; Meyer 2003). However, examining the adverse consequences of heterosexism across

other domains goes beyond the scope of this dissertation.

BACKGROUND AND THEORIES
Minority Stress Theory
One consequence of heterosexism is the manifestation of sexual minority stress (Meyer 2003).
According to minority stress theory, although all individuals experience general life stressors,
stigmatized minority groups, such as sexual minorities, are burdened by additional group-based
stressors that stem from their stigmatization (Meyer 2003; Meyer and Frost 2013). In heterosexist
contexts, sexual minorities are stigmatized because their sexual attractions, behaviors, and
identities oppose heteronormative expectations (Herek 1990; Herek and Garnets 2007; Meyer
1995, 2003).

Minority stress theory was developed from stress theories, which situate general and unique

minority stressors within the larger social milieu (Pearlin et al. 1981; Turner and Roszell 1994;

11



Turner et al. 1995; Wheaton 1985), and social psychological theories, which emphasize the
importance of group and identity-based stressors (Allport 1954; Aneshensel 1992; Hogg, Terry,
and White 1995; Lazarus and Folkman 1984; Thoits 1991). Although minority stress theory was
originally formulated to explain health disparities among sexual minorities, it has been extended
to other stigmatized minority groups, such as transgender and gender nonbinary individuals,
racial/ethnic minorities, and immigrants (for reviews, see Hoy-Ellis 2021; Lewis et al. 2012;
Meyer and Frost 2013; Pitondk 2017). The application of minority stress theory has also been
extended beyond health to explain other adversities experienced by stigmatized minority groups
(for reviews, see Hoy-Ellis 2021; Lewis et al. 2012; Meyer and Frost 2013; Pitonak 2017).
According to minority stress theory, minority-based stressors occur along a distal-proximal
proximal continuum (Meyer 2003; Meyer and Frost 2013). Distal stressors are external stressors
such as prejudiced events, violence, discrimination, hostilities, and experiences of interpersonal
homophobia. Whereas proximal stressors are internal stressors and include the internalization of
negative societal attitudes toward stigmatized groups, such as internalized homophobia, the
anticipation of stressful events or conditions, concealment of sexual minority status, and the
expectation of rejection. Because proximal stressors stem from distal stressors, these stressors are
distinct yet interrelated (Meyer 2003; Meyer and Frost 2013). There is an abundance of support
demonstrating the adverse impact of sexual minority stress on the health and well-being of sexual
minorities across disparate contexts and health-related outcomes (for reviews, see Hoy-Ellis 2021;
Hsieh and Shuster 2021; Lewis et al. 2012; Lick et al. 2013; Meyer and Frost 2013; Pitoiidk 2017).
Minority stress theory also proposes two types of moderators in the relationship between sexual
minority stress and health. The first type of these moderators is individual and group-level coping

and social support, which are theorized to reduce the adverse effects of minority stress (Meyer
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2003). The second type of moderators are characteristics of minority identity. Minority stress
theory posits that characteristics of minority identity, such as prominence, valence, and integration,
may buffer or exacerbate the adverse effect of minority stress on health and well-being (Meyer
2003; Meyer and Frost 2013).

Although minority stress theory provides a useful theoretical framework for elucidating the
adverse impacts of sexual minority stress, it is not without limitations. One critical limitation of
minority stress theory addressed in this dissertation is that it does not consider within-group
differences in exposure to and perception of minority stress among the stigmatized (Meyer 2003;
Meyer and Frost 2013). A central feature of general stress theories, from which minority stress
theory is partially derived, is that health disparities are primarily attributed to differences in
exposure to and perceptions of life stressors among social groups (Pearlin et al. 1981; Thoits 2010;
Turner and Avison 2003; Turner and Turner 2005; Turner et al. 1995). While all sexual minorities
may experience sexual minority stress, their diverse identities and access to various coping
resources may influence their exposure to and perception of sexual minority stress over the life

course, which may differently impact their health and well-being.

Sexual Minority Stress within Racial/Ethnic Communities

In the first study, I examine the adverse impacts of the distal-proximal sexual minority stress
continuum within racial/ethnic communities. While definitions of racial/ethnic communities vary,
I define racial/ethnic communities as identity-based communities in which individuals hold a sense
of belonging based on a shared social and historical experience pertaining to their race/ethnicity
(Cornell and Hartmann 2006; Nagel 2000, 1994; Roth 2012). Racial/ethnic communities

encompass diverse physical, social, and virtual milieus, including reservations, neighborhoods,
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cities, schools, religious congregations, community centers, social peers, family members, and
online communities (Billingham and Hunt 2016; Dougherty and Emerson 2018; Leung 2017;
Massey and Denton 1993; Wen, Lauderdale, and Kandula 2009). Exploring sexual minority stress
within racial/ethnic communities is critical as most individuals remain involved in various aspects
of their racial/ethnic communities throughout their lives (Billingham and Hunt 2016; Dougherty
and Emerson 2018; Massey and Denton 1993; Smith, McPherson, and Smith-Lovin 2014). As
such, racial/ethnic communities play a profound influence in shaping social attitudes and
experiences, including the experiences of sexual minorities (Anderson-Carpenter 2019; Ball et al.
2021; Balsam et al. 2011; Bowleg et al. 2003; Kalinowski et al. 2022; Kim and Allen 2021; Kim
and Epstein 2018; Le et al. 2021; Ramirez and Galupo 2019; Sarno et al. 2021; Scroggs et al. 2020;
Szymanski and Sung 2010).

The goal of this dissertation is not to examine the causes of heterosexism within
racial/ethnic communities but rather its consequences. However, it is important to briefly mention
that the manifestation of heterosexism within diverse racial/ethnic communities is rooted in
dominant gender and sexuality ideologies pervasive throughout mainstream U.S. society and
cultural norms and values unique to specific racial/ethnic communities (Battle and Lemelle 2002;
Ching et al. 2018; Diaz et al. 2001; Operario, Han, and Choi 2008). Heterosexism permeates all
facets of U.S. society, governing sexual mores and perceptions of acceptable sexual attractions,
identities, and behaviors (Herek 2004; Meyer 2003; The Institute of Medicine 2011). Regardless
of its form, heterosexism harms the health and well-being of sexual minorities (Hatzenbuehler
2014; Herek 2004; Meyer 2003; The Institute of Medicine 2011). Despite this recognition,
considerably less attention is given to the detrimental health impacts of heterosexism within

racial/ethnic communities.
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Although given very little attention, previous research substantiates that one manifestation
of heterosexism — sexual minority stress within racial/ethnic communities is harmful to sexual
minority health (Anderson-Carpenter 2019; Ball et al. 2021; Balsam et al. 2011; Bowleg et al.
2003; Kalinowski et al. 2022; Kim and Allen 2021; Kim and Epstein 2018; Le et al. 2021; Ramirez
and Galupo 2019; Sarno et al. 2021; Scroggs et al. 2020; Szymanski and Sung 2010). While
previous research provides important insights into sexual minority stress within racial/ethnic
communities, these studies are not without limitations. First, extant research on sexual minority
stress within racial/ethnic communities focuses only on distal or proximal stressors within
racial/ethnic communities independently. Thus, we do not know how these stressors operate
independently and concurrently to shape health disparities among sexual minorities. Greater
awareness of how these stressors operate together to shape health experiences is essential to
develop a fuller understanding of the sexual minority stress process (Meyer 2003; Meyer and Frost
2013). Second, we know little about how these stressors may act as an intervening mechanism to
link more upstream social factors with health. Lastly, we know little about how these stressors
interact with other social factors to influence disparities in sexual minority health. Therefore, in
the first study of this dissertation, I build on and extend prior work that examines the adverse
impacts of sexual minority stress within racial/ethnic communities by examining the diverse roles
(direct, indirect, intervening, and interacting) of these stressors in relation to the social production

of health among sexual minorities.

Sexual Minority Stress within the Neighborhood Context
In the second study, I examine the adverse consequences of the distal-proximal sexual minority

stress continuum within the neighborhood context. Neighborhoods, defined as “clusters of people
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living in close proximity to one another within a particular geographical area” (Aneshensel
2009:2), are an important context of the stress process. Over the past few decades, scholars have
consistently demonstrated the link between neighborhood-level factors and health and well-being
(Aneshensel 2009; Arcaya et al. 2016; Elliot 2000; Morenoff 2003; Pearlin 1999; Ross 2000; Ross
and Mirowsky 2001; Sampson and Morenoff 2002; Sharkey and Faber 2014; Wheaton and Clarke
2003).

Research on neighborhoods and health focuses on three dimensions of the neighborhood
context: the spatial or geographic boundaries of the neighborhood, the structural or compositional
features, and the social aspects of the neighborhood (Aneshensel 2009; Elliot 2000; Morenoff
2003). Spatial dimensions of the neighborhood include geographical or physical boundaries (e.g.,
census tract or zip codes). The structural or compositional features of the neighborhood include
the demographic characteristics of individuals who live within the geographic or spatial boundaries
of a particular neighborhood. Examples of characteristics include racial/ethnic composition,
socioeconomic composition, and the composition of people living in poverty. Lastly, the social
characteristic consists of the norms and values of a particular neighborhood and interactions among
neighborhood residents (Aneshensel 2009; Elliot 2000; Morenoff 2003). These dimensions are all
linked to variation in stress exposure and perception, leading to divergent health outcomes among
individuals living in various neighborhoods (Aneshensel 2009; Arcaya et al. 2016; Elliot 2000;
Morenoff 2003; Pearlin 1999; Ross 2000; Ross and Mirowsky 2001; Sampson and Morenoff 2002;
Sharkey and Faber 2014; Wheaton and Clarke 2003). Previous research demonstrates that
neighborhoods produce stress through myriad factors, including living in a neighborhood with
higher levels of population and environmental degradation, having fewer economic resources and

opportunities, less access to healthy food, parks, and hospitals, and living in a neighborhood with
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low levels of social cohesion and trust (Aneshensel 2009; Arcaya et al. 2016; Elliot 2000; Morenoff
2003; Pearlin 1999; Ross 2000; Ross and Mirowsky 2001; Sampson and Morenoff 2002; Wheaton
and Clarke 2003). These factors are stressful and produce a wide range of health disparities,
including mental and physical problems, unequal access to health care, and encourage adverse
behaviors that can lead to negative health outcomes.

Despite the well-established relationship between neighborhoods and health, scholars have
only more recently integrated the study of sexual minority health within the neighborhood context.
These studies demonstrate that the spatial, structural, and social aspects of the neighborhood, such
as neighborhood residence and location, the proportion of LGBT couples or individuals within the
neighborhood, poverty levels, perceived disorders, and poor neighborhood quality, can produce
different levels of stress, which in turn influences disparities in the health and well-being among
sexual minorities (Burns et al. 2021; Buttram and Kurtz 2012; Carpiano et al. 2011; Duncan et al.
2017; Egan et al. 2011; Everett 2014; Frye et al. 2010; Lee et al. 2015; Mauck et al. 2018; Teo and
Chum 2020; Tran et al. 2015; Wienke, Whaley, and Braatz 2021). Although there has been a
proliferation of research on neighborhoods and sexual minority health, less well-understood is how
sexual minority stress within the neighborhood context fosters inequalities in sexual minority
health.

Although limited, extant research demonstrates that sexual minority stress within the
neighborhood context negatively impacts the health of sexual minorities (Anderson-Carpenter
2019; Duncan and Hatzenbuehler 2014; Duncan et al. 2014; Frye et al. 2017; Frye et al. 2010;
Kavanagh et al. 2020; Li et al. 2019; McConnell et al. 2018). While existing research demonstrates
the adverse consequences of sexual minority stress within the neighborhood context, these studies

are not without limitations. Therefore, there is a need for a fuller understanding of the minority
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stress process within the neighborhood context. Minority stress theory argues that the
accumulation of unique and chronic distal and proximal stressors operates concurrently to
negatively impact health (Meyer 2003; Meyer and Frost 2013). However, the existing research on
sexual minority stress within the neighborhood context has not focused on the distal-proximal
sexual minority stress continuum. Instead, the extant research independently focuses on distal or
proximal stressors within the neighborhood context (Anderson-Carpenter 2019; Duncan and
Hatzenbuehler 2014; Duncan et al. 2014; Frye et al. 2010; Frye et al. 2017; Kavanagh et al. 2020;
Li et al. 2019; McConnell et al. 2018). Second, despite sexual minorities being a highly
heterogenous group, we know little about how sexual minority stressors within the neighborhood
context may serve as an intervening mechanism to link more upstream social factors with health.
Lastly, we do not know how sexual minority stressors within the neighborhood context interact
with other social factors to influence inequalities in sexual minority health. Thus, the goal of the
second study of this dissertation is to address these gaps to build a fuller understanding of the
sexual minority stress process within the neighborhood context. I build and expand on prior work
by examining the diverse roles (direct, indirect, intervening, and interacting) of these stressors for

health and well-being among sexual minorities.

Structural Stigma Theory

Stigma is a multidimensional process occurring at the individual, interpersonal, and structural
levels (Link and Phelan 2001; Pescosolido and Martin 2015). While much of the research on
stigma is focused on the individual and interpersonal levels, more recently, scholars have turned
their attention to the structural forms of stigma (for reviews, see Hatzenbuehler and Link 2014;

Hatzenbuehler 2014, 2016, 2017). How structural stigma is measured and operationalized varies
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considerably (Hatzenbuehler 2014; Hatzenbuehler and Link 2014; Link and Phelan 2001). While
early operationalization of structural stigma focused on laws and policies that impact the
stigmatized, structural stigma is now understood to broadly encompass “the societal-level
conditions, cultural norms, and institutional policies that constrain the opportunities, resources,
and wellbeing of the stigmatized” (Hatzenbuehler and Link 2014:2). I draw on this perspective of
structural stigma to inform the third study of the dissertation.

Structural stigma theory originates from other macro-level theories focusing on
institutionalized forms of discrimination, including systemic racism (Corrigan et al. 2005; Feagin
2010, Feagin and Bennefield 2014; Williams and Williams-Morris 2000). Examples of structural
stigma include Jim Crow laws, HIV criminalization laws, laws banning those with mental illness
from owning guns, and bans on same-sex two-parent adoption (Hatzenbuehler 2014, 2016, 2017).
These stigmatizing laws and practices are designed to separate the stigmatized from the non-
stigmatized via institutional policies, norms, and practices and further normalize and justify their
stigmatization at the macro level as such social hierarchies are produced and reproduced
(Hatzenbuehler and Link 2014; Hatzenbuehler 2014; Link and Phelan 2001). Similar to other
theories of institutionalized forms of discrimination, structural stigma theory posits that
institutional factors contribute to vast social inequalities among the stigmatized, either directly or
indirectly, via unequal access to resources and opportunities (Hatzenbuehler and Link 2014;

Hatzenbuehler 2014; Link and Phelan 2001).

Structural Stigma and Health
Research on structural stigma and health is in the nascent stage. Presently, there are two approaches

to examining the impacts of structural stigma (for reviews, see Hatzenbuehler 2014, 2016, 2017).
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The first approach examines the adverse effect of structural stigma on individuals. An example of
this approach is exploring if sexual minorities who live in states with more supportive laws and
policies towards LGB individuals are less likely to experience adverse mental health. The second
approach examines the adverse impact of structural stigma on the aggregate population health via
incidence rates of a particular outcome. An example of this approach is investigating if sexual
minorities who live in states with a greater presence of more affirming LGB laws and policies have
lower rates of suicide than those who live in states with fewer affirming LGB laws and policies
(for reviews, see Hatzenbuehler 2014, 2017; Hatzenbuehler and Link 2014).

Empirically and theoretically, studies on structural sexual stigma or structural heterosexism
have primarily focused on four indicators of structural stigma: community-level attitudes or social
climate, laws and policies, hate crimes, and composite measures of structural heterosexism (for
reviews, see Hatzenbuehler 2014, 2016, 2017). However, existing studies on structural
heterosexism and health indicate that irrespective of the measurement, contexts characterized by
greater levels of structural heterosexism, as measured by laws and social policies, social attitudes,
or composite measures of stigma, are more harmful to stigmatized minority groups than contexts
characterized by lower levels of structural heterosexism (for reviews, see Hatzenbuehler 2014,
2016, 2017; Hatzenbuehler and Link 2014).

Although existing research provides evidence for the association between structural
heterosexism and health, these studies are not without limitations. I address three of these
limitations in the third study of this dissertation. First, very little research examines the impact of
multiple indicators of structural stigma. Research on structural stigma, including structural
heterosexism and health, has taken three approaches: examining only laws and policies, examining

only community-level or social attitudes, or examining a composite measure of structural stigma
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(for reviews, see Hatzenbuehler 2014, 2016, 2017; Hatzenbuehler and Link 2014). Thus, we do
not know how various indicators of structural stigma interplay to influence population health,
which obscures our understanding of how structural stigma harms health. Second, there is a dearth
of research examining how the interplay between multiple indicators of structural stigma and other
contextual factors impacts health (Solazzo and Brown 2018). Lastly, while structural stigma, like
other forms of institutionalized inequalities, affects the health of the stigmatized, the unintended
consequences for the health of the non-stigmatized receive little theoretical or empirical attention
(Hatzenbuehler 2014; Homan 2019; Titus 2021). Thereby, the goal of the third study of this
dissertation is to build on prior work and address these theoretical gaps by examining the diverse
roles (direct, indirect, and interacting) of two indicators of structural heterosexism (social climate
and laws and policies) on HIV infection rates among four risk groups (the general state population,
women, all men, and sexual minority men). While the goal of this dissertation is not to examine
the link between HIV stigma and the stigmatization of male homosexuality, it is essential to
mention that I use HIV as a case example to investigate the three aforementioned gaps in the
literature due to the historical association of HIV with homosexuality, specifically male
homosexuality (Earnshaw and Chaudoir 2009; Fetner 2008; Herek, Capitiano, and Widaman 2002;
Herek and Capitanio 1999; Ruel and Campbell 2006; Scambler 2009; Watkins-Hayes 2014).
HIV stigma has been pervasive since the onset of the epidemic (Altman 1996; Herek and
Capitanio 1999; Ruel and Campbell 2002). One of the central drivers of HIV stigma is its
association with behaviors labeled as deviant, specifically same-sex sexuality, and later other
behaviors, including sexual promiscuity, prostitution, and injection drug use (Hoppe 2013, 2014;
Watkins-Hayes 2014). For example, HIV was once described as gay-related immune deficiency

(GRID) or “gay cancer” and believed to be a disease that only affected gay men (Altman 1996;
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Courtenay-Quir et al. 2006; Epstein 1996; Fetner 2008; Ruel and Campbell 2006). These
associations of HIV with deviant behaviors have halted HIV prevention efforts and accelerated the
current HIV pandemic (Altman 1996; Herek and Capitanio 1999; Mahajan et al. 2008; Ruel and
Campbell 2002; Valdisserri 2002). Although in contemporary society, there is a greater awareness
that all individuals are at risk for HIV infection, the historical stigmatization of homosexuality and
its association with HIV continue to have detrimental impacts on HIV prevention and intervention
efforts (Mahajan et al. 2008; Valdisserri 2002). Thus, I explore if states with lower levels of
structural heterosexism, as measured through two indicators (social climate and laws and policies),

have lower rates of HIV infection among four risk groups through multiple mechanisms.

Distinguishing Minority Stress Theory from Structural Stigma Theory

Minority stress theory and structural stigma theory explain various aspects and consequences of
heterosexism (Hatzenbuehler 2014; Meyer 2003). Although there is an overlap between the two
theories in that they focus on the adverse consequences of heterosexism, they are not
interchangeable. I discuss three important distinctions between minority stress theory and
structural stigma theory.

The first distinction is the starting point. At the root, minority stress theory theorizes how
minority stress is a manifestation of heterosexist contexts (Meyer 2003). Thus, the starting point
of minority stress theory is the stressors rather than the social environment in which the stressors
are theorized to emerge (Meyer 1995, 2003). In contrast, the root of structural stigma theory is
theorizing on how the various stigmatizing structure of the social environment (e.g., regressive
laws and policies and aggregate negative social attitudes towards the stigmatized) produce

detrimental consequences (Hatzenbuehler 2014). Thus, the starting point of structural stigma
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theory is the structural characteristics of the environment rather than the effect of the social
environment (Hatzenbuehler 2014).

A second distinction between the two theories is that minority stress theory is a perception-
based theory of stigma and stress (Meyer 2003). Distal or external and proximal or internal
stressors are contingent on subjective appraisals of the stigmatized. While distal stressors are
understood as external or objective stressors, experiences of discrimination, prejudice, and
rejection are based on perception (Meyer 2003; Meyer and Frost 2013). On the other hand,
structural stigma theory is based on objective indicators of macro-level forms of stigma, such as
laws and policies, and aggregate-level attitudes and events that occur within the larger structural
milieu and are not based on the perceptions of the stigmatized (Hatzenbuehler et al. 2013;
Hatzenbuehler and Link 2014). Figures 1 and 2 highlight the differences between minority stress

and structural stigma theory.

Insert Figure 1 About Here

Insert Figure 2 About Here

A third distinction between minority stress theory and structural stigma theory is the
differential emphasis on moderators and mediators. Minority stress theory theorizes on two sets of
moderators (Meyer 2003; Meyer and Frost 2013). The first of these moderators are individual and
community-level coping and social support, which is theorized to reduce the effects of minority
stress (Meyer 2003; Meyer and Frost 2013). The second moderator is identity-related
characteristics, which may reduce or amplify the effects of minority stress. Unlike general stress

theories, minority stress theory does not explicitly theorize the mediating role of psychosocial
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resources. On the other hand, the theory of structural stigma does not explicitly distinguish
between the mediating and moderating role of “opportunities” and “resources” in the relationship
between the adverse effects of structural heterosexism on health and well-being (Hatzenbuehler et

al. 2013; Hatzenbuehler and Link 2014).

RESEARCHER POSITIONALITY
In examining how heterosexism adversely impacts sexual minority health, it is important for me
to reflect on my own positionality and subjectivity. I am a queer sociologist of color whose
research focuses on illuminating the experiences of sexual minorities in diverse social contexts.
As a sociologist, I have been trained to study social phenomena objectively. However, my
experiences, perceptions of the world, and how I operate within it have been profoundly shaped
by my sexual orientation identity, involvement with the queer community, and relationships with
other queer people. Thus, I am an “insider” into the communities and people I study (LaSala 2003).
While being an insider provides researchers with additional knowledge on a particular population
or social phenomena that an outsider may not be privy to, there are also disadvantages. Therefore,
it is important for me as an insider to be aware of my own subjectivity (LaSala 2003). In being
reflexive, I recognize that my experiences and desire for the goal of objectivity have shaped how
I understand and engage with research, the research design I take when investigating a social
problem, and the questions I choose to investigate (Tufford and Newman 2012).

In this dissertation, I examine the consequences of heterosexism in three contexts:
racial/ethnic communities, the neighborhood, and the state, via three distinct quantitative studies.
My past and recent experiences have been profoundly influenced by the constellation of my racial,

ethnic, gender, sexual orientation, socioeconomic and other visible and invisible identities (Collins
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2000, 2015; Crenshaw 1990). Because heterosexism is interwoven into the architecture of society,
my experiences have also been shaped by interpersonal and structural heterosexism. While my
dissertation evolved from the desire to critically address theoretical and empirical gaps, my critical
awareness of heterosexism and how it operates in different contexts have reaffirmed my
commitment to the topics covered in this dissertation.

Often the diversity of sexual minorities is ignored or minimized in scholarly research
(Balsam et al. 2011; Harper, Jernewall, and Zea 2004; Hunter 2010; Kim and Allen 2021; Kim
and Epstein 2018; McConnell et al. 2018; Ramirez and Galupo 2019; The Institute of Medicine
2011; Velez et al. 2019). Unfortunately, this has the unintended consequence of centering the
experiences of white, higher SES, cisgender sexual minority men while simultaneously
marginalizing, erasing, and silencing others within the LGBT community. I have been motivated
by the necessity to make the experiences of those often invisible in academic research and
discourses more visible. Thus, this dissertation has been inspired by the dearth of research on
diverse sexual minorities in myriad social contexts and the desire to address theoretical and
empirical research gaps on the adverse health consequences of heterosexism. But it has also been
partly informed by my critical awareness of how diverse social identities and contexts shape how
we interpret and experience the social world.

Although sexual minorities are not a monolithic group, heterosexism can be harmful to the
health and well-being of all sexual minorities and impedes their access to health care and utilization
of prevention resources and services (Gonzalez and Henning-Smith 2017; Hatzenbuehler 2014;
Hatzenbuehler et al. 2013; Hsiech and Shuster 2021; Liu and Reczek 2021; Matthews and Adams
2009; Meyer 2003; The Institute of Medicine 2011). I drew on two prominent theories — minority

stress and structural stigma — to elucidate the detrimental health consequences of heterosexism. I
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also deliberately integrate theories and perspectives on stigma, minority stress, life course, gender
and sexuality, race/ethnicity, identity, socioeconomic status, income inequality, nativity, social
connection, social support, democracy, and social psychology to highlight how heterosexist
contexts adversely impact the health of diverse sexual minorities within diverse contexts in similar
and dissimilar ways. Furthermore, I employed quantitative methods to generalize the findings to a
broader range of sexual minorities. Because this dissertation aims to make the findings more
generalizable, I deliberately categorized key demographic variables to maximize the diversity of
the population explored. I did so to gain deeper insights into how heterosexism, specifically its
manifestation in different contexts, may adversely impact the health of sexual minorities from
diverse backgrounds and in diverse milieus.

Heterosexism, like other forms of institutionalized oppression (e.g., racism, sexism, and
gender binarism), has adverse consequences (Gonzalez and Henning-Smith 2017; Hatzenbuehler
2014; Hatzenbuehler et al. 2013; Krieger 2019; Liu and Reczek 2021; Meyer 2003; The Institute
of Medicine 2011). The goal of this dissertation is twofold. First, it expands on extant theoretical
insights and empirical findings to further elucidate the consequences of heterosexism across
diverse contexts. In doing so, I hope to open more scholarly discourse on the link between
heterosexist contexts and inequalities among sexual minorities. Second, as a queer sociologist of
color, I hope that by elucidating the adverse consequences of heterosexism, more systematic efforts

will be made to orchestrate social change.

CONTRIBUTIONS
In this dissertation, I make three main lines of theoretical and empirical contributions to the

existing literature through three interrelated studies. First, in study one, I examine how a distal and
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proximal sexual minority stressor within racial/ethnic communities generates health inequalities
among sexual minorities. Despite the critical contributions of prior work on sexual minority
stressors within racial/ethnic communities, previous studies have examined only a distal or
proximal sexual minority stressor within racial/ethnic communities independently (Anderson-
Carpenter 2019; Ball, Molina, and Branscombe 2021; Balsam et al. 2011; Bowleg et al. 2003;
Kalinowski et al. 2022; Kim and Allen 2021; Kim and Epstein 2018; Le et al. 2021; Ramirez and
Galupo 2019; Sarno et al. 2021; Scroggs et al. 2020; Szymanski and Sung 2010). Examining only
the distal or proximal stressor obscures a more comprehensive understanding of the minority stress
process. Furthermore, these studies have largely failed to consider how diverse sexual minorities
might be differentially exposed or experience differential vulnerability to these stressors. This
study is the first to examine the diverse roles (direct, indirect, intervening, and interacting) of the
sexual minority stress continuum within racial/ethnic communities in fostering inequalities among
sexual minorities. I focus on one distal (neighborhood homophobia) and one proximal
(neighborhood concealment) stressor. In examining the consequences of the distal-proximal sexual
minority stress continuum within racial/ethnic communities, I take an intersectional approach to
propose a new conceptual model that combines theories and perspectives on general stress,
minority stress, life course, gender and sexuality, race/ethnicity, identity, socioeconomic status
(SES), social connections, and social support. Due to the focus of this dissertation, I focus
exclusively on two health outcomes (psychological well-being and self-rated health). Thus, the
new comprehensive conceptual model proposed in the first empirical study of this dissertation
aims to provide a fuller understanding of the sexual minority stress process.

Second, in study two, I apply the same conceptual model proposed in study one to consider

the consequences of the distal-proximal sexual minority stress continuum within the neighborhood
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context. One important distinction is the inclusion of theories and perspectives on nativity and
immigration. Similarly, existing research on sexual minority stress within the neighborhood
context has only considered the adverse health effects of the distal or proximal stressor
independently (Anderson-Carpenter 2019; Duncan and Hatzenbuehler 2014; Duncan et al. 2014;
Frye et al. 2017; Frye et al. 2015; Kavanagh et al. 2020; Li et al. 2019; McConnell et al. 2018).
This study is the first to examine the diverse roles (direct, indirect, intervening, and interacting) of
the sexual minority stress continuum within the neighborhood context in generating health
disparities among sexual minorities. Since neighborhoods are a critical component of the stress
process (Aneshensel 2009; Pearlin 1999), it is essential to develop a more comprehensive
understanding of the minority stress process within this context. In elucidating the consequences
of the distal-proximal sexual minority stress continuum within the neighborhood context, I
consider one distal (neighborhood homophobia) and one proximal (neighborhood concealment)
stressor within the neighborhood context. I examine the interplay between these stressors and
between them and more upstream social factors (age, gender, race/ethnicity, nativity, racial and
sexual identity centrality, socioeconomic status, social connections, and social support). I explore
these processes with two health outcomes (psychological well-being and self-rated health). In
examining the effect of the distal-proximal sexual minority stress continuum, I elucidate the
complex sexual minority stress process within the neighborhood context, specifically how it fosters
health inequalities among sexual minorities.

Third, in study three, I investigate how structural heterosexism at the state level impacts
the HIV infection rates among four risk groups: the general state population, women, all men, and
sexual minority men. Specifically, this study is the first to examine the diverse roles (direct,

indirect, and interacting) of two indicators of structural heterosexism at the state level (LGB social
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clime and LGB laws and policies) in influencing HIV infection rates for multiple risk groups (the
general state population, women, all men, and sexual minority men). Previous research on the
health consequences of structural heterosexism primarily operationalized structural heterosexism
primarily through four ways: 1) laws and policies, 2) social climate, 3) hate crimes, or 4) a
composite measure of multiple indicators of structural heterosexism (e.g., laws and policies, social
climate, number of gay-straight alliances, the density of same-sex partners) (e.g., Duncan and
Hatzenbuehler 2014; Gonzales and Ehrnefeld 2018; Hatzenbuehler et al. 2012; Hatzenbuehler
2014; Hatzenbuehler and McLaughlin 2013; Oldenburg et al. 2015; Panchankis et al. 2015).
Models with composite measures or only one indicator obscure the process by which structural
heterosexism harms health. In addition, research on structural heterosexism largely ignores
theorizing on the unintended consequences that it may have on general population health. In
exploring these gaps, I propose a new conceptual model by drawing primarily on theories and
perspectives on stigma, sexuality, income inequality, democracy, and social psychology to
examine the interplay of two indicators of structural heterosexism (laws and policies and social
climate) and the interplay between them and other macro-level contextual factors (income
inequality, percentage of the state population that is LGBT, HIV testing utilization rate, Pre-
Exposure Prophylaxis [PrEP] utilization rate, and syphilis infection rate). In doing so, I provide a
fuller, deeper, and more nuanced understanding of how structural heterosexism not only harms
sexual minorities but can also generate unintended negative health consequences for the more

general population.
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APPENDIX

Figure 1. Minority Stress Theory
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Figure 2. Structural Stigma Theory
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CHAPTER 11
Health Inequalities among Sexual Minorities:

The Diverse Roles of the Sexual Minority Stress Continuum within Racial/Ethnic Communities
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ABSTRACT
A well-established body of research demonstrates that sexual minority stress is harmful to sexual
minorities. But little attention is given to the adverse impacts of the sexual minority stress
continuum within the racial/ethnic communities. This study is the first to examine the diverse roles
(direct, indirect, intervening, and interacting) of the sexual minority stress continuum within
racial/ethnic communities in fostering inequalities among sexual minorities. It takes an
intersectional approach to propose a new comprehensive conceptual model by combining theories
and perspectives on stress, minority stress, life course, gender and sexuality, race/ethnicity,
identity, socioeconomic status, social connections, and social support. I use national data of sexual
minorities and measure one distal (racial/ethnic community heterosexism), one proximal
(discomfort in one’s racial/ethnic community due to sexual identity) sexual minority stressor, and
two health outcomes (psychological well-being and self-rated health). The results indicate the
proliferation of sexual minority stress from the distal stressor to the proximal one, which in turn
negatively affects health. The proximal stressor also, alone or with the distal stressor, links ten
upstream social factors (age, gender, race/ethnicity, racial/ethnic and sexual identity centrality,
education, income, LGBT community connectedness, LGBT community participation, and family
support) with health. The distal stressor interacts with three (race/ethnicity, sexual identity
centrality, and family support) and three (age, education, and racial/ethnic identity centrality)
social factors, respectively, in the examination of psychological well-being and self-rated health.
The proximal stressor interacts with gender in the prediction of self-rated health. The findings
extend our understanding of how the sexual minority stress continuum generates inequalities

among sexual minorities.
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CHAPTER 11
Health Inequalities among Sexual Minorities:

The Diverse Roles of the Sexual Minority Stress Continuum within Racial/Ethnic Communities

INTRODUCTION

Sexual minorities in the U.S. have recently garnered increased civil rights and social acceptance
(Adamczyk and Liao 2019; Doan, Loehr, and Miller 2014). Despite these gains, compared to
heterosexuals, sexual minorities continue to endure educational, economic, social, political, legal,
and health disadvantages (Liu and Reczek 2021; Magni and Reynolds 2021; Meyer et al. 2017;
Tilcsik 2011; Walsemann et al. 2014). The systematic privileging of heterosexuality and
denigration of homosexuality—known as heterosexism—drives these disparities by fostering
stigma against non-heterosexual attractions, identities, and behaviors (Herek 2004).

Drawing on minority stress theory, scholars argue that sexual minorities in heterosexist
societies experience unique and chronic socially based sexual minority stress resulting from the
stigmatization of homosexuality (Meyer 2003). Research has revealed the harmful effects of sexual
minority stressors across contexts and outcomes (for reviews, see Hoy-Ellis 2021; Hsieh and
Shuster 2021; Lewis, Kholodkov, and Derlega 2012; Meyer 1995, 2003; Meyer and Frost 2013;
Pitondk 2017). This paper contributes to this literature in two ways.

First, this paper evaluates the impact of minority stress along a continuum of proximity or
whether a particular stressor is distal (“far”) or proximal (“close”) to the person (Meyer 2003).
While research substantiates the detrimental impact of sexual minority stress among sexual
minorities, our understanding of the sexual minority stress continuum and the minority stress

process remains incomplete (Meyer 2003; Pearlin 1999; Pearlin et al. 1981). Scholars have given
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little attention to the distal-proximal sexual minority stress continuum and its diverse roles in
fostering inequalities via the interplay between distal and proximal stressors and between them
and other factors (Hoy-Ellis 2021; Meyer and Frost 2013). Examining the distal-proximal sexual-
minority stress continuum is important for having a more complete understanding of the minority
stress process (Meyer 2003; Meyer and Frost 2013). Second, this paper applies this distal-proximal
perspective to diverse racial/ethnic communities. Racial/ethnic communities play a critical role in
shaping the experiences of sexual minorities (Anderson-Carpenter 2019; Ball, Molina, and
Branscombe 2021; Balsam et al. 2011; Bowleg et al. 2003; Kalinowski et al. 2022; Kim and Allen
2021; Kim and Epstein 2018; Le et al. 2021; Ramirez and Galupo 2019; Sarno et al. 2021; Scroggs
et al. 2020; Szymanski and Sung 2010). Yet, the consequences of sexual minority stressors within
racial/ethnic communities remain understudied.

This present study is the first to examine the diverse roles of the distal-proximal sexual
minority stress continuum within racial/ethnic communities in fostering inequalities among sexual
minorities. It takes an intersectional approach to propose a new comprehensive conceptual model
by combining theories and perspectives on stress, minority stress, life course, gender and sexuality,
race/ethnicity, identity, socioeconomic status (SES), social connections, and social support.
Specifically, it examines: 1) the direct effects of two sexual minority stressors along the distal-
proximal continuum, one distal (racial/ethnic community heterosexism) and one proximal
(discomfort in one’s racial/ethnic community due to sexual identity), 2) the indirect effect of the
distal stressor via the proximal stressor), 3) the intervening effects of the two stressors on the
relationships between ten more upstream factors (age, gender, race/ethnicity, racial/ethnic and
sexual identity centrality, SES, relationship status, LGBT community connectedness, LGBT

community participation, and family support) and health, and 4) the interaction effects of the two
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stressors with the ten social factors. I analyze national data of sexual minorities from diverse
racial/ethnic backgrounds from the Social Justice Sexuality Project (SJSP) and measure two health

outcomes (psychological well-being and self-rated health).

LITERATURE REVIEW

Minority Stress Theory

Minority stress theory is derived from general sociological stress theories that situate stress as a
product of the social environment and social psychological theories, which emphasize unique
group-based stressors (Meyer 2003). According to minority stress theory, while all individuals
experience general life stressors, stigmatized minorities experience additional group-specific
detrimental minority stressors resulting from their stigmatization (Meyer 1995, 2003). In
heterosexist contexts, sexual minorities are stigmatized because their attractions, behaviors, and
identities deviate from heteronormative values and expectations, causing status loss and
discrimination (Hatzenbuehler, Phelan, and Link 2013; Herek 2004; Pescosolido and Martin
2015).

Minority stress theory posits that sexual minorities encounter sexual minority stressors
along a distal-proximal continuum (Meyer 2003). Distal stressors are external stressors, such as
prejudiced events, violence, and discrimination. Proximal stressors are internal stressors that stem
from distal stressors, including internalized homophobia, the anticipation of stressful events,
concealment of identity, and expectations of rejection. Minority stress theory also discusses stress-
buffering factors (e.g., coping and social support) that may ameliorate the adverse effects of
minority stressors and identity characteristics (e.g., prominence/centrality, valence, and

integration) that may reduce or exacerbate the detrimental effects of minority stress.
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A large body of research demonstrates the separate detrimental consequences of distal and
proximal sexual minority stressors on various outcomes (e.g., mental and physical health,
substance use, health care utilization, relationship quality, and job satisfaction) across contexts
(e.g., health care settings, romantic relationships, educational settings, the workplace, and
geographical milieus) (for reviews, see Hoy-Ellis 2021; Hsieh and Shuster 2021; Lewis et al. 2012;
Lick et al. 2013; Meyer and Frost 2013; Pitonak 2017). However, considerably less attention has
been given to the interplay between the distal and proximal stressors and between the two types of
stressors and other factors (Meyer 1995; Meyer et al. 2021; Ramirez and Galupo 2019; Symanzki
and Sung 2010). Partly because minority stress theory pays little attention to within-group
differences in exposure to minority stressors among the stigmatized (Pearlin et al. 1981; Thoits
2010; Turner and Avison 2003; Turner and Turner 2005), there is some but limited evidence for
the intervening role of sexual minority stressors in the relationships between upstream factors (e.g.,
age, gender, race/ethnicity, racial/ethnic and sexual identity centrality, and SES) and adversities
(Cortes et al. 2019; Herek 2009; Kim and Allen 2021; Lewis et al. 2016; McGarrity 2014). The
interaction effects between sexual minority stressors and other factors have been given less
attention, and the results are mixed. There is supportive and unsupportive evidence on the stress-
buffering roles of some psychosocial factors (e.g., romantic relationships, LGBT community
connectedness, and social support) (e.g., Feinstein et al. 2016; Hoy-Ellis 2021; Petruzzella et al.
2019; Sattler et al. 2016). Identity characteristics (e.g., racial/ethnic and sexual identity centrality)
buffer and exacerbate the effects of minority stress (Dunn and Szymanski 2018; Fingerhut, Peplau,
and Gable 2010; Fredrick and Williams 2021; Kalinowski et al. 2022; Le et al. 2021).

While a voluminous body of research has examined minority stress theory across contexts

and outcomes, two crucial research gaps remain. First, our understanding of the sexual minority
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stress continuum and the sexual minority stress process remains incomplete. We know little about
how the distal and proximal sexual minority stressors are related to each other in the production
of disadvantages. The path linking the two stressors represents one fundamental pathway of the
stress continuum and the stress process but is largely neglected in the existing studies (Meyer 2003;
Pearlin 1999; Pearlin et al. 1981). We also know little about the simultaneous intervening and
interacting roles of sexual minority stressors. These roles are central components of the stress
process but receive limited attention and tend to be examined separately in the extant literature.
Second, the impacts of sexual minority stressors within racial/ethnic communities are
underexplored. Given that the stress process occurs within social contexts (Aneshensel 2009;
Pearlin 1999), racial/ethnic communities provide one of the most important contexts for examining
how the social production of sexual minority stressors fosters inequalities among sexual minorities.
I define racial/ethnic communities as identity-based communities in which individuals hold a sense
of belonging based on a shared social and historical experience pertaining to their race/ethnicity
(Cornell and Hartmann 2006; Nagel 2000, 1994; Roth 2012). Racial/ethnic communities
encompass diverse physical, social, and virtual milieus, including reservations, neighborhoods,
cities, schools, religious congregations, racial/ethnic communities centers, social peers, family
members, and online spaces (Billingham and Hunt 2016; Dougherty and Emerson 2018; Leung
2017; Massey and Denton 1993; Wen et al. 2009). As such, racial/ethnic communities play a
critical role in shaping social attitudes and experiences. Despite the growing diversity of the U.S.,
Americans remain largely segregated by race/ethnicity, as demonstrated in the racial/ethnic
composition of neighborhoods, places of worship, schools, and social and romantic relationships
(Billingham and Hunt 2016; Dougherty and Emerson 2018; Massey and Denton 1993; Smith,

McPherson, and Smith-Lovin 2014). Because most individuals are integrated within their
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racial/ethnic communities in various ways, from the womb to the tomb, exploring sexual minority

stress within this context is critical for understanding the minority stress process.

Heterosexism and Homophobia in Racial/Ethnic Communities
Much of the research on heterosexism and homophobia in racial/ethnic communities focuses on
three interrelated domains: the causes, consequences, and differences in the acceptance of sexual
minorities and their civil liberties across racial/ethnic groups. Heterosexism and homophobia in
racial/ethnic communities are a byproduct of dominant gender and sexuality norms that are rooted
in the architecture of the larger U.S. society and norms and values unique to specific racial/ethnic
communities. Although, in general, there is greater acceptance of sexual minorities in the U.S.,
there is considerable variation in the social acceptance of sexual minorities across racial/ethnic
groups (Durell et al. 2007; Glick, Cleary, and Golden 2015; Glick and Golden 2010; Ju 2022).
The extant research suggests that non-Hispanic whites generally are less likely to hold
homophobic attitudes than racial/ethnic minorities (Durell et al. 2007; Glick, Cleary, and Golden
2015; Glick and Golden 2010). However, white communities are not devoid of ideological
heterosexism and homophobia. Prior studies indicate that religious and political conservatism
gives rise to heterosexism in non-Hispanic white communities (Durell, Chiong, and Battle 2007;
Lewis 2003). Heterosexism within black communities is rooted in conservative ideologies
concerning sexuality and gender roles, the history of sexual violence and oppression inflicted on
Africans during American slavery, the centrality of religion in black communities, and the equating
of non-heterosexuality with European culture (Battle and Lemelle 2002; Collins 2004; Durell et
al. 2007; Platt and Scheitle 2018). Research on heterosexism within Latino communities suggests

that a combination of familismo (dedication to family), Catholicism, and machismo culture

58



encourages a strict adherence to traditional heteronormative gender roles, thereby creating stigma
against Latinos who do not conform to heterosexuality and traditional gender norms (Diaz et al.
2001; Garcia, Gray-Stanley, and Ramirez-Valles 2008). The widespread heterosexism in Asian
American communities is partly due to the centrality of filial piety (the cultural expectation of
ceding to parental wishes and protecting the reputation of one’s family), collectivism rather than
individualism, stricter norms surrounding gender and sexuality, and the general perception that
homosexuality is a product of Western society (Ching et al. 2018; Kennedy and Gorzalka 2002;
Operario, Han, and Choi 2008). Although there are distinct differences in the causes of
heterosexism that are unique to the specific culture of racial/ethnic groups, they are all at least
partially and in some way influenced by mainstream white American culture—either by adopting
Eurocentric conservative religious values or, as in the case of racial/ethnic minority communities,
by framing non-heterosexuality as synonymous with whiteness in an attempt to draw clear

distinctions between white America and their own racial/ethnic community.

Sexual Minority Stressors within Racial/Ethnic Communities

Thirteen studies have examined the consequences of sexual minority stressors within racial/ethnic
communities, and they all analyze U.S. data (Anderson-Carpenter 2019; Ball et al. 2021; Balsam
et al. 2011; Bowleg et al. 2003; Kalinowski et al. 2022; Kim and Allen 2021; Kim and Epstein
2018; Le et al. 2021; Ramirez and Galupo 2019; Sarno et al. 2021; Scroggs et al. 2020; Szymanski
and Sung 2010). Nine examine distal sexual minority stressors within racial/ethnic communities.
Heterosexism in communities of color is positively associated with depression and perceived stress
in a study of 269 sexual minorities of color (Balsam et al. 2011), poor mental health in a study of

88 sexual minorities of color (Ramirez and Galupo 2019), and psychological distress in a study of
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144 Asian sexual minorities (Szymanski and Sung 2010). It is positively associated with
racial/ethnic and sexual identity conflict among 316 sexual minority women of color, partially
through internalized stigma (Sarno et al. 2021). It is positively associated with cannabis and
substance use, especially for those with a weaker ethnic identity, in a study of 390 black sexual
minority men (Kalinowski et al. 2022). It is directly negatively associated with psychological well-
being and indirectly positively associated with psychological well-being via higher group
identification (racial/ethnic and sexual identity centrality) in a sample of 3,330 sexual minorities
of color (Ball et al. 2021). Perceived community-level homophobia (a composite indicator of
racial/ethnic community homophobia, neighborhood homophobia, and homophobia in all
communities of color) is associated with the lower odds of having a regular healthcare provider
among a national sample of 2,281 sexual minority men (Anderson-Carpenter 2019). Perceived
community-level homophobia (a composite indicator of racial/ethnic community homophobia,
neighborhood homophobia, and homophobia in all communities of color) is associated with the
greater odds of having a regular healthcare provider among a national sample of 2,281 sexual
minority men (Anderson-Carpenter 2019). The ninth study is a qualitative study of 19 black
lesbians, showing that some participants acknowledge heterosexism within the black community
but do not describe it as a significant stressor (Bowleg et al. 2003). The authors attribute this
finding to black lesbians’ desires to maintain ties with the black community as a buffer against
racism.

The other four studies examine the proximal sexual minority stressor within racial/ethnic
communities, indicated by discomfort in one’s racial/ethnic community due to sexual identity.
Among them, three studies analyze data of Asian sexual minorities. This proximal stressor is

negatively associated with self-rated health partially via low positive affect for participants with
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high dual (racial/ethnic and sexual) identity importance in a study of 298 respondents (Kim and
Epstein 2018). It links dual racial/ethnic and sexual identity centrality negatively with self-rated
health in a study of 330 respondents (Kim and Allen 2021). It is negatively associated with
psychological well-being for those with moderate or high levels of racial/ethnic identity centrality
in a study of 480 respondents (Le et al. 2021). In a study of 745 sexual minority emerging adults
of color, it is directly negatively associated with psychological well-being and indirectly negatively
associated with psychological well-being via LGBT group identification (Scroggs et al. 2020).
Extant research shows that distal and proximal sexual minority stressors within
racial/ethnic communities are negatively associated with health and well-being among sexual
minorities. However, there remain three significant gaps in our understanding of the diverse roles
of these stressors. First, no attention is given to the sexual minority stress continuum within
racial/ethnic communities. The existing studies separately analyze the distal and proximal sexual
minority stressors within racial/ethnic communities. Whether and how the two stressors interplay
to generate adversities remains unknown. Second, little is known about how sexual minority
stressors within racial/ethnic communities act as intervening mechanisms to link more upstream
factors with adverse outcomes. The one exceptional study analyzes only the proximal stressor and
is limited to only one upstream factor (dual racial/ethnic and sexual identity centrality) and only
Asian sexual minorities (Kim and Allen 2021). Third, little is known about how sexual minority
stressors within racial/ethnic communities interact with other factors. The two exceptional studies
examine the moderating role of racial/ethnic or ethnic identity. The first is limited to only the
proximal stressor, one moderator (racial/ethnic identity centrality), and only Asian sexual
minorities (Le et al. 2021). The second study is limited to only one distal stressor, one moderator

(ethnic identity), and only black sexual minority men (Kalinowski et al. 2022). Additionally, the
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existing studies have data weaknesses. They are limited to sexual minorities of color or only Asian
sexual minorities and neglect white sexual minorities or sexual minorities from other racial/ethnic
backgrounds. Also, except for one study (Ball et al. 2021), they are limited to small sample sizes.

The present study aims to address these theoretical and empirical gaps. It takes an
intersectional approach in recognizing the interconnectedness of social identities and experiences
(Collins 2015) to propose a new comprehensive conceptual model by combining theories and
perspectives on stress, minority stress, life course, gender and sexuality, race/ethnicity, identity,
SES, social connections, and social support to theorize four roles of one distal (racial/ethnic
community heterosexism) and one proximal (discomfort in one’s racial/ethnic community due to
sexual identity) sexual minority stressor within racial/ethnic communities for health among sexual
minorities (see Figure 1). Specifically, it examines 1) the direct roles of the two stressors for health,
2) the indirect role of the distal stressor via the proximal stressor, 3) the intervening roles of the
two stressors on the associations between ten upstream factors (age, gender, race/ethnicity,
racial/ethnic and sexual identity centrality, SES, relationship status, LGBT community
connectedness, LGBT community participation, and family support) and health, and 4) the
interaction between the two stressors and the ten factors. I examine these roles using cross-

sectional national data of sexual minorities from diverse racial/ethnic backgrounds from the SISP.

Insert Figure 1 About Here

THEORIES AND HYPOTHESES
I hypothesize four roles of one distal (racial/ethnic community heterosexism) and one proximal

sexual minority stressor within racial/ethnic communities (discomfort in one’s racial/ethnic
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community) for the health of sexual minorities (see Figure 1): their direct effects (paths a and b);
the indirect effect of the distal stressor via the proximal stressor (path c); their intervening effects
on the relationships between the ten upstream factors (age, gender, race/ethnicity, racial/ethnic and
sexual identity centrality, SES, relationship status, LGBT community connectedness, LGBT
community participation, and family support ) and health (path d); and their interactions with the

ten factors (path e).

Direct Effects
According to minority stress theory, distal (e.g., experiences of discrimination, prejudice, and
violence) and proximal sexual minority stressors (e.g., internalized homophobia, the anticipation
of stressful events, concealment of identity, and expectations of rejection) are stressful and directly
harm health (Meyer 2003). The direct-effect hypotheses state:
Hla: Racial/ethnic community heterosexism (distal stressor) is directly negatively
associated with health.
Hl1b: Discomfort in one’s racial/ethnic community due to sexual identity (proximal

stressor) is directly negatively associated with health.

Indirect Effect
Minority stress theory posits that distal and proximal stressors are distinct yet interrelated stressors
along a continuum in that proximal stressors arise from distal stressors (Meyer 2003). The indirect-
effect hypothesis predicts:

H2: The distal stressor is indirectly negatively associated with health through its positive

association with the proximal stressor.

63



Intervening Effects

Sexual minorities are not a monolithic group, and their exposure to and perception of sexual
minority stressors can vary. Therefore, I combine the stress exposure and perception approach
(Pearlin et al. 1981; Thoits 2010; Turner and Avison 2003; Turner et al. 1995; Turner and Turner
2005) and the intersectionality perspective (Collins 2015) with other theories and perspectives to
hypothesize how sexual minority stressors within racial/ethnic communities link ten upstream
factors with health.

The life course perspective argues that individuals’ lives are embedded within a
sociohistorical context, and early life-stage social conditions and experiences can influence later
life-stage experiences and perceptions (Elder 1994; Elder et al. 2003). From this perspective, two
mechanisms: progressive social change and cumulative advantage, provide insights into
differential experiences with sexual minority stress exposure and perceptions among sexual
minorities born into different generational cohorts. First, compared to younger sexual minorities,
older sexual minorities have lived through more stressful homophobic periods and discriminatory
events earlier in their lives and over their life course related to their marginalized sexual minority
status (Liu and Reczek 2021; Meyer et al. 2021; Raifman et al. 2018; Raifman et al. 2017). They
have also witnessed the progressive social changes in civil rights (e.g., the de-criminalization and
de-medicalization of homosexuality, the legalization of gay marriage, and the removal of anti-
discriminatory bills) and the increased social acceptance of sexual minorities and their civil
liberties over time (Adamczyk 2017; Doan et al. 2014; Liu and Reczek 2021; Meyer et al. 2021;
Vale and Bisconti 2021). Therefore, relative to their younger counterparts, they will likely make
more positive social comparisons of contemporary sexual minority stressors relative to those

experienced in the past, which may, in turn, cause less damage to their health as these stressors are
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experienced at different stages in the life course. Second, the cumulative advantage/disadvantage
theory within the life course perspective (Dannefer 2003; O’Rand 2001) postulates that older
individuals have accumulated more resources (e.g., money, status, psychosocial) over time, which
can allow them to remove themselves from more stressful social environments and differential
experience and perceive sexual minority stressors. The life course hypothesis states:
H3a: The distal (H3al) and proximal (H3a2) stressors independently or concurrently
(H3a3) link age cohorts to health as a positive function of being a Millennial and

Generation Xer (vs. being a Baby Boomer/Traditionalist).

According to the gender and sexuality norm perspective, gender, sexual attraction, and
sexual behavior are intertwined and intrinsically linked to dichotomous notions of biological sex
(Bettinsoli, Suppes, and Napier 2020; Herek 2004). While all individuals are expected to adhere
to dominant gender and sexuality norms, they are more rigidly and narrowly imposed on men.
When violating these norms, compared to cisgender women, cisgender men experience more stress
due to greater discrimination, violence, and social repercussions (Balsam et al. 2013; Bettinsoli et
al. 2020; Birkett, Newscomb, and Mutstanki 2015; Herek 2000, 20009). Transgender and gender-
nonbinary sexual minorities violate gender and sexuality norms and disrupt the heteronormative
sex/gender binary system (Shuster 2017; Westbrook and Schilt 2014). As a result, they experience
more LGBT-based victimization than cisgender sexual minority women (Birkett et al. 2015). The
gender and sexuality norm hypothesis states:

H3b: The distal (H3bl) and proximal (H3b2) stressors independently or concurrently

(H3b3) link gender to health as a positive function of being a cisgender man, transgender,

or gender-nonbinary person (vs. being a cisgender woman).
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The greater risk perspective for sexual minorities of color posits that partly due to greater
heterosexism in communities of color, sexual minorities of color are more likely to experience
sexual minority stressors than their white counterparts (Moradi et al. 2010; Velez et al. 2017).
Communities of color generally hold more sexual minority stigma, are less accepting of sexual
minorities, endorse stronger heteronormative gender and sexuality norms, and often perceive
homosexuality as a byproduct of European/white culture (Glick et al. 2015; Ju 2022; Moradi et al.
2010; Velez et al. 2017). The greater risk for sexual minorities of color hypothesis states:

H3c: The distal (H3cl) and proximal (H3c2) stressors independently or concurrently

(H3c3) link race/ethnicity to health as a positive function of being a sexual minority of

color (vs. being white).

According to identity theory, identity centrality refers to the importance of a particular
identity to one’s self-concept and develops partly from affective and interactional commitment to
a particular role, group, social, or individual identity (Brenner, Serpe, and Stryker 2014; Stryker
and Serpe 1994). According to the identity sensitivity perspective, identity-based stressors (e.g.,
racial/ethnic and sexual identity-related stressors) are more relevant to self-concept, and people
with stronger identity centrality are more vigilant and aware of identity-based stressors than those
with weaker identity centrality (Fingerhut et al. 2010; Kim and Allen 2021; Sellers et al. 2003).
They are also more likely to attribute discriminatory and ambiguous negative events to their
marginalized status (Sellers et al. 2003; Sellers and Shelton 2000). Therefore, those with stronger
sexual identity centrality are more sensitive to sexual minority stressors (Fingerhut et al. 2010;
Kim and Allen 2021). Those with stronger racial/ethnic identity centrality are more sensitive to

sexual minority stressors from within their racial/ethnic community as the source of stress comes
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from a community in which they have a more affective and interactional commitment (Kim and
Allen 2021). The identity-sensitivity hypothesis states:
H3d: The distal (H3d1) and proximal (H3d2) stressors independently or concurrently
(H3d3) link racial/ethnic and sexual identity centrality to health as a positive function of

racial/ethnic and sexual identity centrality.

Two competing perspectives are possible on the relationship between SES and sexual
minority stress: higher-status— and lower-status disadvantage. According to the higher-status
disadvantage perspective, higher-SES individuals are exposed to and perceive more sexual
minority stressors (McGarrity 2014). They are also more inclined to recognize, perceive, and
report sexual minority stressors. Furthermore, they experience some unique sexual minority
stressors due to their higher status (e.g., discrimination in the job search for and promotion to
higher status positions, wage penalties, and more frequent negotiations of sexual identity
disclosure). According to the lower-status disadvantage perspective, lower-SES sexual minorities
are more exposed to sexual minority stressors. They work and live in more hostile homophobic
environments with stricter gender norms and greater isolation from the LGBT community
(McGarrity 2014). They also have less access to psychosocial resources to help reduce exposure
to various life stressors (Link and Phelan 1995; McGarrity 2014; Turner and Turner 2005). The
higher- and lower-status disadvantage hypotheses, respectively, state:

H3e: The distal (H3el) and proximal (H3e2) stressors independently or concurrently

(H3e3) link SES with health as a positive function of SES.

H3f: The distal (H3f1) and proximal (H3f2) stressors independently or concurrently (H3e3)

link SES with health as a negative function of SES.
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Two competing perspectives are possible on the relationship between social connections
and sexual minority stress: stress exposure and social integration. From the stress exposure
perspective, sexual minorities with greater degrees of social connections and involvement with
significant others, the LGBT community, and other LGBT network members perceive and
experience more sexual minorities stressors. They have more opportunities to become visible and
identifiable and be exposed to and become more aware of sexual minority stressors (Behler,
Donnelley, and Umberson 2019; Frost et al. 2017; Meyer 2003; Thomeer et al. 2018). They are
more likely to become conscious of and sensitive to sexual minority stressors and suffer from stress
proliferation (e.g., stress crossover, stress spillover) due to linked fate, obligations, and
commitments to other sexual minorities (Frost et al. 2017; Thomeer et al. 2018; Wethington 2000).
In contrast, from the social integration perspective, social connections are sources of various
valuable resources. They can help reduce exposure to stressors through diverse mechanisms such
as reducing social isolation (e.g., more contact with other sexual minorities), increasing social
capital (network members’ resources), providing social support (aid from social networks), and
enhancing psychological resources (Berkman et al. 2000; Moen, Dempster-McClain, and Williams
1989; Song 2011; Song, Son, and Lin 2011; Song and Zhang forthcoming; Turner and Turner
2005). The available data allow for the measurement of three aspects of social connections:
romantic relationship status, LGBT community connectedness (cognitive/affective connections to
the LGBT community), and LGBT community participation (behavioral engagement in the LGBT
community) (Frost and Meyer 2012). The social connections as a source of stress exposure and
the social integration hypotheses, respectively, state:

H3g: The distal (H3gl) and proximal (H3g2) stressors independently or concurrently

(H3g3) link social connections to health as a positive function of social connections.
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H3h: The distal (H3h1) and proximal (H3h2) stressors independently or concurrently

(H3h3) link social connections to health as a negative function of social connections.

According to the social resource perspective, greater social support (e.g., emotional,
instrumental, appraisal, and informational) from family, friends, and others can help people avoid
life difficulties and reduce exposure to and perception of life stressors through multiple pathways,
such as advancing their objective and subjective status attainment and reinforcing their
psychological resources (Pearles and Huang 2020; Song 2019; Song et al. 2011; Song and Zhang
forthcoming; Turner and Turner 2005). The available data allow for the measurement of only
social support from family. The social resource hypothesis states:

H3i: The distal (H3i1) and proximal (H3i2) stressors independently or concurrently (H313)

link family support to health as a negative function of family support.

Interaction Effects

I draw on perspectives on stress vulnerability, stress resilience, stress-buffering, and stress
exacerbation to hypothesize the interaction between sexual minority stressors within racial/ethnic
communities and ten upstream factors (George and Lynch 2003; Kessler 1979; Meyer 2003;
Turner and Avison 2003; Turner et al. 1995; Wheaton 1985).

Older sexual minorities can be more vulnerable to the adverse effects of sexual minority
stressors than younger ones. Older individuals use fewer active and adaptive stress-coping
resources (e.g., behavioral, psychological, and social) when experiencing stress (Aldwin, Yancura,
and Lee 2021). Also, because of widespread ageism in the LGBT community, older sexual

minorities experience greater isolation from the LGBT community (Brennan-Ing et al. 2014).
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Therefore, they may have less access to social support and other coping resources from within the
LGBT community that can ameliorate the adverse effects of minority stress. The older adult
vulnerability hypothesis states:
H4a: The distal (H4al) and proximal (H4a2) stressors are negatively associated with health
to a smaller degree for the Millennials and Generation Xers than for the Baby

Boomers/Traditionalists.

Cisgender women may be less vulnerable to sexual minority stressors than other gender
groups. Compared to cisgender women, cisgender men are more disadvantaged in coping with
stressors. They have smaller social networks, experience less supportive relationships, and are less
likely to seek out social support when experiencing stress (Turner and Turner 2013). Compared to
cisgender women, transgender and gender-nonbinary individuals experience greater isolation,
marginalization, and discrimination in mainstream society and the LGBT community (Weiss
2004). As such, they may have less access to stress-ameliorating resources. The cisgender women
less vulnerability hypothesis states:

H4b: The distal (H4b1) and proximal (H4b2) stressors are negatively associated with health

to a smaller degree for cisgender women than for other gender groups.

The minority resilience perspective argues that sexual minorities of color demonstrate less
vulnerability to sexual minority stressors than their white counterparts (Moradi et al. 2010; Velez
et al. 2017). Despite greater heterosexism in communities of color, compared to white sexual
minorities, those of color have developed more coping skills to deal with racism from mainstream

society and the dominant white LGBT community and are more likely to draw on psychosocial
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resources, including resources from their racial/ethnic community and other LGBT people of
color, to ameliorate the adverse effects of minority stress (Bowleg et al. 2003; Huang et al. 2010;
Moradi et al. 2010; Velez et al. 2017). The minority resilience hypothesis states:

H4c: The distal (H4c1) and proximal (H4c2) stressors are negatively associated with health

to a smaller degree for sexual minorities of color than for whites.

Minority stress theory proposes two competing propositions on the interaction between
sexual minority stressors and identity centrality: identity-relevant stress and identity resilience
(Meyer 2003). The identity-relevant stress perspective posits that those with stronger identity
centrality present greater vulnerability to identity-based stressors (Le et al. 2021; Meyer 2003;
Thoits 1991). Identity-based stressors damage psychological resources (e.g., self-concept), a
crucial stress buffer. For those with stronger sexual identity centrality, sexual minority stressors
harm their psychological resources to a greater degree. For those with greater racial/ethnic identity
or with a more affective and interactional commitment to their racial/ethnic community, sexual
minority stressors within their racial/ethnic community may foster a sense of disapproval,
rejection, and a lack of belonging and damage their psychological resources to a greater degree. In
contrast, the identity resilience perspective argues that stronger identity centrality can buffer the
damaging effects of minority stress (Fingerhut et al. 2010; Meyer 2003; Sellers et al. 2003). A
stronger identity centrality can serve as a stress-buffering psychological resource and motivate
individuals to their in-group community for social support to cope with sexual minority stressors.
The identity-relevant stress and identity resilience hypotheses, respectively, state:

H4d: The distal (H4d1) and proximal (H4d2) stressors are negatively associated with health

to a greater degree for those with stronger identity (racial/ethnic or sexual) centrality.
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H4e: The distal (H4el) and proximal (H4e2) stressors are negatively associated with health

to a smaller degree for those with stronger identity (racial/ethnic or sexual) centrality.

In line with stress theories and the fundamental cause theory, compared to their lower-SES
counterparts, higher-SES individuals have more social, economic, and psychological resources to
cope with the adverse effects of stress (Link and Phelan 1995; Thoits 2010; Turner and Roszell
1994). The lower-status vulnerability hypothesis states:

H4f: The distal (H4f1) and proximal (H4f2) stressors are negatively associated with health

to a smaller degree for those with higher SES.

From the social integration and social resource perspectives, social connections and various
forms of social support can strengthen individuals’ social, psychological, and biological stress-
coping capabilities and work as stress buffers to attenuate the detrimental effects of stressors,
including sexual minority stressors (Berkman et al. 2000; Donnelly, Robinson, and Umberson
2019; Feinstein et al. 2016; Feinstein et al. 2014; Meyer 2003; Song 2019; Song et al. 2011; Song
and Zhang forthcoming; Thoits 2011). Also, sexual minorities with stronger connections with the
LGBT community can engage in more positive reappraisals by seeing themselves positively
through the lens of similar and affirming others rather than through the dominant stigmatizing
culture (Frost and Meyer 2012; Meyer 2003). The social connections and social support as a stress
buffer hypothesis, respectively, state:

H4g: The distal (H4g1) and proximal (H4g2) stressors are negatively associated with health

to a smaller degree for those with greater degrees of social connections.
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H4h: The distal (H4h1) and proximal (H4h2) stressors are negatively associated with health

to a smaller degree for those with more family support.

DATA AND METHODS

Data

Data are drawn from the SJISP, a cross-sectional national survey of 4,953 U.S. sexual minorities.
Respondents were recruited using nonprobability-based recruitment strategies, including venue-
based sampling at LGBT-related events, snowball sampling, respondent-driven sampling, and the
Internet (Battle, Pastrana, and Daniels 2013). To my knowledge, this survey contains the largest
and most diverse national sample of sexual minorities with the information needed to test the
hypotheses. After excluding heterosexual respondents, which included those who identified as
heterosexual, irrespective of gender identity, who did not express a history of same-sex sexual
relations (real or desired), or who did not indicate that they were or had been in a same-sex or
queer romantic relationship (N = 321) and those with missing data on all included variables (N =
14), the analysis sample size was reduced to 4,618. Excluding respondents with missing data on
the included variables would have caused a loss of 39 percent of the sample. The full-information
maximum likelihood method was used to handle missing data and compute parameter estimates

(Allison 2001). Table 1 presents a summary of the sample characteristics.

Insert Table 1 About Here
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Endogenous Variables

Health outcomes: self-rated health and psychological well-being. Respondents were asked to rate
their own health on a five-point scale (1 = poor to 5 = excellent). Psychological well-being was
measured by four items from the Center for Epidemiologic Studies Depression Scale (Radloff
1977). Respondents indicated how often they experienced four types of feelings during the past
week (““You were just as good as other people,”; “You were hopeful about the future,”; “You were
happy,”; and “You enjoyed life”’). These items were rated on a four-point scale coded 0 (never) to
3 (most of the time). The summed total score ranged from 0 to 12, with higher values indicating
better psychological well-being. The scale reliability coefficient was robust (o = .88).

Distal and Proximal Sexual Minority Stressors. The distal stressor was racial/ethnic
community heterosexism. Each respondent was presented with the statement, “Homophobia is a
problem within my racial or ethnic community.” Responses were coded 1 (strongly disagree) to 6
(strongly agree). The proximal stressor was discomfort in the racial/ethnic community. Each

respondent was asked, “How often have you felt uncomfortable in your racial or ethnic community

because of your sexual identity?” Responses were coded from 1 (never) to 6 (always).

Exogenous Variables

All analyses included sixteen exogenous variables. The three demographic variables were age,
gender (cisgender female, cisgender male, transgender female, transgender male, and gender-
nonbinary), and race/ethnicity (white, black, Latino/a, Asian, multiracial, and other race/ethnicity).
Because experiences with sociohistorical events vary across age cohorts, I used generational
cohorts to measure age, including Millennials (those born after 1980), Generation Xers (those born

in 1965-1980), and the Baby Boomers/ Traditionalists (those born before 1965). Due to the small

74



sample size of the Traditionalists or the Silent Generation (those born before 1946), I combined
the Baby Boomers and the Traditionalists into one category. The two indicators of identity
centrality were racial/ethnic and sexual identity centrality. Respondents were asked whether they
felt their race/ethnicity or sexual orientation was an important part of their identity. The two
centrality indicators were rated on a six-point scale (1 = not important to 6 = extremely important).
The three indicators of SES were educational attainment (1 = high school or less to 5 = graduate
degree), employment status (0 = not full time, 1 = full time), and household income (1 = under
$10,999 to 8 = $100,000 and over). The three indicators of social connections were relationship
status (single, partnered/married same-sex, partnered/married different-sex), LGBT community
connectedness, and LGBT community participation. Respondents were asked to rate the degree of
three forms of connectedness on a six-point scale (1 = strongly disagree to 6 = strongly agree): “I
feel connected to my local LGBT community,” “I feel that the problems faced by the LGBT
community are also my problems,” and “I feel a bond with other LGBT people.” The responses
for these three items were averaged to create the LGBT community connectedness scale (o = 0.76).
Respondents were asked to rate the frequency of participation in six LGBT-related groups,

organizations, and activities during the past 12 months (“participated in political events,”

29 <6 99 <6

“participated in social or cultural events,” “read newspapers or magazines,” “used the internet,”
“received goods and/or services” and “donated money to an organization’) on a six-point scale (1
= never, 2 = once or twice a year, 3= about six times a year, 4 = about once a month, 5 = about
once a week, 6 = more than once a week). The responses for the six items were averaged to create
the LGBT community participation scale (o = 0.75). The one indicator of social support, family

support, was measured through the question, “As an LGBT person, how much do you now feel

supported by your family?” and rated on a seven-point scale (1= not supported at all to 6 =
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completely supported; 7 = they don’t know that I’'m LGBT). Family support was grouped into
three categories (not out [family support = 7], low support [family support = 1-3], and high support
[family support = 4-6]). Dummy variables were created for each category of age, gender,
race/ethnicity, educational attainment, relationship status, and family support. The corresponding
reference groups for these categorical variables were age 55 and older, cisgender females, whites,
high school or less, the single, and high family support. All analyses also included five control
variables associated with psychological well-being and self-rated health, including access to health
insurance, access to a medical provider, provider’s comfort with sexuality, smoking behavior, and

overweight or obesity (BMI > 25), to minimize the risk of confounding effects.

Analytic Strategy

I estimated two path analysis models separately for the two health outcomes to examine the direct,
indirect, and intervening effects hypotheses (H1-H3). Each model included three equations,
respectively, on the three endogenous variables: the distal stressor (Y1), the proximal stressor
(Y2), and self-rated health (Y3) or psychological well-being (Y4). The first equation was an
ordinary least squares (OLS) regression of the distal stressor on exogenous variables (X1). The
second equation was an OLS regression of the proximal stressor on the distal stressor and
exogenous variables. The third equation was an OLS regression of self-rated health or
psychological well-being on the two stressors and exogenous variables. Stata’s -nlcom- command
was used to disaggregate whether the distal and proximal stressor alone or in combination linked
the ten upstream factors to the two health outcomes. To examine the interaction effects hypotheses
(H4), T added the product terms of the distal or proximal stressor with the ten factors to the third

equation. All interval variables were mean-centered. Bias-corrected bootstrapping procedures with
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1,000 iterations were used to generate 95 percent confidence intervals to calculate the direct and
indirect effects (Bollen and Stine 1990). In supplemental analysis, I ran ordinal logistic regression
of self-rated health and logistic regression of dummy-coded self-rated health and found similar
results. I examined the model fit using conventional thresholds of minimally acceptable fit on the
comparative fit index (CFI > .90), Tucker-Lewis index (TLI > .90), and root-mean-squared error
of approximation (RMSEA <.08) (Hu and Bentler 1999). For all models, the RMSEA was below

.001, and the CFI and TLI were 1.00.

RESULTS

Descriptive Statistics

Table 1 presents a summary of the sample characteristics. The average psychological well-being
of respondents was 8.96 (SD = 2.97, range = 0-12), and their average self-rated health was 3.65
(SD = .94, range = 1-5), representing something between the “good” and “very good” categories.
Regarding sexual minority stressors, the mean score for racial/ethnic community heterosexism was
4.55 (SD=1.62). The mean score for discomfort in one’s racial/ethnic community due to sexual
identity was 3.06 (SD = 1.61). A little less than half of the respondents were born after 1980
(Millennials), about a third were born between 1965-1980 (Generation Xers), and about a quarter
of respondents were born before 1965 (Baby Boomers/Traditionalists). About half of the
respondents were cisgender men, a little less than half were cisgender women, and the remaining
were gender minorities. The respondents were racially/ethnically diverse. The respondents were
highly educated, with about half having obtained at least a bachelor’s degree. Additional sample

characteristics are presented in Table 1.
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Direct Effects

Tables 2 and 3 present the unstandardized parameter estimates of the direct, indirect, and
intervening effects. There is evidence for the direct-effect hypothesis with the proximal stressor
(H1b) but not the distal stressor (Hla). Respondents who felt uncomfortable more frequently in

their racial/ethnic community due to sexual identity reported worse psychological well-being (-

276, p<.001) and self-rated health (-.047, p<.001).

Insert Table 2 About Here

Insert Table 3 About Here

Indirect Effect

Results on both health outcomes supported the indirect-effect hypothesis (H2). The distal stressor
had an indirect negative effect on psychological well-being (-.069, p<.001) and self-rated health
(-.012, p<.001) through its direct positive associations with the proximal stressor (Table 2: .249,
p<.001; Table 3: .250, p<.001). Thus, respondents who perceived more heterosexism in their
racial/ethnic community felt uncomfortable more frequently in their racial/ethnic community due
to sexual identity. In turn, those who felt more frequent discomfort in their racial/ethnic community

due to sexual identity reported worse health.

Intervening Effects
With the proximal stressor, results supported eight intervening-effect hypotheses (H3a2, H3b2,
H3c2, H3d2, H3e2, H3g2, H3h2, and H3i2). The proximal stressor alone linked ten variables (age,

gender, race/ethnicity, racial/ethnic and sexual identity centrality, relationship status, education,
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LGBT community connectedness, LGT community participation, and family support) with
psychological well-being and self-rated health (see Tables 2 and 3). Compared to those who were
Baby Boomers/Traditionalists, cisgender female, white, had weaker racial/ethnic or sexual identity
centrality, had a high school degree or less, or had high family support, respondents who were
younger (Millennials [.196, p<.01; .193, p<.01] or Generation Xers [.187, p<.01; .185, p p<.01)),
belonged to other gender groups (cisgender male [.284, p<.001; .282, p<.001], transgender female
[.370, p<.05; .369, p<.05], transgender male [.670, p<.01; .666, p<.01] or gender-nonbinary [.333,
p<.05; .334, p<.05]), were racial/ethnic minorities (black [.380, p<.001; .380, p<.001], Latino
[.168, p<.05; .169, p<.05], Asian [.610, p<.001; .610, p<.001], or multiracial [.323, p<.001; .323,
p<.001]), had stronger identity (racial/ethnic [.125, p<.001; .125, p<.001] or sexual [.073, p<.001;
.073, p<.001]) centrality, had more education (a bachelor’s degree [.168, p<.05, .172, p<.05] or a
graduate degree [.321, p<.001; .324, p<.001]), had greater LGBT community participation (.091,
p<.001; .090, p<.001), and experienced low family support (.317, p<.001; .318, p<.001) felt
uncomfortable more frequently in their racial/ethnic community due to sexual identity. Compared
to those who reported being single and those with lower LGBT community connectedness,
respondents in different-sex relationships (-.191, p<.05; -.187, p<.05) and with greater LGBT
community connectedness (-.041, p<.05; -.041, p<.05) felt uncomfortable less frequently in their
racial/ethnic community due to sexual identity. I further calculated the intervening effects. Being
younger (Millennials [-.054, p<.01; -.009, p<.01] or Generation Xers [-.052, p<.01; -.009, p<.01]),
being non cisgender female (cisgender male [-.078, p<.001 -.013, p<.001], transgender female [-
102, p<.05; -.017, p<.05], transgender male [-.185, p<.01; -.031, p<.01], or gender-nonbinary |-
092, p<.05; -.016, p<.05]), being a racial/ethnic minority (black [-.105, p<.001; -.018, p<.001],

Latino [-.047, p<.05; -.008, p<.05], Asian [-.169, p<.001; -.029, p<.001], or multiracial [-.089,
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p<.001; -.015, p<.001]), having stronger identity (racial/ethnic [-.034, p<.001; -.006, p<.001] or
sexual [-.020, p<.001; -.003, p<.001]) centrality, having more education (bachelor’s degree [-.046,
p<.05; -.008, p<.05]; graduate degree [-.089, p<.001, -.015, p<.001]) having greater LGBT
community participation (-.025, p<.001; -.004, p<.001), and having low family support (-.088,
p<.001; -.015, p<.001) were indirectly negatively associated with psychological well-being and
self-rated health via the proximal stressor. Being in a different-sex relationship (.053, p<.05; .009,
p<.10) and having greater LGBT community connectedness (.011, p<.05; .002, p<.05) were
indirectly positively associated with psychological well-being and self-rated health via the
proximal stressor.

The distal stressor alone did not directly link any upstream factor with health. However,
consistent with six intervening-effects hypotheses (H3b3, H3c3, H3d3, H3e3, H3g3, and H313), it
indirectly linked eight variables (gender, race/ethnicity, racial/ethnic and sexual identity centrality,
education, LGBT community connectedness, LGBT community participation, and family support)
with both health outcomes via the proximal stressor. Compared to those who were cisgender
female, white, had weaker identity (racial/ethnic or sexual) centrality, obtained less education (a
high school degree or less), had weaker LGBT community connectedness, had weaker LGBT
community participation, or had high family support, respondents who were cisgender men (.146,
p<.01; .146, p<.01), black (.392, p<.001; .393, p<.001) or multiracial (.237, p<.01; .238, p<.01),
had stronger identity (racial/ethnic [.113, p<.001; .114, p<.001] or sexual [.035, p<.05; .036,
p<.05]) centrality, had more education (some college education [.401, p<.001; .402, p<.001], an
associate degree [.368, p<.01; .368, p<.01], a bachelor’s degree [.520, p<.001; .521, p<.001], or a
graduate/professional degree [.656, p<.001; .656, p<.001]), had stronger LGBT community

connectedness (.252, p<.001; .252, p<.001), had greater LGBT community participation (.076,
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p<.01; .075, p<.01), were not out to their family (.456, p<.001; .456, p<.001) or had low family
support (.326, p<.001; .327, p<.001) perceived more racial/ethnic community heterosexism. I
further calculated the intervening effects of the distal stressor on the two health outcomes via the
proximal stressor. Being a cisgender male (-.010, p<.01; -.002, p<.01), black (-.027, p<.001; -.005,
p<.001) or multiracial (-.016, p<.01; -.003, p<.01), having stronger identity (racial/ethnic [-.008,
p<.001; -.001, p<.001] or sexual [-.002, p<.05; -.001, p<.10]) centrality, having more education
(some college education [-.028, p<.001; -.005, p<.001], an associate degree [-.025, p<.01; -.004,
p<.01], a bachelor’s degree [-.036, p<.001; -.006, p<.001], or a graduate/professional degree [-
045, p<.001; -.009, p<.001]), greater LGBT community connectedness (-.017, p<.001; -.003,
p<.001]), greater LGBT community participation, (-.005, p<.001; -.01, p<.01), and not being out
to family (-.031, p<.001; -.005, p<.01) or having low family support (-.023, p<.001; -.004, p<.001)
were indirectly negatively associated with psychological well-being and self-rated health through

the distal stressor via the proximal stressor.

Interaction Effects

Concerning the interaction of the distal stressor with the upstream factors in predicting
psychological well-being, the results partially supported two interaction-effect Hypotheses (H4c1
and H4d1) (see Table 4, Figure 2). The distal stressor positively interacted with being black (Model
2: .160, p<.05, Figure 2D) and being Latino (.223, p<.05). Its effect was negative for whites (-
.114, p<.10) but positive for blacks (.016, p<.05) and Latinos (.109, p<.05). The distal stressor
negatively interacted with sexual identity centrality (Model 3: -.038, p<.05, Figure 2G). The effect
of the distal stressor turned from being negative for those with stronger sexual identity centrality

to being gradually more positive for those with weaker sexual identity centrality. I find contrary

81



evidence for two interaction effect hypotheses (H4b1 and H4hl). The distal stressor positively
interacted with being gender-nonbinary (Model 1: .397, p<.05, Figure 2B). Its effect was negative
for cisgender women (-.009, p>.05) but positive for gender-nonbinary individuals (.388, p<.05).
Furthermore, the distal stressor positively interacted with low family support (Model 4: .132,
p<.01, Figure 2J). Its effect was negative for those with high family support (-.012, p>.05) but

positive for those with low family support (.120, p<.05).

Insert Table 4 About Here

Insert Figure 2 About Here

Regarding the interaction of the distal stressor with the upstream factors in examining self-
rated health, the results partially supported three interaction-effect hypotheses (H4al, H4d1, and
H4el) (see Table 5; Figure 2). The distal stressor positively interacted with being a Millennial
(Model 1:.047, p<.05, Figure 2A). Its effect was negative for Baby Boomers/Traditionalists (-.03,
p<.05) but positive for Millennials (.030, p<.01). The distal stressor negatively interacted with
racial/ethnic identity centrality (Model 3: -.011, p<.01, Figure 2F) and sexual identity centrality
(Model 3: -.009, p<.01, Figure 2G). The effect of the distal stressor turned from being negative for
those with stronger racial/ethnic and sexual identity centrality to being gradually more positive for
those with weaker racial/ethnic and sexual identity centrality. Contrary to Hypothesis H4h1, the
effect of the distal stressor positively interacted with low family support (Model 4: .039, p<.05,
Figure 2K). Its effect was negative for those with high family support (Model 4: -.012, p>.05) but

positive for those with low family support (-.082, p<.05).
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Insert Table 5 About Here

Lastly, concerning the interaction of the proximal stressor with the upstream social factors
in predicting self-reported health, the results were contrary to three interaction effect hypotheses
(H4b2; H4f1) (see Table 5, Figure 2). The proximal stressor positively interacted with being a
cisgender man (Model 5: .036, p<.05, Figure 2C). Its effect was negative for cisgender women (-
.063, p<.001) but less negative for cisgender men (-.027, p<.05). The proximal stressor negatively
interacted with being multiracial (Model 6: -.067, p<.05, Figure 2E). Its effect was negative for
whites (Model 6: -.023, p>.05) but more so for those who were multiracial (-.090, p<.05).
Furthermore, the proximal stressor negatively interacted with having some college education
(Model 7: -.061, p<.05, Figure 2I) and having a graduate/professional degree (-.061, p<.05). Its
effect was negative for those with a high school degree or less (-.015, p<.05) but more negative

for those with some college (-.076, p<.05) and those with a graduate degree (-.076, p<.05).

DISCUSSION AND CONCLUSION

This study is the first to examine the diverse roles (direct, indirect, intervening, and interacting) of
the sexual minority stress continuum within racial/ethnic communities in generating inequalities
among sexual minorities. It takes an intersectional approach and proposes a new comprehensive
conceptual model by combining theories and perspectives on stress, minority stress, life course,
gender, race/ethnicity, identity, SES, social connection, and social support to better understand the
sexual minority stress process. I examine this model using unique national data of sexual

minorities.
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This study advances the existing literature on sexual minority stress in three ways. First,
this is the first study to examine how distal and proximal sexual minority stressors within
racial/ethnic communities interplay to harm the health of sexual minorities. Previous research
examines distal and proximal sexual minority stressors within racial/ethnic communities
independently (Anderson-Carpenter 2019; Balsam et al. 2011; Bowleg et al. 2003; Kim and Allen
2021; Kim and Epstein 2013; Le et al. 2021; Ramirez and Galupo 2019; Scroggs et al. 2020;
Szymanski and Sung 2010). The findings of this study extend minority stress theory (Meyer 1995,
2003) and advance our understanding of how the sexual minority stress continuum within
racial/ethnic communities damages the health of sexual minorities. In the theoretical causal chain
linking the minority stress continuum to health, the more downstream end (discomfort in one’s
racial/ethnic community due to sexual identity as the proximal stressor) rather than the more
upstream end (racial/ethnic community heterosexism as the distal stressor) has a negative direct
association with psychological well-being and self-rated health. The more upstream end has an
indirect negative association with the health outcomes via the more downstream end. While the
distal stressor does not directly influence health, it shapes the context for the proximal stressor to
adversely impact health. To further deepen our understanding of how the sexual minority stress
process operates within racial/ethnic communities, future research should distinguish and collect
data on more than one distal and proximal stressor and examine their interplay with each other.

Second, this study represents the first effort to expand minority stress theory by
simultaneously examining whether the distal and proximal stressors within racial/ethnic
communities serve as intervening mechanisms to link ten upstream social factors (age, gender,
race/ethnicity, racial/ethnic and sexual identity centrality, SES, LGBT community connectedness,

LGBT community participation, and family support) with health. While minority stress theory
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pays little attention to within-group differences in exposure to and perception of sexual minority
stress among the stigmatized, stress theories elucidate how these stress processes manufacture the
social production of stress exposure and perception among social groups (Pearlin et al. 1981;
Thoits 2010; Turner and Avison 2003; Turner et al. 1995; Turner and Turner 2005). The results
extend and support eight theories and perspectives. Consistent with the life course perspective and
previous findings that older sexual minorities experience less sexual minority stress (Cortes et al.
2019; Meyer et al. 2021; Vale and Bisconti 2021), older sexual minorities experience less frequent
discomfort in their racial/ethnic community due to their sexual identity than younger ones.
Extending the gender and sexuality norm perspective (Bettinsoli et al. 2020; Herek 2004),
cisgender women report less sexual minority stress than other gender groups (Balsam et al. 2013;
Birkett et al. 2015; Herek 2009). Cisgender men and gender minorities experience more frequent
discomfort in their racial/ethnic community due to sexual identity than cisgender women.
However, only cisgender men perceive greater heterosexism in their racial/ethnic community than
cisgender women. Consistent with the greater risk for sexual minority perspective (Moradi et al.
2010; Velez et al. 2017), blacks and multiracial individuals perceive greater heterosexism in their
racial/ethnic communities, and blacks, Latinos, Asians, and multiracial individuals experience
more frequent discomfort in their racial/ethnic communities. In line with the identity-sensitivity
perspective (Fingerhut et al. 2010; Kim and Allen 2021; Sellers et al. 2003; Sellers and Shelton
2000), those with stronger identity centrality perceive greater heterosexism in their racial/ethnic
community and experience more frequent discomfort in their racial/ethnic community due to
sexual identity. Consistent with the higher-status vulnerability perspective (McGarrity 2015),
those with higher educational attainment perceive greater heterosexism in their racial/ethnic

community. Those with a graduate/professional degree report more frequent discomfort in their
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racial/ethnic community. There is also marginally significant evidence involving income in that
those with higher income report greater heterosexism in their racial/ethnic community.
Additionally, in line with the social resource perspective (Pearles and Huang 2020; Song 2019;
Song et al. 2011; Song and Zhang forthcoming; Turner and Turner 2005), sexual minorities whose
families are more supportive of their sexual minority status can perceive and experience fewer life
adversities, including sexual minority stress.

The results on social connections are mixed and broaden our understanding of how social
connections may reduce not only exposure to life stressors but also create a context for greater
stress exposure (Berkman et al. 2000; Behler, Donnelley, and Umberson 2019; Frost et al. 2017;
Meyer 2003; Moen et al. 1989; Song 2011; Song et al. 2011; Song and Zhang forthcoming;
Thomeer et al. 2018; Turner and Turner 2005). Results involving the distal stressor show that those
with greater LGBT community connectedness and LGBT community participation report greater
heterosexism within their racial/ethnic community. These results align with the social connections
as a source of stress exposure perspective and social cost theory, which emphasizes costs and
expenses embedded in social connections (Behler, Donnelley, and Umberson 2019; Frost et al.
2017; Meyer 2003; Song et al. 2021; Song and Pettis 2020; Thomeer et al. 2018). However, results
involving the proximal stressor are mixed. In line with the social integration perspective, sexual
minorities in different-sex relationships perceive less discomfort in their racial/ethnic community
than those who are single. These results suggest that for these individuals, having an opposite-sex
partner may allow them to be less identifiable as an LGBT person, which can provide greater
opportunities to be integrated into mainstream society and experience less social isolation, fear of
persecution and rejection (Kirkman 2010; Meyer 2003; Rivers 2013). Also consistent with social

integration theory, those with greater LGBT community connectedness experience less frequent
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discomfort in their racial/ethnic community. However, in line with the social connections as a
source of stress exposure perspective and social cost theory, those with greater LGBT community
participation report more frequent discomfort in their racial/ethnic community. These competing
results highlight the distinction between cognitive/affective and behavioral/actual ties to the LGBT
community (Frost and Meyer 2012). Cognitive ties to the LGBT community protect against
proximal stressors, whereas actual ties to the LGBT community do the opposite. While the
cognitive/affective ties may develop partly due to participation in the LGBT community,
participating in the LGBT community does not necessarily translate to feelings of inclusion and
acceptance within the LGBT community (Pachankis 2020). Therefore, those with greater cognitive
ties to the LGBT community may feel greater acceptance and inclusion within the community and
have greater ties to other LGBT individuals providing greater resilience and enhancing
psychological resources. Those with greater participation in the LGBT community may be more
visible and, therefore, more likely targets of violence, discrimination, and rejection. They may also
become more conscious and sensitive to such stressors due to their linked fate and commitments
to other LGBT individuals (Frost et al. 2017; Meyer 2003). There are no significant results for one
intervening hypothesis: the lower-status disadvantage hypothesis.

Third, this study is the first to examine the interaction between distal and proximal sexual
minority stressors within racial/ethnic communities and ten upstream factors. The results provide
partial support for four interaction effects hypotheses. Consistent with the older adult vulnerability
perspective (Aldwin et al. Lee 2021), the perception of greater racial/ethnic community
heterosexism is negatively associated with self-rated health for the Baby Boomers/Traditionalists.
However, that association is positive for Millennials. That positive association for Millennials may

be due to a couple of reasons. There are cohort differences when it comes to the acceptance of
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sexual minorities. Younger individuals are generally more accepting of sexual minorities (Twenge,
Carter, and Campbell 2015). Furthermore, the homophily principle suggests that individuals are
more likely to maintain ties and connections with those from the same age group (McPherson,
Smith-Lovin, Cook 2001). Therefore, younger sexual minorities may be more likely to interact
with those more accepting and supportive of their sexual identity. Also, because of the changing
social landscape of U.S. societies, younger sexual minorities may attribute heterosexism within
their racial/ethnic community as primarily motivated by older individuals who hold more
conservative traditional values. Furthermore, more generally, younger people have larger social
networks (Bruine de Bruin, Parker, and Strough 2020), and are also more integrated, which may
provide them with the social support to better cope with sexual minority stressors (Brennan-Ing et
al. 2014). Given that this is the first study to examine such interaction, future research should
examine more sexual minority stressors within racial/ethnic communities and qualitatively
examine how younger individuals may differentially cope with sexual minority stressors within
their racial/ethnic communities than their older counterparts.

The findings partially support the minority resilience perspective (Moradi et al. 2010;
Velez et al. 2017). Greater perception of racial/ethnic community heterosexism is harmful to the
psychological well-being of whites but not harmful to blacks and Latinos. From a resilience and
social support perspective, these results suggest that blacks and Latinos may have developed
greater coping mechanisms when experiencing sexual minority stress or have the social support to
help ameliorate the adverse impacts of stress. They may have developed greater resilience in
coping with racism in mainstream society and the LGBT community, which allows them to
overcome other adversities through various psychological and social mechanisms. Also, despite

greater heterosexism in communities of color, sexual minorities of color remain involved with
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their racial/ethnic community, often due to racism within the LGBT community and mainstream
society (Kim and Allen 2021; Kim and Epstein 2018; Le et al. 2021; Teunis 2007). Communities
of color provide various coping resources and skills that help sexual minorities of color cope with
stress. As such, when experiencing or perceiving sexual minority stress, they may draw on their
racial/ethnic community as sources of social support, including sexual minorities of color from
their racial/ethnic community that can help them endure the more detrimental aspects of their
community (Huang et al. 2010; Meyer 2003; Moradi 2010; Velez et al. 2017). Future research
should examine the specific psychological and/or social mechanisms that allow them to reduce the
effects of sexual minority stress and overcome these adversities in a way that is advantageous to
their health. There is evidence that, compared to whites, multiracial people may be more vulnerable
to sexual minority stressors pertaining to self-rated health. This may be due to multiracial people
experiencing isolation and rejection from their racial/ethnic community, which may prevent them
from drawing on their racial/ethnic community for support (Franco et al. 2020; Khanna 2004).
Given that this is the first study to examine such interaction, future research should investigate the
different coping resources available that are utilized across racial/ethnic groups.

The results partially support the identity-relevant stress perspective (Le et al. 2021; Meyer
2003; Thoits 1991). Racial/ethnic community heterosexism is more damaging to self-rated health
for those with greater racial/ethnic identity centrality and sexual identity centrality than those with
lower levels of racial/ethnic and sexual identity centrality. Similarly, concerning psychological
well-being, those with greater sexual identity centrality are more harmed by the distal stressor than
those with lower sexual identity centrality. These results suggest that due to identity being
developed partly from affective and interactional commitment to one’s in-group, those with

stronger identity centrality are more impacted by identity-based stressors. These stressors are more
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damaging to psychological resources, which in turn are more damaging to their health (Meyer
2003; Thoits 1991). However, those with weaker identity centrality are less involved and
committed to an identity that is less relevant to their self-concept. Therefore, exposure to sexual
minority stressors is less damaging to their health.

The results contradict three theories or perspectives. Inconsistent with the less vulnerable
cisgender women hypothesis (Turner and Turner 2013) concerning self-rated health, cisgender
women are more harmed by feeling more frequently uncomfortable in their racial/ethnic
community due to sexual identity than cisgender men. Cisgender men may rely on their LGBT
community more for social support than cisgender women (Frost, Meyer, and Schwartz 2016).
The LGBT community may provide social support and promote a feeling of belonging for many
sexual minorities. However, it is not devoid of sexism, racism, classism, gender binarism, and
ageism, which may prevent some groups, such as sexual minority women, people of color, lower-
status individuals, gender minorities, and older individuals, from access to social support from the
LGBT community (Meyer 2003). Furthermore, the results show insights into the need to
understand other stressors that impact sexual minorities across gender groups. Gender-nonbinary
individuals are less harmed by the distal stressor than cisgender women, suggesting they may have
developed resilience from their encounters with gender minority stress (Testa et. 2015).
Furthermore, these results provide insights into the need to incorporate additional minority
stressors, including gender minority stress. Inconsistent with the theory of fundamental cause and
stress theories (Link and Phelan 1995; Thoits 2010; Turner and Roszell 1994), feelings of
discomfort within one’s racial/ethnic community harm the self-rated health for those with a
bachelor’s degree to a greater degree than for those with a high school degree or less. These results

suggest that there might be a greater psychosocial cost of upward social mobility for sexual
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minorities (Assari and Bazargan 2019a, 2019b). Contrary to the social resource as a stress buffer
perspective (Berkman et al. 2000; Donnelly et al. 2019; Feinstein et al. 2016; Feinstein et al. 2014;
Meyer 2003; Song 2019; Song et al. 2011; Thoits 2011), racial/ethnic community heterosexism is
more harmful to those with high family support than those with low family support. Although low
family support damages the health and well-being of sexual minorities (Feinstein et al. 2014; Ryan
et al. 2009; Willughhy et al. 2010), the results suggest that having higher family support may
exacerbate the adverse effects of sexual minority stress. Two mechanisms are possible. First, from
a resilience perspective, those with low family support may have developed greater resilience,
providing the ability to withstand and be more prepared to cope with other forms of heterosexism
and homophobia that they experience due to not being accepted by family members (Carastathis
et al. 2017). The second possible mechanism is the possible detrimental effect of social support
and social relationships (Rook 1984; Song et al. 2021). Social support is complex. It may damage
and protect health. Family members can exacerbate stress when they provide unhelpful unsolicited
social support, when individuals are unable to reciprocate received support, when they develop
greater feelings of vulnerability because of received support, and when received support fosters or
enhances the strain in the relationships between individuals and their family members (Rook 1984;
Song 2014; Song and Chen 2014; Song et al. 2021). The are no significant results for two
interaction-effects hypotheses: the identity resilience and the social connections as a stress buffer
hypothesis.

Despite the strengths of this study, it is not without data limitations. First, future research
should collect and analyze longitudinal data to examine how the sexual minority stress process
within racial/ethnic communities evolves in people’s lives over time and impacts myriad life

outcomes. [ used propensity score matching (PSM) in supplemental analyses to attenuate selection
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bias and improve confidence in causal inferences (Rosenbaum and Rubin 1983). I found similar
results. Second, the data are limited regarding some aspects of the stress process. Minority stress
theory and general stress theories theorize on multiple stressors, stress exacerbators, and stress-
ameliorating resources (Meyer 2003; Meyer and Frost 2013). Future research should examine
more distal and proximal sexual minority stressors, coping resources (€.g., resources embedded in
social networks, types of social support, and personal resources such as mastery and self-esteem),
and indicators of identity (e.g., centrality, valence, and integration across various domains) to
provide a fuller understanding of the stress process (Meyer 2003; Pearlin 1999; Pearlin et al. 1981).
Third, due to small sample sizes, I combined Native Americans, Native Hawaiians/Pacific
Islanders, and Middle Easterners/North Africans into one race/ethnicity category. Also, due to
missing information on the ethnicity of most participants, I treated larger racial/ethnic groups (e.g.,
blacks, Latinos, whites, and Asians) as monoliths. Future research should recruit more individuals
from numerically smaller racial/ethnic groups to explore within- and between-group differences.
Finally, the analysis is limited to two health outcomes. Future research should collect data on other
health and well-being outcomes across life domains.

Notwithstanding its data limitations, this present study is the first to investigate the diverse
roles (direct, indirect, intervening, and interacting) of the sexual minority stress continuum within
racial/ethnic communities in generating inequalities among diverse sexual minorities. It provides
a new comprehensive conceptual model by integrating diverse theories and perspectives. This
study provides a starting point for elucidating the complex processes of the sexual minority stress

continuum and the inequalities these stressors create and sustain.
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APPENDIX

Table 1. Summary of Sample Characteristics (n = 4,618)

Variables Mean/Percent SD Range
Health Outcomes
Self-Rated Health 3.65 .94 1-5
Psychological Well-Being 8.96 2.97 0-12
Sexual Minority Stressors
Racial/Ethnic Community Heterosexism 4.55 1.62 1-6
Discomfort in Racial/Ethnic Community 3.06 1.61 1-6
Demographic Variables
Age Group
Millennials 40.95
Generation Xers 34.97
Baby Boomers/Traditionalists 24.07
Gender
Cisgender Female (Reference) 44.07
Cisgender Male 48.73
Transgender Female 2.53
Transgender Male 1.48
Gender-Nonbinary 3.18
Race/Ethnicity
White (Reference) 21.16
Black 35.10
Latino/a 16.85
Asian 6.26
Multiracial 17.96
Other Race/Ethnicity 2.66
Identity Centrality
Racial/Ethnic Identity Centrality 4.09 1.78 1-6
Sexual Identity Centrality 4.70 1.53 1-6
Socioeconomic Status
Education
High School or Less (Reference) 17.34
Some College 26.29
Associate Degree 8.86
Bachelor’s Degree 28.63
Graduate/Professional Degree 18.88
Employed Full Time (1 = Yes) 50.96
Household Income * 4.44 2.32 1-8

Social Connections
Relationship Status

Single (Reference) 46.84
Married/Partnered Same-Sex 45.05
Married/Partnered Different-Sex 8.10
LGBT Community Connectedness 4.11 1.30 1-6
LGBT Community Participation 3.24 1.04 1-6
Family Support
Not Out to Family 4.69
Low Family Support 27.63
High Family Support (Reference) 67.68
Control Variables
Health Insurance (1 = Yes) 78.16
Medical Provider (1 = Yes) 77.93

Provider is Comfortable with Sexual Orientation (1 = Yes) 58.59
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Smoker (1 = Yes) 29.55
Overweight or Obese (1 = Yes) 59.39

4] =under $10,999 to 8 = $100,000 and over
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Table 2. Parameter Estimates of the Path Analysis Model of Psychological Well-Being (n = 4,618)

Dependent Variables
Racial/Ethnic Discomfort in Psychological
Community Racial/Ethnic Well-Being
Independent Variables Heterosexism Community
Racial/Ethnic Community Heterosexism 249%%* (L015) .015 (.030)
Discomfort in Racial/Ethnic Community -.276*** (.030)
Age Group (Reference = Baby
Boomers/Traditionalists)
Millennials .058 (.067) .196%*  (.065) -.121 (.126)
Generation Xers .016 (.063) 187*  (.062) -237%  (.119)
Gender (Reference = Cisgender Female)
Cisgender Male .146%*  (L050) .284%** (.050) .045 (.096)
Transgender Female -111 (.150) 370%*  (.140) - 795%*% (.295)
Transgender Male -.240 (-192) .670%*  (.207) -.898%  (.392)
Gender-Nonbinary .097 (.135) 333%% (.124) -.261 (.254)
Race/Ethnicity (Reference = White)
Black 392%*%* (.069) .380%** (.069) A415%% (132)
Latino/a .093 (.079) .168*  (.078) A479%% ((151)
Asian -.058 (.107) .610%** (.105) -.147  (.201)
Multiracial 237%%(.077) .323%%% (.075) 283%  (.144)
Other Race/Ethnicity -.030 (.151) 2517 (.148) .193 (.284)
Identity Centrality
Racial/Ethnic Identity Centrality A13%%* (L015) 125%%% (L015) .096%*  (.029)
Sexual Identity Centrality .035%  (.017) 073%** (.017) -.042 (.033)
Education (Reference = Highschool or Less)
Some College A01%** (.074) 083  (.072) 388%*  (.140)
Associate Degree 368%*  (.098) 141 (.096) J735%%* ((186)
Bachelor’s Degree 520%** (.076) .168*  (.075) .612%%* ((146)
Graduate/Professional Degree .656*** (L.088) 321%*%  (.086) 690  (.167)
Employed Full Time (1 = Yes) .017 (.052) -.073 (.050) 287%% (.097)
Household Income 0217 (.013) -005  (.012) 116%%* (1023)
Family Support (Reference = High Support)
Not Out to Family A456%%* ((115) -113  (113) -501%  (.221)
Low Family Support 326%** (.054) 317%%* (.053) -.576%*%* (.103)
Relationship Status (Reference = Single)
Married/Partnered Same-Sex -.050 (.051) .018 (.049) A412%%% (,096)
Married/Partnered Different-Sex -.142 (.093) -191*  (.093) 289 (.177)
LGBT Community Connectedness 252%*%% (L019) -.041*  (.020) 274%%% (.039)
LGBT Community Participation 076%*  (.024) .091*  (.024) 060 (.047)
Constant 2.038%** (.163) A473%%% ((164) 6.643*%* (.334)
Adjusted R? 123 174 113

Notes: Standard errors in parentheses; control variables adjusted;
p <. 10; *p <. 05; **p <. 01; ***p <. 001 (two-tailed test.
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Table 3. Parameter Estimates of the Path Analysis Model of Self-Rated Health (n =4,618)

Dependent Variables
Racial/Ethnic Discomfort in Self-Rated Health
Community Racial/Ethnic
Independent Variables Heterosexism Community
Racial/Ethnic Community Heterosexism 250%*%* (L015) -.000 (.009)
Discomfort in Racial/Ethnic Community -.047*%* (.009)
Age Group (Reference = Baby
Boomers/Traditionalists)
Millennials .003 (.067) .193** (.065) 267%%* (.040)
Generation Xers .016 (.063) 185*%  (.062) .145%%* (.038)
Gender (Reference = Cisgender Female)
Cisgender Male .146%*  (.050) 282%** (.049) Jd61%%* (1031)
Transgender Female -.109 (.150) 369%  (.146) .029 (.091)
Transgender Male -.238 (-192) .666%** (.190) -236%  (.112)
Gender-Nonbinary .096 (.135) 334*%  (.130) -.244%* (.080)
Race/Ethnicity (Reference = White)
Black 393%** (L.069) .380%** (.069) 122%%(.042)
Latino/a .095 (.079) .169*% - (.078) 164%%(.048)
Asian -.060 (.107) .610%** (.105) -.041 (.065)
Multiracial 238%*  (.077) .323%%% (.075) 074 (.046)
Other Race/Ethnicity -.030 (.151) 2517 (.148) 1717 (.089)
Identity Centrality
Racial/Ethnic Identity Centrality 114%%% (L015) 125%%% (L015) -.001 (.009)
Sexual Identity Centrality .036*%  (.017) 073%%* (.017) -.005 (.010)
Education (Reference = High School or Less)
Some College A402%%* (.074) 084  (.072) -.007  (.044)
Associate Degree 368**  (.098) .143 (.096) 1101 (.059)
Bachelor’s Degree S21%%% (L076) A72% 0 (.075) 133%% (.046)
Graduate/Professional Degree .656%** (L088) .324%* (.086) .142%%(.053)
Employed Full Time (1 = Yes) .016 (.052) -.075 (.050) 0541 (.031)
Household Income 021+ (.013) -.004  (.012) L055%%*% (,007)
Family Support (Reference = High Support)
Not Out to Family A456%*F* ((115) -108  (.113) -073  (.069)
Low Family Support 327%%% (L.054) 318%** (L053) -.089%* (.033)
Relationship Status (Reference = Single)
Married/Partnered Same-Sex -.051 (.051) .016 (.049) .005 (.030)
Married/Partnered Different-Sex -.142 (.093) - 187*  (.093) .030  (.056)
LGBT Community Connectedness 252%*%% (L019) -.041*  (.020) 018 (.012)
LGBT Community Participation 075%% (.024) .090*  (.024) -.013 (.015)
Constant 2.038%** (.163) A473%%% ((164) 3.253*** (.099)
Adjusted R? 128 174 .086

Notes: Standard errors in parentheses; control variables adjusted;

p <. 10; *p <. 05; **p <. 01; ***p <. 001 (two-tailed tests).
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Table 4. Parameter Estimates for the Interaction Effects on Psychological Well-Being (n =4,618)

Model 1 Model 2 Model 3 Model 4
Distal Stressor -.009  (.042) -114F (.061) .179* (.072) -.012  (.035)
Proximal Stressor -275%%% (1030) -275%** (L030)  -.275%*%* (.030) -.280%** (.030)
Distal Stressor x Male -.002 (.057)
Distal Stressor x Transgender Female 2971 (.155)
Distal Stressor x Transgender Male 197 (256)
Distal Stressor x Gender-Nonbinary 397%  ((172)

Distal Stressor x Black
Distal Stressor x Latino/a
Distal Stressor x Asian
Distal Stressor x Multiracial
Distal Stressor x Other Race/Ethnicity
Distal Stressor
x Sexual Identity Centrality
Distal Stressor x Not Out to Family
Distal Stressor x Low Family Support
Constant
Adjusted R?

6.753%%* (348)
116

160%  (.077)
223*%  (.088)
066 (.124)
128 (.089)
231 (.176)

7.196%** (396)
124

-.038%  (.015)

5.934%%%( 423)
123

177 (144)
132% (.063)

6.782%%* (334)
116

Notes: Standard errors in parentheses; exogenous variables adjusted;
p <. 10; *p <. 05; **p <. 01; ***p <. 001 (two-tailed tests);
Distal Stressor = Racial/Ethnic Community Heterosexism;

Proximal Stressor = Discomfort in Racial/Ethnic Community

Reference categories for Models 1, 2, 4 are respectively cisgender female, white, and high family support.
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Table 5. Parameter Estimates for the Interaction Effects on Self-Rated Health (n = 4,618)

Model 1 Model 2 Model 3 Model 4
Distal Stressor -.031* (018 .040  (.019) .040  (.022) -.012  (.011)
Proximal Stressor -.047%%% (.009)  -.047*** (L.009)  -.047*** (.009) -.048*** (.009)
Distal Stressor x Millennials .047%  (.022)
Distal Stressor x Generation Xers 034 (.023)

Distal Stressor

x Racial/Ethnic Identity Centrality
Distal Stressor

x Sexual Identity Centrality
Distal Stressor x Not out to Family
Distal Stressor x Low Family Support
Constant

Adjusted R?

3.374%%% (_121)
093

-011*  (.004)

3.061%%* (.004)
092

-009*  (.004)

3.060%** (.130)
092

064 (.046)

040%  (.020)

3.006*** (.130)
088

Notes: Standard errors in parentheses; exogenous variables adjusted;

p <. 10; *p <. 05; **p <. 01; ***p <. 001 (two-tailed tests);
Distal Stressor = Racial/Ethnic Community Heterosexism;

Proximal Stressor = Discomfort in Racial/Ethnic Community

Reference categories for Models 1 and 2 are respectively Baby Boomers/Traditionalists and high family support.
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Table 5. (Continued)

Model 5 Model 6 Model 7
Distal Stressor -.000  (.009) -.001 (.009) -.001 (.009)
Proximal Stressor -.063*** (.014) -.023 (.021) -.015 (.020)
Proximal Stressor x Cisgender Male .036%  (.018)
Proximal Stressor x Transgender Female -016  (.062)
Proximal Stressor x Transgender Male -.101 (.072)
Proximal Stressor x Gender-Nonbinary 011 (.052)
Proximal Stressor x Black 003 (.025)
Proximal Stressor x Latino/a -.047 (.029)
Proximal Stressor x Asian -.061 (.041)
Proximal Stressor x Multiracial -.067*  (.029)
Proximal Stressor x Other Race/Ethnicity -.047  (.054)
Proximal Stressor x Some College -.061*  (.026)
Proximal Stressor x Associate Degree -.024 (.035)
Proximal Stressor x Bachelor’s Degree -.013 (.026)
Proximal Stressor x Graduate/Professional Degree -.061*  (.029)
Constant 3.272%%% ((103)  3.160*** (.112) 3.145%** ((112)
Adjusted R? .091 .085 .085

Notes: Standard errors in parentheses; exogenous variables adjusted;

p <. 10; *p <. 05; **p <. 01; ***p <. 001 (two-tailed tests);

Distal Stressor = Racial/Ethnic Community Heterosexism;

Proximal Stressor = Discomfort in Racial/Ethnic Community

Reference categories for Models 5, 6, and 7 are respectively cisgender female, white, and high school degree or less.
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Figure 1. The Conceptual Model of The Diverse Roles of the Sexual Minority Stress Continuum

Age Discomfort in
Gender Racial/Ethnic Community
Race/Ethnicity (Proximal Stressor)
Identity Centrality /
c
Socioeconomic Status Racial/Ethnic Community
. . d Heterosexism a
Social Connections > (Distal Stressor) 3 Health
Social Support e

Notes: Paths a-b: Direct Effects; Paths c: Indirect Effect; Paths d: Intervening Effects; Paths e: Interacting Effects.
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Figure 2. Interaction Effects on Psychological Well-Being and Self-Rated Health

Figure 2A: Interaction Effect of Racial/Ethnic Community Heterosexism and Age on Self-Rated Health
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Figure 2B: Interaction Effect of Racial/Ethnic Community Heterosexism and Gender on Psychological Well-Being
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Figure 2C: Discomfort in Racial/Ethnic Community Due to Sexual Identity and Gender on Self-Rated Health
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Figure 2E: Discomfort in Racial/Ethnic Community Due to Sexual Identity and Race/Ethnicity on Self-Rated Health
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Figure 2F: Racial/Ethnic Community Heterosexism and Racial/Ethnic Identity Centrality on Self-Rated Health
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Figure 2G: Racial/Ethnic Community Heterosexism and Sexual Identity Centrality on Psychological Well-Being

12
g 115
211
T 105
E 10
[+
2 95
o  ——
g 9 e S .v —
N ——————————
> L r—w—) - es a» e 4
7.5
1 2 3 4 5 6
Racial/Ethnic Community Heterosexism
—@— Sexual Identity Centrality = 1 —— Sexual Identity Centrality = 2

—tr— Sexual Identity Centrality = 3 Sexual Identity Centrality = 4

—e— Sexual Identity Centrality = 5 - #= Sexual Identity Centrality = 6

Figure 2H: Racial/Ethnic Community Heterosexism and Sexual Identity Centrality on Self-Rated Health
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Figure 2I: Discomfort in Racial/Ethnic Community Due to Sexual Identity and Education on Self-Rated Health
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Figure 2J: Racial/Ethnic Community Heterosexism and Education on Psychological Well-Being
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Figure 2K: Racal/Ethnic Community Heterosexism and Family Support on Self-Rated Health
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CHAPTER III
An Examination of Health Inequalities among Sexual Minorities:

The Diverse Roles of the Sexual Minority Stress Continuum within the Neighborhood Context
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ABSTRACT
While neighborhoods represent a central context of the stress process, we know little about the
adverse impacts of the sexual minority stress continuum within this context. This study is the first
to examine the diverse roles (direct, indirect, intervening, and interacting) of the sexual minority
stress continuum within the neighborhood context in influencing sexual minority health. It takes
an intersectional approach and combines theories on stress, minority stress, life course, gender and
sexuality, race/ethnicity, nativity, identity, socioeconomic status, social connections, and social
support. Using national data of sexual minorities, it measures one distal (neighborhood
homophobia) and one proximal (neighborhood concealment) stressor and two health outcomes
(psychological well-being and self-rated health). As the results show, neighborhood homophobia
is negatively associated with psychological well-being, while neighborhood concealment is
negatively associated with both health outcomes. Sexual minority stress proliferates from the distal
to the proximal stressor, negatively affecting health. The two stressors alone or together link nine
upstream factors (race/ethnicity, nativity, sexual orientation and racial/ethnic identity centrality,
relationship status, LGBT community connectedness, LGBT community participation, and family
support) with psychological well-being and five upstream factors (sexual orientation identity
centrality, racial/ethnic identity centrality, LGBT community connectedness, LGBT community
participation, and family support) with self-rated health. Neighborhood homophobia interacts with
four factors (age, education, income, and family support) and one factor (race) in examining
psychological well-being and self-rated health, respectively. Neighborhood concealment interacts
with two (age and race) and two factors (education and income) in predicting psychological well-

being and self-rated health, respectively. Theoretical and empirical implications are discussed.
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CHAPTER III
An Examination of Health Inequalities among Sexual Minorities:

The Diverse Roles of the Sexual Minority Stress Continuum within the Neighborhood Context

INTRODUCTION

Sexual minorities experience stigma, discrimination, and prejudice in nearly every sphere of U.S.
society (Adamczyk and Liao 2019; Doan, Loeh, and Miller 2014; Hsieh and Shuster 2021; Meyer
et al. 2017; Pascoe 2010; Tilcsik 2011). These adverse experiences are attributed to the social,
cultural, and legal institutionalization of heterosexism, an ideological system that situates
heterosexual relationships, attractions, and identities as the only natural form of expression (Herek
2004). One prominent explanation for elucidating the consequences of heterosexism is the concept
of minority stress.

Minority stress theory posits that sexual minorities in heterosexist societies experience
unique and chronic distal (“external”) and proximal (“internal”’) sexual minority stressors due to
the stigmatization of homosexuality (Meyer 2003). Despite scholars demonstrating the adverse
effects of sexual minority stress across various contexts and outcomes (for reviews, see Frost,
Lehavot, and Meyer 2015; Hoy-Ellis 2021; Hsieh and Shuster 2021; Lewis, Kholodkov, and
Derlega 2012; Lick, Durso, and Johnson 2013; Meyer and Frost 2013), little attention has been
given to the adverse impacts of sexual minority stress within the neighborhood context.

Neighborhoods, defined as “clusters of people living in close proximity to one another
within a particular geographical area” (Aneshensel 2009:2), are part of the broader literature on
social contexts and stress. Neighborhoods are an important context of the stress process and

generate health disparities vis-a-vis exposure to unique neighborhood stressors (Aneshensel 2009;
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Morenoff 2003; Pearlin 1999; Pickett and Pearl 2001; Ross 2000; Ross and Mirowsky 2001;
Sharkey and Faber 2014; Wheaton and Clarke 2003). More recently, scholars have extended
research on the neighborhood context to sexual minority health, demonstrating that general
neighborhood factors (e.g., neighborhood residence, poverty levels, perceived safety, changes in
neighborhood characteristics, social cohesion, neighborhood quality) and neighborhood factors
related to the LGBT population (e.g., gay neighborhood residence, the proportion of same-sex
couples in the neighborhood) (e.g., Burns et al. 2021; Buttram and Kurtz 2012; Carpiano et al.
2011; Duncan et al. 2017; Egan et al. 2011; Everett 2014; Frye et al. 2010; Lee et al. 2015; Mauck
et al. 2018; Teo and Chum 2020) generate health disparities among sexual minorities. Yet, the
adverse health consequences of sexual minority stressors within the neighborhood context remain
understudied (Anderson-Carpenter 2019; Duncan and Hatzenbuehler 2014; Duncan et al. 2014;
Frye et al. 2015; Frye et al. 2017; Kavanaugh et al. 2020; Li et al. 2019; McConnell et al. 2018).
The unique contribution of this study is that it is the first to examine the diverse roles of
the distal-proximal sexual minority stress continuum (Meyer 2003) within the neighborhood
context in influencing health disparities among sexual minorities. It takes an intersectional
approach to propose a new conceptual model by drawing on diverse theories and perspectives on
stress, minority stress, life course, gender and sexuality, race/ethnicity, nativity, identity,
socioeconomic status (SES), social connections, and social support. Specifically, it examines 1)
the direct effect of one distal (neighborhood homophobia) and one proximal stressor
(neighborhood concealment) on health, 2) the indirect effect of the distal stressor via the proximal
stressor, 3) the intervening effects of the two stressors on the relationship between eleven upstream
social factors (age, gender, race/ethnicity, nativity, sexual and racial/ethnic identity centrality,

SES, relationship status, LGBT community connectedness, and LGBT community participation,
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and family support) and health, 4) the interaction effects of the two sexual minority stressors with
the eleven social factors. I analyze national data of sexual minorities from diverse backgrounds
from the Social Justice Sexuality Project (SJISP) and measure two health outcomes (psychological

well-being and self-rated health).

LITERATURE REVIEW

Minority Stress Theory

Minority stress theory is derived from general sociological stress theories that situate stress as a
product of the social environment and social psychological theories, which emphasize unique
group-based stressors (Meyer 2003). A critical distinction between minority stress theory and
general stress theories is that minority stress theory emphasizes that while all individuals
experience general life stressors, stigmatized minority experience additional group-specific
minority stressors resulting from their stigmatization (Meyer 1995, 2003). In heterosexist contexts,
sexual minorities are stigmatized because their attraction, identities, and behaviors are in
opposition to heteronormative expectations and values (Hatzenbuehler, Phelan, and Link 2013;
Herek 2004; Pescosolido and Martin 2015).

Sexual minority stigma, discrimination, and prejudice foster the social production of sexual
minority stress and are fundamental causes of population health (Hatzenbuehler, Phelan, and Link
2013; Meyer 2003; Pescosolido and Martin 2015). Minority stress theory situates stressors along
a distal-proximal continuum. Distal (“external”) stressors include prejudiced events, violence, and
discrimination. Proximal (“internal”) stressors stem from distal stressors and include internalized
homophobia, the anticipation of stressful events, concealment of identity, and expectations of

rejection. In addition to theorizing on unique stressors, minority stress theory also identifies stress-

128



buffering factors, such as coping and social support, and individual factors, such as identity-related
characteristics, that may buffer or exacerbate the effects of minority stress.

Extant research on sexual minority stress and health elucidates the adverse impacts of distal
and proximal sexual minority stressors on diverse health outcomes across contexts (e.g., healthcare
settings, romantic relationships, educational settings, the workplace, and geographical milieus)
(for reviews, see Hoy-Ellis 2021; Lewis et al. 2012; Lick et al. 2013; Meyer and Frost 2013;
Pitonak 2017). Although minority stress theory emphasizes the interdependency of distal and
proximal stressors, considerably less attention is given to the interplay between the distal and
proximal stressors and between these stressors and other factors (Meyer 1995; Meyer et al. 2021;
Ramirez and Galupo 2019; Symanzki and Sung 2010). The proposed stress-buffering role of
individual and community-level coping and social support (e.g., romantic relationships, LGBT
community connectedness, and social support) in the relationship between minority stress and
health has also been given less attention, with the studies yielding mixed results. While there is
evidence for the stress-buffering role of individual and community-level coping and social support,
some studies present evidence for their stress-exacerbating role, and others show no significant
evidence (Feinstein et al. 2016; Hoy-Ellis 2021; Petruzzella et al. 2019; Phillips et al. 2020; Rogers
et al. 2020; Sattler, Wagner, and Christiansen 2016). Identity characteristics (e.g., sexual and
racial/ethnic identity centrality) buffer and exacerbate the effects of minority stress (Dunn and
Szymanski 2018; Fingerhut, Peplau, and Gable 2010; Fredrick and Williams 2021; Kalinowski et
al. 2022; Le et al. 2021).

Despite the contributions of prior work on minority stress and health, there remain
significant gaps in our understanding of the minority stress process. Considering that stress is

rooted in the social environment, social contexts are critical components of the stress process. A
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voluminous body of research substantiates that the neighborhood context plays an important role
in the social production of stress (Aneshensel 2009; Arcaya et al. 2016; Elliot 2000; Morenoff
2003; Pearlin 1999; Ross 2000; Ross and Mirowsky 2001; Sampson, Morenoff, and Gannon-
Rowley 2002; Wheaton and Clarke 2003). However, little research attention has been given to the
adverse health consequences of sexual minority stressors within the neighborhood context
(Anderson-Carpenter 2019; Duncan and Hatzenbuehler 2014; Duncan et al. 2014; Frye et al. 2010;

Frye et al. 2017; Kavanagh et al. 2020; Li et al. 2019; McConnell et al. 2018).

Neighborhoods as a Social Context of Stress
Within the broader scope of research on neighborhoods and health, neighborhood effects refer to
the processes by which neighborhood factors influence health outcomes, behaviors, and access to
healthcare. Three dimensions of neighborhood contexts are distinguished in the stress literature:
the spatial or geographical boundaries of the neighborhood, the structural or compositional features
of the neighborhood, and the social or interactional aspects that occur among individuals within
the neighborhood (Aneshensel 2009). Consistently research demonstrates the link between
neighborhood characteristics on all three dimensions, such as long-term housing vacancy, physical
characteristics, socioeconomic composition, socioeconomic disadvantage, racial/ethnic
composition, disorder, violence, and myriad health-related outcomes (Aneshensel 2009; Arcaya et
al. 2016; Elliot 2000; Morenoff 2003; Pearlin 1999; Ross 2000; Ross and Mirowsky 2001;
Sampson and Morenoff 2002; Sharkey and Faber 2014; Wheaton and Clarke 2003).

The three dimensions of neighborhood contexts can have both objective (measurable) and
subjective (perception-based) indicators (Aneshensel et al. 2009; Pearlin 1999; Ross and

Mirowsky 2001). Objective indicators of the neighborhood include factors such as poverty levels,
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violence, and residential (in)stability. Subjective indicators include factors such as perceived
disorder and perceived (in)stability. Previous research demonstrates that objective and subjective
indicators of the neighborhood context are linked to health (Aneshensel et al. 2007; Firebaugh and
Schroeder 2009; Hill, Ross, and Angel 2005; Ross and Mirowsky 2001; Schieman and Meersman
2004; Wheaton and Clarke 2003).

Much of the research on neighborhood contexts and health focuses on the general
population. However, a small but growing body of work examines and substantiates the
associations between neighborhood characteristics, including the spatial, structural, and social
dimensions (e.g., neighborhood residence, rural residence, poverty levels, perceived safety, the
density of same-sex partners, gay neighborhood, changes in neighborhood characteristics, social
cohesion, neighborhood quality) and diverse health outcomes among sexual minorities (Burns et
al. 2021; Buttram and Kurtz 2012; Carpiano et al. 2011; Duncan et al. 2017; Egan et al. 2011;
Everett 2014; Frye et al. 2010; Hatzenbeuhler, Duncan, and Johnson 2015; Lee et al. 2015; Mauck
et al. 2018; Teo and Chum 2020; Tieu et al. 2020; Tran et al. 2015; Wienke, Whaley, and Braatz
2021). Similar to the general population, subjective and objective indicators of the neighborhood
context (e.g., perceived neighborhood disorder, LGBT population density, residential (in)stability,
poverty level) are linked to diverse health outcomes among sexual minorities, including mental
and physical health, health behaviors, and access to health care (Buttram and Kurtz 2012; Carpiano
et al. 2011; Everett 2014; Lee et al. 2015; Teo and Chum 2020; Wienke et al. 2021). While the
association between neighborhood factors and health is well documented, we know little about
how the sexual minority stress process within the neighborhood context influences health

disparities among sexual minorities.
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Sexual Minority Stressors within the Neighborhood Context

Only eight studies examine the impact of sexual minority stress within the neighborhood context
on sexual minority health (Anderson-Carpenter 2019; Duncan and Hatzenbuehler 2014; Duncan
et al. 2014; Frye et al. 2010; Frye et al. 2017; Kavanagh et al. 2020; Li et al. 2019; McConnell et
al. 2018). Of the eight studies, one analyzes a national sample of 941 sexual minority emerging
adults (age 18-24) of color and examines the effect of a distal stressor within the neighborhood
context and a composite proximal stressor, which covers multiple contexts, including the
neighborhood context (Kavanaugh et al. 2020). As it finds, a distal stressor, perceived
neighborhood homophobia, is negatively associated with psychological well-being. It is also
indirectly negatively associated with psychological well-being through its direct negative
association with a proximal stressor, sexual orientation outness (a composite indicator of outness
to family, friends, religious community, coworkers, neighbors, and people online).

The other seven studies examine only distal sexual minority stressors. Perceived
community-level homophobia (a composite indicator of racial/ethnic community homophobia,
neighborhood homophobia, and homophobia in all communities of color) is associated with the
greater odds of having a regular healthcare provider among a national sample of 2,281 sexual
minority men (Anderson-Carpenter 2019). Sexual orientation-based discrimination within the
neighborhood context is positively associated with HIV risk behaviors among a sample of white
and black sexual minority men in New York City (N = 766) (Frye et al. 2017) and is positively
associated with HIV acquisition risk among a sample of 1,369 sexual minority men in New York
City (Frye et al. 2015). A greater number of LGBT-based hate crimes within the neighborhood is
positively associated with the likelihood of reporting suicidal ideation and suicide attempts

(Duncan and Hatzenbuehler 2014) and the likelihood of using illicit drugs (Duncan et al. 2014) in
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a sample of 1,292 sexual minority youth in Boston. Perceived neighborhood acceptance is
positively associated with increased sexual interest and orgasm satisfaction in a sample of 678
sexual minorities (Li et al. 2019). McConnell et al. (2018) find in a national sample of 589 sexual
minority men that connection to the LGBT community partially mediates the negative association
between LGBT stigma in the neighborhood and stress among sexual minority men of color but
mediates this association among white sexual minority men.

Extant research demonstrates that sexual minority stressors within the neighborhood are
negatively associated with health among sexual minorities. However, there remain three
significant gaps in our understanding of how the sexual minority stress process within the
neighborhood context influences variation in sexual minority health. First, little attention is given
to the minority stress continuum within the neighborhood context. Only one study examines a
distal and proximal stressor within the neighborhood context (Kavanaugh et al. 2020). However,
this study is limited to only sexual minority emerging adults of color and a composite measure of
the proximal stressor (outness) that includes outness to family, friends, religious community,
coworkers, neighbors, and people online. Therefore, the direct relationship between a distal
stressor and a proximal stressor within the neighborhood context has not been examined. Second,
we know little about how sexual minority stressors within the neighborhood context act as
intervening mechanisms to link social factors with health. Although Kavanaugh et al. (2021)
examine the intervening role of a proximal stressor, outness (a composite indicator that includes
outness in the neighborhood context) in the relationship between two social factors (perceived
family support and GLBTQ community), one stressor (perceived neighborhood homophobia) and
health, the study is limited to only two social factors and a sample of sexual minority emerging

adults of color. Third, we do not know how these stressors interact with more upstream social
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factors to impact health and well-being. A deeper and more nuanced understanding of these
processes will provide a more complete understanding of how the sexual minority stress process
within the neighborhood context influences health inequalities among sexual minorities.

The present study addresses these theoretical and empirical gaps. It takes an intersectional
approach (Collins 2015) to propose a new comprehensive conceptual model by combining theories
and perspectives on stress, minority stress, life course, gender and sexuality, race/ethnicity,
identity, SES, social connections, and social support to theorize four roles of one distal
(neighborhood homophobia) and one proximal (neighborhood concealment) sexual minority
stressor within the neighborhood context (see Figure 1). Specifically, it examines 1) the direct roles
of the two stressors for health, 2) the indirect role of the distal stressor via the proximal stressor,
3) the intervening roles of the two stressors on the associations between eleven upstream factors
(age, gender, race/ethnicity, sexual and racial/ethnic identity centrality, SES, romantic relationship
status, LGBT community connectedness, and LGBT community participation, and family support)
and health, and 4) the interaction between the two stressors and the eleven factors. These roles are
examined using national data of sexual minorities from diverse racial/ethnic backgrounds from the

SJSP.

Insert Figure 1 About Here

THEORIES AND HYPOTHESES
I hypothesize four roles of one distal (neighborhood homophobia) and one proximal
(neighborhood concealment) sexual minority stressor within the neighborhood context for the

health of sexual minorities (see Figure 1): their direct effects (paths a and b); 2) the indirect effect
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of neighborhood homophobia via neighborhood concealment (path c); 3) the intervening effects
of the two stressors in the relationship between the eleven upstream factors (age, gender,
race/ethnicity, nativity, sexual and racial/ethnic identity centrality, SES, relationship status, LGBT
community connectedness, and LGBT community participation, and family support ) and health

(path d); and 4) their interactions with the eleven factors (path e).

Direct Effects
Minority stress theory posits that distal and proximal stressors are stressful and directly harm
health (Meyer 2003). Sexual minorities who live in a context such as a neighborhood characterized
by greater homophobia experience more sexual minority stress, including violence, discrimination,
and rejection, than those who do not (Kavanagh et al. 2020; Li et al. 2019; McConnell et al. 2018).
Deciding on when, to whom, and where to conceal and disclose their sexual minority status is an
ongoing negotiation process (Meyer 2003). Although sexual minorities engage in concealment to
avoid discrimination, violence, and rejection, concealing a stigmatized status is stressful and
harmful to health as it produces adverse psychological, affective, behavioral, and self-evaluative
consequences (Meyer 2003; Pachankis et al. 2020). The direct-effect hypotheses state:

Hla: Neighborhood homophobia (distal stressor) is directly negatively associated with

health.

H1b: Neighborhood concealment (proximal stressor) is directly negatively associated with

health.
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Indirect Effect
According to minority stress theory, distal and proximal stressors are distinct yet interrelated in
that proximal stressors arise from distal stressors (Meyer 2003). The stress that emerges from the
perception of greater neighborhood homophobia may encourage the proliferation of additional
stressors, such as concealing one’s sexual orientation identity due to the anticipation of
experiencing violence, prejudice, and discrimination (D’Aguelli and Grossman 2001; Meyer
2003). The indirect-effect hypothesis state:

H2: Neighborhood homophobia is indirectly negatively associated with health through

neighborhood concealment.

Intervening Effects

Although minority stress theory pays little attention to within-group differences among the
stigmatized, sexual minorities are not a monolithic group, and their exposure to and perception of
sexual minority stressors can vary. I combine the stress exposure and perception approach (Pearlin
et al. 1981; Thoits 2010; Turner and Avison 2003; Turner et al. 1995; Turner and Turner 2005)
and the intersectionality perspective (Collins 2015) with other theories and perspectives to
hypothesize how sexual minority stressors within the neighborhood context link eleven upstream
factors with health.

The life course perspective posits that lived experiences are embedded within
sociohistorical contexts, and previous experiences can influence experiences and perceptions later
in life (Elder 1994; Elder et al. 2003). From this perspective, two mechanisms: progressive social
change and cumulative advantage, are drawn upon to provide insights into differential experiences

with sexual minority stress exposure and perceptions among sexual minorities born into different
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generational cohorts within the neighborhood context. First, compared to their younger
counterparts, older sexual minorities have experienced more sexual minority stress earlier in their
lives and over the life course (Liu and Reczek 2021; Meyer et al. 2021; Raifman et al. 2018;
Raifman et al. 2017) and have witnessed more progressive social and legal changes toward sexual
minorities over time (e.g., the de-criminalization and de-medicalization of homosexuality, the
legalization of gay marriage, and the removal of anti-discriminatory bills) (Adamczyk 2017; Doan
et al. 2014; Liu and Reczek 2021; Meyer et al. 2021; Vale and Bisconti 2021). These experiences
may encourage more negative social comparisons of the past and less negative evaluations of
contemporary sexual minority stressors, which in turn may differentially impact health at different
stages in the life course. Second, the cumulative advantage/disadvantage theory within the life
course perspective posits that older individuals have accumulated more resources over time,
allowing them to remove themselves from more stressful social environments (Dannefer 2003;
O’Rand 2001). In line with this perspective, younger sexual minorities, compared to older ones,
may be more likely to conceal their sexual orientation identity in a more homophobic
neighborhood context due to having fewer resources to remove themselves from more homophobic
social environments and due to the greater fear of experiencing negative repercussions for
disclosing their sexual minority status. The life course hypothesis states:

H3a: Neighborhood homophobia (H3al) and neighborhood concealment (H3a2)

independently or concurrently (H3a3) link age groups to health as a positive function of

being a Millennial or Generation Xer (vs. Baby Boomers/Traditionalists).

The gender and sexuality norm perspective posits that in heteronormative societies, sex,

gender, and sexuality are intrinsically intertwined (Bettinsoli, Suppes, and Napier 2020; Herek

137



2004). Heteronormative gender norms dictate the strict adherence to masculinity norms for men
and femininity norms for women, which are presumably linked to birth sex. In heteronormative
societies, heterosexuality is believed to be the only natural and acceptable form of sexual,
romantic, and identity expression (Herek 2000, 2004, Meyer 2003). Cisgender men experience
more negative consequences than cisgender women, including violence, prejudice, and
discrimination when deviating from such norms (Balsam, Rothblum, and Beauchaine, 2005;
Bettinsoli et al. 2020; D’ Augelli, Pilkington, and Hershberger 2002; Herek 2000, 2004; Pachankis
et al. 2015). Transgender and gender-nonbinary individuals violate gender and sexuality norms
and preconceived notions of the gender/sex binary system (Shuster 2017; Westbrook and Schilt
2014). As a result, they experience more LGBT-based victimization than cisgender women
(Birkett et al. 2015). In line with this perspective, cisgender men, transgender, and gender-
nonbinary individuals may be more likely to conceal their sexual minority status than cisgender
women due to the greater risk of exposure to and perception of sexual minority stress and due to
greater social and personal costs of disclosing their sexual minority status (Bariola, Lyons, and
Leonard 2016; Pachankis et al. 2020). The gender and sexuality norm hypothesis states:

H3b: Neighborhood homophobia (H3bl) and neighborhood concealment (H3b2)

independently or concurrently (H3b3) link gender to health as a positive function of being

a cisgender man, transgender, or gender-nonbinary person (vs. being a cisgender woman).

Two competing perspectives are possible on the relationship between race/ethnicity and
sexual minority stress within the neighborhood context: the greater for sexual minorities of color
and the resilience as an antecedent of stress for sexual minorities. The greater risk for sexual

minorities of color perspective argues that sexual minorities of color are more sensitive and
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exposed to more sexual minority stressors than white sexual minorities. This is partly due to
racial/ethnic minority communities having more conservative attitudes toward gender and
sexuality and their experiences with racism (Moradi et al. 2010; Velez et al. 2017). From this
perspective, relative to whites, racial/ethnic minorities are more likely to conceal their sexual
minority status to reduce their risk of exposure to discrimination, violence, and rejection and due
to greater social and personal costs of disclosing their sexual minority identity (Balsam et al. 2011;
Moradi et al. 2010; Pachankis et al. 2020). The resilience as an antecedent of stress for sexual
minorities of color perspective argues those with greater resilience report experiencing less stress
even in stressful situations (Lazarus and Folkman 1984). Sexual minorities of color are exposed to
the stress of racism before coming to terms with their sexual identity and, therefore, may develop
greater resilience before experiencing other life stressors (Cyrus 2017; Moradi et al. 2010; Velez
et al. 2017). From the resilience as an antecedent of stress perspective, compared to white sexual
minorities, those of color will appraise sexual minority stressors as less stressful. Also, when
sexual minorities of color perceive a social context as being less homophobic, they may be more
likely to disclose their sexual identity (Cyrus 2017; Moradi et al. 2010; Velez et al. 2017).
The greater risk for sexual minorities of color and the resilience as an antecedent of stress for
sexual minorities of color hypotheses, respectively, state:

H3c: Neighborhood homophobia (H3cl) and neighborhood concealment (H3c2)

independently or concurrently (H3c¢3) link race/ethnicity to health as a positive function of

being a sexual minority of color (vs. being white).

H3d: Neighborhood homophobia (H3dl) and neighborhood concealment (H3d2)

independently or concurrently (H3d3) link race/ethnicity to health as a negative function

of being a sexual minority of color (vs. being white).
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From a cultural norm perspective, most U.S. immigrants are from Latin American and
Asian countries with stronger heteronormative gender and sexuality norms (Afable-Munsuz and
Brindis 2006; Burgess, Potocky, and Alessi 2021; Gray, Mendelsohn, and Omoto 2015; Ocampo
2012, 2014). Like all immigrants, relative to the US-born, sexual minority immigrants are more
likely to live in ethnic enclaves with stricter gender and sexuality norms. Therefore, they may
experience and perceive more sexual minority stress than their US-born counterparts. Because
foreign-born sexual minorities are more likely to live in ethnic enclaves, they may be more likely
to conceal their sexual identity. Otherwise, they experience greater social and personal costs for
disclosing their sexual orientation identity, including the loss of social ties, emotional support, and
social capital from their ethnic community and family and feelings of guilt and distress due to their
failure to adhere to prevailing cultural norms surrounding the interweaving of gender and sexuality
(Gray et al. 2015; Ocampo 2012, 2014). The cultural norm perspective hypothesis states:

H3e: Neighborhood homophobia (H3el) and neighborhood concealment (H3e2)

independently or concurrently (H3e3) link nativity to health as a negative function of being

US-born (vs. foreign-born).

According to identity theory, identity centrality is the importance or psychological
attachment given to a particular identity. It emerges partly from the affective and interactional
commitment to a specific social, role, or group identity (Stryker and Serpe 1994). The identity
sensitivity perspective posits those with greater identity centrality are more vigilant, conscious,
and aware of identity-based stressors (Fingerhut et al. 2010; Kim and Allen 2021; Sellers et al.

2003). They are also more prone to attribute discriminatory and ambiguous events to their
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marginalized status (Sellers et al. 2003; Sellers and Shelton 2005). From this perspective, those
with stronger sexual orientation identity centrality are more sensitive to and aware of sexual
minority stressors. They are also more likely to conceal their sexual orientation identity to avoid
the possibility of discrimination, rejection, violence, and stigmatization in a more homophobic
context, including a neighborhood (Dyar, Feinstein, and Bonita 2015; Griffith and Hebl 2002;
Mohr and Kendra 2011). Because of the persistence of racial/ethnic residential segregation, most
Americans live in neighborhoods with a high degree of racial/ethnic homogeneity (Hall, Crowder,
and Spring 2015). Those with stronger racial/ethnic identity centrality are more likely to be
involved in and committed to their racial/ethnic group and community (Kim and Allen 2021;
Stryker and Serpe 1994). Because heteronormative gender and sexuality norms are ubiquitous
throughout U.S. society (Balsam et al. 2011; Doan et al. 2014; Kim and Allen 2021; Pascoe 2010;
Tilcsik 2011), those more involved in their community will be more likely exposed to sexual
minority stress. In line with this perspective, those with stronger racial/ethnic identity centrality
may fear more social costs for disclosing their sexual minority status when they perceive their
neighborhood as more homophobic. The identity sensitivity hypothesis states:

H3f1: Neighborhood homophobia independently (H3f1) and neighborhood concealment

(H3f2) independently or concurrently link sexual orientation identity centrality and

racial/ethnic identity centrality to health as a positive function of sexual orientation identity

centrality.

Two competing perspectives are possible on the relationship between SES and exposure to
and perception of sexual minority stressors within the neighborhood context: higher-status

disadvantage and lower-status disadvantage. The higher-status disadvantage perspective posits
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that despite having more social and economic resources to avoid sexual minority stress, higher-
status individuals are more likely to be sensitive and aware of sexual minority stress than lower-
status individuals (McGarrity 2014). They may also be more hesitant to disclose their sexual
minority status because they perceive or face greater social and personal costs (e.g., lack of career
advancement, personal reputation, financial loss) for doing so (McGarrity 2014). The lower-status
disadvantage perspective argues that lower-status individuals, compared to higher-status
individuals, are more exposed to sexual minority stressors due to living in lower-SES
environments, including neighborhoods with stronger gender and sexual norms and greater
separation from the LGBT community (McGarrity 2014). As such, lower-status individuals may
experience or anticipate experiencing more violence, discrimination, and rejection than higher-
status individuals for disclosing their sexual orientation identity (McGarrity 2014).
The higher- and lower-status disadvantage hypotheses, respectively, state:

H3g: Neighborhood homophobia (H3gl) and neighborhood concealment (H3g2)

independently or concurrently (H3g3) link SES with health as a positive function of SES.

H3h: Neighborhood homophobia (H3hl) and neighborhood concealment (H3h2)

independently or concurrently (H3h3) link SES with health as a negative function of SES.

Two competing perspectives are possible on the relationship between social connections
and sexual minority stress within the neighborhood context: stress exposure and social integration.
From the stress exposure perspective, those in same-sex relationships with greater connectedness
to the LGBT community, and greater participation in the LGBT community, may perceive and
experience greater sexual minority stress. Their greater involvement and social ties to the LGBT

community and with other LGBT individuals make them more visible and likely targets of distal
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sexual minority stressors at the individual level and collectively (e.g., stress proliferation and
cross-over) due to linked rate, obligations, and commitments (Behler, Donnelley, and Umberson
2019; Frost et al. 2017; LeBlanc, Frost, and Wright 2015; Meyer 2003; Rostosky et al. 2007;
Thomeer et al. 2018). Those more exposed to sexual minority stressors may conceal their identity
to reduce the risk of discrimination, stigmatization, prejudice, and violence. From the social
integration perspective, greater social connections can provide greater access to various forms of
social support (emotional, instrumental, informational, and appraisal) that can aid in the reduction
of exposure and perception of stress (Berkman et al. 2000; Frost and Meyer 2012; McConnell et
al. 2019; Meyer 2003, 2015; Moen, Dempster-McClain, and Williams 1989; Song 2011; Song,
Son, and Lin 2011; Song and Zhang forthcoming; Turner and Turner 2005). Those with greater
social connections may also be less likely to conceal their sexual orientation identity. This may be
in part due to having more resources to avoid living in a homophobic neighborhood and have
developed greater resilience from their social connections with other LGBT people to appraise
coming out as less stressful (Frost et al. 2017; Frost and Meyer 2015; LeBlanc and Frost 2020;
Meyer 2003). The stress exposure and social integration hypotheses, respectively, state:

H3i: Neighborhood homophobia (H3il) and neighborhood concealment (H3il)

independently or concurrently (H3i3) link social connections to health as a positive

function of social connections.

H3j: Neighborhood homophobia (H3j1) and neighborhood concealment (H3j2)

independently or concurrently (H3i3) link social connections to health as a negative

function of social connections.
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From the social resource perspective, the social support received from family, friends, the
community, and others, including emotional, instrumental, appraisal, and informational support,
can help individuals avoid exposure to and perceptions of various life stressors through several
pathways (e.g., reinforcing psychological resources, advancing objective and subjective status
attainment, provision of economic resources and other instrumental resources) (Pearles and Huang
2020; Song 2019; Song et al. 2011; Song and Zhang forthcoming; Turner and Turner 2005). In
line with this perspective, those with more social support have more social resources, which can
reduce the exposure to and perception of sexual minority stressors in the neighborhood context.
Sexual minorities with more social support are less likely to conceal their sexual orientation
identity (Kavanaugh 2020; Pastrana 2016) due to having more social resources to avoid exposure
to more homophobic contexts and more psychological resources to reduce the internalization of
sexual minority stigma within the neighborhoods. The social resource hypothesis states:

H3k: Neighborhood homophobia (H3kl) and neighborhood concealment (H3k2)

independently or concurrently (H3k3) link family support to health as a negative function

of family support.

Interaction Effects

This study draws on perspectives on stress vulnerability, stress resilience, stress buffering, and
stress exacerbation to inform the hypotheses on the interactions between the sexual minority
stressors within the neighborhood context and the eleven upstream social factors (George and
Lynch 2003; Kessler 1979; Meyer 2003; Turner and Avison 2003; Turner et al. 1995; Wheaton

1985).
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Older individuals use less active and adaptive stress-coping resources (e.g., behavioral,
psychological, and social) than their younger counterparts (Aldwin, Yancura, and Lee 2021).
Because ageism is pervasive within the gay community, older sexual minorities experience more
isolation and discrimination from within the LGBT community (Brennan-Ing et al. 2004; Meyer
2003). As a result, they have less access to social support and other coping resources from the
LGBT community that can ameliorate the adverse effects of sexual minority stress (Brennan-Ing
et al. 2014; Meyer 2003). The older adult vulnerability hypothesis states:

H4a: Neighborhood homophobia (H4al) and neighborhood concealment (H4a2) are

negatively associated with health to a smaller degree for Millennials and Generation Xers

sexual minorities than for Baby Boomers/the Traditionalists.

Cisgender women may be less vulnerable to the adverse effects of sexual minority stress
than other gender groups within the neighborhood context, as they are more advantaged in coping
with stressors. Compared to cisgender men, cisgender women receive more social support, have
better social relationships, are more socially integrated with friends, have larger social networks,
and are more likely to seek out social support when experiencing stress (Turner and Turner 2013).
Compared to cisgender women, transgender and gender non-binary individuals experience greater
social exclusion, marginalization, and discrimination from mainstream society and the LGBT
community (Weiss 2004). As a result, relative to cisgender women, transgender, and gender non-
binary individuals have less access to stress-ameliorating resources. The less vulnerable cisgender

women hypothesis states:
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H4b: Neighborhood homophobia (H4b1l) and neighborhood concealment (H4b2) are
negatively associated with health to a smaller degree for cisgender women than for other

gender groups.

The resilience as a coping resource for sexual minorities of color perspective argues that
sexual minorities of color demonstrate greater resilience when experiencing sexual minority stress
than whites. According to this perspective, sexual minorities of color develop more coping
strategies in experiencing stress because of their experiences with racism in mainstream society
and the LGBT community. These coping strategies include drawing on other sexual minorities of
color, their racial/ethnic community, active coping (e.g., confronting discrimination and
prejudice), and psychological resources to ameliorate the effects of sexual minority stress (Bowleg
et al. 2003; Huang et al. 2010; Moradi et al. 2010; Velez et al. 2019). The resilience as a coping
resource for sexual minorities of color hypothesis states:

H4c: Neighborhood homophobia (H4cl) and neighborhood concealment (H4c2) are

negatively associated with health to a smaller degree for sexual minorities of color than

whites.

Compared to those born in the U.S., foreign-born sexual minorities may be more vulnerable
to sexual minority stress within a neighborhood context. The foreign-born are more likely to draw
on their ethnic community for sources of social support (Jang et al. 2015; Portes and Rumbaut
2003). However, because most immigrant communities have greater homophobia and stronger
gender and sexuality ideologies, they may be less likely to seek social support from their ethnic

community (Fox, Griffin, and Pachankis 2020). Foreign-born individuals may also experience
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greater social isolation from the LGBT community due to cultural and language barriers, anti-
immigrant sentiment, and discrimination, reducing access to social support from the LGBT
community that can be employed to cope with sexual minority stress (Fox et al. 2020; Meyer
2003). The greater vulnerability for foreign-born sexual minorities hypothesis states:
H4d: Neighborhood homophobia (H4d1) and neighborhood concealment (H4d2) are
negatively associated with health to a smaller degree for US-born sexual minorities than

foreign-born sexual minorities.

According to minority stress theory, two competing propositions exist for the interaction
effect between identity centrality and sexual minority stressors on sexual minority health: identity-
relevant stress and identity resilience. The identity-relevant stress perspective argues that
individuals with stronger identity centrality are more vulnerable to identity-based stressors (Meyer
2003; Quinn and Chaudoir 2015). For those with stronger identity centrality, identity-relevant
stressors damage important psychological resources, such as one’s self-concept, which is an
important buffer against stress (Meyer 2009; Quinn and Chaudoir 2015). Therefore, for those with
stronger sexual identity centrality, sexual minority stress within the neighborhood context is more
harmful to their psychological well-being. Like all forms of identity centrality, racial/ethnic
identity centrality develops partly from affective and interactional commitment to their in-group
(Stryker and Serpe 1994). Because of the high degree of racial/ethnic heterogeneity in U.S.
neighborhoods (Farrell and Lee 2011), sexual minority stress within the neighborhood context is
more likely to develop from those with a similar racial/ethnic background. This may be more
damaging to those with greater centrality as it impacts the sense of belonging and fosters a sense

of rejection. The identity resilience perspective argues that stronger identity centrality can serve as
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a buffer against the negative impact of stress (Fingerhut et al. 2010; Meyer 2003; Sellers et al.
2003). A stronger identity centrality can serve as a stress-buffering resource, including providing
greater psychological resilience and the ability to turn to those from within their in-group for social
support when experiencing sexual minority stress within the neighborhood context. The identity-
relevant and identity-resilience hypotheses state:
H4e: Neighborhood homophobia (H4el) and neighborhood concealment (H4d2) are
negatively associated with health to a greater degree for those with stronger identity (sexual
or racial/ethnic) centrality.
H4f: Neighborhood homophobia (H4el) and neighborhood concealment (H4e2) are
negatively associated with health to a smaller degree for those with stronger identity

(sexual or racial/ethnic) centrality.

According to stress theories and the theory of fundamental cause, higher-status compared
to lower-status individuals should be more advantaged in coping with sexual minority stress within
the neighborhood context. Higher-status individuals have more protective social, economic, and
psychological resources to mitigate the effects of stress (Link and Phelan 1995; Thoits 2010;
Turner and Roszell 1994). The lower-status vulnerability hypothesis states:

H4g: Neighborhood homophobia (H4gl) and neighborhood concealment (H4g2) are

negatively associated with health to a smaller degree for those with higher SES.

From the social integration and social resource perspective, greater social connections, and
various forms of social support from others (e.g., romantic relationships, one’s community,

friends, and family) can provide individuals with greater stress-coping (social, psychological, and
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biological) capabilities. These stress-coping capabilities can attenuate the adverse effects of stress,
including sexual minority stress within the neighborhood context (Berkman et al. 2000; Donnelly,
Robinson, and Umberson 2019; Feinstein et al. 2014; Feinstein et al. 2016; Kaufman, Baams, and
Dubas 2017; Meyer 2003; Mustanski, Newcomb, and Garfalo 2011; Song 2019; Song et al. 2011;
Song and Zhang forthcoming; Thoits 2011). When encountering sexual minority stress, stronger
connections to the LGBT community can provide sexual minorities with the ability to see
themselves positively through the lens of affirming similar others rather than through the dominant
stigmatizing heterosexual lens (Frost and Meyer 2015; Meyer 2003). The social connections and
social support as a stress buffer hypothesis, respectively, state:

H4h: Neighborhood homophobia (H4hl) and neighborhood concealment (H4h2) are

negatively associated with health to a smaller degree for those with greater degrees of social

connections and social support.

DATA AND METHODS

Data

This study used data from the SJSP, a cross-sectional national survey of 4,953 U.S. sexual
minorities. Respondents were recruited from LGBT-based events, venues, the internet, snowball
sampling, and respondent-driven sampling (Battle, Pastrana, and Daniels 2013). While not
nationally representative, the SISP contains the largest and most diverse national sample of U.S.
sexual minorities with the information needed to test the hypotheses. After excluding heterosexual
respondents, which included those who identified as heterosexual, irrespective of gender identity,
who did not express a history of same-sex sexual relations (real or desired), or who did not indicate

that they were or had been in a same-sex or queer romantic relationship (N = 321) and those with
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missing data on all included variables (N = 14), 93 percent of the sample (N = 4,618) were
retained. Listwise deletion of cases would have resulted in a loss of 39 percent of the respondents.
I employed the full-information maximum likelihood method to handle missing data (Allison

2001). Table 1 presents a summary of the sample characteristics.

Insert Table 1 About Here

Endogenous Variables

Health Outcomes: psychological well-being and self-rated health. I measured psychological well-
being using four--items from the Center for Epidemiological Studies Depression Scale (Radloff
1977). The SJSP asked respondents to indicate how often they felt the following items during the
past week: “You were just as good as other people,” “You were hopeful about the future,” “You
were happy,” and “You enjoyed life.” The items were rated on a four-point scale coded 0 (never)
to 3 (most of the time). The summed score of the well-being scale ranged from 0 to 12, with higher
values indicating better psychological well-being. The four-item scale reliability coefficient was
robust (o = .88). The SJISP asked respondents to rate their self-rated health with five responses
(poor, fair, good, very good, and excellent). I treated self-rated health as a continuous variable (1
= poor to 5 = excellent).

Sexual Minority Stressors. The data allow for examining two sexual minority stressors
within a neighborhood context, one distal stressor (neighborhood homophobia) and one proximal
stressor (neighborhood concealment). The distal stressor in this study is neighborhood
homophobia. The following statement measured neighborhood homophobia: “Homophobia is a

problem in my neighborhood.” Respondents were coded 1 (strongly disagree) to 6 (strongly agree).
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The proximal stressor was neighborhood concealment. Respondents were asked the following
statement: “How many people in your neighborhood are you out to?” with responses ranging from
1 (none) to 5 (all). Responses were reverse coded to reflect the proportion of people with whom

respondents concealed their sexual orientation identity from in their neighborhood.

Exogenous Variables

Demographic Factors. Demographic factors included four variables: age, gender (cisgender male,
cisgender female, transgender female, transgender male, and gender non-binary), race/ethnicity
(white, black, Latino/a, Asian, multiracial, and other race/ethnicity), and nativity (US-born and
foreign-born). Because differences in experiences with sociohistorical events vary across
generational cohorts, I utilized birth cohorts to measure age, including Millennials (those born
after 1980), Generation Xers (those born in 1965-1980), and the Baby Boomers/Silent Generation
(those born before 1965). Due to the small sample size of the Traditionalists (those born before
1946), I combined the Baby Boomers and Traditionalists into one category.

Identity centrality. Identity centrality indicators included sexual orientation identity and
racial/ethnic identity. The following statement measured sexual orientation identity centrality: “Do
you feel that your sexual orientation is an important part of your identity?” The following statement
measured racial/ethnic identity centrality: “Do you feel that your racial or ethnic status is an
important part of your identity?” The two centrality indicators were rated on a six-point scale (1 =
not important to 6 = extremely important).

SES. SES indicators included educational attainment, employment status, and household
income. Respondents were asked to indicate their employment status (e.g., employed full-time,

employed part-time, in the military, retired, unemployed, on public assistance, and self-employed).
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Because respondents could select multiple categories, I created a dichotomous variable for
employment status (0 = not full-time, 1 = full-time). Household income was an ordinal variable
ranging from 1 (Under $10,999) to 8 ($100,000 and over).

Social Connections. Three indicators of social connections were included: relationship
status (single, same-sex spouse/partner, different-sex spouse/partner), LGBT community
connectedness, and LGBT community participation. The SJSP asked respondents to rate the
degree of three forms of LGBT community connectedness on a six-point scale (1 = strongly
disagree to 6 = strongly agree): “I feel connected to my local LGBT community,” “I feel that the
problems faced by the LGBT community are also my problems,” and “I feel a bond with other
LGBT people.” 1 averaged the responses of the three-items to create the LGBT community
connectedness scale (a = 0.76). The SJSP asked respondents to rate the frequency of participation
in six LGBT-related groups, organizations, and activities during the past 12 months (“Participated
in political events,” “Participated in social or cultural events,” “Read newspapers or magazines,”
“Used the internet,” “Received goods and/or services” and “Donated money to an organization™)
on a six-point scale (1 = never, 2 = once or twice a year, 3 = about six times a year, 4 = about once
a month, 5 = about once a week), 6 = more than once a week). I averaged the responses of the six-
items to create the LGBT community participation scale (o = 0.75).

Social Support. One indicator of social support, family support, is available in the SJSP
data set. Family support was measured through the following question, “As an LGBT person, how
much do you now feel supported by your family?” and rated on a seven-point scale (1= Not
supported at all to 6 = Completely supported; 7 = They don’t know that 'm LGBT). I divided
family support into three categories (not out to family [family support = 7], low support [family

support = 1-3], and high support [family support = 4-6]).
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Control Variables. All analyses also included five control variables associated with
psychological well-being and self-rated health to reduce the risk of confounding effects, including
access to health insurance, access to a medical provider, provider’s comfort with sexuality,
smoking behavior, and overweight or obesity (BMI > 25), to minimize the risk of confounding

effects.

Analytic Strategy

I examined the direct, indirect, and intervening effects of the distal and proximal sexual minority
stressors on psychological well-being and self-rated health using two separate path analysis models
(H1-H3). Each model included three equations, respectively, on three endogenous variables:
neighborhood homophobia (Y1), neighborhood concealment (Y?2), and psychological well-being
(Y3) or self-rated health (Y4). The first equation was an ordinary least squares (OLS) regression
of perceptions of neighborhood homophobia on exogenous variables (X1). The second equation
was an OLS regression of neighborhood concealment on neighborhood homophobia and
exogenous variables (X2). The third equation was an OLS regression of psychological well-being
or self-rated health on the two stressors and exogenous variables (X3). I used Stata’s -nlcom-
command to disaggregate whether neighborhood homophobia and neighborhood concealment
alone or in combination linked the thirteen upstream factors to the two health outcomes. To
examine the interaction effects hypotheses (H4), To examine the interaction effects hypotheses
(H4), I added the product terms of the distal or proximal stressor with the eleven social factors to
the third equation. All interval variables were mean-centered. Bias-corrected bootstrapping
procedures with 1,000 iterations were used to generate 95 percent confidence intervals to calculate

the direct and indirect effects (Bollen and Stine 1990). In supplemental analysis, I ran ordinal
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logistic regression of self-rated health and logistic regression of dummy-coded self-rated health
and found similar results. I examined the model fit using conventional thresholds of minimally
acceptable fit on the comparative fit index (CFI > .90), Tucker-Lewis index (TLI > .90), and root-
mean-squared error of approximation (RMSEA <.08) (Hu and Bentler 1999). For all models, the

RMSEA was below .001, and the CFI and TLI were 1.00.

RESULTS

Descriptive Statistics

Table 1 presents descriptive statistics for the health outcomes, minority stressors, exogenous
variables, and controls. The average psychological well-being of respondents was 9.95 (SD = 2.96,
range = 0-13), and their average self-rated health was 3.64 (SD = .94, range = 1-5), representing
between the “good” and “very good” category. Regarding the sexual minority stressors, the
average perception of neighborhood homophobia is 3.64 (SD = 1.70, range = 1-6), and
neighborhood concealment is 2.83 (SD = 1.61, range = 1-5), which reflects, on average, the
respondents concealed their sexual orientation identity from about half of the people in their
neighborhood. A little less than half of the respondents were born after 1980 (Millennials), about
a third were born between 1965-1980 (Generation Xers), and about a quarter of respondents were
born before 1965 (Baby Boomers/Silent Generation). About half of the respondents were cisgender
men, a little less than half were cisgender women, and the remaining were gender minorities. The
respondents were racially/ethnically diverse. The respondents were highly educated, with about
half having obtained at least a bachelor’s degree. Additional sample characteristics are presented

in Table 1.
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Direct Effects

Tables 2 and 3 present the unstandardized parameter estimates of the direct effect of the sexual
minority stressors on psychological well-being and self-rated health. There is support for the
direct-effect hypothesis for neighborhood homophobia (H1a) in the prediction of psychological
well-being. Respondents who perceived greater homophobia in their neighborhood reported worse
psychological well-being (-.079, p<.01) but not self-rated health (-.005, p>.05). There is support
for the direct-effect hypothesis for neighborhood concealment (H1b) in the examination of both
health outcomes. Respondents who concealed their sexual orientation from more people in their
neighborhood reported worse psychological well-being (-.107, p<.05) and self-rated health (-

023, p<.05).

Insert Table 2 About Here

Insert Table 3 About Here

Indirect Effect

There is support for the indirect-effect hypothesis (H2). Neighborhood homophobia had an indirect
negative effect on psychological well-being (-.011, p<.01) and self-rated health (-.002, p<.05)
through its direct positive association with neighborhood concealment (.104, p<.001; .104,
p<.001). Respondents who perceived more homophobia in their neighborhood reported concealing
their identity from more people in their neighborhood. Those who concealed their sexual
orientation identity from more people in their neighborhood reported worse psychological well-

being and self-rated health.

155



Intervening Effects

Concerning neighborhood homophobia, results supported six intervening-effect hypotheses
(H3cl, H3el, H3fl, H3il, H3j1, H3k1) for psychological well-being. The intervening effect of
neighborhood homophobia on the relationship between the eleven upstream social factors and self-
rated health was not significant. Neighborhood homophobia alone linked eight variables
(race/ethnicity, nativity, sexual orientation identity centrality, racial/ethnic identity centrality,
romantic relationship status, LGBT community connectedness, LGBT community participation,
and family support) to psychological well-being (see Table 2). Compared to those who were white,
foreign-born, single, respondents who were racial/ethnic minorities (black [-.279, p<.001],
Latino/a [-.248, p<.01], Asian [-.314, p<.01], or multiracial [-.239, p<.01]), US-born (-.209,
p<.01), and in a same-sex relationship (-.162, p<.01) perceived less neighborhood homophobia.
Compared to those who had weaker sexual orientation identity centrality, weaker racial/ethnic
identity centrality, high family support, lower LGBT community connectedness, and lower LGBT
community participation, respondents who had stronger sexual orientation identity centrality
(.079, p<.001), stronger racial/ethnic identity centrality (.069, p<.001), greater LGBT community
connectedness (.127, p<.001), greater LGBT community participation (.100, p<.001), and were
not out to their family (.530, p<.001) or had low family support (.404, p<.001) perceived greater
neighborhood homophobia. I further calculated the intervening effects of neighborhood
homophobia. Being a racial/ethnic minority (black [.022, p<.05], Latino/a [.020, p<.05], Asian
[.025, p<.05], multiracial [.019, p p<.05]), being US-born (.017, p<.05), and being in a same-sex
relationship (.013, p<.05) were indirectly positively associated with psychological well-being via
neighborhood homophobia. Having greater sexual orientation identity centrality (-.006, p<.05),

having greater racial/ethnic identity centrality (-.005, p<.05), having greater LGBT community
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participation (-.010, p<.01), having greater LGBT community participation (-.008, p<.05), not
being out to family (-.042, p<.05) or having low family support (-.032, p<.01) was indirectly
negatively associated with psychological well-being via neighborhood homophobia.

Regarding neighborhood concealment, results supported four intervening-effect
hypotheses (H3d2, H3i2, H3j2, H3k2) for psychological well-being and three intervening-effect
hypotheses for self-rated health (H3i2, H3j2, H3k2). The results were contrary to one hypothesis
(H2£2) for psychological well-being and self-rated health (H2f2). Neighborhood concealment
alone linked six variables (race/ethnicity, sexual orientation identity centrality, romantic
relationship status, LGBT community connectedness, LGBT community participation, and family
support) to psychological well-being, and five variables (sexual orientation identity centrality,
relationship status, LGBT community connectedness, LGBT community participation, and family
support) to self-rated health (see Tables 2 and 3). Compared to those who were white and those
with high family support, respondents who were black (Table 2: .158, p<.05; Table 3: .156, p<.05)
or Asian (.312, p<.01; .313, p<.01), and those who were not out to their family (1.169, p<.001;
1.169, p<.001) or had low family support (.575, p<.001; .574, p<.001) concealed their sexual
orientation identity from more people in their neighborhood. Compared to those who were foreign-
born, had weaker sexual orientation identity centrality, were single, had lower LGBT community
connectedness, and had lower LGBT community participation, respondents who were US-born (-
159, p<.05; -.158, p p<.05), had greater sexual orientation identity centrality (-.121, p<.001; -.121,
p<.001), were in a same-sex relationship (-.426, p<.001; -.427, p<.001), had greater LGBT
community connectedness (-.088, p<.001; -.088, p<.001), and had greater LGBT community
participation (-.208, p<.001; -.208, p<.001) concealed their sexual orientation identity from fewer

people in their neighborhood. I further calculated the intervening effects of neighborhood
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concealment. Being Asian (-.033, p<.05), not being out to family (-.125, p<.01), or having low
family support (-.061, p<.01) was indirectly negatively associated with psychological well-being
via neighborhood concealment. The intervening effect of neighborhood concealment on the
relationship between being black (versus being white) and psychological well-being was
marginally significant in the negative direction (-.017, p<.10). Having a stronger sexual orientation
identity (.013, p<.01), being in a same-sex relationship (.046, p<.01), having greater LGBT
community connectedness (.009, p p<.01), and having greater LGBT community participation
(.022, p<.01) were indirectly positively associated with psychological well-being via
neighborhood concealment. The intervening effect of neighborhood concealment on the
relationship between being US-born (versus foreign-born) and psychological well-being was
marginally significant in the positive direction (.017, p<.10). Having low family support (-.013,
p<.05) and not being out (-.027, p<.05) were indirectly negatively associated with self-rated health
via neighborhood concealment. The intervening effect of neighborhood concealment on the
relationship between being Asian (versus being white) and self-rated health was marginally
significant in the negative direction (-.007, p<.10). Despite the negative association between being
black (versus being white) and neighborhood concealment (158, p<.05), the intervening effect of
neighborhood concealment and being black on self-rated health was not significant (-.017, p>.05)
nor did it reach marginal significance. Having greater sexual orientation identity centrality (.003,
p<.05), being in a same-sex relationship (.010, p<.05), having greater LGBT community
connectedness (.002, p<.05), and having greater LGBT community participation (.005, p<.05),
were indirectly positively associated with self-rated health via neighborhood concealment. Despite
the negative association between being US-born and neighborhood concealment (-.158, p<.05),

the intervening effect of neighborhood concealment on the relationship between being US-born
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(versus being foreign-born) and self-rated health was not statistically significant, nor did it reach
marginal significance (.004, p>.05).

As for the hypothesis that neighborhood homophobia would link the eleven upstream social
factors with health via neighborhood concealment, the results supported six intervening-effect
hypotheses for psychological well-being (H3c3, H3e3, H3f3, H3i3, H3j3, H3k3) and three
intervening-effect hypotheses for self-rated health (H3f3, H3i3, H3k3). Neighborhood
homophobia via neighborhood concealment linked eight variables (race, nativity, sexual
orientation identity centrality, racial/ethnic identity centrality, relationship status, LGBT
community connectedness, LGBT community participation, and family support) to psychological
well-being and four variables (sexual orientation identity centrality, racial/ethnic identity
centrality, LGBT community connectedness, and family support) to self-rated health. When a
neighborhood was perceived to be less homophobic, compared to those who were white, foreign-
born, and single, respondents who were racial/ethnic minorities (black [-.029, p<.01; -.029, p<.01],
Latino/a [-.026, p<.05; -.025, p<.05], Asian [-.033, p<.05; -.033 p<.05], or multiracial [-.025,
p<.01; -.025, p<.01]), US-born (-.022, p<.05; .022, p<.05), and in a same-sex relationship (-.017,
p<.01; -.017, p<.01) concealed their sexual orientation identity from fewer people in their
neighborhood. On the other hand, when a neighborhood is perceived as less homophobic,
compared to those with weaker sexual orientation identity centrality, weaker racial/ethnic identity
centrality, lower LGBT community connectedness, lower LGBT community participation, high
family support, or were not out to their family, respondents who had stronger sexual orientation
identity centrality (.008, p<.001; .008, p<.001), stronger racial/ethnic identity centrality (.007,
p<.001; .007, p<.001), greater LGBT community connectedness (.013, p<.001; .013, p<.001),

greater LGBT community participation (.010, p<.01;.010, p<.01), and were not out to their family
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(.055, p<.001; .055, p<.001) or had low family support (.042, p<.001; .042, p<.001) concealed
their sexual orientation identity from more people in their neighborhood. I further calculated the
intervening effects of neighborhood homophobia via neighborhood concealment. Being a
racial/ethnic minority (black [.003, p<.01], Latino/a [.003, p p<.01], Asian [.003, p<.01],
multiracial [.003, p<.01]), being US-born (.002, p<.05) and being in a same-sex relationship (.002,
p<.01) was indirectly positively associated with psychological well-being. Having greater sexual
orientation identity centrality (-.002, p<.05), greater racial/ethnic identity centrality (-.001, p<.05),
higher LGBT community connectedness (-.001, p<.01), higher LGBT community participation (-
.001, p<.05), not being out to family (-.006, p<.05) or having low family support (-.004, p<.01)
was indirectly negatively associated with psychological well-being as a result of neighborhood
homophobia via neighborhood concealment. Having greater sexual orientation identity centrality
(-.0002, p<.05), greater racial/ethnic identity centrality (-.0002, p<.05), greater LGBT community
connectedness (-.001, p<.05), not being out to family (-.001, p<.05) or having low support family
(-.001, p<.05) was indirectly negatively associated with self-rated health as a result of
neighborhood homophobia via neighborhood concealment. The intervening effect of
neighborhood homophobia via neighborhood concealment on the relationship between being a
racial/ethnic minority (black [.003, p<.01], Latino/a [.003, p<.10], Asian [.003, p<.10], multiracial
[.003, p<.10]), being US-born (.002, p<.10) and being in a same-sex relationship (.002, p<.10) and
self-rated health was marginally significant in a positive direction. On the other hand, the
intervening effect of neighborhood homophobia via neighborhood concealment on the relationship
between greater LGBT community participation were marginally significant in the negative

direction (-.0002, p<.10).
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Interaction Effects

Concerning the interaction of neighborhood homophobia with the upstream social factors in
predicting psychological well-being, the results partially support two interaction effects
hypotheses (H4g1 and H4h1) (see Table 4). Neighborhood homophobia positively interacted with
having a graduate degree (Model 2: .185, p<.05; Figure 2E). Its effect was negative for those with
a high school diploma or less (-.164, p<.01) but positive for those with a graduate degree (.021,
p<.05). Neighborhood homophobia positively interacted with household income in predicting
psychological well-being (Model 3: .024, p<.05; Figure 2G). Its effect was negative for those with
the lowest income but gradually became less negative or even positive as income increased.
Neighborhood homophobia negatively interacted with having low family support in examining
psychological well-being (Model 4: -.307, p<.05; Figure 2I). Its effect was negative for those with
high family support (-.073, p<.001) but more negative for those with low family support (-.380,
p<.05). On the other hand, contrary to one interaction-effect hypothesis (H4al), neighborhood
homophobia negatively interacted with being a Millennial (Model 1: -.164, p<.05; Figure 2A). Its
effect was positive for Baby Boomers/Traditionalists (.013, p>.05) but negative for Millennials (-

151, p<.05).

Insert Table 4 About Here

Insert Figure 2 About Here

Regarding the interaction of neighborhood concealment with the upstream social factors in
predicting psychological well-being, the results partially supported one interaction effect

hypothesis (H4cl) (see Table 5). Neighborhood concealment positively interacted with being
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black (see Model 2:.273, p<.01; Figure 2C). Its effect was negative for whites (-.262, p<.001) but
positive for blacks (.011, p<.0l). Contrary to one interaction-effect hypothesis (H4al),
neighborhood concealment negatively interacted with being a Millennial (see Model 1: -.169,
p<.05; Figure 2B). Its effect was negative for Baby Boomers/Traditionalists (-.029, p>.05) but

more negative for Millennials (-.249, p<.05).

Insert Table 5 About Here

Insert Table 6 About Here

Regarding the interaction of the sexual minority stressors within the neighborhood context
with the upstream social factors in predicting self-rated health, the results support one interaction-
effect hypothesis (H4g2) (See Table 6). Neighborhood concealment positively interacted with
higher educational attainment (see Model 2: some college [.074, p<.01], associate degree, [.130,
p<.001], bachelor’s degree [.095, p<.01], and graduate degree [.068, p<.05); Figure 2F]. Its effect
was negative for those with a high school diploma or less (-.094, p<.001), less negative for those
with some college (-.020, p<.01), less negative for those with a graduate degree (-.026, p<.05),
positive for those with an associate degree (.034, p<.001) and positive for those with a bachelor’s
degree (.01, p<.001). Neighborhood homophobia also positively interacted with household income
in predicting psychological well-being (Model 3: .012, p<.01; Figure 2H). Its effect was negative
for those with the lowest income but gradually became less negative as income increased. The
results contradicted one interaction-effects hypothesis (H4d2). Neighborhood homophobia

negatively interacted with being Asian (Model 1: -.086, p<.05; Figure 2C) and being an other
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race/ethnicity (-.166, p<.05). Its effect was positive for whites (.014, p>.05), but negative for

Asians (-.072, p<.05) and individuals of an other race/ethnicity (-.152, p<.05).

DISCUSSION AND CONCLUSION

This is the first study to examine the diverse roles (direct, indirect, intervening, and interacting) of
the sexual minority stress continuum within the neighborhood context in influencing health
inequalities among sexual minorities. In examining these diverse roles, this study takes an
intersectional approach to propose a new comprehensive conceptual model by combining theories
and perspectives on stress, minority stress, life course, gender, race/ethnicity, nativity, identity,
SES, social connections, and social support to better understand the sexual minority stress process.
I examine this model using unique national data of sexual minorities.

This study contributes to the existing literature in three ways. First, this is the first study to
examine how a distal and proximal stressor within a neighborhood context interplay to shape
health disparities among sexual minorities. The findings extend minority stress theory (Meyer
1995; 2003) and advance our understanding of how sexual minority stress influences health
inequalities among sexual minorities within the neighborhood context. The results support the
minority stress process in that the distal stressor, neighborhood homophobia, directly negatively
impacts psychological well-being but not self-rated health. The findings demonstrate the need to
deepen our understanding of the differential impacts of sexual minority stress on diverse outcomes
within various social contexts. However, consistent with minority stress theory, the proximal
stressor, neighborhood concealment, directly negatively impacts psychological well-being and
self-rated health. The results also support the stress process in that it highlights the proliferation of

the distal stressor to the proximal stressor, which in turn, negatively impacts health. To further
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deepen our understanding of how the minority stress continuum within the neighborhood context
harms sexual minority health, future research should include more than one distal and one proximal
stressor and examine how they interplay to damage diverse health outcomes (Meyer 2003).
Second, this study is the first to extend our comprehension of the sexual minority stress
process within the neighborhood context by explicitly examining whether a distal and proximal
stressor within this context serves as an intervening mechanism to link eleven upstream social
factors (age, gender, race/ethnicity, racial/ethnic identity centrality, sexual identity centrality, SES,
romantic relationship status, LGBT community connectedness, and LGBT community
participation, and social support) with health. The results extend and provide support for six
intervening-effects hypotheses. Extending the resilience as an antecedent of stress for sexual
minorities of color perspective, the results suggest that sexual minorities of color will report a
stressful experience as less stressful than white sexual minorities (Cyrus 2017; Moradi et al. 2010;
Velez et al. 2017). This may be attributed to the fact that those of color have been exposed to more
stressors, including racism, from within mainstream society, before developing their sexual
orientation identity, and they may have developed greater resilience, which allows them to appraise
a stressful situation or context as less stressful. However, results also partially support for the
greater risk perspective for sexual minorities of color. Blacks and Asians report disclosing their
sexual orientation identity to fewer people within the neighborhood context than whites. This may
be due to the high degree of racial/ethnic homogeneity within U.S. neighborhoods. Racial/ethnic
communities are generally less accepting of sexual minorities (Glick, Cleary, and Golden 2015;
Ju 2022), which may influence their perception that they will be rejected, experience
discrimination or prejudice if they were to disclose their sexual orientation identity (Moradi et al.

2010; Velez et al. 2017). Also, consistent with the greater resilience perspective for sexual
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minorities of color, when sexual minorities perceive their neighborhood as less homophobic, they
are more likely to disclose their sexual orientation, which advantages their health relative to whites.

Expanding on the cultural norm perspective (Afable-Munsuz and Brindis 2006; Burgess et
al. 2021; Gray et al. 2015; Ocampo 2012, 2014), the results suggest that US-born sexual minorities
experience and perceive less sexual minority stress within the neighborhood context. This is
attributed to immigrants being more likely to live in ethnic enclaves with more conservative
heteronormative gender and sexuality norms. Advancing the identity sensitivity perspective (Dyar
et al. 2015; Griffith and Hebl 2002; Kim and Allen 2021; Mohr and Kendra 2011; Stryker and
Serpe 1994), the results suggest that those with greater sexual identity centrality and racial/ethnic
identity centrality report more neighborhood homophobia. However, the results are contrary to
this perspective for neighborhood concealment. Those with greater sexual identity centrality are
more likely to disclose their sexual orientation identity. These results suggest that those with
greater identity centrality may have developed a more positive identity and a greater sense of
belonging to the LGBT community, which can foster greater resilience before stress occurs and
provide greater opportunities to avoid sexual minority stress via their identification with the LGBT
community (Hinton et al. 2022). Expanding on the social integration perspective (Berkman et al.
2000; Frost and Meyer 2012; McConnell et al. 2019; Meyer 2003, 2015; Moen et al. 1989; Song
2011; Song et al. 2011), the results suggest that those in same-sex relationships have more
resources and social connections to remove themselves from a more homophobic neighborhood,
which advantages their health by avoiding more homophobic contexts. Extending the stress
exposure perspective, the results suggest that those with greater LGBT community connectedness
and LGBT community participation are exposed to and perceive more sexual minority stress

within the neighborhood context, possibly due to the greater affective and participatory
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involvement in the LGBT community, making them more likely targets of sexual minority stress
and due to linked fat and stress spillover (Behler et al. 2019; Frost et al. 2017; LeBlanc et al. 2015;
Meyer 2003; Thomeer et al. 2018). Lastly, the results advance our understanding of the social
resource perceptive. Those with high family support have greater access to resources, which can
reduce exposure to and perception of sexual minority stress. There are no significant results for
four intervening-effects hypotheses: the life course hypothesis, the gender and sexuality norm
hypothesis, and the higher- and lower-status disadvantaged hypotheses.

Third, this study is the first to examine the interaction between distal and proximal sexual
minority stressors within the neighborhood context and eleven upstream social factors. The results
provide full or partial support for three interaction-effect hypotheses. Consistent with the resilience
as a coping resource for sexual minorities of color perspective, the psychological well-being of
black sexual minorities was not adversely impacted by neighborhood concealment. This may be
attributed to the resilience that black sexual minorities of color develop in coping with racism in
mainstream society and in the LGBT community, which allows them to engage in more effective
and active coping strategies that can ameliorate the effects of sexual minority stress (Bowleg et al.
2003; Huang et al. 2010; Moradi et al. 2010; Velez et al. 2019). On the other hand, some research
concerning mental health suggests that disclosing one's sexual identity may benefit whites but not
beneficial for people of color due to racial/ethnic communities having greater homophobia. As a
result, to protect themselves from being victims of homophobia, sexual minorities of color may be
less willing to disclose their sexual orientation identity (Panchankis et al. 2020). I also find support
for the low-status vulnerability perspective (Link and Phelan 1995; McGarrity 2014; Thoits 2010;
Turner and Roszell 1994) in that higher-status individuals experience less harm from sexual

minority stressors within the neighborhood context. Regarding psychological well-being, those
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with higher educational attainment and higher household income are less impacted by
neighborhood homophobia. This suggests the greater ability of social, economic, and
psychological resources that can mitigate the effects of sexual minority stress. Concerning self-
rated health, those with higher household incomes are also less adversely impacted the
neighborhood homophobia. Also, regarding self-rated health, there is marginal support that those
employed full-time experience less harm from concealing their sexual orientation identity,
suggesting that there may be social and personal benefits for not disclosing their identity in
particular contexts. The results also support the social support as a stress buffer perspective
(Berkman et al. 2000; Donnelly et al. 2019; Feinstein et al. 2016; Feinstein et al. 2014; Kaufman
et al. 2017; Mustanski et al. 2011; Song et al. 2011; Song et al. 2011; Thoits 2011). Families can
be beneficial to health, especially when they provide resources to help individuals better cope with
and overcome life adversities.

The results provide contrary evidence for two interaction-effect hypotheses. This study
hypothesized that Millennials and Generation Xers would be less harmed by sexual minority
stressors than Baby Boomers/Traditionalists. However, the results were the opposite, in that older
sexual minorities psychological well-being and self-rated health was less impacted by sexual
minority stressors within the neighborhood context. This may be due to two possible reasons. First,
older sexual minorities may have accumulated more resources over time, allowing them to have
greater resources to ameliorate the effects of sexual minority stress. Second, they may develop
greater resilience and coping to better overcome some of the adverse effects of sexual minority
stress over the life course (Dannerfer 2003; Meyer et al. 2021). I also find contrary evidence for
the interaction of the neighborhood concealment with being Asian and being other race/ethnicity

in predicting self-rated health. Contrary to the resilience as a coping resource for sexual minorities
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of color perspective, Asian and other race/ethnicity individuals self-rated health was more
adversely impacted by neighborhood concealment than whites. Concealing a stigmatized identity
can be stressful (Panchankis et al. 2020). However, because Asians and other racial/ethnic sexual
minorities occupy a double minority status, concealing their sexual minority status may be
particularly damaging. It may prevent them from establishing more affirming social networks and
connections to the LGBT community, and from those who are more supportive of their sexual
orientation identity (Meyer 2003). Furthermore, some studies suggest that Asians and other sexual
minorities of color face the added pressure to conceal their sexual orientation identity due to strong
cultural norms surrounding heteronormative sexuality and gender norms within their racial/ethnic
communities, which may also provide additional stressors (Kimmel and Yi 2004). There are no
significant results for four interaction-effects hypotheses: the less vulnerable cisgender women
hypothesis, the greater vulnerability for foreign-born sexual minorities, the identity-relevant and
identity-resilience hypothesis, and the social connections as a stress buffer hypothesis.

Despite the strengths of this study, it is not without data limitations. First, this study drew
on cross-sectional national data. Although I used the best available data to test the proposed
hypotheses, future research should collect and analyze longitudinal data to examine how the sexual
minority stress continuum within the neighborhood context evolves to shape sexual minority
health disparities over the life course. Second, the data are limited to two subjective indicators of
the minority stress process. Given that neighborhood stressors include both subjective and
objective indicators (Aneshensel et al. 2009; Pearlin 1999; Ross and Mirowsky 2001), future
research should examine how both objective and subjective indicators of minority stressors (e.g.,
hate crime data, perceptions of minority stress) and general stress processes (e.g., neighborhood

poverty levels, violence, and residential (in)stability) within the neighborhood context influence
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health. Third, because of the small sample sizes of sexual minorities who were Native Americans,
Native Hawaiians/Pacific Islanders, or Middle Easterners/North Africans, I combined these
individuals into one racial/ethnic category. This limits our understanding of how sexual minority
stressors within the neighborhood context might differentially impact their health. Similarly,
because of the small sample size of Traditionalists, I combined the Baby Boomers and
Traditionalists into one category. Future research should collect more data on numerically smaller
groups to better understand how the sexual minority stress process manifests in similar and
dissimilar ways within these groups to influence health.

Notwithstanding the data limitations, this present study is the first to investigate the diverse
roles (direct, indirect, intervening, and interacting) of the sexual minority stress continuum within
the neighborhood context in influencing health disparities among sexual minorities. In formulating
anew comprehensive conceptual model that integrates diverse theories and perspectives, this study
provides a conceptual guide for future research on the sexual minority stress continuum within the
neighborhood context. Future research must continue to elucidate the complex processes of the
sexual minority stress continuum and how it generates and sustains health inequalities among

sexual minorities.
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APPENDIX

Table 1. Summary of Sample Characteristics (n = 4,618)

Variables Mean/Percent SD Range
Health Outcomes
Self-Rated Health 3.65 .94 1-5
Psychological Well-Being 8.96 2.97 0-12
Sexual Minority Stressors
Neighborhood Homophobia 3.55 1.70 1-6
Neighborhood Concealment 2.84 1.61 1-5
Demographic Variables
Age Group
Millennials 40.95
Generation Xers 34.97
Baby Boomers/Traditionalists 24.07
Gender
Cisgender Female (Reference) 44.07
Cisgender Male 48.73
Transgender Female 2.53
Transgender Male 1.48
Gender-Nonbinary 3.18
Race/Ethnicity
White (Reference) 21.16
Black 35.10
Latino/a 16.85
Asian 6.26
Multiracial 17.96
Other Race/Ethnicity 2.66
US-Born (1 = Yes) 85.26
Identity Centrality
Racial/Ethnic Identity Centrality 4.09 1.78 1-6
Sexual Identity Centrality 4.70 1.53 1-6
Socioeconomic Status
Education
High School or Less (Reference) 17.34
Some College 26.29
Associate Degree 8.86
Bachelor’s Degree 28.63
Graduate/Professional Degree 18.88
Employed Full Time (1 = Yes) 50.96
Household Income*®1 4.44 2.32 1-8
Social Connections
Relationship Status
Single (Reference) 46.84
Married/Partnered Same-Sex 45.05
Married/Partnered Different-Sex 8.10
LGBT Community Connectedness 4.11 1.30 1-6
LGBT Community Participation 3.24 1.04 1-6
Family Support
Not Out to Family 4.69
Low Family Support 27.63
High Family Support (Reference) 67.68
Control Variables
Health Insurance (1 = Yes) 78.16
Medical Provider (1 = Yes) 77.93
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Provider is Comfortable with Sexual Orientation (1 = Yes) 58.59
Smoker (1 = Yes) 29.55
Overweight or Obese (1 = Yes) 59.39

2] =under $10,999 to 8 = $100,000 and over
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Table 2. Parameter Estimates of the Path Analysis Model of Psychological Well-Being (n = 4,618)

Dependent Variables
Neighborhood Neighborhood Psychological

Independent Variables Homophobia Concealment Well-Being
Neighborhood Homophobia .104%** (.014) -.079%*% (.027)
Neighborhood Concealment -.107*  (.031)
Age Groups

Millennials .039 (.073) 1281 (.067) -.204%  (.127)

Generation X .014 (.069) .061 (.063) -297*%  (.120)
Gender (Cisgender Female = Reference)

Cisgender Male -.007  (.055) 007  (.051) -.020  (.096)

Transgender Female 158 (.164) -.018 (.150) -.850%* (.298)

Transgender Male 123 (:212) =122 (.194) -.986%  (.393)

Gender-Nonbinary 282 (.149) -231 (.141) -.338 (.257)
Race/Ethnicity (White = Reference)

Black -.278%*%* (.076) 158%  (.071) 295%  (.133)

Latino/a -.248%*%  (.090) 090  (.085) 409%  (.159)

Asian -314%%  (1120) 312%% (1113) =320 (.209)

Multiracial -.239%*%  (.084) 078 (.078) 158 (.146)

Other Race/Ethnicity -.253 (.166) 079 (.155) 060  (.286)
U.S. Born (1 = Yes) -.209%*  (.078) -.159*%  (.073) -.072  (.136)
Identity Centrality

Sexual Orientation Identity Centrality .079%** (L.019) - 121%%* (L018) -.066* (.033)

Racial/Ethnic Identity Centrality .059%** (L016) .021 (.015) .066%  (.029)
Education (High School or Less =
Reference)

Some College .099 (.080) 008  (.075) 338%*  (.140)

Associate Degree .140 (.108) 006 (.099) .690%** (\187)

Bachelor’s Degree .075 (.083) .089  (.078) 550%** (\146)

Graduate/Professional Degree .075 (.096) .058 (.089) .690%** ((187)
Employed Full-Time (1 = Yes) .001 (.057) -.063 (.052) 316%** (.098)
Household Income -.018 (.013) 004 (.012) A15%%* (L023)
Family Support (High Support =
Reference)

Not Out to Family 530%** (1126) 1.169*** (.125) -426%  (.225)

Low Family Support A404%** (.059) ST75%%* (.054) -.648%** (.104)
Relationship Status (Single = Reference)

Married/Partnered to Different Sex .016 (.102) 198 (.104) 392%  (L178)

Married/Partnered to Same Sex -.162%*%  (.055) -426%** (.051) 376%** (.098)
LGBT Community Connectedness A27%F%%(L021) -.088*** (.020) 275%%% (.038)
LGBT Social Participation 100%** (.027) -.208%** (.025) 029 (.047)
Constant 2.348%** (.194) 3.902*** (.186) 7.172%%* (.369)
Adjusted R? .048 173 .096

Notes: Standard errors in parentheses; Control variables are adjusted;

Tp < 10; *p <. 05; **p <. 01; ***p <. 001 (two-tailed tests);
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Table 3. Parameter Estimates of the Path Analysis Model of Self-Rated Health (n =4,618)

Dependent Variables
Neighborhood Neighborhood Self-Rated

Independent Variables Homophobia Concealment Health
Neighborhood Homophobia .104%** (.014) -.005  (.008)
Neighborhood Concealment -.023*  (.010)
Age Groups

Millennials .040 (.073) 1271 (.067) 256%  (.040)

Generation X .015 (.069) 059  (.063) 129%%(.038)
Gender (Reference = Cisgender Female =)

Cisgender Male -.006  (.055) .008 (.051) .145%%* (.030)

Transgender Female 157 (.164) -.025 (.150) 010 (.091)

Transgender Male 120 (:212) -.123 (.194) -.252%  (.120)

Gender-Nonbinary 277 (.149) =227 (.14D]) -267%% (.081)
Race/Ethnicity (Reference = White)

Black -.278%*%* (.076) A56*%  (.071) .100* - (.042)

Latino/a -247%% (.091) .089  (.085) 0951 (.050)

Asian -316%*  (L120) 313%*% (L113) - 125+ (.066)

Multiracial -.239%*%  (.084) 077 (.078) 045  (.046)

Other Race/Ethnicity -.257 (.166) .081 (.155) 125+ (.089)
U.S. Born (1 = Yes) -.209%*  (.078) -.158*  (.073) - 175%%% (.043)
Identity Centrality

Sexual Orientation Identity Centrality .079%** (L.019) - 127%%* (.018) -.011 (.010)

Racial/Ethnic Identity Centrality .069%** (L016) 0251 (.015) -.007  (.009)
Education (Reference = High School or Less)

Some College .099 (.080) 011 (.075) -.018  (.044)

Associate Degree .139 (.108) 037 (.099) 094 (.059)

Bachelor’s Degree .075 (.083) 113 (.078) 114% - (.045)

Graduate/Professional Degree .057 (.096) 012 (.089) 110 (.052)
Employed Full-Time (1 = Yes) .009 (.057) -.048 (.052) .060%** (.031)
Household Income -.019 (.013) 004 (.012) .056%** (.007)

Family Support (Reference = High Support)

Not Out to Family 530%** (1126) 1.169*** (.125) -.067  (.070)

Low Family Support A406%** (.059) S574%*%% (.054) -.108** (.033)
Relationship Status (Reference = Single)

Married/Partnered to Different-Sex .016 (.102) 2031 (.104) .047 (.056)

Married/Partnered to Same-Sex -.162%*  (.056) -427%F%* (.051) -.002  (.031)
LGBT Community Connectedness A27%F%%(L021) -.089*** (.020) 016  (.012)
LGBT Social Participation 100%** (.027) -.208%** (.025) -.019  (.015)
Constant 2.348%** (.194) 3.905%** (.186) 3.482%** ((115)
Adjusted R? .048 174 .084

Notes: Standard errors in parentheses; Control variables are adjusted;
Tp < 10; *p <. 05; **p <. 01; ***p <. 001 (two-tailed tests);
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Table 4. Parameter Estimates for the Interaction Effects of Neighborhood Homophobia, Age, Education, and Family

Support on Psychological Well-Being (n = 4,618)

Model 1

Model 2

Model 3

Model 4

Neighborhood Homophobia
Neighborhood Concealment
Neighborhood Homophobia
x Millennials
Neighborhood Homophobia
x Generation X
Neighborhood Homophobia
x Some College
Neighborhood Homophobia
x Associates Degree
Neighborhood Homophobia
x Bachelor’s Degree
Neighborhood Homophobia
x Graduate Degree
Neighborhood Homophobia
x Income
Neighborhood Homophobia
x Not Out to Family
Neighborhood Homophobia
x Low Family Support
Constant
Adjusted R?

013 (.053)
-108%* (.031)
-164*  (.066)

-068  (.069)

6.856%%* (.399)
104

-.164%* (.060)
-108%* (.031)

064 (.078)
007 (.105)
1307 (.078)

185%  (.087)

7.438%%% (410)
105

-177%* (.051)
-108** (.031)

024%  (011)

7.507%%* (.399)

-073%* (032)
~107**  (.031)

023 (.058)
-307%  (.132)

7.127%%% (374)
097

Notes: Standard errors in parentheses; exogenous variables adjusted;
Tp < 10; *p <. 05; **p <. 01; ***p <. 001 (two-tailed tests).
Reference categories for Models 1, 2, and 3 are respectively Baby Boomers/Traditionalists, Highschool diploma or

less, and high family support.
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Table 5. Parameter Estimates for the Interaction Effects of Neighborhood Concealment, Age, and Race/Ethnicity on
Psychological Well-Being (n = 4,618)

Model 1 Model 2
Neighborhood Homophobia -.080%* (.027) -.077%** (.027)
Neighborhood Concealment -.029  (.061) -.262%** (.066)
Neighborhood Concealment -.169*  (.076)
x Millennials
Neighborhood Concealment -.026  (.078)
x Generation X
Neighborhood Concealment 273%%(.081)
x Black
Neighborhood Concealment 144 (.095)
x Latino/a
Neighborhood Concealment 065 (131)
x Asian
Neighborhood Concealment 129 (.092)
x Multiracial
Neighborhood Concealment 302 (L187)
x Other Race/Ethnicity
Constant 6.961%** (.394) 7.588%** (.399)
Adjusted R? .102 123

Notes: Standard errors in parentheses; exogenous variables adjusted;
tp < 10; *p <. 05; **p <. 01; ***p <. 001 (two-tailed tests).
Reference categories for Models 1 and 2 are respectively Baby Boomers/Traditionalists and white.
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Table 6. Parameter Estimates for the Interaction Effects on Self-Rated Health (n =4,618)

Model 1 Model 2 Model 3

Neighborhood Homophobia 014 (.017) -.004  (.008) -.005 (.008)
Neighborhood Concealment -.023* (.010) -.094%** (.022) -.083*** (.019)
Neighborhood Homophobia -.003  (.022)

x Black
Neighborhood Homophobia -.032  (.026)

x Latino/a
Neighborhood Homophobia -.086* (.039)

X Asian
Neighborhood Homophobia -023  (.025)

x Multiracial
Neighborhood Homophobia -.166% (.057)

x Other Race/Ethnicity
Neighborhood Concealment
x Some College
Neighborhood Concealment
x Associates
Neighborhood Concealment
x Bachelor’s Degree
Neighborhood Concealment
x Graduate Degree
Neighborhood Concealment
x Income
Constant

Adjusted R?

3.409%*#* (.127)

.087

074%% (.028)
130%%* (.036)
095%% (.028)

068*  (.031)

3.669%** (.126)
116

012%% (.004)

3.931%%* (.185)
109

Notes: Standard errors in parentheses; exogenous variables adjusted;
Tp < 10; *p <. 05; **p <. 01; ***p <. 001 (two-tailed tests).
Reference category for Models 1 is Highschool diploma.
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Figure 1. The Conceptual Model of The Diverse Roles of the Sexual Minority Stress Continuum

Age Neighborhood
Gendef . Concealment
Race/Ethnicity (Proximal Stressor)
Nativity d
Identity Centrality c /
Socioeconomic Status . Neighborhood
) ) Homophobia a Health
Social Connections  ———» (Distal Stressor) d
e
Social Support

Notes: Paths a-b: Direct Effects; Paths c: Indirect Effect; Paths d: Intervening Effects; Paths e: Interacting Effects.

197



Figure 2. Interaction Effects on Psychological Well-Being and Self-Rated Health
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Figure 2B: Neighborhood Concealment and Age on Psychological Well-Being
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Figure 2C: Neighborhood Homophobia and Race/Ethnicity on Self-Rated Health
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Figure 2D: Neighborhood Concealment and Race/Ethnicity on Psychological Well-Being
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Figure 2E: Neighborhood Homophobia and Education on Psychological Well-Being
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Figure 2F: Neighborhood Concealment and Education on Self-Rated Health
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Self-Rated Health

Psychological Well-Being

Figure 2G: Neighborhood Homophobia and Income on Psychological Well-Being
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Figure 2H: Neighborhood Concealment and Income on Self-Rated Health
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Figure 2I: Neighborhood Homophobia and Family Support on Psychological Well-Being
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CHAPTER IV
An Examination of the Diverse Roles of Structural Heterosexism for State-Level HIV Infection

Rates among Multiple Risk Groups
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ABSTRACT
In this study, I build on a growing body of research that elucidates the association between
structural heterosexism and health. By drawing primarily on theories and perspectives on stigma,
sexuality, income inequality, democracy, and social psychology, this study is the first to examine
the diverse roles (direct, indirect, and interacting) of two indicators of structural heterosexism
(social clime and laws and policies) in influencing the rate of HIV infection among multiple risk
groups (the general state population, women, all men, and sexual minority men). I use publicly
available state-level data from multiple sources to examine these processes. The results do not
provide evidence that the two indicators of structural heterosexism directly impact the rate of HIV
infection among the four risk groups. Instead, a more supportive social climate leads to an increase
in more affirming laws and policies, and an increase in these laws and policies increases the HIV
testing utilization rate, which in turn reduces the rate of HIV infection for the general state
population, all men, and sexual minority men. For women, a more supportive LGB social climate
leads to an increase in the rate of pre-exposure prophylaxis (PrEP) utilization, which in turn
increases the rate of HIV infection. For the general state population and all men, the two indicators
of structural heterosexism interact with five state-level factors (income inequality, the percentage
of LGBT people within the state, HIV testing, PrEP utilization, and syphilis) in predicting HIV
infection rates. For women, LGB social climate interacts with income inequality, whereas LGB
laws and policies interact with HIV testing in examining the rate of HIV infection. For sexual
minority men, LGB social climate interacts with syphilis, while LGB laws and policies interact
with income inequality to impact the rate of HIV infection. The findings suggest that lower levels
of structural heterosexism can reduce HIV infection rates and increase awareness of HIV status

through several mediating and moderating pathways. Future research directions are discussed.
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CHAPTER IV
An Examination of the Diverse Roles of Structural Heterosexism for State-Level HIV Infection

Rates among Multiple Risk Groups

INTRODUCTION

A well-established body of research demonstrates that contexts broadly defined are important
determinants of health and well-being (e.g., Aneshensel et al. 2009; Hatzenbuehler 2014; Homan
2019; Morenoff 2003). The context in which an individual is embedded, such as a neighborhood,
community, city, or state, influences health through various mechanisms, including access to
material and social resources, the availability of opportunities, social mores, and laws and policies
(e.g., Aneshensel et al. 2009; Haines, Beggs, and Hurlbert 2011; Morenoff 2003; Pearlin 1999;
Ross and Mirowsky 2001). While scholars have substantiated that contexts play an important role
in shaping variation in health and well-being, only within the last two decades has the link between
heterosexist contexts and health been explored (e.g., Carpiano et al. 2011; Duncan, Hatzenbuehler,
and Johnson 2014; Gonzales and Ehrnefeld 2018; Hatzenbuehler et al. 2009; Midema 2019;
Pachankis et al. 2015; Solazzo and Brown 2018).

Heterosexist contexts are contexts in which heteronormativity, the notion that
heterosexuality is the only natural form of human expression, is deeply embedded in its structure
and reified in everyday social interactions (Herek 2004). The institutionalization of
heteronormativity fosters the social production of sexual stigma or the stigmatization of all forms
of homosexuality, including attraction, behavior, and identity (Herek 2004; Matsick, Wardecker,
and Oswald 2020). Like other types of stigma, sexual stigma is multidimensional, operating at the

individual (e.g., internalized homophobia and concealment), interpersonal (e.g., negative
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interactions between the stigmatized and nonstigmatized), and structural (e.g., repressive laws and
policies) levels (Hatzenbuehler 2014; Link and Phelan 2001; Pescosolido and Martin 2015). While
stigma impacts health through multiple psychological, social, and institutional pathways, most
research on the adverse health consequences of stigma, including sexual stigma, focuses on the
individual level (Hatzenbuehler and Link 2014). However, in recent years, scholars have generated
compelling evidence that structural sexual stigma or structural heterosexism damages health,
specifically among sexual minorities (for reviews, see Hatzenbuehler 2014, 2016, 2017). Despite
the growing evidence, research linking structural heterosexism to health remains limited, albeit
with promising future research avenues that can further substantiate the adverse health
consequences of structural heterosexism.

This study aims to build on the existing research that examines the association between
structural heterosexism and health. While previous research successfully demonstrates the direct
impact of structural heterosexism among sexual minorities, it largely considers only one indicator
of structural heterosexism or a composite indicator (for reviews, see Hatzenbuehler 2014, 2016,
2017). Only one study has examined the direct effect of two indicators of structural heterosexism
on health (Solazzo and Brown 2018). Also, previous research pays little attention to how multiple
indicators of structural heterosexism interplay with each other and other contextual factors to
influence health. Only one study examines the moderating role of two indicators of structural
heterosexism in predicting health (Solazzo and Brown 2018), while other studies examine
individual-level factors as mediators and moderators in the relationship between structural
heterosexism and health. Therefore, previous research offers a limited perspective and obscures a
full understanding of how structural heterosexism harms health. Furthermore, how structural

heterosexism, like other forms of structural discrimination (e.g., sexism, racism, and

206



heterosexism), might also harm the health of the nonstigmatized or the more general population is
less well understood (Homan 2019; Kavanagh, Shelley, and Stevenson 2017; Titus et al. 2021).

The unique contribution of this study is that it is the first to theorize and empirically examine
how the interplay of multiple indicators of structural heterosexism and between them and other
contextual factors influence health disparities at the state level among multiple risk groups. In
doing so, I provide a clearer understanding of how structural heterosexism can harm health. Given
the considerable variation in social attitudes towards sexual minorities and the presence of laws
and policies that provide sexual minorities with more civil rights across U.S. states, the U.S.
provides an important site to examine how these processes can influence health (Human Rights
Campaign 2020; Williams Institute 2014). The outcome of this study is the rate of human
immunodeficiency virus (HIV) infection among multiple groups at the state level. Examining the
HIV infection rate for multiple risk groups is important due to the historical interweaving of sexual
stigma with HIV stigma in the U.S. context (Earnshaw and Chaudoir 2009; Watkins-Hayes 2014).
In this paper, I argue that structural heterosexism can adversely impact the stigmatized population
and the more general population through various pathways and mechanisms, particularly when the
outcome is linked to the stigmatization of homosexuality.

The layout of this study is as follows. First, I detail structural stigma theory, review the
existing evidence of how structural heterosexism adversely impacts health, and identify the
relevant research gaps. Second, I provide an overview of the U.S. HIV epidemic and discuss how
the stigmatization of male homosexuality has informed how the epidemic has been and continues
to be framed and the consequences of such framing. Third, I propose a conceptual model to
examine three roles (direct, indirect, and interacting) of structural heterosexism on HIV infection

rates at the state level among multiple risk groups by drawing primarily on theories and
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perspectives on stigma, income inequality, and sexuality. Specifically, I examine the direct effect
of two traditional indicators of structural heterosexism (social climate and laws and policies) on
HIV infection rates, the indirect effect of these two indicators of structural heterosexism on HIV
infection rates via two HIV prevention resources (HIV testing and Pre-Exposure Prophylaxis
[PrEP]), and lastly, the interaction of the two indicators of structural stigma with each other and
other contextual factors that are theoretically and empirically linked to HIV infection rates at the
state level (income inequality, the percent of LGBT people within the state [percent LGBT], HIV
testing utilization rate, PrEP utilization rate, and syphilis infection rate). Next, I test these
hypotheses with four risk groups (the general population, women, all men, and sexual minority
men) through estimating path analysis models using state-level data from multiple publicly
available data sets. Lastly, I conclude with future theoretical and empirical research directions and

policy implications.

LITERATURE REVIEW

Structural Stigma Theory

Stigma is generally understood as a discrediting attribute or mark that reduces someone to a
discredited, devalued, and denigrated status (Goffman 1963; Pescosolido and Martin 2015). A
stigmatized attribute can include a status characteristic, such as age, gender, race, ethnicity, sexual
orientation, and socioeconomic status, as well as a condition, such as obesity, HIV, homelessness,
or mental illness (Link and Phelan 2001; Pescosolido and Martin 2015). Importantly, stigmatized
attributes can be visible or invisible and include actual stigmatizing attributes or presumed
attributes based on association or courtesy (Goffman 1963; Pescosolido and Martin 2015). Stigma

processes are multidimensional and operate at multiple levels within the context of power to
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produce adverse consequences among the stigmatized, including the individual (e.g.,
internalization of a devalued stigmatized status), interpersonal (e.g., adverse actions of the
nonstigmatized towards the stigmatized) and structural (e.g., policies, laws, and institutional
practices) levels (Hatzenbuehler and Link 2014; Link and Phelan 2001; Major and O’Brien, 2005;
Pescosolido and Martin 2015).

Sexual stigma is “the negative regard, inferior status, and relative powerlessness that society
collectively accords to any non-heterosexual behavior, identity, relationship, or community”
(Herek 2007:906). In heterosexist contexts, sexual stigma is reified through the institutionalization
of heteronormativity — the assumption that all people are inherently heterosexual (Herek 2004).
The institutionalization of heteronormativity occurs in all major institutions, including laws and
policies, religious, educational, economic, and the media, and it is reified and maintained in
everyday social interactions (Herek 2004; Martin 2009; Matsick, Wardecker, and Oswald 2020;
Solebello and Elliot 2011; Surtees and Gunn 2010). Due to the embeddedness of heteronormativity
within heterosexist contexts, there is a collective understanding that all things associated with
homosexuality are devalued, denigrated, and conceived as unnatural and deviant (Herek 2007;
Herek, Chopp, and Strohl, 2007; Meyer 2003). The stigmatization of homosexuality has produced
adverse health consequences, especially among sexual minorities (Hatzenbuehler 2014; Herek et
al. 2007; Meyer 2003). Although research on the adverse consequences of stigma, including sexual
stigma, has primarily focused on the individual and interpersonal levels, scholars have recently
turned their attention to stigma at the structural level (Hatzenbuehler and Link 2014; Link and
Phelan 2001).

The concept of structural stigma emerged from other institutionalized forms of

discrimination, including structural racism, which emphasizes the role of institutions and cultural
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ideologies in shaping race relations, the persistence of racism, and racial inequalities
(Hatzenbuehler 2014, 2016). Although Link and Phelan (2001) were among the first to describe
structural stigma, they did not provide a clear definition or measurement. Corrigan et al. (2004)
were the first to operationalize structural stigma as laws and policies that adversely impact the
stigmatized. However, the operationalization of structural stigma has extended beyond laws and
policies to other macro forms of oppression, such as aggregate-level social attitudes within a
particular context (e.g., neighborhood, community, or state), which is often referred to as the
“social climate” (Hatzenbuehler 2014). Examples of structural stigma include social climate, such
as public support for bans on same-sex two-parent adoption and gay marriage, and laws, such as
Jim Crow laws, HIV criminalization laws, and laws prohibiting people with mental illnesses from
possessing firearms (Hatzenbuehler 2014). These structural practices are designed to separate the
nonstigmatized from the stigmatized via institutional policies, norms, and practices and further
normalize and justify the stigmatization of marginalized groups (Hatzenbuehler 2014;
Hatzenbuehler and Link 2014; Link and Phelan 2001).

Although there is no consensus on how to measure, define, or test structural stigma,
according to structural stigma theory, it is the “societal-level conditions, cultural norms, and
institutional policies that constrain the opportunities, resources, and wellbeing of the stigmatized”
(Hatzenbuehler and Link 2014:2). While this theory clearly hypothesizes the direct effect of
structural stigma on health, the notion of “opportunities” and “resources” are not clearly
distinguished as mediators or moderators in the relationship between structural stigma and health.
Although research on structural heterosexism and health is in the nascent stage of development,

there is growing evidence that structural heterosexism, irrespective of the indicator, is damaging
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to sexual minority health (for reviews, see Hateznbuehler 2014, 2016, and 2017). Next, I detail the

existing research on structural heterosexism and health and identify the relevant research gaps.

Structural Heterosexism and Health

Most research on structural heterosexism has focused on its direct effects on health outcomes,
health behaviors, and healthcare access and utilization. However, some studies have examined the
mediating and moderating pathways linking structural heterosexism to health (for reviews, see
Hatzenbuehler 2014, 2016, 2017). While structural stigma broadly encompasses societal-level
conditions, cultural norms, and institutional policies, extant research on structural heterosexism
and health has measured structural heterosexism through four indicators: social or climate, laws
and policies, hate crimes, and composite indicators. In the review of the literature, I detail studies
that measure the adverse effect of structural heterosexism on health and well-being by the indicator
at the contextual and individual levels to provide clearer evidence.

Scholars have examined the direct effect of a measure of structural heterosexism on health
in various contexts, including nations, states, communities, neighborhoods, and schools.
Regarding social climate, Miedema et al. (2019) find that homophobic injunctive norms
surrounding homosexuality are negatively associated with depressive symptoms among a sample
of sexual minority men in four Asia-Pacific countries. Hatzenbuehler et al. (2014) finds that sexual
minority students living in states and cities with more protective school climates, as measured by
the percentage of schools with safe spaces and Gay-Straight Alliances, report fewer past-year
suicidal thoughts than those who live in states and cities with less protective climates. Saxby, Chan,
and Bavinton (2022) find that an unsupportive social climate, as indicated by the proportion of

voters who do not believe the law should change to allow same-sex couples to be married, is
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negatively associated with the likelihood of HIV testing, diagnosis, and awareness of HIV
prevention strategies among a sample of sexual minority men in 7 Australian Jurisdictions.
Hatzenbuehler et al. (2020) find that negative community-level attitudes towards sexual minorities
is positively associated with mortality among a national sample of U.S. sexual minorities who
report same-sex sexual partners within the past year. Conversely, using census-linked-
administered data, Saxby, de New, and Petrie (2020) find that a more supportive social climate, as
indicated by the higher proportion of voters who believe that the law should change to allow same-
sex couples to be married, is positively associated with a reduced number of visits to a general
practitioner for men and women in same-sex relationships, and a reduced number of pathology
services and anti-ineffective prescriptions for men in same-sex relationships in Australia.
Concerning laws and policies, Woodford et al. (2018) find that more inclusive LGBTQ
school policies are negatively associated with psychological distress in LGBT students across 58
U.S. colleges. Legalizing same-sex marriage reduces medical and mental health care visits and
mental health costs among a sample of sexual minority men in Boston, MA (Hatzenbuehler et al.
2012). In addition, Boertien and Vignoli (2019) find, using nationally representative data, that
legalizing same-sex marriage improves subjective well-being among those in a same-sex union in
England and Wales. More protective state-level LGB laws and policies are associated with a lower
risk of smoking (Hatzenbuehler et al. 2014) and a reduction in suicide attempts (Raifman, Moscoe,
and Austin 2017) among a sample of sexual minority adolescents. On the other hand, fewer or no
LGB protective state laws and policies are positively associated with an increase in psychiatric
disorders (Hatzenbuehler, Keyes, and Hasin 2009), an increase in mood disorders, alcohol-use

disorders, and generalized anxiety disorder (Hatzenbuehler et al. 2010), and an increase in the
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likelihood of poor/fair self-rated health (Gonzales and Ehrenfeld 2016) among a national sample
of LGB adults in the United States.

Two studies examine the effect of neighborhood-level hate crimes on health. A greater
number of LGBT-based hate crimes within the neighborhood is positively associated with the
increased likelihood of reporting suicidal ideation and suicide attempts (Duncan and
Hatzenbuehler 2014) and the likelihood of using illicit drugs (Duncan and Johnson 2014) in a
sample of sexual minority youth in Boston, MA. However, there is no association between LGBT
assault-based hate crimes and suicidal ideation or attempts among heterosexual adolescents.

Several studies also find support for the impact of structural heterosexism on health via a
composite indicator of structural heterosexism. For example, in Europe, lower level of country-
level structural heterosexism, as indicated by a greater presence of laws and policies and greater
support of sexual minority rights and liberties, are positively associated with sexual orientation
disclosure to health care providers among a sample of sexual minorities (Brénstrom and Pachankis
2019), and a lower risk of depression, suicidality, and social isolation among sexual minority men
(Pachankis et al. 2021). Conversely, among a sample of sexual minorities men in Europe, higher
levels of country-level structural heterosexism, as measured by the same indicator, are associated
with reduced odds of being diagnosed with HIV and utilization of HIV testing services, and higher
odds of engaging in risky sexual behavior, and having unmet prevention needs (Pachankis et al.
2015). In the U.S., states with lower levels of structural heterosexism, as indicated by a composite
indicator of the density of same-sex couples, number of gay-straight alliances, number of state
policies and laws, and progressive opinions towards sexual minorities and their rights are
positively associated with the increased odds of hearing about post-exposure prophylaxis (PEP),

hearing about and taking PrEP, and discussing sexual practices and HIV prevention strategies with
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primary care providers among a sample of sexual minority men (Oldenburg et al. 2016), and a
decreased likelihood of STI diagnosis among sexual minority female adolescents (Charlton 2019).
Conversely, as measured by the same indicator, U.S. states with higher structural heterosexism are
positively associated with higher blunted cortisol response among a sample of sexual minority
young adults (Hatzenbuehler and McLaughlin 2014).

Scholars have examined the interaction of indicators of structural heterosexism with each
other and other factors in predicting health, access to and utilization of healthcare services, and
health behaviors. Concerning the interaction of contextual factors, Solazzo and Brown (2020) do
not find evidence that a more progressive social climate or a greater presence of U.S. states laws
and policies has a direct effect on self-rated health, routine healthcare utilization, and health
insurance in a national sample of U.S. sexual minorities. However, they find that more protective
U.S. state laws and policies positively interact with a more supportive social climate in predicting
excellent self-rated health, routine healthcare utilization, and health insurance among gay and
lesbian adults, but not bisexuals. Beyond this one exceptional study that examines the interaction
of two indicators of structural heterosexism, other studies examine the interaction of an indicator
of structural heterosexism with an individual level factor in predicting health. Goldberg and Smith
(2011) find in a sample of gay and lesbian adults that an unfavorable legal climate towards sexual
minorities moderates the negative association of internalized homophobia on depressive and
anxious symptoms, in that the negative effect of internalized homophobia is stronger for those who
live in U.S. states with more unfavorable legal climates towards same-sex parent adoption. A study
by Hatzenbuehler et al. (2015) find that in a sample of U.S. adolescents, sexual minorities are more
likely to use marijuana and illicit drugs than their heterosexual counterparts. However, these

disparities are more pronounced in states with higher structural heterosexism as measured by a
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composite indicator of the density of same-sex couples, the proportion of gay-straight alliances
per public high school, regressive laws and policies, and negative public opinion toward
homosexuality. A study by Unsal, Demetrovics, and Reinhardt (2022) find that structural
heterosexism, as measured by a composite measure of country-level LGB laws and policies and
social climate towards sexual minorities, moderates the negative indirect effect of community
participation through identity disclosure on depression in a sample of European sexual minority
men in that the negative effect of community participation on depression via disclosure is weaker
among those who live in countries with higher structural heterosexism. However, the authors also
find that it moderates the positive indirect effect of community participation through victimization
on depression in that the positive effect of community participation via victimization is stronger
for sexual minority men who live in countries with higher levels of structural heterosexism. Titus
et al. (2021) investigate the relationship between exposure to structural heterosexism (measured
by a composite indicator of attitudes towards same-sex marriage, the geographic density of same-
sex couples, and state-level policies) and smoking among a national sample of heterosexual and
sexual minority adults in the U.S. The results indicate a curvilinear relationship between structural
heterosexism and smoking. The lowest probability of smoking for both heterosexual and sexual
minority adults appear in states with lower and higher levels of structural heterosexism. However,
the change in the probability of smoking associated with stronger heterosexism is stronger for
sexual minorities than heterosexuals.

Two studies examine the interaction of an indicator of structural heterosexism with an
individual level factor in predicting health and if an individual level factor mediates the effects of
structural heterosexism on health. A study by Pachankis et al. (2014) examine the impact of past

and current structural heterosexism as measured by a composite measure of the presence of more
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regressive U.S. state laws and policies and more negative attitudes towards sexual minorities and
rejection sensitivity on tobacco and alcohol use among a sample of U.S. sexual minorities.
Although, they do not find evidence of a direct effect of structural heterosexism or rejection
sensitivity on either outcome. Nor do they find evidence that rejection sensitivity mediates the
association between structural heterosexism and either outcome. However, the results indicate a
positive interaction between increased rejection sensitivity and increased structural heterosexism,
in that the effect of rejection sensitivity is stronger for states with higher levels of structural
heterosexism in predicting alcohol use and smoking. Hatzenbuehler, Branstrom, and Pachankis
(2018) examine the association between structural heterosexism, as measured by a composite
indicator of laws and policies and social climate, and sexual orientation-based mental health
disparities and the mechanisms that can elucidate this proposed relationship in Sweden using three
years (2005, 2010, and 2015) of repeated nationwide population-based cross-sectional surveys
over a span of ten years. The results indicate a significant positive interaction between reduced
structural heterosexism and sexual orientation, in that over the span of ten years, sexual minorities
who live in states with lower levels of structural heterosexism experience a greater reduction in
psychological distress and victimization/threat violence than their heterosexual counterparts. In
addition, the mediation-effect analysis shows that a reduction in the victimization/threat of
violence partly explains the relationship between structural heterosexism and psychological
distress.

Lastly, a few studies examine psychosocial factors that mediate the relationship between
structural heterosexism and health. For example, Manser and Du Bois (2020) find that among a
sample of gay men in the U.S., binge drinking and smoking mediate the association between

structural heterosexism, as operationalized by the number of LGBT anti-discrimination laws, and
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cardiovascular disease. Perales and Todd (2018) find that social support partially mediates the
negative association between structural heterosexism (as measured by the proportion of voters who
do not believe the law should change to allow same-sex couples to be married) and health,
including life satisfaction, mental health, and overall health among a sample of sexual minorities
in Australia. A study by Brinstrom (2017) finds that sexual orientation identity concealment
mediates the negative association between structural heterosexism and life satisfaction among a
sample of sexual minorities in Europe.

Extant research demonstrates that structural heterosexism harms health, especially among
sexual minorities. However, important research gaps remain in our understanding of how structural
heterosexism impacts health. First, with the exception to one study (Solazzo and Brown 2018),
research on the direct association between structural heterosexism and health considers only one
measure of structural heterosexism or a composite indicator. It does not consider how various
indicators of structural heterosexism may independently and concurrently impact health. Second,
only one study considers the interaction of two indicators of structural heterosexism in predicting
health (Solazzo and Brown 2020). However, this study does not consider the interaction of the
indicators of structural heterosexism with other contextual factors. Beyond this exceptional study,
the other studies examine the interaction of structural heterosexism with psychosocial factors
rather than structural level factors in predicting health outcomes (e.g., Goldberg and Smith 2011;
Pachankis et al. 2014; Unsal et al. 2022). Lastly, although structural heterosexism may exert both
direct and indirect effects on health, existing research considers only the mediating role of
psychosocial resources in the relationship between structural heterosexism and adverse health
outcomes (e.g., Branstrom 2017; Manser and Du Bois 2020; Perales and Toff 2018). Previous

research does not consider how various indicators of structural heterosexism may serve as

217



mediators for each other or how other contextual “opportunities” or “resources” may link structural
heterosexism to health. Thus, although existing research has provided important insights into the
association between structural heterosexism and health, it provides a limited perspective and
obscures a fuller understanding of the pathways by which structural heterosexism can impact
health. Furthermore, while one study demonstrates that structural heterosexism can be harmful to
both sexual minorities and the majority when it comes to smoking behavior (Titus et al. 2021), we
know very little about how structural heterosexism may also harm the health of the general
population.

This present study aims to address these gaps and extend prior work on structural
heterosexism and health. It proposes a new comprehensive conceptual model by combining
theories and perspectives on stigma, income inequality, and sexuality to simultaneously theorize
three roles of structural heterosexism on health. Specifically, it focuses on two indicators of
structural heterosexism (social climate and laws and policies) and one health outcome, HIV
infection rates in the U.S., among multiple risk groups. It examines 1) the direct role of the two
indicators of structural heterosexism, 2) the indirect role of the social climate via laws and policies,
3) the indirect role of the two indicators of structural heterosexism via two context-level or
structural HIV prevention resources (HIV testing and PrEP utilization rate), and 4) the interacting
role of the two indicators of structural heterosexism with each other and other contextual factors,
namely income inequality, percent of LGBT people at the state-level [percent LGBT], HIV testing
utilization rate, PrEP utilization rate, and syphilis infection rate. Doing so provides a clearer
understanding of the various ways in which structural heterosexism impacts health. I examine
these processes through estimating path analysis models using state-level data from multiple

publicly available data sets. Furthermore, this study theorizes and examines how structural
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heterosexism can harm the stigmatized and the general population, especially when the outcome
is linked to the stigmatized. I use HIV as a case example due to the HIV epidemic in the U.S. being
historically linked to the stigmatization of homosexuality, particularly male homosexuality
(Earnshaw and Chaudoir 2009; Watkins-Hayes 2014). A few studies examine how structural
heterosexism impacts HIV-related outcomes (e.g., HIV infection and HIV testing) (Oldenburg et
al. 2016; Pachankis et al. 2015; Saxby et al. 2022). However, they focus on HIV-related outcomes
at the individual level and do not consider how the various indicators of structural heterosexism
interplay with each other and other contextual factors. Next, I provide an overview of how the
stigmatization of homosexuality has influenced perceptions of HIV risk, vulnerability, and stigma

and its implications for HIV infection rates.

HIV IN THE UNITED STATES

The U.S. H1V Epidemic

Approximately 1.2 million Americans live with HIV (Centers for Disease Control and Prevention
[CDC] 2022a). Despite the U.S. government spending over 28 billion dollars on HIV-related
research and programs annually, including prevention programs, around 30-35,000 Americans are
newly infected with HIV each year (CDC 2022a). Although no one is immune to HIV infection,
since the beginning of the U.S. HIV epidemic, there have been marked disparities in HIV infection
rates across geographies and social groups (Lansky et al. 2010; Watkins-Hayes 2014). HIV
infection rates are considerably higher in the U.S. south than in any other region (Lansky et al.
2010; Reif et al. 2017). HIV has also historically disproportionately burdened certain risk groups,
and this trend continues to endure, particularly among sexual minority men (Beyrer et al. 2012).

Although over 80% of all new HIV infections in 2020 occurred among men, sexual minority men
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represented 87% of men and 71% of all people diagnosed with HIV (CDC 2022b). This is
especially alarming, considering sexual minority men account for only about 2% of the U.S. adult
population (Goedel, Halkitis, and Duncan 2016). While heterosexual contact represents a minority
of new HIV infections in the U.S., they remain an important risk group, as thousands of
heterosexuals are infected with HIV each year (CDC 2022a). Among those newly diagnosed with
HIV in 2020, 15% occurred among women who reported heterosexual sexual contact, and 7%
occurred among men who reported heterosexual sexual contact (CDC 2022b). The remaining
infections occurred among injection drug users and those infected from other risk groups,
representing 7 and 1 percent of new HIV infections, respectively (CDC 2022b). These statistics
elucidate that complex biological, psychological, and social factors are at play, contributing not
only to the persistence of the U.S. HIV epidemic but also to the disparities in HIV infection rates

(Reif et al. 2013; Watkins-Hayes 2014).

The Stigmatization of Homosexuality and the U.S. HIV Epidemic

It is important to situate the U.S. HIV epidemic within the historical and social context in which it
emerged and gained national attention. Although the virus that we now know as HIV was present
in the United States as early as the 1960s, it first gained national attention in 1981 when clusters
of otherwise previously healthy gay men in Los Angeles, New York, and San Francisco were
diagnosed with Pneumocystis pneumonia (PCP) and Kaposi’s sarcoma (Ayala and Spieldenner
2021; Halkitis, Wolitski, and Millett 2013; Herek and Capitanio 1999). As medical providers saw
an increase in the number of sexual minority men with this new virus across U.S. cities, HIV began

to be referred to as the “gay-related immune deficiency syndrome,” “gay cancer,” “the gay

disease,” and “the gay plague,” by the scientific community, journalists, the media, and right-wing
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religious conservatives (Altman 1996; Epstein 1996; Fetner 2008; Ruel and Campbell 2006).
While other groups of people were certainly infected with HIV, even at the beginning of the
epidemic, such as men and women infected via heterosexual contact, injection drug users, and
hemophiliacs, homosexuality was first framed as the sole risk factor for HIV, making HIV
synonymous to homosexuality, and then used as a cultural and political scapegoat, blaming
homosexual men for spreading the virus to the general population (Fetner 2008; Herek et al. 2002;
Herek and Capitanio 1999; Ruel and Campbell 2006). This marked the beginning of the U.S. HIV
epidemic and the linking of HIV with (male) homosexuality.

While HIV is spread from person to person, HIV is deeply imbued with political and
cultural discourses and contentious issues of morality (Epstein 1996; Herek and Capitanio 1999;
Hoppe 2014; Hoppe, McClelland, and Pass 2022; Ruel and Campbell 2006; Watkins-Hayes 2014).
Because HIV was first linked to male homosexuality and later other stigmatized groups and
behaviors, including sex workers, injection drug users, and sexual promiscuity, HIV was seen as
an intervention from the divine, a punishment for immoral behaviors, especially male homosexual
behavior (Earnshaw and Chaudoir 2009; Ruel and Campbell 2006; Watkins-Hayes 2014; Weitz
1989). The early framing of the U.S. HIV epidemic had detrimental consequences on the spread
of HIV (Altman 1996; Herek and Capitanio 1999; Ruel and Campbell 2002). It helped to provide
a new rationale for the stigmatization of homosexuality by reinforcing the notion that homosexuals
are dangerous and a threat to society (Herek et al. 2002; Herek and Capitanio 1999; Watkins-Hayes
2014). The notion that homosexuality and HIV were inherently intertwined reinforced the
justification for the stigmatization of homosexuality, impeded funding and prevention efforts, and
influenced the government’s delayed response to the HIV epidemic (Adman 1989; Herek and

Capitanio 1999). The framing of the U.S. HIV epidemic also impacted public opinion. Public
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opinion data of heterosexuals from the 1980s and 1990s demonstrated that those with greater
negative attitudes towards the gay community were more fearful of HIV, had more stigma against
people living with HIV, and more negatively devalued sexual minorities living with HIV than
heterosexuals similarly living with the virus (Herek and Capitaliano 1999).

Sexual stigma, like all forms of stigma, can have intended and unintended consequences
(Hatzenbuehler and Link 2014; Pescosolido and Martin 2015). An unintended consequence of the
early linking of the U.S. HIV epidemic to (male) homosexuality is that it still frames risk narratives
and perceptions of vulnerability, which is problematic in terms of ending the HIV epidemic (Berg
and Ross 2014; Cahill and Valadéz 2013; Gwadz et al. 2018; Young, Salem, and Bybee 2010).
Despite the greater awareness that all individuals can be at risk for HIV infection, for many, HIV
remains associated with homosexuality and other stigmatized groups and behaviors, including sex
workers and drug users (Cahill and Valadéz 2013; Gwadz et al. 2018; Young, Salem, and Bybee
2010). This reinforces sexual stigma and the interweaving of sexual stigma with HIV at the
individual, interpersonal, and structural levels.

At the individual level, sexual stigma can negatively impact HIV risk in several ways,
including the lack of utilization of HIV prevention resources (e.g., HIV testing, treatment, PrEP,
and PEP) and the lack of awareness of sexual risk behaviors and vulnerabilities (Gwadz et al.
2018). It can also negatively impact HIV risk via the internalization of sexual stigma amongst the
stigmatized (Amola and Grimmett 2015; Arreola et al. 2015; Huebner et al. 2002; Jeffties et al.
2013). At the interpersonal level, doctors and medical care providers may not screen patients for
HIV testing and fail to provide HIV prevention resources due to their biases and erroneous
assumptions of HIV risk (Gwadz et al. 2018; White et al. 2015). Also, patients may not want to

disclose their sexual history, identity, and practices with medical providers if they perceive they
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will be stigmatized, which can prevent access to HIV prevention information and resources (e.g.,
PrEP, PEP) (Qiao, Zhou, and Li 2018; Tan et al. 2020). Furthermore, individuals may fail to access
HIV testing or utilize prevention services out of fear of being stigmatized by test centers, family,
friends, community members, and others (Arnold, Rebchook, and Kgelees 2014; Fenton 2007;
Gwadz 2018). At the structural level, there are stigmatizing laws and policies, such as antiquated
HIV criminalization laws, that criminalize HIV-positive people for allegedly exposing others to
HIV (Kenney 1992). These laws developed during a time of moral panics and when fear and
backlash against sexual minorities and other stigmatized groups heightened during the beginning
of the HIV epidemic (Hoppe, McClelland, and Pass 2022; Hoppe 2014; Mermin, Valentine,
McCray 2021). There is evidence that these laws remain highly linked to sexual stigma. For
example, a recent study finds that structural heterosexism at the state level is positively associated
with greater prosecution of HIV criminalization (Tran, Hatzenbuehler, and Goldstein 2019).
Although revised in 2020, another example of the interweaving of structural heterosexism with
HIV is the Food and Drug Administration’s (FDA) lifetime blood donation ban for sexual minority
men (Caplan 2010; Varrige 2019). While the FDA has removed some of the restrictions for sexual
minority men during the COVID-19 pandemic in response to shortages of blood donations, they
are still required to wait three months after their last same-sex sexual encounter to donate blood
(Park et al.2021). This policy helps to propagate the notion that sexual minority men are inherently
infected with HIV and, therefore, would spread the virus to others regardless of their sexual
practices or HIV status, and reinforces the notion that HIV is a gay disease (Caplan 2010; Dorfman
2022; Varrige 2019).

Since the beginning of the U.S. HIV epidemic, HIV has been intimately tied to (male)

homosexuality. However, there is considerable variation in the social and legal acceptance of
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sexual minorities across U.S. states (Adamczyk and Liao 2019; Doan, Loehr, and Miller 2014).
In recognizing this variation, next, I provide theories and hypotheses to support the three roles of
structural heterosexism (direct, indirect, and interacting) for the rate of HIV infection among

multiple risk groups at the state level.

THEORIES AND HYPOTHESES

I hypothesize three roles of the two indicators of structural heterosexism on HIV infection rates at
the state level (see Figure 1): the direct effect of social climate and laws and policies (path a); the
indirect effect of social climate via laws and policies (path b); the indirect effects of the two
indicators of structural heterosexism via two HIV prevention resources (HIV testing and PrEP
utilization) (path c); the indirect effect of social climate through laws and policies via the two HIV
prevention resources (path d), and their interactions with each other and six other contextual level

factors (path e) (see Figure 1).

Insert Figure 1 About Here

Direct Effects

According to structural stigma theory, various indicators of structural stigma, including negative
social climate, adverse institutional policies, and conservative cultural norms, can exert direct
negative effects on the health of the stigmatized (Hatzenbuehler and Link 2014; Hatzenbuehler
2014, 2016). Within the context of HIV, sexual stigma remains an important driver of the U.S.
HIV epidemic (Cahill and Valadéz 2013; Gwadz et al. 2018; Earnshaw and Chaudoir 2009; Ruel

and Campbell 2006; Saxby et al. 2010; Watkins-Hayes 2014). Because individual and
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interpersonal stigma occurs within the context of structural stigma, several possible mechanisms
can influence HIV infection rates (Evans-Lacko et al. 2012; Hatzenbuehler 2016; Pachankis et al.
2015). Those who live in states with lower structural stigma may themselves have less sexual
stigma, experience less sexual stigma in everyday interactions and from health care providers,
discuss their sexual practices more openly and honestly with their medical providers, receive more
routine HIV/STI screenings, have a greater knowledge of HIV and HIV transmission, have greater
knowledge of HIV prevention, engage in fewer risk behaviors, are less likely to conceal their
identity and sexual practices, and have fewer barriers to HIV prevention, care, and treatment
(Hatzenbuehler 2016; Pachankis et al. 2014; Pachankis et al. 2015; Saxby et al. 2022; Tran et al.
2021).

Hla: A more progressive state-level LGB social climate is directly negatively associated

with state-level HIV infection rates.

Hl1b: A greater presence of more progressive LGB state-level laws and policies is directly

negatively associated with state-level HIV infection rates.

Indirect Effects

A major critique of structural stigma research is the lack of empirical and theoretical attention to
the mechanisms linking structural stigma to health (Hatzenbuehler 2014, 2016). Extant research
on structural stigma and health focuses on one indicator of structural stigma (e.g., social climate
or laws and policies) or a composite indicator, which obscures a full understanding of how
structural stigma harms health (for reviews, see Hatzenbuehler 2014, 2016, 2017). In this study, I
explore two pathways. One important unexplored pathway is the path linking social climate to

health via laws and policies. The causal relationship between social climate and laws and policies
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remains contested. Democratic theory proposes that social climate precedes laws and policies (Lax
and Phillips 2009). A growing body of research adds support to this proposition, including a study
that finds that LGB laws and policies are responsive to social climate (Lax and Phillips 2009).
However, there is no evidence for a reciprocal relationship (Lax and Phillips 2009). Given that a
more progressive social climate towards sexual minorities precedes laws and policies that are
responsive to these attitudes, it is important to consider the potential indirect effect of social climate
on HIV infection rates via state-level laws and policies.

H2a: A more progressive state-level LGB social climate is indirectly negatively associated

with state-level HIV infection rates through its direct positive association with a greater

presence of more progressive laws and policies.

A second important proposed pathway linking structural heterosexism to health is
opportunities and resources (Hatzenbuehler 2014; 2016). Structural stigma theory posits that
contexts characterized by greater structural heterosexism limit access to opportunities and
resources that could otherwise improve health and well-being (Hatzenbuehler 2014). I examine
two potential resources: HIV testing and PrEP utilization. HIV testing is critical to ending the HIV
epidemic (Eisinger and Fauci 2018). Awareness of one’s HIV status can prevent the spread of HIV
infection by encouraging safer-sex practices and access to HIV prevention and intervention
resources (Cherutich, Bunnell, and Mermin 2013; Gray et al. 2013). PrEP is also critical to ending
the HIV epidemic. PrEP reduces the risk of HIV transmission by about 99% (Smith et al. 2021) I
hypothesize that those who live in states with lower levels of structural stigma will have fewer
barriers to and greater utilization of HIV prevention and intervention resources, including HIV

testing and PrEP. This is due to them experiencing less internalization of sexual stigma and having
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greater knowledge of HIV and HIV transmission. They will also experience less sexual stigma in
health care facilities and from medical providers and those within their social network, which can
encourage disclosure of their sexual identity and practices (Meyerson et al. 2014; Nyblade et al.
2019; Pachankis and Brinstrom 2018; Pachankis et al. 2015; Pachankis et al. 2017; Saxby et al.
2022; Tran et al. 2021).
H2b: A more progressive state-level LGB social climate (H2b1) and a greater presence of
more progressive LGB laws and policies (H2b2) are indirectly negatively associated with
state-level HIV infection rates via their positive association with the HIV testing utilization
rate.
H2c: A more progressive state-level LGB social climate (H2c1) and a greater presence of
more progressive LGB laws and policies (H2c2) are indirectly negatively associated with
state-level HIV infection rates via their positive association with the PrEP utilization rate.
H2d: A more progressive state-level LGB social climate is positively associated with LGB
laws and policies, which is, in turn, indirectly negatively associated with state-level HIV

infection rates via HIV testing utilization rate (H2d1) and PrEP utilization rate (H2d2).

Interaction Effects

Despite ongoing debates, a robust body of research substantiates the negative association between
income inequality and health, including HIV-related health outcomes (Kondo et al. 2009;
McFarland, Hill, and Montez 2022; Patel et al. 2018; Ribeiro et al. 2017). From a social capital
perspective, income inequality produces adverse health through several mechanisms, including the
erosion of social and interpersonal trust, disinvestment, the lack of mobilization of political efforts
to support marginalized and vulnerable groups, the lack of civic engagement, and lack of trust in

public institutions (Elgar et al. 2020; Hill et al. 2019; Kawachi et al. 1997; McFarland et al. 2022;
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Wilkinson and Pickett 2009). States with lower levels of structural stigma are imbued with less
sexual stigma, providing individuals with greater awareness of HIV and HIV risk behaviors and
more comfort with disclosing their sexual identities and practices (Hatzenbuehler 2016; Pachankis
et al. 2014; Pachankis et al. 2015; Saxby et al. 2022; Tran et al. 2021). Therefore, as structural
heterosexism decreases, the positive effect of income inequality on HIV infection rates should be
reduced.

H3a: A more progressive state-level social climate (H3al) and the greater presence

of progressive laws and policies (H3a2) are negatively associated with state-level HIV

infection rates to a greater degree for states with higher income inequality.

I predict a salubrious interaction between a higher percentage of the population being LGB
(LGB percent) and lower levels of structural stigma due to two mechanisms: social contact and
social support. According to social contact theory, a higher percentage of minorities increases
contact between the majority and minority groups, which can reduce prejudice and stigma,
encourage more tolerant attitudes, improve in-group relations, and shared commitments to
common goals (Allport 1954; Lazersfeld et al. 1968; Pettigrew 1998). However, these positive
effects can be maximized when the social context, such as laws and policies and a more general
social climate, are more supportive of the minoritized group (Blau 1997; Blum and Schwartz 1982;
Johnson and Jacobson 2005). From a social support perspective, social support improves health
and well-being by providing greater opportunities for access to various coping resources and
encourages resilience (Meyer 2003; Hatzenbuehler et al. 2009; Hatzenbuehler et al. 2013). In
addition, a higher proportion of LGB people can also encourage greater access to social support in
combating structural forms of stigma, which may influence how individuals cope with stigma,
stress, and other adversities fueled by sexual heterosexism and encourage more health-protective

behaviors and awareness of risk.
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H3b: A more progressive state-level social climate (H3bl) and the greater presence of
progressive laws and policies (H3b2) are negatively associated with state-level HIV

infection rates to a greater degree for states with a higher percentage of LGB people.

Two important indicators of structural stigma, social climate and laws and policies are
theoretically and empirically linked to health (For reviews, see Hatzenbuehler 2014, 2016, and
2017). I hypothesize that the interdependence of both a more progressive social climate and a
greater presence of more protective laws and policies should synergistically interact to improve
health (Solazzo and Brown 2020). Lower levels of structural heterosexism can reduce stigma,
minority stress, and the internalization of harmful information about sexual minorities, all of which
can reduce rates of HIV infection (Hatzenbuehler 2016; Pachankis et al. 2014; Pachankis et al.
2015; Saxby et al. 2022; Tran et al. 20221). Thus, the negative effect of social climate on HIV
infection rates should be amplified, by a greater presence of more progressive laws and policies
increase.

H3c: A more progressive state-level social climate is negatively associated with state-level

HIV infection rates to a greater degree for states with a greater presence of progressive

laws and policies.

Individual and interpersonal stigma occurs within the context of structural stigma
(Hatzenbuehler 2014). Therefore, I hypothesize two competing hypotheses for the interaction of
HIV prevention resources and structural heterosexism. First, the protective effect of two HIV
prevention resources: HIV testing utilization and PrEP utilization, can be stronger for those who

live in states with lower levels of structural sexism. Living in states with lower levels of structural
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heterosexism can encourage early and more frequent HIV testing, lower levels of sexual stigma
and concealment, which can reduce the rate of HIV infection by encouraging individuals to be
more aware of their status, reduce risky sexual behaviors, and encourage the initiation and
continuance of HIV interventions via treatment as prevention for those identified as HIV positive
(Branstrom 2017; Meyerson et al. 2014; Pachankis et al. 2015). Similarly, lower levels of structural
stigma can encourage reduced PrEP-related stigma, consistent use of PrEP due to less stigma and
negative appraisals in interactions with medical providers, staff, pharmacies, and those in their
social network (Grace et al. 2018; Saxby Chan, and Bavinton 2022; Skinnier et al. 2022). Second,
the protective effect of the two HIV prevention resources can be weaker for those who live in states
with lower levels of structural heterosexism. While both HIV testing and PrEP can reduce HIV
infection, living in a state with lower levels of structural stigma can encourage more frequent
testing utilization and more adherence to PrEP, which can increase the identification of HIV status.
This, in turn, can increase rates of HIV infection due to testing and PrEP being used as forms of
HIV prevention (Grace et al. 2018; Pachankis et al. 2015; Saxby et al. 2022; Skinnier et al. 2022).
H3d: A more progressive state-level social climate (H3d1) and the greater presence of
progressive laws and policies (H3d2) are negatively associated with state-level HIV
infection rates to a greater degree for states with higher utilization of HIV testing.
H3e: A more progressive state-level social climate (H3el) and the greater presence of
progressive laws and policies (H3e2) are negatively associated with state-level HIV
infection rates to a greater degree for states with higher rates of PrEP utilization.
H3f: A more progressive state-level social climate (H3d1) and the greater presence of
progressive laws and policies (H3d2) are negatively associated with state-level HIV

infection rates to a lesser degree for states with higher utilization of HIV testing.
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H3g: A more progressive state-level social climate (H3el) and the greater presence of
progressive laws and policies (H3e2) are negatively associated with state-level HIV

infection rates to a lesser degree for states with higher rates of PrEP utilization.

Syphilis infection increases the risk of HIV infection by 2 to 5-fold (CDC 2012). Although
syphilis has been present for over a thousand years, like HIV, but, to a lesser degree, it has also
been linked to (male) homosexuality, homosexual acts, and other stigmatized groups and behaviors
(Solomon and Mayer 2016). I hypothesize that lower levels of structural heterosexism can reduce
the adverse effects of syphilis on HIV infection rates by reducing individual and interpersonal
sexual stigma and greater awareness and screening for HIV and STI testing (Arnold, Rebchook,
and Kgelees 2014; Fenton 2007; Gwadz 2018; Saxby et al. 2022).

H3h: A more progressive state-level social climate (H3h1) and the greater presence of

progressive laws and policies (H3h2) are negatively associated with state-level HIV

infection rates to a greater degree for states with higher rates of syphilis infection.

DATA AND METHODS

Data

I gathered and analyzed publicly available data from AIDSVu, the Center for Disease Control and
Prevention (CDC), the Kaiser Family Foundation (KFF), the Williams Institute, the Human Rights
Campaign (HRC), Gallup, Inc., and the U.S. Census Bureau. The analytic sample was limited to
the 50 U.S. States and Washington DC (N = 51). Given that this study aimed to examine the impact
of the interplay of two indicators of structural stigma, with multiple state-level contextual factors

on HIV infection rates among multiple risk groups, I tested the hypotheses with four different risk
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groups at the state-level: the general state population, women, all men, and sexual minority men
based on the availability of the data (see Figure 1). Due to data availability and the CDC's
recommendation for HIV testing, the analysis was restricted to individuals over the age of 12 for
all four risk groups (CDC 2022c¢). Missing data ranged from no missing data for the general state
population, women, and all men to 12% for sexual minority men. The full-information maximum
likelihood (FIML) method was used to handle missing data and compute parameter estimates

(Allison 2001; Johnson and Young 2011). Table 1 summarizes the state-level characteristics.

Insert Table 1 About Here

Outcome Variable

HIV Infection Rates. The outcome variable for this study is the rate of new HIV infections (stage
0, 1, 2, 3 [AIDS] or unknown) per 100,000 individuals over the age of 12 in 2018 for four risk
groups at the state level (See Figure 3). I obtained data for the HIV infection rates from AIDSVu.
Data from AIDSVu were compiled by Emory University's Rollins School of Public Health in
partnership with Gilead Science, Inc., and the Center for AIDS Research at Emory University and

were derived from city, country, and state health departments and the CDC (AIDSVu 2022).

Exogenous Variable

LGB Social Climate. I used data from the Williams Institute LBG climate index (Hasenbaush et
al. 2014) to measure state-level LGB social climate. The 2013 LGB climate index relied on
national public opinion survey data (The 2012 American National Election Studies Time-Series

Poll, the Pew Research Center 2013, and the 2013 Roper Center) on four indicators: support for
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same-sex marriage, same-sex adoption, non-discrimination laws, and belief that homosexuality is
a sin. The 2013 LGB climate index score ranges from 45 (Louisiana) to 78 (Vermont), with lower
scores representing a more adverse social climate and higher scores indicating a more affirming
social climate for LGB individuals.

Control Variables. I controlled for two structural antecedents of structural heterosexism
(income inequality and the percentage of lesbian, gay, bisexual, and transgender individuals living
within each state [Percent LGBT] and one antecedent of HIV infection (syphilis). Income
inequality in 2011 was measured using the Gini coefficient (Frank 2014). The Gini coefficient
ranges from 0 to 1, with a value of 0 representing perfect income inequality, whereas a value of 1
indicates perfect income equality (van Mierlo, Hyatt, and Ching 2016). I gathered data for state-
level income inequality from the U.S. Census Bureau (U.S. Census Bureau 2012). I gathered the
percentage of gay, lesbian, bisexual, or transgender (LGBT) people in 2012 for each state from the
Gallup Daily Tracking Survey (Gates and New Port 2013). The estimates of the percent LGBT
came from a random sample of 206,186 adults, aged 18 and older, living in all 50 U.S. States and
Washington DC. Percent LGBT ranged from 1.7% (North Dakota) to 10% (Washington DC). I
gathered the rates of syphilis infection at the state level in 2017 for the four risk groups from the
CDC (CDC 2017). I acknowledge that the Percent LGBT includes transgendered individuals who
may not be sexual minorities. However, this is the best indicator available to capture the LGB

population at the state level, beyond only including the proportion of same-sex couples.

Intervening Variables
LGB Laws and Policies. I used data from the HRC to measure state-level LGB laws and policies

(HRC 2015). The 2014 LGB laws and policies index was based on the presence of eight laws and
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policies aimed at offering legal protection based on sexual orientation: 1) relationship recognition,
2) non-discrimination in employment, 3) non-discrimination in housing, 4) non-discrimination in
public accommodations, 5) non-discrimination in education, 6) anti-bullying laws, 7) second
parent or stepparent adoption, and 8) hate crime laws. Because HIV stigma is historically linked
to the stigmatization of male homosexuality (Grossman 1991) and due to the association of HIV
criminalization laws with structural stigma (Tran et al. 2019), I included the absence of HIV
criminalization laws in the LGB laws and policy scale. The LGB laws and policies scale ranged
from 0 to 9 (a = .91), with a higher score indicating more legal protection and a lower score
indicating less legal protection.

Two indicators of HIV prevention resources: HIV testing utilization and pre-exposure
prophylaxis (PrEP) utilization. I measured the 2015 HIV testing utilization rate by dividing the
number of tests given to individuals over the age of 12 by the number of people over the age of 12
in each state. Annually, the CDC documents the number of HIV tests given at HIV testing events
in 61 CDC-funded health department jurisdictions and 123 directly funded community-based
organizations for all 50 U.S. States and Washington DC (CDC 2015). I obtained the number of
people over the age of 12 living in each state from the KFF (KFF 2022). I collected data for the
number of PrEP users per 100,000 individuals for three risk groups in 2016 (the general state
population, women, and all men) from AIDSVu (AIDSVu 2022). There are no available data on
PrEP users at the state level for sexual minority men. Therefore, I used PrEP users per 100,000

men for all men and sexual minority men.
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Analytic Strategy

I estimated four path analysis models for the four risk groups separately to examine the direct and
indirect effects hypotheses (H1-H3). Each model included four equations, respectively, on four
endogenous variables: LGB laws and policies (Y1), HIV testing rate (Y2), PrEP utilization rate
(Y3), and HIV infection rate (Y4). The first equation was an ordinary least square (OLS) regression
of LGB laws and policies (Y1) on the two antecedents of structural heterosexism (X1: income
inequality, X2: percent LGB) and the first indicator of structural heterosexism (X3: LGB social
climate). The second equation was an OLS regression of the first HIV prevention resource (Y2:
HIV testing utilization) on two antecedents of structural heterosexism (X1: income inequality, X2:
percent LGB) and two indicators of structural heterosexism (X3: LGB social climate, X4: LGB
laws and policies). The third equation was an OLS regression of the second HIV prevention
resource (Y3: PrEP utilization rate) on two antecedents of structural heterosexism (X1: income
inequality, X2: percent LGB), two indicators of structural heterosexism (X3: LGB social climate,
X4: LGB laws and policies), and the first HIV prevention resource (X5: HIV testing utilization
rate). The fourth equation was an OLS regression of one antecedent of HIV (Y4: syphilis infection
rate) on the two antecedents of structural heterosexism (X1: income inequality, X2: percent LGB),
two indicators of structural heterosexism (X3: LGB social climate, X4: LGB laws and policies),
and the two HIV prevention resources (X5: HIV testing utilization, X6: PrEP utilization rate). The
fifth equation was an OLS regression of HIV infection rate (Y5) on the two antecedents of
structural heterosexism (X1: income inequality, X2: percent LGB), two indicators of structural
heterosexism (X3: LGB social climate, X4: LGB laws and policies), the two indicators of HIV
prevention resources (X5: HIV testing utilization rate, X6: PrEP utilization rate), and the one

antecedent of HIV infection (X7: syphilis infection rate). To examine specific indirect effects, I
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used Stata's -nlcom- command. To examine the interaction effects hypotheses (H4), I added the
product terms of the two indicators of structural heterosexism (LGB social climate and LGB laws
and policies) with the other social factors. All variables were mean-centered to reduce

multicollinearity.

RESULTS

Descriptive Statistics

Table 1 presents descriptive statistics for HIV infection rates, the two indicators of structural
stigma, the two HIV prevention resources, and the three controls for the 50 U.S. States and
Washington DC. The average rate of HIV infection per 100,000 people was 10.98 (SD = 8.0, range
= 3-46) for the general state population, 4.22 (SD = 3.57, range 0-19) for women, 18.06 (SD =
13.14, range = 4-76) for all men, and 491.60 (SD = 322.30, range = 120-1,860) for sexual minority
men. Regarding the two indicators of structural heterosexism, the average LGB social climate
score was 60.22 (SD = 10.75, range 45-92), and the average number of LGB laws and policies was
3.12 (SD = 2.01, range = 0-7), which reflects that on average each state had about three anti-
discriminatory laws or policies. On average, per 100,000 persons, 229.39 (SD = 248.92, range =
5.5-1,513.3) HIV tests were given. The average rate of PrEP utilization per 100,000 people was
26.47 (SD =36.95, range = 5-268) for the general state population, 1.88 (SD = 1.54, range = 0-17)
for women, and 51.08 (SD = 75.87, range = 10-551) for men. Additional state-level characteristics

are presented in Table 1.
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Direct Effects

Tables 2-5 present the standardized parameter estimates of the direct and indirect effects. There is
no evidence for the direct effect hypotheses (H1a-H1b) for the four risk groups. LGB social climate
or LGB laws and policies are not directly associated with HIV infection rates for the general state
population (LGB social climate: .083, p>.05; LGB laws and policies: -.099, p>.05), women (-.019,
p>.05; -.139, p>.05), all men (.065, p>.05; -.077, p>.05), or sexual minority men (-.046, p>.05; -

122, p>.05).

Insert Tables 2-5 About Here

Indirect Effect

I do not find support for two indirect effect hypotheses (H2a and H2c¢) for any of the four risk
groups. I do find partial support for two indirect effect hypotheses (H2b and H2d). Concerning the
second indirect effect hypotheses (H2dl), the results suggests that irrespective of a more
supportive LGB social climate, LGB laws and policies is positively associated with HIV testing
rate (Tables 2-5: .456, p<.01), which is in turn negatively associated with HIV infection rates
among the general state population (-.039, p <.05), all men (-.040, p <.05) and sexual minority
men (-.063, p <.05). There is no evidence of this pathway for the rate of HIV infection among
women (-.029, p >.05). Regarding the fourth indirect effect hypotheses (H2d2), LGB social climate
is positively associated with LGB laws and policies (Tables 2-5: .749, p <.001), and LGB laws
and policies is positively associated with the rate of HIV testing (Tables 2-5: .456, p <.01), which

is in turn negatively associated with HIV infection rates among the general state population (-.012,
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p <.05), all men (-.006, p <.05), and sexual minority men (-.009, p <.05). There is no evidence of
this pathway for the rate of HIV infection among women (-.004, p >.05).

I find contradictory support for the third indirect effect hypothesis (H2c), but only for
women. With respect to the third indirect effect hypothesis, LGB social climate is positively
associated with PrEP utilization rate for women (415, p<.01), which is in turn positively
associated with the HIV infection rate for women (.016, p<.05). There is no evidence of this
pathway for the rate of HIV infection among the general state population (-.002, p >.05), all men

(-.003, p >.05), or sexual minority men (-.003, p >.05).

Interaction Effects

Concerning the general state population, the results partially supported 5 interaction-effect
hypotheses (H3a, H3b, H3e, H3f, H3h) (see Tables 6 and 7, and Figure 3). LGB social climate
negatively interacted with income inequality (H3al) (see Table 6, Model 1: -.436, p <.001, Figure
3A). The effect of LGB social climate turned from being positive for states with the least income
inequality to gradually less positive or even negative for states with greater income inequality.
LGB social climate negatively interacted with the percent LGBT (H3b1) (Model 2: -.461, p <.01,
Figure 3B). The effect of LGB social climate turned from being positive for states with the lowest
percentage of LGBT people to gradually less positive or even negative for states with a higher
percentage of LGBT individuals. LGB social climate positively interacted with HIV testing
utilization rate (H3f1) (Model 3: .171, p <.05, Figure 3C). The effect of LGB social climate turned
from being negative for states with the lowest rates of HIV testing utilization to gradually less
negative or even positive for states with higher rates of HIV testing utilization. LGB social climate

negatively interacted with PrEP utilization rate (H3el) (Model 4: -.767, p <.05, Figure 3D). The
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effect of LGB social climate turned from being positive for states with the lowest rates of PrEP
utilization to gradually less positive or even negative for states with higher rates of PrEP utilization.
LGB social climate negatively interacted with syphilis infection rate (H3hl) (Model 5: -
579, p <.001, Figure 3E). The effect of social climate turned from being positive for states with
the lowest rates of syphilis infection to gradually less positive or even negative for states with
higher rates of syphilis infection.

LGB laws and policies negatively interacted with income inequality (H3a2) (see Table 7,
Model 1: -.248, p <.001, Figure 3F). The effect of laws and policies turned from being positive for
states with the lowest income inequality to gradually less positive or even negative for states with
higher income inequality. LGB laws and policies negatively interacted with the percent LGBT
(H3b2) (Model 2: -.200, p <.01, Figure 3G). The effect of laws and policies turned from being
positive for states with the lowest percentage of LGBT people to gradually less positive or even
negative for states with a higher percentage of LGBT individuals. LGB laws and policies positively
interacted with HIV testing utilization rate (H3f2) (Model 3: .240, p <.05, Figure 3H). The effect
of LGB laws and policies turned from being negative for states with the lowest rates of HIV testing
utilization to gradually less negative or even positive for states with higher rates of HIV testing
utilization. LGB laws and policies negatively interacted with PrEP utilization rate (H3e2) (Model
4: -.469, p <.05, Figure 31). The effect of LGB laws and policies turned from being positive for
states with the lowest rates of PrEP utilization to gradually less positive or even negative for states
with higher PrEP utilization rates. LGB laws and policies negatively interacted with syphilis
infection rate (H3h2) (Model 5: -.271, p <.001, Figure 3J). The effect of LGB laws and policies
turned from being positive for states with the lowest rates of syphilis infection to less positive or

even negative for states with higher rates of syphilis infection.
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Regarding women, the results supported 2 of the interaction-effect hypotheses (H3a, H3f)
(see Table 8, Figure 4). LGB social climate negatively interacted with income inequality (H3al)
(Model 1: -.193, p <.001, Figure 4A). The effect of LGB social climate turned from being positive
for states with the least income inequality to gradually less positive or even negative for states with
greater income inequality. LGB laws and policies negatively interacted with income inequality
(H3a2) (Model 2: -.264, p <.001, Figure 4B). The effect of LGB laws and policies turned from
being positive for states with the lowest income inequality to gradually less positive or even
negative for states with greater income inequality. LGB laws and policies negatively interacted
with HIV testing rate (H3f2) (Model 3: .242, p <.001, Figure 4C). The effect of LGB laws and
policies turned from being negative for states with the lowest rates of HIV testing utilization to
gradually less negative or even positive for states with higher rates of HIV testing utilization.

Concerning all men, the results fully or partially supported 5 of the interaction-effect
hypotheses (H3a, H3b, H3e, H3f, H3h) (see Table 9 and 10, Figure 5). LGB social climate
negatively interacted with income inequality (H3al) (see Table 9, Model 1: -.440, p <.001, Figure
5A). The effect of LGB social climate turned from being positive for states with the least income
inequality to gradually less positive or even negative for states with greater income inequality.
LGB social climate negatively interacted with the percent LGBT (H3b1) (Model 2: -.480, p <.01,
Figure 5B). The effect of LGB social climate turned from being positive for states with the lowest
percentage of LGBT people to gradually less positive or even negative for states with a greater
percentage of LGBT individuals. LGB social climate positively interacted with HIV testing
utilization rate (H3f1) (Model 3: .211, p <.05, Figure 5C). The effect of LGB social climate turned
from being negative for states with the lowest rates of HIV testing utilization to gradually less

negative or even positive for states with higher rates of HIV testing utilization. LGB social climate
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negatively interacted with PrEP utilization rate (H3el) (Model 4: -.844, p <.05, Figure 5D). The
negative effect of social climate is stronger as the rate of PrEP utilization increases. LGB social
climate negatively interacted with syphilis infection rate (H3h1) (Model 5: -.679, p <.001, Figure
SE). The effect of social climate turned from being positive for states with the lowest rates of
syphilis infection to gradually less positive or even negative for states with higher rates of syphilis
infection.

LGB laws and policies negatively interacted with income inequality (H3a2) (see Table 10,
Model 1: -.268, p <.001, Figure 5F). The effect of laws and policies turned from being positive for
states with the lowest income inequality to gradually less positive or even negative for states with
higher income inequality. LGB laws and policies negatively interacted with the percent LGBT
(H3b2) (Model 2: -.248, p <.01, Figure 5G). The effect of laws and policies turned from being
positive for states with the lowest percentage of LGBT people to gradually less positive or even
negative for states with a higher percentage of LGBT individuals. LGB laws and policies positively
interacted with HIV testing utilization rate (H3f2) (Model 3: .261, p <.05, Figure SH). The effect
of LGB laws and policies turned from being negative for states with the lowest rates of HIV testing
utilization to gradually less negative or even positive for states with higher rates of HIV testing
utilization. LGB laws and policies negatively interacted with PrEP utilization rate (H4e2) (Model
4: -.554, p <.05, Figure 51). The effect of LGB laws and policies turned from being positive for
states with the lowest rates of PrEP utilization to gradually less positive or even negative for states
with higher PrEP utilization rates. LGB laws and policies negatively interacted with syphilis
infection rate (H4h2) (Model 5: -.313, p <.001, Figure 5J). The effect of LGB laws and policies
turned from being positive for states with the lowest rates of syphilis infection to gradually less

positive or even negative for states with higher rates of syphilis infection.
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For the sexual minority men, the results supported three interaction effects hypotheses
(H3a, H3b; H3h) (see Table 11, Figure 6). LGB social climate negatively interacted with syphilis
infection rate (H3h2) (Model 1: -.210, p <.001, Figure 6A). The effect of social climate turned
from being positive for states with the lowest rates of syphilis infection to gradually less positive
or even negative for states with higher rates of syphilis infection. LGB laws and policies negatively
interacted with income inequality (H3ha) (Model 2: -.197, p <.001, Figure 6B). The effect of LGB
laws and policies turned from being positive for states with the lowest income inequality to
gradually less positive or even negative for states with higher income inequality. LGB laws and
policies negatively interacted with percent LGBT (H3b2) (Model 3: -.225, p <. 05, Figure 6C).
The effect of percent LGBT turned from being positive for states with the lowest percent LGBT

to gradually less positive or even negative for states with higher LGBT percent.

DISCUSSION AND CONCLUSION

Since the beginning of the discipline, sociologists have theorized and successfully demonstrated
that contexts are important determinants of health and well-being (Aneshensel et al. 2009;
Durkheim 1897; Homan 2019; Morenoff 2003). However, only within the last two decades has
the link between stigmatizing heterosexist contexts and health been explored (Carpiano et al. 2011;
Duncan, Hatzenbuehler, and Johnson 2014; Gonzales and Ehrnefeld 2018; Hatzenbuehler et al.
2009; Midema 2019; Pachankis et al. 2015; Solazzo and Brown 2018). Rather than focusing on
individual and interpersonal stigma, this steadily growing body of research explores how structural
heterosexism or structural sexual stigma can impact health and well-being, especially among

sexual minorities (for reviews, see Hatzenbuehler 2014, 2016, and 2017). Despite the critical
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contributions of prior work, there remain significant gaps in our understanding of the pathways
and mechanisms linking structural heterosexism to health and well-being.

This current study extends the growing body of research demonstrating the association
between structural heterosexism and health. Its unique contribution is that it is the first to theorize
and empirically examine how the interplay of multiple indicators of structural heterosexism and
between them and other contextual factors influence variation in health at the state level among
multiple risk groups. Previous research focuses primarily on the direct effects of one indicator of
structural heterosexism or a composite indicator (for reviews, see Hatzenbuehler 2014, 2016, and
2017). Except for one study, it does not consider how various indicators of structural heterosexism
interact with each other (Solazzo and Brown 2018) or other contextual-level factors in informing
health and well-being. Nor does it consider the mediators of various indicators of structural
heterosexism or other contextual level factors in the relationship between structural heterosexism
and health. Instead, previous research focuses primarily on individual-level factors that can
mediate or moderate this association (e.g., Branstrom 2017; Goldberg and Smith 2011; Manser
and Du Bois 2020; Titus 2021). Therefore, extant research offers a limited perspective and
obscures a full understanding of how structural heterosexism can influence health.

In this study, I address the existing research gaps by proposing a new comprehensive
conceptual model that draws on theories and perspectives, primarily on theories and perspectives
on stigma, sexuality, income inequality, democracy, and social psychology, to explore these
processes. Rather than solely on the stigmatized, I focus on multiple groups to advance research
on structural heterosexism and health. I argue that structural heterosexism can impact the health
of the stigmatized and the general population, especially when the outcome is linked to the

stigmatization of homosexuality. I focus on state-level HIV infection rates among multiple groups
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due to the historical interweaving of homosexuality with HIV in the U.S. (Fetner 2008; Herek et
al. 2002; Herek and Capitanio 1999; Ruel and Campbell 2006; Watkins-Hayes 2014). This study
contributes to the literature in three important ways.

The first and second contribution is regarding the direct and indirect effect of structural
heterosexism on multiple risk groups. Inconsistent with the theory of structural stigma and prior
work (for reviews, see Hatzenbuehler 2014, 2016, and 2017), I do not find evidence of the direct
effect for either indicator of reduced structural heterosexism (social climate or laws and policies).
Neither a more progressive social climate nor the greater presence of more supportive laws and
policies directly reduces state-level HIV infection rates for any of the four risk groups at the state
level (the general state population, women, all men, and sexual minority men). Instead, consistent
with structural stigma theory (Hatzenbuehler 2014), I find evidence of an indirect effect of a
reduction of structural heterosexism on HIV infection rates through two pathways. The first
pathway indicates that a more progressive social climate leads to a greater presence of more
affirming laws and policies, and these laws and policies lead to a greater increase in the HIV testing
utilization rate, which in turn reduces rates of HIV infection among the general state population,
all men, and sexual minority men. The second pathway suggests that regardless of a more
progressive social climate, laws and policies are directly related to HIV testing, reducing the rate
of HIV infection (the general state population, all men, and sexual minority men). Interestingly,
when the two resources are removed from the model, I find that a greater presence of laws and
policies exerts a direct negative significant effect on state-level HIV infection rates for the general
state population, women, and sexual minority men. In contrast, it exerts a marginally significant
direct negative effect for all men. These results align with previous research that finds structural

heterosexism exerts a direct effect on health without including resources as an important mediating
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pathway linking structural heterosexism to health (for reviews, see Hatzenbuehler 2014, 2016,
2017). A more progressive social climate exerts an indirect negative effect on state-level HIV
infection rates through its positive direct association with laws and policies for the general
population, women, and sexual minority men. In contrast, it exerts a marginally significant indirect
negative effect through its positive direct association with laws and policies for all men. A third
pathway is inconsistent with the proposed hypothesis, but only for women. States with lower
structural heterosexism, as measured by a more progressive social climate, increase the rate of
PrEP utilization among women. This, in turn, increases the rate of HIV infection. These results
should be interpreted with caution. To access PrEP, one has to be tested for HIV routinely by their
primary care provider. Although I examined the HIV testing utilization rate, it was restricted to
HIV testing events in 61 CDC-funded health department jurisdictions and 123 directly funded
community-based organizations for all 50 U.S. States and Washington DC. It did not necessarily
include HIV testing that occurs at doctor visits with routine medical care providers. Therefore,
women in states with higher utilization of PrEP may also be more likely to be screened for HIV
through other avenues. Nonetheless, future research should examine this more counterintuitive
finding, particularly with longitudinal data, considering the results are not parallel for the other
three risk groups.

The results suggest that it is not merely enough to consider how various indicators of
structural heterosexism, or a composite indicator of structural heterosexism, directly impact health,
as it obscures a full understanding of the pathways by which structural heterosexism harms health.
The results highlight the importance of considering structural heterosexism, as presented in this
paper, as a more upstream-downstream continuum. At the upstream side of the continuum are

social attitudes or the social climate, which cascade to influence laws and policies, which is the
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more downstream end of the continuum. The results of this study are consistent with previous
research that suggests that the social climate or social attitudes largely influence LGB laws and
policies (Lax and Phillips 2009). To create a context with a greater presence of more laws and
policies, attitudes have to change in a way that presents greater support for the rights and liberties
of sexual minorities (Lax and Phillips 2009). Although beyond the scope of this paper, previous
research suggests several contextual factors do indeed influence attitudes towards sexual
minorities (Adamczyk et al. 2016; Kozoloski 2010; Rhodebeck 2015). These factors include more
social contact, a more progressive religious climate, lower income inequality, higher educational
attainment, more positive media representation, and lower levels of political conservatism
(Adamczyk et al. 2016; Kozoloski 2010; Rhodebeck 2015). Future research should examine how
changes in the antecedents of structural heterosexism may also influence structural heterosexism,
which in turn may influence rates of HIV infection. For social attitudes to change, there must be
changes made in the social structure to reduce sexual stigma. A more progressive social climate is
beneficial for the general population, as it encourages a greater presence of laws and policies,
which in turn can provide individuals with greater access to and utilization of opportunities and
resources that can benefit health and well-being (Hatzenbuehler 2014, 2016, 2017).

The third contribution of this study is in regard to the interaction effects. Beyond direct and
indirect effects, this study hypothesizes several interaction effects on the interaction of the two
indicators of structural heterosexism with other contextual level factors. While I do not find
support for three interaction effects hypotheses (H3c, H3d; H3g), I find support for five interaction
effects hypotheses (H3a, H3b, H3e, H3f, H3h). First, consistent with the income inequality social
capital perspective (Elgar et al. 2020; Hill et al. 2019; Kawachi et al. 1997; McFarland et al. 2022;

Wilkinson and Pickett 2009), income inequality is directly positively associated with state-level
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HIV infection rates for all four risk groups. However, the effect of income inequality on HIV
infections rates is reduced in states with lower levels of structural heterosexism as indicated by a
more progressive social climate and a greater presence of progressive laws and policies for the
general state population, all men, and women, but only for laws and policies for sexual minority
men. The results provide evidence that states with greater income inequality have higher HIV
infection through several pathways and mechanisms, such as a lack of social and interpersonal
trust, disinvestment, and lack of support for marginalized groups (Elgar et al. 2020; Hill et al.
2019; Kawachi et al. 1997; McFarland et al. 2022; Wilkinson and Pickett 2009). However, lower
levels of structural heterosexism can counteract these negative effects. These results suggest that
even in the presence of more economic inequalities, individuals may feel less structural stigma,
which can offer the opportunity for less concealment, more awareness of HIV prevention
strategies, and provide fewer barriers to HIV prevention, care, and treatment (Hatzenbuehler 2016;
Pachankis et al. 2014; Pachankis et al. 2015; Saxby et al. 2022; Tran et al. 2021). It is important
to note that while a lower level of structural heterosexism is beneficial for states with greater
economic inequality, it becomes less protective, negligible, or even harmful to states with lower
levels of income inequality. This suggests that lower structural heterosexism is only protective in
ecologies characterized by greater economic inequality.

The percentage of LGBT people at the state level does not exert direct effects on state-level
HIV infection rates for any of the four risk groups. However, the interaction of percent LGB and
lower levels of structural heterosexism produce a salubrious effect on the HIV infection rate for
the general state population and all men on both indicators of structural heterosexism and one
indicator of structural heterosexism (laws and policies) for sexual minority men. I do not find

evidence for this interaction effect in predicting state-level HIV infection rates for women. In line
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with social contact theory and the social support perspective, a higher percentage of LGBT people
at the state level can reduce interpersonal and individual stigma, discrimination, and prejudices
and provide greater social support in reducing sexual stigma (Allport 1954; Lazersfeld et al. 1968;
Pettigrew 1998). However, for these more positive outcomes to occur, it may be contingent on the
social environment (Blau 1997; Blum and Schwartz 1982; Johnson and Jacobson 2005). These
results suggest that lower levels of structural heterosexism can maximize the effects of a higher
percentage of LGB people at the state level. Thereby reducing the rate of HIV infection by creating
a context of greater awareness of the erroneous nature of HIV and sexual stigma, and by providing
greater coping and resilience, social support, and the promotion of more protective behaviors
(Hatzenbuehler et al. 2009; Hatzenbuehler et al. 2013; Meyer 2003). However, it is important to
note that the salubrious effect occurs only when the LGBT population increases. As the LGBT
population decreases at the state level, these states, do not experience a protective effect. The
protective effect becomes negligible and even harmful at the lower ends. Future research is needed
to examine why women do not benefit from this interaction, no matter the state’s social ecology.
However, this may be related to the gender and sexuality norm perspective, which argues that
women experience less sexual stigma than men and, therefore, may benefit less from the synergy
of a higher proportion of LGB people and lower structural heterosexism (Balsam et al. 2013;
Birkett et al. 2015; Herek 2009).

I find support for the two competing resource hypotheses. HIV testing and PrEP can reduce
the risk of HIV infection (Conniff and Evensen 2016; Walensky et al. 2007). HIV testing can give
individuals a greater awareness of their HIV status and encourage more protective behaviors.
When exposed to HIV, consistent adherence to PrEP utilization can reduce the risk of HIV

transmission by 99% (Smith et al. 2021). I find a direct negative association between increases in
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HIV testing utilization rate and state-level HIV infection rates for the general population, all men,
and sexual minority men. The results are marginally significant for women. I also find a direct
negative association between increases in the rate of PrEP utilization and state-level HIV infection
rates for all men and sexual minority men. However, the rate of PrEP utilization does not exert a
direct negative effect on the state-level HIV infection rate for the general state population, and it
exerts a direct positive effect on the state-level HIV infection rate for women. Regarding the
statistical interaction, inconsistent with structural stigma theory (Hatzenbuehler 2014), there is a
positive interaction between higher levels of HIV testing utilization rate and lower levels of
structural heterosexism. There is also a positive interaction between structural heterosexism and
HIV testing for women and sexual minority men, but only for one indicator of structural
heterosexism (laws and policies). These results should be interpreted with caution. Although there
is a positive interaction, the results suggest that perhaps individuals who live in states with lower
levels of structural stigma are more likely to test for HIV as they may be less fearful of sexual and
HIV stigma, and this would, in turn, increase the state-level rates of HIV infection, due to greater
awareness and knowledge of HIV (Grace et al. 2018; Pachankis et al. 2015; Saxby, Chan, and
Bavinton 2022; Skinnier et al. 2022). Future longitudinal research should examine this hypothesis
to see how these results unfold over time. Unfortunately, I could not test this hypothesis because
the indicators used to create the social climate scale were only measured at a one-time point. On
the other hand, I do find clear support for the theory of structural stigma (Hatzenbuehler 2014), in
that I find that a negative interaction between a lower level of structural heterosexism and a higher
rate of PrEP utilization, meaning as structural stigma decreases and PrEP rate increases there is a
reduction in HIV infection rates. However, this is only true for the general state population and all

men. There is no evidence of a reduction in HIV infection for women or sexual minority men.
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Despite the strengths of this study, it is not without data limitations. First, this study drew
on cross-sectional data from various data sources. Although to my knowledge, I used the best
available data to examine the proposed hypotheses. Future research should collect and analyze
longitudinal data to examine how the processes explored in this study evolve over time. Because
the social climate indicator was only measured at a one-time point, I could not test these hypotheses
longitudinally. Second, the data is limited to only two indicators of structural heterosexism. I do
not include two other structural heterosexism indicators traditionally used in research on structural
heterosexism, namely hate crimes and the number of gay-straight alliances within a particular state,
and health for two reasons. First, hate crime data may not represent the best indicate structural
heterosexism. Hate crimes are underreported, and not all cities and countries collect uniform data
on national hate crimes (Pezella, Fetzer, and Keller 2019). This is especially problematic as states
with higher levels of structural stigma may also have the highest number of unreported hate crime
data. Second, gay-straight alliances are more likely to occur in supportive environments, which
include states with lower levels of structural heterosexism. Therefore, gay-straight alliances should
be understood as a resource rather than an upstream indicator of structural heterosexism.
Furthermore, gay-straight alliances are not necessarily available to all individuals, as they are
found in middle schools, high schools, and colleges. Third, while considering four risk groups
based on the availability of the data, I want to acknowledge the intersectional identities and
experiences of individuals grouped into one of the four risk groups. For example, although I used
the term sexual minority men, this group is highly homogenous like other risk groups. While sexual
minority men are at a greater risk of HIV infection than any other risk group, the rate of HIV
infection and lifetime risk of HIV infection varies considerably among sexual minority men

(Abrahams and Baker 2020). White gay and bisexual men have a 1 in 11 lifetime risk of HIV
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infection compared to 1 in 2 and 1 in 4 lifetime risk for their black and Latino counterparts. These
realities parallel other risk groups, such as women and the general state population, in which blacks
and Latino/as also have a considerably higher rate of infection (CDC 2022a).

This research provides a starting point for several future research directions. I suggest four
future research directions. First, given that HIV is largely fueled by stigma and social inequalities,
future research examining how contextual level factors influence rates of HIV infection should
take an intersectional approach. More recently, scholars have developed a structural
intersectionality paradigm that allows for examining multiple interlocking systems of structural
inequalities (Homan, Brown, and King 2021). This research to date largely focuses on the
interweaving of structural racism, sexism, and income inequality and ignores structural
heterosexism. An intersectional perspective that is inclusive of structural heterosexism can
elucidate the complex intersectionality realities that inform population health more generally.
Second, while I theorized on how individual and interpersonal experiences of stigma are embedded
within the larger context, future research examining the impact of structural heterosexism on health
should include indicators at the macro, meso, and individual levels and examine their interplay.
Third, I theorized and found support that structural heterosexism can harm the health of the general
population, especially when the outcome is linked to homosexuality. However, I used one
outcome. To strengthen these claims, future research should further examine how structural
heterosexism impacts other outcomes traditionally linked to sexual minorities, such anal cancer,
and anal cancer screening, other STIs such as syphilis and gonorrhea, eating disorders in men, and
more emergent diseases and viruses that are disproportionately impacting the LGBT community,
such as the monkeypox virus (Thornhill et al. 2022). Fourth, the present study only included two

indicators of structural heterosexism traditionally used in research examining the association
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between structural heterosexism and health. However, to develop a fuller understanding of the
relationship between structural heterosexism and health, future research should develop and test
new measures of heterosexism, not just at the state level but also within other contexts such as
neighborhoods, schools, and communities.

Notwithstanding the data limitations, this study is the first to investigate the diverse role
(direct, indirect, and intervening) of structural heterosexism at the state level, specifically, in how
it influences health not just among the stigmatized but also among the nonstigmatized. In
developing a new comprehensive model that integrates diverse theories and perspectives, this
study provides a conceptual guide for examining future research on structural heterosexism, not
just at the state level but within other contexts. The results of this study demonstrate that structural
heterosexism plays an important role in shaping health and well-being among multiple risk groups
through diverse mechanisms and pathways, especially concerning access to and utilization of more
contextual level resources that could otherwise lessen health disparities between and within
groups. Sexual stigma in various forms is harmful to health. To combat disparities in health, we

must eradicate systems of oppression that foster and maintain such inequalities.
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APPENDIX

Table 1. Descriptive Statistics for All State-Level Data (N = 51)

Variable N Mean or SD Range
Percentage
Dependent Variable
State-level HIV Infection Rate (per 100,000 persons)
General State Population 51 10.98 8.02 3-46
Women 51 4.22 3.57 0-19
All Men? 51 18.06 13.14 4-76
Sexual Minority Men 50 491.60 322.30 120-1,186
Structural Heterosexism
LGB Social Climate Index 51 60.22 10.75 45-92
LGB Anti-Discrimination Laws 51 3.12 2.01 0-7
HIV Prevention Resources
HIV Testing Utilization (per 100,000 persons) 51 229.36 248.92 5.5-1513.3
PrEP Utilization Rate (per 100,000 persons) 51
General State Population 51 26.47 36.95 5-268
Women 51 1.88 1.54 0-17
All Men 51 51.08 75.87 10-551
Controls 51
Antecedents of Structural Heterosexism
Income Inequality 46 .02 .408-.534
Percent LGB 51 3.58 1.15 1.7-10
Antecedent of HIV Infection
Syphilis Infection Rate (per 100,000 persons) 51
General State Population 51 7.86 6.10 .7-40.2
Women 51 1.88 1.54 0-7.8
All Men 51 14.03 11.90 1.3-81.7
Sexual Minority Men® 43 368.64 173.83 55.7-798.3

Notes. Data for the 50 U.S. States and Washington DC are included.
*Missing data for New Hampshire.

b Missing data for Alabama, Delaware, Georgia, Maine, Nebraska, Rhode Island, Washington DC, and Wisconsin
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Table 2. Parameter Estimates of the Path Analysis Model of Contextual Level Factors on HIV Infection Rates for
the General State Population (N = 51)

Dependent Variable
LGB Laws and HIV Testing Rate PrEP Utilization HIV Infection
Independent Variables Policies Rate Rate
Income Inequality -.161 -.519%** .280%* 369%x*
(.107) (.101) (.087) (.093)
Percent LGBT -.054 194 .623Hk -.128
(.139) (.147) (.087) (.123)
LGB Social Climate -.200 131 .083
749%** (.182) (.117) (.109)
(.108)
LGB Laws and Policies A456%* .002 -.099
(.144) (.105) (.098)
HIV Testing Rate -.064 -.258%*
(.090) (.085)
PrEP Utilization Rate -.209
(.136)
Syphilis Infection Rate 61 3%x®
(.121)
Constant 752 11.201%** 7.560%** 4.470*
(2.163) (1.950) (1.699) (1.909)
Adjusted R? 457 372 732 778

Notes. Data include 50 US States and Washington DC.;

Numbers in parentheses are standard errors;

<.10; *p <.05; **p <.01; ***p <.001 (two-tailed tests).
P p p p
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Table 3. Parameter Estimates of the Path Analysis Model of Contextual Level Factors on HIV Infection Rates
for Women (N = 51)

Dependent Variable
LGB Laws and HIV Testing Rate PrEP Utilization HIV Infection
Independent Variables Policies Rate Rate
Income Inequality -.161 -.519%%* 335k 350%*
(.107) (.101) (.095) (.111)
Percent LGBT -.054 194 284%* -.241%
(.139) (.147) (.105) (.197)
LGB Social Climate TA9FH* -.200 -414%* -.019
(.108) (.182) (.127) (.134)
LGB Laws and Policies A56%** .020 -.139
(.144) (.115) (-109)
HIV Testing Rate -.126 -.1607
(-099) (.095)
PrEP Utilization Rate S520%H*
(.133)
Syphilis Infection Rate 269%*
(.091)
Constant 752 11.201%** 8.689%** 5.361%*
(2.163) (1.950) (1.839) (2.235)
Adjusted R? 457 372 .678 710

Notes. Data include 50 US States and Washington DC.;
Numbers in parentheses are standard errors;
Tp <.10; *p <.05; **p <.01; ***p <.001 (two-tailed tests).
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Table 4. Parameter Estimates of the Path Analysis Model of Contextual Level Factors on HIV Infection Rates

for All Men (N =51)

Dependent Variable
LGB Laws and HIV Testing Rate PrEP Utilization =~ HIV Infection
Independent Variables Policies Rate Rate
Income Inequality -.161 -.519%** 277%* 380%**
(.107) (.101) (.088) (.097)
Percent LGBT -.054 194 .636%** -.036
(.139) (.147) (.087) (.131)
LGB Social Climate TA9*H* -.200 116 .065
(.108) (.182) (.118) (.114)
LGB Laws and Policies A456%+* -.003 -.077
(.144) (.105) (.104)
HIV Testing Rate -.063 -.260%**
(.091) (.091)
PrEP Utilization Rate - 413%%%
(.155)
Syphilis Infection Rate 708%*
(.147)
Constant 752 11.201%** 7.496%** -4.180*
(2.163) (1.950) (1.712) (2.008)
Adjusted R? 457 372 729 .748

Notes. Data include 50 US States and Washington DC.;

Numbers in parentheses are standard errors;
Tp <.10; *p <.05; **p <.01; ***p <.001 (two-tailed tests).
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Table 5. Parameter Estimates of the Path Analysis Model of Contextual Level Factors on HIV Infection Rates for

Sexual Minority Men (N = 51)

Dependent Variable
LGB Laws and HIV Testing Rate PrEP Utilization =~ HIV Infection
Independent Variables Policies Rate Rate
Income Inequality -.161 -.519%** 277x* 278xH*
(.107) (.101) (.088) (.108)
Percent LGBT -.054 194 .636%** 206
(.139) (.147) (.087) (.132)
LGB Social Climate JT49H K -.200 116 -.046
(.108) (.182) (.118) (.120)
LGB Laws and Policies A56%H* -.003 -.122
(.144) (.105) (.117)
HIV Testing Rate -.063 -426%*
(.091) (.125)
PrEP Utilization Rate - 440%**
(.225)
Syphilis Infection Rate 448%*
(.098)
Constant 752 11.201%** 7.496%** 3.263%*
(2.163) (1.950) (1.712) (2.157)
Adjusted R? 490 422 .148 763

Notes. Data include 50 US States and Washington DC.;
Numbers in parentheses are standard errors;
Tp <.10; *p <.05; **p <.01; ***p <.001 (two-tailed tests).
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Table 6. Parameter Estimates for the Interaction Effects of LGB Social Climate and Selected Variables on HIV

Infection Rate for the General State Population (N =51)

Dependent Variable
HIV Infection  HIV Infection  HIV Infection = HIV Infection  HIV Infection
Independent Variables Rate Rate Rate Rate Rate
Income Inequality 225%* 267** 306%* 208%* 1667
(.089) (.090) (.094) (.078) (.085)
Percent LGBT - 1717 .008 -.155 .010 -.049
(.096) (.115) (.115) (.088) (.092)
LGB Social Climate -436 -.015 .064 -.153% -.100
(.089) (.098) (.101) (.083) (.087)
LGB Laws and Policies -.061 -.147% -.075 -.110 -.103
(.081) (.087) (.095) (.083) (.077)
HIV Testing Rate - 2860%** -218%* - 357H** -.192%%* -.223%*
(.071) (.079) (-090) (.071) (.071)
PrEP Utilization Rate .395% 232 -.041 .676%** 464
(.158) (.175) (.148) (.164) 156
Syphilis Infection Rate AT4%x ST5%* S46%x* A5 H** -.579%**
(.1006) (.108) (-120) (-100) (:.112)
LGB Social Climate - 436%%*
x Income Inequality (.089)
LGB Social Climate -461%**
x Percent LGBT (.144)
LGB Social Climate A71%*
x HIV Testing Rate (.080)
LGB Social Climate -767*
x PrEP (.131)
LGB Social Climate -.579%**
x Syphilis (.112)
Constant 1.333 2.639 3.118F 1.392 4547
(1.686) (1.797) (1.920) (1.490) (1.674)
Adjusted R? .882 .859 .835 913 .897

Notes. Data include 50 U.S. States and Washington DC.;
Numbers in parentheses are standard errors;
Tp <.10; *p <.05; **p <.01; ***p <.001 (two-tailed tests).
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Table 7. Parameter Estimates for the Interaction Effects of LGB Laws and Policies and Selected Variables on HIV
Infection Rate for the General State Population (N =51)

Dependent Variable
HIV Infection = HIV Infection  HIV Infection = HIV Infection = HIV Infection
Independent Variables Rate Rate Rate Rate Rate
Income Inequality 369%** 355%H* 265%* 345 %% 276%%*
(.084) (.088) (.092) (.085) (.082)
Percent LGBT -.127 -.104 -.044 -.107 -.087
(.109) (.115) (.110) (.105) (.107)
LGB Social Climate .087 .094 .042 .015 .069
(.096) (.103) (.094) (.095) (.096)
LGB Laws and Policies -.095 -.157 -.043 -.164% -.144
(.089) (.096) (.095) (.088) (.089)
HIV Testing Rate - 332 -.233%* - 487 H* -.253%* -.2092% %
(.078) (.082) (-100) (.077) (.076)
PrEP Utilization Rate -.001 -.076 -.147 343 .002
(.134) (.139) (.118) (.215) (.133)
Syphilis Infection Rate SO H .619%** ATHH A486%** 612%**
(.116) (.114) (.121) (.123) (.107)
LGB Laws and Policies - 24 8% A%
x Income Inequality (.070)
LGB Laws and Policies -.200%*
x Percent LGBT (1.444)
LGB Laws and Policies 240%*
x HIV Testing Rate (.083)
LGB Laws and Policies -.469%*
x PrEP (.161)
LGB Laws and Policies =27 1xE*
x Syphilis (.082)
Constant 4.490%** 2.639 2.491%* 3.950 2.846
(1.710) (1.797) (1.830) (1.709) (1.675)
Adjusted R? .850 .833 .858 .859 .856

Notes. Data include 50 U.S. States and Washington DC.;
Numbers in parentheses are standard errors;
Tp <.10; *p <.05; **p <.01; ***p <.001 (two-tailed tests).
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Table 8. Parameter Estimates for the Interaction Effects of LGB Social Climate, LGB Laws and Policies, and

Selected Variables on HIV Infection Rate for Women (N =51)

Dependent Variable
HIV Infection HIV Infection HIV Infection Rate
Independent Variables Rate Rate
Income Inequality 356%* 392 %% 260%*
(.106) (.100) (.109)
Percent LGBT -.136 -.1657 -.154
(.116) (.099) (.104)
LGB Social Climate -.090 -.038 -.055
(.132) (.119) (.120)
LGB Laws and Policies -.124 -.130 -.078
(.105) (.099) (.107)
HIV Testing Rate -.186%* -237%* -.398*
(.092) (.087) (.120)
PrEP Utilization Rate 589%* S553%** A65%**
(.130) (.119) (:123)
Syphilis Infection Rate 205%* A71E* 202%*
(.093) (.087) (.087)
LGB Social Climate x Income Inequality - 193%%*
(.095)
LGB Laws and Policies x Income Inequality -.204%%*
(.076)
LGB Laws and Policies x HIV Testing Rate 242%
(.097)
Constant 5.403 6.234 3.494
(3.139) (2.010) (2.184)
Adjusted R? 775 .803 .805

Notes. Data include 50 U.S. States and Washington DC.;
Numbers in parentheses are standard errors;
Tp <.10; *p <.05; **p <.01; ***p <.001 (two-tailed tests).
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Table 9. Parameter Estimates for the Interaction Effects of LGB Social Climate and Selected Variables on HIV
Infection Rate for All Men (N = 51)

Dependent Variable
HIV Infection = HIV Infection  HIV Infection = HIV Infection = HIV Infection
Independent Variables Rate Rate Rate Rate Rate
Income Inequality 235%* 278%* .300%** .196%* A57%
(.091) (.097) (.096) (.079) (.086)
Percent LGBT -.098 .092 -.075 .082 -.037
(.106) (.122) (.120) (.087) (.093)
LGB Social Climate -.035 -.030 .048 -.176 -.140
(.094) (.104) (.104) (.081) (.087)
LGB Laws and Policies -.039 -.126 -.047 -.093 -.083
(.088) (.093) (.098) (.073) (.077)
HIV Testing Rate =201 %%* -.222%* - 383k -.183* -212%*
(.077) (.085) (.092) (.074) (.074)
PrEP Utilization Rate 225 .066 -.191 626%** =41 2%%*
(.186) (.203) (.163) (.170) (.167)
Syphilis Infection Rate S559%* 661%* .617%* A490%** .607%x*
(.131) (.133) (.142) (.118) (.118)
LGB Social Climate - 440%**
x Income Inequality (.099)
LGB Social Climate -.480**
x Percent LGBT (.159)
LGB Social Climate 211%*
x HIV Testing Rate (.081)
LGB Social Climate -.844*
x PrEP (.128)
LGB Social Climate -.679%***
x Syphilis (.118)
Constant 1.057 2.345 2.514 .854 .092
(1.838) (1.918) (1.975) (1.481) (1.670)
Adjusted R? .857 .835 .821 911 .894

Notes. Data include 50 U.S. States and Washington DC.;
Numbers in parentheses are standard errors;
Tp <.10; *p <.05; **p <.01; ***p <.001 (two-tailed tests).

280



Table 10. Parameter Estimates for the Interaction Effects of LGB Laws and Policies and Selected Variables on
HIV Infection Rate for All Men (N =51)

Dependent Variable
HIV Infection = HIV Infection  HIV Infection  HIV Infection = HIV Infection
Independent Variables Rate Rate Rate Rate Rate
Income Inequality 378%** 367%%* 262%%* .348%** 287**
(.087) (.091) (.096) (.088) (.093)
Percent LGBT -.040 -.008 .047 -.016 -.002
(.116) (.120) (.114) (-109) (.114)
LGB Social Climate .077 .079 .026 -.008 .041
(.101) (-106) (.097) (.097) (.100)
LGB Laws and Policies -.073 -.148 -.018 -.153% -.127
(.094) (-100) (.099) (.090) (.094)
HIV Testing Rate -.342% 4% -231%** -.509%** - 255%* -.296%**
(.083) (.085) (.103) (.080) (.081)
PrEP Utilization Rate -.169 -.239 -312% 279 -.137
(.153) (.156) (.134) (.239) (.157)
Syphilis Infection Rate ST5%* 707H* S550%* 528%* 700%**
(.140) (.135) (.144) (.149) (.157)
LGB Laws and Policies -.268%***
x Income Inequality (.074)
LGB Laws and Policies -.248%*
x Percent LGBT (.089)
LGB Laws and Policies 261%*
x HIV Testing Rate (.085)
LGB Laws and Policies -.554*
x PrEP (.169)
LGB Laws and Policies -313%*
x Syphilis (-096)
Constant 4.192 4.090 2.017 3.585 2.534%
(1.793) (1.859) (1.989) (1.750) (1.859)
Adjusted R? .830 817 .844 .850 .837

Notes. Data include 50 U.S. States and Washington DC.;
Numbers in parentheses are standard errors;
Tp <.10; *p <.05; **p <.01; ***p <.001 (two-tailed tests).
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Table 11. Parameter Estimates for the Interaction Effects of LGB Social Climate, LGB Laws and Policies, and
Selected Variables on HIV Infection Rate for Sexual Minority Men (N = 51)

Dependent Variable
HIV Infection HIV Infection HIV Infection
Independent Variables Rate Rate Rate
Income Inequality .219%* 276%* 207%*
(.105) (.105) (.103)
Percent LGBT .200 173 .193
(.126) (.130) (.126)
LGB Social Climate -.134 -.041 -.016
(.118) (.116) (.118)
LGB Laws and Policies -.040 -.115 -.173
(.114) (.114) (.114)
HIV Testing Rate -496%** - 427HH* -.387
(.116) (.120) (.225)
PrEP Utilization Rate 258%** 253k -.339
(.221) (.221) (.225)
Syphilis Infection Rate 38k A51Hx* A494%*
(.089) (.087) (.114)
LGB Social Climate x Syphilis -.210%**
(.085)
LGB Laws and Policies x Income Inequality - 197#**
(.089)
LGB Laws and Policies x Percent LGBT -.225%
(.101)
Constant 5.085 3.423 3.207
(2.143) (2.091) (2.0406)
Adjusted R? .821 .803 782

Notes. Data include 50 U.S. States and Washington DC.;
Numbers in parentheses are standard errors;
Tp <.10; *p <.05; **p <.01; ***p <.001 (two-tailed tests).
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Figure 1. The Conceptual Model of Structural Heterosexism and HIV Infection Rate
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Figure 2. HIV Infection Rates for Four Risk Groups
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Figure 3. Interaction Effects on the Rate of HIV Infection for the General State Population.

Figure 3A: LGB Social Climate and Income Inequality on the Rate of HIV Infection for the General State
Population
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Figure 3B: LGB Social Climate and Percent LGBT on the Rate of HIV Infection for the General State Population
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Figure 3C: LGB Social Climate and HIV Testing Rate on the HIV Infection Rate for the General State Population
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Figure 3D: LGB Social Climate and PrEP Utilization Rate the HIV Infection Rate for the General State Population
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Figure 3E: LGB Social Climate and Syphilis Infection Rate on the HIV Infection Rate for the General State
Population
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Figure 3F: LGB Laws and Policies and Income Inequality on the HIV Infection Rate for the General State

Population
v —
Qo
T © -
=
e
S
o)
e |=— ———
= N
I
T T T T T T
1 2 3 5 6 7

LGB Laws and Policies

—&—— Income Inequality = .425 —&—— Income Inequality = .434
—&—— Income Inequality = .459 —+—— Income Inequality = .467
—A—— Income Inequality = .477 —— Income Inequality = .534

287



Figure 3G: LGB Laws and Policies and Percent LGBT on the HIV Infection Rate for the General State Population

Figure 3H: LGB Laws and Policies and HIV Testing Rate on the HIV Infection Rate for the General State
Population
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Figure 3I: LGB Laws and Policies and PrEP Utilization Rate on the HIV Infection Rate for the General State
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Figure 3J: LGB Laws and Policies and Syphilis Infection Rate on the HIV Infection Rate for the General State
Population
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Figure 4. Interaction Effects on the Rate of HIV Infection for Women
Figure 4A: LGB Social Climate and Income Inequality on the HIV Infection Rate for Women

<

HIV Infection Rate
2
1

T
45 51 58 65 73 78
LGB Social Climate

—@—— Income Inequality = .425 —— Income Inequality = .434
—&—— |ncome Inequality = .459 —+—— Income Inequality = .467
—&—— Income Inequality = .477 —>—— Income Inequality = .534

Figure 4B: LGB Laws and Policies and Income Inequality on the HIV Infection Rate for Women
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Figure 4C: LGB Laws and Policies and HIV Testing Rate on the HIV Infection Rate for Women
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Figure 5.
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Figure 5A: LGB Social Climate and Income Inequality on the HIV Infection Rate for All Men
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Figure 5B: LGB Social Climate and Percent LGBT on the HIV Infection Rate for All Men
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Figure 5C: LGB Social Climate and HIV Testing Rate on the HIV Infection Rate for All Men
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Figure 5D: LGB Social Climate and PrEP Utilization Rate on the HIV Infection Rate for All Men
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Figure 5E: LGB Social Climate and Syphilis Infection Rate on the HIV Infection Rate for All Men
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Figure 5G: LGB Laws and Policies and Percent LGBT on the HIV Infection Rate for All Men
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Figure 5I: LGB Laws and Policies and PrEP Utilization Rate on the HIV Infection Rate for All Men

HIV Infection Rate

0 -

4
|

3
1

2
1

1 2 3 5 6 7

LGB Laws and Policies

—e—— PrEP Utilization Rate = 10 —— PrEP Utilization Rate = 33
—&— PrEP Utilization Rate =33 —+—— PrEP Utilization Rate = 47
—&—— PrEP Utilization Rate =59 ——— PrEP Utilization Rate = 147

Figure 5J: LGB Laws and Policies and Syphilis Infection Rate on the HIV Infection Rate for All Men
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Figure 6. Interaction Effects on the rate of HIV Infection among Sexual Minority Men

Figure 6A: LGB Social Climate and Syphilis Infection Rate on the HIV Infection Rate for Sexual Minority Men

HIV Infection Rate

[e o]

7

6

T T
45 51 58 65 73

LGB Social Climate

—@—— Syphilis Rate = 55.7 —&—— Syphilis Rate = 236.7
—®&—— Syphilis Rate = 306.3 ——+—— Syphilis Rate = 356.3
—&—— Syphilis Rate = 497.3 —— Syphilis Rate = 798.3

78

Figure 6B: LGB Laws and Policies and Income Inequality on the HIV Infection Rate for Sexual Minority Men
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Figure 6C: LGB Laws and Policies and Percent LGBT on the HIV Infection Rate for Sexual Minority Men
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CHAPTER V
Conclusions

In recent decades there has been an increase in more favorable attitudes toward sexual minorities
and an expansion of their civil rights and liberties (Andersen and Fetner 2008; Doan, Loehr, and
Miller 2014; Keleher and Smith 2012; Loftus 2012). Despite these progressive changes, sexual
minorities continue to experience educational, economic, social, political, legal, and health
inequalities (Liu and Reczek 2021; Magni and Reynolds 2021; Meyer et al. 2017; Tilesik 2011;
Walsemann et al. 2014). One of the most prominent explanations for these disadvantages is
systemic heterosexism. Heterosexism, as a social, institutional, and ideological system,
disadvantages sexual minorities via the institutionalization of heteronormativity (Badgett, Durso,
and Schneebaum 2013; Gorman et al. 2015; Hatzenbuehler et al. 2020; Herek 2004; Martin 2009;
Meyer 2003; Uhrig 2015). Heteronormativity is the notion that heterosexuality is the only natural
form of human sexual, romantic, and identity expression. As such, all forms of homosexuality
(attractions, behaviors, and identity) are deemed abnormal, deviant, and stigmatized (Herek 2004).
Heteronormativity is institutionalized via laws and policies, religious institutions, the educational
system, the employment sector, and the media, and reified in everyday social interactions (Herek
2004; Matsick, Wardecker, and Oswald 2020; Martin 2009; Solebello and Elliot 2011; Surtees and
Gunn 2010). In other words, heterosexism permeates all spheres of society and social life,
establishing a hierarchy of social inequality in which heterosexuality is privileged and all other
sexualities are disadvantaged.

Contexts are important to health and well-being (Hatzenbuehler 2014; Homan 2019; Ross
and Mirowsky 2001; Solazzo and Brown 2018; Wheaton and Clarke 2003). Since the beginning

of the discipline, sociologists have elucidated the link between contexts and health. However, only
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recently have scholars considered how heterosexists contexts (e.g., neighborhoods, communities,
counties, cities, and states) produce adversities among sexual minorities through various
mechanisms, including the social production of sexual minority stress and unequal access to
opportunities and resources (for reviews, see Hatzenbuehler and Link 2014; Hatzenbuehler 2014,
2016, 2017; Meyer 2003; Meyer and Frost 2013). While this research remains understudied, extant
research consistently shows that diverse contexts characterized by greater levels of heterosexism
are more harmful to the health of sexual minorities than are contexts characterized by lower levels
of heterosexism (Duncan and Hatzenbuehler 2014; Gonzales and Ehrnefeld 2018; Hatzenbuehler
2014; Hatzenbuehler et al. 2012; Hatzenbuehler et al. 2014; Oldenburg et al. 2015; Panchankis et
al. 2015; Solazzo and Brown 2018).

The goal of this dissertation is to build on and extend existing theoretical and empirical
research that examines the relationship between heterosexist contexts and health and well-being.
Specifically, I examine how the manifestation of heterosexism in three different contexts:
racial/ethnic communities, the neighborhood, and the state influence inequalities in health and
well-being. In examining these processes via the three interrelated studies, this dissertation
contributes to four lines of sociological inquiry: 1) structural and social contexts and health, 2)
sexual minority stress and health, 3) structural stigma and health, and 4) intersectionality and
health inequalities among sexual minorities. Although heterosexism is detrimental to all life
domains, I focus exclusively on health as it remains one of the most well-established and enduring
domains in which sexual minorities experience inequalities.

This dissertation is built on two premises: first, heterosexist contexts harm sexual minority
health, and second, sexual minorities are not a monolithic group. While sexual minorities are a

diverse group, all sexual minorities, from birth, exist in contexts that normalize heterosexuality
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and stigmatize homosexuality (Anderson-Carpenter 2019; Balsam et al. 2011; Duncan and
Hatzenbuehler 2014; Hsieh and Shuster 2021; Le et al. 2021; Oldenburg et al. 2015; Panchankis
etal. 2015; Ramirez and Galupo 2019; Sarno et al. 2021; Scroggs et al. 2020; Szymanski and Sung
2010). In other words, from the womb to the tomb, all individuals are inundated with heterosexist
mainstream ideologies. Second, because sexual minorities are not a monolithic group, their
experiences, perception, and exposure to various manifestations of heterosexism may vary due to
their diverse social identities, psychosocial resources, and geographic location (Hoy-Ellis 2021;
Hunter 2010; McConnel et al. 2018; The Institute of Medicine 2011). Therefore, recognizing the
diversity of sexual minorities and their lived experiences is paramount for understanding how
heterosexism, in various manifestations, fosters inequalities in health. Next, I summarize the key

findings and contributions of this dissertation.

SUMMARY OF THE KEY CONTRIBUTIONS

In this dissertation, I make three major lines of theoretical and empirical contributions to the
existing literature through three interrelated studies. In Chapter II (Study I), I take an intersectional
approach to propose a new conceptual model by combining theories and perspectives on stress,
minority stress, life course, gender and sexuality, race/ethnicity, identity, socioeconomic status
(SES), social connections, and social support, to examine the diverse role of the distal-proximal
sexual minority stress continuum within racial/ethnic communities. While there is growing
attention to the detrimental impacts of sexual minority stress within racial/ethnic communities,
extant research only examines the impact of a distal or proximal stressor on health independently
(Balsam et al. 2011; Bowleg et al. 2003; Kim and Allen 2021; Kim and Epstein 2018; Le et al.

2021; Ramirez and Galupo 2019; Scroggs et al. 2020; Szymanski and Sung 2010). Furthermore,
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less well understood is how the distal-proximal stressor continuum acts as an intervening
mechanism to link more upstream social factors with health. We also know very little about how
these stressors interact with other social factors in the social production of health. Using national
data of U.S. sexual minorities, I examine four roles of the distal-proximal sexual minority stress
continuum in their relationship to health and well-being. I focus on two stressors, one distal
(racial/ethnic communities) and one proximal (discomfort in racial/ethnic community due to
sexual identity), and two health outcomes (psychological well-being and self-rated health).

In investigating the diverse roles of the distal-proximal sexual minority stress continuum
within racial/ethnic communities, I first analyze the direct effect of the two sexual minority
stressors. Second, I examine the indirect effect of the distal stressor (racial/ethnic community
heterosexism) via the proximal stressor (discomfort in racial/ethnic community). Third, I examine
if the distal-proximal sexual minority stressor continuum acts as an intervening mechanism to link
ten upstream social factors (age, gender, race/ethnicity, racial/ethnic and sexual identity centrality,
SES, relationship status, LGBT community connectedness, LGBT community participation, and
family support) with health. Lastly, I examine the interaction of the two stressors with the ten
upstream social factors.

I find evidence for the direct, indirect, intervening, and interacting roles of the distal-
proximal sexual minority stress continuum within racial/ethnic communities. Consistent with
minority stress theory (Meyer 2003), I find that the proximal stressor negatively impacts
psychological well-being and self-rated health. While the distal stressor does not directly impact
health, it does so via the proximal stressor. The results are consistent with minority stress theory,
suggesting that the proliferation of a more distal stressor to a more proximal stressor, which in turn

negatively impacts health (Meyer 2003; Meyer and Frost 2013). Particularly, when individuals
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perceive greater heterosexism within their racial/ethnic community, they more frequently feel
uncomfortable in their racial/ethnic community due to their sexual identity. It is the more frequent
feeling of discomfort that results from perceiving greater heterosexism within their racial/ethnic
community that propagates diminished health and well-being among sexual minorities.

In addition to the direct and indirect effects, I also find support that the distal and proximal
sexual minority stressors within racial/ethnic communities independently or concurrently serve as
an intervening mechanism to link more upstream social factors with health. A critical limitation of
minority stress theory is that it does not explicitly emphasize differences in exposure to and
perception of minority stress among the stigmatized (Meyer 2003; Meyer and Frost 2013).
However, the results are in line with general stress theories, in which minority stress theory is
partly derived that theorize differences in exposure to and perception of stress partly explain health
disparities among social groups (Pearlin et al. 1981; Thoits 2010; Turner and Avison 2003; Turner
and Turner 2005; Turner et al. 1995). Specifically, the proximal stressor alone or in combination
with the distal stressor link ten upstream social factors (age, gender, race/ethnicity, racial/ethnic
and sexual identity centrality, education, income, LGBT community connectedness, LGBT
community participation, and family support) with health. The findings highlight the importance
of recognizing the heterogeneity of sexual minorities and the diversity of their lived experiences
pertaining to their exposure to and perception of sexual minority stress. I also find that the
magnitude and direction of the effects of these sexual minority stressors within racial/ethnic
communities varied among sexual minorities. The results suggest that various mechanisms, as
detailed in general stress theories, including stress vulnerability, resilience, buffering, and stress
exacerbation, influence the degree to which these stressors may harm health (George and Lynch

2003; Kessler 1979; Meyer 2003; Turner and Avison 2003; Turner et al. 1995; Wheaton 1985).
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Particularly, I find evidence that the distal stressor interacts with three (race/ethnicity, sexual
identity centrality, and family support) and three (age, education, and racial/ethnic identity
centrality) social factors, respectively, in the prediction of psychological well-being and self-rated
health. On the other hand, the proximal stressor interacts with gender in the examination of self-
rated health. These results provide a foundation for a fuller understanding of how the distal-
proximal sexual minority stress continuum generates and reproduces health inequalities among
sexual minorities.

In Chapter III (Study 2), I take an intersectional approach to propose a new conceptual
model by combining theories and perspectives on stress, minority stress, life course, gender and
sexuality, race/ethnicity, nativity, identity, socioeconomic status (SES), social connections, and
social support, to examine the diverse roles of the distal-proximal sexual minority stress continuum
within the neighborhood context. Although there is growing attention to sexual minority stress
within the neighborhood context, existing research examines the impact of distal or proximal stress
on health independently (Anderson-Carpenter 2019; Frye et al. 2010; Frye et al. 2017; Kavanagh
et al. 2020; Li et al. 2019; McConnell et al. 2018). We do not know how these stressors serve as
an intervening mechanism to link more upstream social factors with health. We also do not know
how these stressors interact with other social factors to influence health. Using national data of
U.S. sexual minorities, I examine four roles of the distal-proximal sexual minority stress
continuum and its impact on health and well-being. 1 focus on two stressors, one distal
(neighborhood homophobia) and one proximal (neighborhood concealment), and two health
outcomes (psychological well-being and self-rated health).

In examining the diverse roles of the distal-proximal sexual minority stress continuum

within the neighborhood context, I first analyze the direct effect of the two sexual minority
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stressors. Second, I examine the indirect effect of the distal stressor (neighborhood homophobia)
via the proximal stressor (neighborhood concealment). Third, I examine if the distal-proximal
sexual minority stressor continuum acts as an intervening mechanism to link eleven upstream
social factors (age, gender, race/ethnicity, nativity, racial/ethnic and sexual identity centrality,
SES, relationship status, LGBT community connectedness, LGBT community participation, and
family support) to health. Lastly, I examine the interaction of these stressors with the eleven
upstream social factors.

I find evidence for the direct, indirect, intervening, and interacting roles of the sexual
minority stress continuum within the neighborhood context. Consistent with minority stress theory
(Meyer 2003; Meyer and Frost 2003), distal and proximal stressors negatively impact health. Also
consistent with minority stress theory, which posits the independency of the distal and proximal
stressor, I find that some of the adverse effects of the distal stressor were transmitted via the
proximal stressor. These findings suggest that when sexual minorities perceive greater
homophobia within their neighborhood, they are more likely to conceal their sexual orientation
identity. While concealing a less visible stigmatized status may confer benefits, such as being a
less likely target of victimization, discrimination, and violence, it is also extremely stressful and
produces deleterious health effects (Meyer 2003; Pachankis et al. 2020).

In addition to the direct and indirect effects, I find evidence that the distal and proximal
sexual minority stressors within the neighborhood context act independently or concurrently as an
intervening mechanism to link nine upstream social factors (race/ethnicity, nativity, sexual
orientation, and racial/ethnic identity centrality, relationship status, LGBT community
connectedness, LGBT community participation, and family support) with psychological well-

being and five upstream social factors (sexual orientation identity centrality, racial/ethnic identity
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centrality, LGBT community connectedness, LGBT community participation, and family support)
with self-rated health. These results provide evidence for differential exposure to and perception
of sexual minority stressors within the neighborhood context, highlighting the need to not treat
sexual minorities as a monolithic group in health research. The results also provide evidence for
the interacting role of sexual minority stressors with more upstream social factors within the
neighborhood context in predicting health and well-being. Specifically, the effect of the distal
stressor, neighborhood homophobia, is moderated by four factors (age, education, income, and
family support) and one factor (race) in the prediction of psychological well-being and self-rated
health, respectively. I also find that the effect of the proximal stressor, neighborhood concealment,
is moderated by two (age and race) and two factors (education and income) in the prediction of
psychological well-being and self-rated health, respectively. These findings extend our knowledge
of the distal-proximal sexual minority stress process within the neighborhood context and highlight
how these stressors operate to shape inequalities in sexual minority health.

In Chapter IV (Study 3), I examine the question of how the diverse roles of multiple
indicators of structural heterosexism (direct, indirect, and interacting) at the state-level influence
HIV infection rates among multiple risk groups. To examine this question, I propose a new
conceptual framework by drawing on theories of stigma (structural and associative), sexuality,
income inequality, democracy, and social psychology. While there is growing attention to the link
between structural heterosexism and health and well-being, we know less about how the interplay
of multiple indicators of structural heterosexism and between them and other contextual level
factors influence health disparities among sexual minorities (for reviews, see Hatzenbuehler and
Link 2014; Hatzenbuehler 2014, 2016, 2017). Furthermore, less well understood are how these

processes may have unintended adverse consequences for the health of the general population.
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Using state-level data from multiple publicly available data sets, I examine the three roles of two
indicators of structural heterosexism (laws and policies and social climate) and one health outcome
(HIV infection rate) among multiple risk groups (the general state population, women, all men,
and sexual minority men). In addition, I examine how the interplay of the two indicators of
structural heterosexism and between them and other state-level factors (income inequality,
percentage of LGB, HIV testing utilization rate, PrEP utilization rate, and syphilis rate) that are
theoretically and empirically linked to HIV infection rates, produce inequalities in HIV infection
rates at the state level among multiple risk groups. Previous research considers only one indicator
of structural heterosexism or a composite indicator of structural heterosexism in shaping health
disparities among the stigmatized. It does not consider how these indicators are related and how
they operate to influence access to opportunities and resources that may ameliorate the adverse
impacts of structural heterosexism (for reviews, see Hatzenbuehler 2014, 2016, 2017;
Hatzenbuehler and Link 2014). Furthermore, previous research has not theorized the unintended
consequences of structural heterosexism among the general population, specifically when the
outcome has been historically linked to the stigmatization of a stigmatized social group.

I focus on HIV infection rates due to the historical stigmatization of HIV being linked to
(male) homosexuality and later other “deviant” behaviors, including injection drug use, sex work,
and sexual promiscuity (Earnshaw and Chaudoir 2009; Scambler 2009; Watkins-Hayes 2014). I
theorize that states with lower levels of structural heterosexism will have lower rates of HIV
infection, either directly or indirectly, via two HIV prevention resources (HIV testing and PrEP
utilization). The results do not provide evidence for the direct effect of either indicator of structural
heterosexism (social climate or laws and policies). However, consistent with the theory of

structural stigma (Hatzenbuehler 2014; Hatzenbuehler and Link 2014), the results provide
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evidence for the indirect effect of the two indicators of structural heterosexism on the rate of HIV
infection via two HIV prevention resources (HIV testing utilization rate and PrEP utilization rate).

In sum, states that have a more supportive social climate, as measured by support of LGB
rights and attitudes towards sexual minorities, have a greater presence of laws and policies that are
protective of LGB rights and civil liberties. States with more supportive laws and policies
encourage greater HIV testing utilization, reducing the rate of new HIV infection among the
general state population, all men, and sexual minority men. For women, states with a more
supportive social climate for sexual minorities promote higher rates of PrEP utilization. However,
unexpectedly this leads to an increase in the rate of new HIV infections among women. These
results present an intriguing paradox. I suspect that states with more affirming social climates
towards sexual minorities are more likely to promote a greater awareness of other HIV prevention
resources that are not explored in this paper, such as greater utilization of HIV testing with primary
care providers or other facilities not funded by the CDC, which can make women more aware of
their HIV status.

Beyond indirect effects, the results also provide evidence that the two indicators of
structural stigma interact with other state-level factors to predict rates of HIV infection among the
four population risk groups. For the general state population and all men, the two indicators of
structural heterosexism interact with five state-level factors (income inequality, the percentage of
LGBT people within the state, HIV testing utilization rate, PrEP utilization rate, and syphilis rate)
in predicting HIV infection rates. For women, LGB social climate interacts with income inequality,
while LGB laws and policies interact with HIV testing in influencing HIV infection rates. Lastly,
for sexual minority men, LGB social climate interacts with the rate of syphilis infection, while

LGB laws and policies interact with income inequality in predicting HIV infection rates. The

308



results provide evidence of the complex processes by which structural heterosexism may harm the

health of not only the stigmatized but also the more general population.

DIRECTIONS FOR FUTURE RESEARCH

Despite the key contributions of this study, future research is needed to elucidate the adverse
effects of heterosexism in various contexts. The findings presented in this dissertation necessitate
future research on how diverse heterosexist contexts produce and reproduce health inequalities. In
this section, I discuss future research specifically concerning the three heterosexist contexts
examined in this dissertation.

Previous research suggests that racial/ethnic communities are important social contexts in
the social production of sexual minority stress (Balsam et al. 2011; Bowleg et al. 2003; Kim and
Allen 2021; Kim and Epstein 2013; Le et al. 2021; Ramirez and Galupo 2019; Scroggs et al. 2020;
Szymanski and Sung 2010). However, research on the adverse effects of sexual minority stress
within racial/ethnic communities is exceptionally rare. In building and extending this line of
research, I provide six avenues for future research. First, extant research has not explored the
sexual minority stress process within racial/ethnic communities longitudinally. The processes
explored in this dissertation unfold over time across the life course (Hoy-Ellis 2021; Meyer 2003).
Thus, it is important to examine how the impacts of sexual minority stress within racial/ethnic
communities may change over time as individuals experience different levels of involvement
within their racial/ethnic communities. Second, Chapter II assumes that racial/ethnic communities
play a pivotal role in shaping the social experiences of all sexual minorities. While racial/ethnic
communities play an important role in shaping social experiences among sexual minorities (Ball,

Molina, and Branscombe 2021; Balsam et al. 2011; Bowleg et al. 2003; Kalinowski et al. 2022;
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Kim and Allen 2021; Kim and Epstein 2018; Le et al. 2021; Ramirez and Galupo 2019; Sarno et
al. 2021; Scroggs et al. 2020; Szymanski and Sung 2010). For various reasons (e.g., experiences
with homophobia, geographic location, and identity salience), individuals may not share the same
subjective or objective attachment to their racial/ethnic community. Future research should
examine how sexual minority stress within racial/ethnic communities impacts health based on
individuals’ subjective (or objective) attachment to their racial/ethnic community. Third, due to
limitations in the data, I examine only one distal and one proximal stressor within racial/ethnic
communities. Future research should consider more stressors within racial/ethnic communities and
how they interplay to impact health. Fourth, minority stress theory not only theorizes on unique
and chronic minority stressors but also on individual and group-level coping resources that may
reduce the effects of sexual minority stress (Meyer 2003; Meyer and Frost 2013). Therefore, future
research should also include other psychological resources that could not be examined in this study
due to data limitations, such as individual psychological factors (e.g., self-esteem, mastery, and
resilience) and other indicators of community and group-level support (e.g., resources embedded
within social networks, access to LGBT community centers, and fictive kin). Lastly, while this
dissertation aimed to examine how manifestations of heterosexism in different contexts influence
sexual minority health, future reach should examine how sexual minority stress within racial/ethnic
communities may impact other life domains in which sexual minorities experience disadvantages.

The neighborhood is an important context for exploring the stress process (Aneshensel
2009). However, it has only been relatively recently that scholars have investigated how sexual
minority stressors within the neighborhood context generate health inequalities among sexual
minorities (Anderson-Carpenter et al. 2019; Frye et al. 2017; Frye et al. 2015; Kavanaugh et al.

2020; Lietal. 2019; McConnell et al. 2018). This study builds on previous research and establishes
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six avenues for future research directions. First, I examine the impact of one distal (neighborhood
homophobia) and one proximal (neighborhood concealment) stressor within the neighborhood
context in generating health inequalities among sexual minorities via four roles (direct, indirect,
intervening, and interacting). Future research should include more distal and proximal stressors
within the neighborhood context and examine how they interplay to shape health disparities.
Second, I only consider two subjective indicators of stress. Future research should examine other
subjective and objective neighborhood stressors, including general neighborhood stressors, related
to the neighborhood’s spatial, structural, and social dimensions (Aneshensel 2009). Examining the
impact of both general stressors and sexual minority stress would expand our understanding of the
minority stress process within the neighborhood context. Third, experiences with minority
stressors evolve over the life course (Hoy-Ellis 2021; Meyer 2003). Thus, it is important to
examine how the impacts of sexual minority stressors within the neighborhood context change
over time as individuals experience different levels of homophobia within different neighborhoods
throughout their lives. Fourth, people place different attachments to their place of residence
(Austin 1990; Delisi and Regoli 2000; Greif 2009; Woldoff 2002). Future research should explore
how different attachment levels to the neighborhood may influence the degrees by which these
stressors impact health. Fifth, given that sexual minority stress theory, theorizes on moderators in
the relationship between sexual minority stress and health, future research should consider other
coping level resources not explored in Study 2 (Chapter III). Lastly, studies on sexual minority
stress within the neighborhood should consider its impact on other outcomes beyond health and
well-being.

In the third study, I examined how structural heterosexism impacts HIV infection rates.

While I made several contributions to the existing literature, much more research is needed to
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provide a clearer understanding of how structural heterosexism shapes inequalities. I provide
direction for six lines of potential future research. First, future research should examine these
processes longitudinally over the life course. The processes examined in this study evolve in
people’s lives over time. Beyond changes in social attitudes, laws, and policies, people move in
and out of different states characterized by different levels of structural heterosexism
(Hatzenbuehler 2014). Therefore, future research should be longitudinal and consider how society
changes over time and how migration patterns among the stigmatized influence variation in health
outcomes. Second, in characterizing individuals as “stigmatized” and “nonstigmatized,” I did not
consider the considerable group variation within social groups. This is especially important as
social factors, including race/ethnicity, gender, socioeconomic status, age, and nativity, can
amplify the adverse effects of structural stigma on health. For example, there is considerable
variation in HIV infection among sexual minorities and the general state population. Among sexual
minorities, blacks, Latinos, and young sexual minority men are disproportionately burdened by
higher rates of new HIV infection (Centers for Disease Control and Prevention [CDC] 2022).
Among the more general population, women of color and those from lower socioeconomic
backgrounds are disproportionately burdened by higher rates of new HIV infections (CDC 2022;
Watkins-Hayes 2014). This study could not examine these differences due to data limitations.
Third, although structural heterosexism may certainly impact health, other indicators of structural
stigma, such as structural racism, sexism, and gender binarism, may also impact variation in health
status. Therefore, future research should be intersectional and interweave other aspects of identity
and multiple indicators of the structural stigma that might also shape health and well-being. Fourth,
people are not embedded within states without various psychosocial resources. Future research

should consider how access and utilization to other resources not explored in this study may also
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influence how structural stigma impacts health. Fifth, stigma operates at the individual,
interpersonal, and structural levels. Future research should consider multiple levels of stigma and
how it fosters the social production of health inequalities among sexual minorities and between
sexual minorities and the majority. Lastly, future research should consider other health outcomes

beyond HIV and outcomes in other life domains.

POLICY AND DIRECTIONS FOR SOCIAL CHANGE

The findings of this dissertation provide further evidence that heterosexism harms health and well-
being. While the goal of this dissertation was to build on and extend prior empirical and theoretical
work that elucidates the harmful effects of heterosexism, the findings of this dissertation elucidate
important sites of potential intervention at the meso and macro levels.

In the first and second studies (Chapters II and III) of the dissertation, I found an association
between sexual minority stress within two different contexts and health and well-being. These
results suggest that more efforts must be made to create safe spaces and community resources for
sexual minorities. At the meso level, there needs to be more funding for LGB community centers,
shelters, and safe spaces within various communities, including neighborhoods and racial/ethnic
communities. Sexual minorities are more likely to experience homelessness, are more vulnerable
to violence and discrimination, and experience more isolation and rejection than their heterosexual
counterparts (Ecker et al. 2019; Rhoades et al. 2018; Meyer 2003). This may be especially true for
those who live in contexts characterized by greater heterosexism (Hatzebuehler and Link 2014).
These stressors place them at greater risk of adverse mental and physical health (Ecker, Aubry,
and Sylvestre 2019; Herek 2004; Meyer 2003). LGBT community centers provide sexual

minorities with a sense of belonging, which may provide them with more psychosocial resources
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and safe spaces to help them cope with various aspects of heterosexism and other life adversities.
Furthermore, more efforts must be made to integrate LGBT individuals within mainstream society
to avoid social exclusion and isolation. This can include training in the workplace and in schools
that are designed to create more inclusivity for LGBT people. Finally, at the community level,
more efforts must be made to promote interventions to change social attitudes, norms, and values
within diverse racial/ethnic communities and neighborhoods. The causes and consequences of
heterosexism are complex and widespread, and efforts to eradicate it must be equally expansive.

In the third study of the dissertation, I found an association between social climates and the
presence of LGB laws and policies. In other words, states with more affirming social climates
towards sexual minorities have more affirming laws and policies that provide sexual minorities
with more civil liberties. Because sexual minorities have been historically stigmatized in Western
society via various social institutions (Conrad and Angell 2004; Drescher 2015; Drescher 2008;
Guenther 2002; Finnis 1993; Mundle, Mahler, and Bhurga 2015; Schulte and Battle 2004), there
need to be more efforts made to create positive portrayals of sexual minorities throughout society,
including the media, literature, and popular discourses. These efforts may encourage greater
acceptance of sexual minorities over time. Considering that social attitudes are the primary drivers
of laws and policies, if attitudes can change to be more supportive and accepting of sexual
minorities, we can move toward a more equitable society by implementing laws and policies that
protect civil rights and liberties and promote the destigmatization of homosexuality (Lax and
Phillips 2009).

At the structural level, there need to be more efforts made to ensure sexual minorities have
better access to mental and physical healthcare services. Sexual minorities experience more

barriers to healthcare services than heterosexual individuals (Matisck et al. 2020; The Institute of
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Medicine 2011). Therefore, medical doctors and practitioners, nurses, psychologists, social
workers, and others working with sexual minorities must be educated on homophobia,
heterosexism, LGBT health disparities, and the social determinants of health. One approach is the
structural competency approach, which proposes that U.S. medical doctors, health practitioners,
and those who plan to become practitioners should be trained not only with medical competency
but also an awareness of structural inequalities (Metzel and Hansen 2013; Metzl, Petty, and Pettis
2019). In doing so, mental and physical health practitioners can be aware of their implicit and
explicit biases and attitudes towards sexual minorities that might prevent them from providing

more culturally competent and compassionate care.

CONCLUDING REMARKS

Collectively, these three studies demonstrate that heterosexism is harmful to health regardless of
its manifestation. These results are consistent with previous research on minority stress and
structural stigma (for reviews, see Hatzenbuehler 2014, 2016, 2017; Hatzenbuehler and Link 2014;
Meyer 2003; Meyer and Frost 2013). These results also provide insights into the complex
processes of heterosexism and how it operates to adversely impact health. It is important to note
that in all the contexts examined in this dissertation, sexual minorities experience less damage to
their health and well-being in contexts characterized by lower levels of objective or subjective
heterosexism. These findings suggest that health inequalities are not rooted in biology or an
immutable feature of society. Health equity is possible when structures change and are more
favorable towards disadvantaged groups. However, as long as heterosexism persists and remains

deeply embedded in the architecture of U.S. society, we will continue to see the persistence of
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health inequalities. Therefore, as a collective society, we must engage in efforts to actively

orchestrate social change.
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