RICE UNIVERSITY
Marginalized Within the Margins: Minority Status, Identity Centrality and Wellbeing

By
Zelma Lizeth Oyarvide

A THESIS SUBMITTED
IN PARTIAL FULFILLMENT OF THE
REQUIREMENTS FOR THE DEGREE

Doctor of Philosophy
APPROVED, THESIS COMMITTEE

Bridget K Gorman

Sergio Chavez

Bridget Gorman

Sergio Chavez

Chair, Professor of Sociology

Associate Professor of Sociology

Bridget K Gorman (Aug 3, 2020 22:21 CDT)

Sergio Chavez (Aug 3, 2020 15:43 CDT)

Tony Brown

Tony Brown (Aug 3, 2020 18:11 CDT)

Tony Brown

Professor of Sociology

Zoë H Wool (Aug 3, 2020 19:12 EDT)

Zoe Wool
Assistant Professor of Anthropology

HOUSTON, TEXAS
August 2020

RICE UNIVERSITY
Marginalized Within the Margins: Minority Status, Identity Centrality and Wellbeing
By
Zelma Lizeth Tuthill
A THESIS SUBMITTED
IN PARTIAL FULFILLMENT OF THE
REQUIREMENTS FOR THE DEGREEE
Doctor of Philosophy

2
ABSTRACT
Marginalized Within the Margins: Minority Status, Identity Centrality and Wellbeing
By
Zelma Oyarvide Tuthill
Mounting evidence highlights how stressors related to stigma associated with sexual
minority identity contribute to poorer wellbeing and unhealthy coping behaviors among sexual
minority adults (Meyer 2003). Work on identity also documents how aspects of identity related
processes, including identity centrality, shape coping and wellbeing for people with marginalized
or stigmatized identities (Umana-Taylor et al. 2015;Fuligi, Witkow and Garcia 2005; Chavous et
al. 2003). Missing are examinations that consider how identity centrality shapes how people with
more than one marginalized identity experience and cope with minority stressors. To fill this gap,
this dissertation examines the role of identity centrality in the relationship between minority
stressors and wellbeing. In the first empirical chapter, I use a mixed method approach and draw
on 25 in depth interviews in addition to an analysis of secondary data from the Social Justice
Sexuality Project (SJSP) to examine the relationship between identity centrality and exposure to
minority stressors among Black and Latino/a sexual minority adults. My findings illuminate how
minority stressors from gendered, heterosexist and racialized experiences shape perceptions of
identity centrality across social position. In the second empirical chapter, I utilize the SJSP and
apply an intercategorical intersectional approach (McCall 2005) to examine how both sexual and
racial/ethnic identity centrality shape wellbeing. I found a significant association between
identity centrality and both mental wellbeing and smoking status. However, I did not find
evidence of a significant association between identity centrality and physical health status. In the
third empirical chapter, I again use a mixed method approach to examine patterns of social
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support and community integration among Black and Latino/a sexual minority adults. My results
emphasize the importance of both racial/ethnic and sexual identity centrality in shaping patterns
of support and integration across social position. I found evidence that both sexual and
racial/ethnic identity centrality were significantly associated with perceived family support and
feelings of connectedness to the LGBT community. In terms of community involvement, I show
that sexual identity centrality was significantly associated with involvement in the LGBT
community while racial/ethnic identity centrality was significantly associated with involvement
in the POC community. My interview findings also highlight that family is not the only
supportive option for sexual minorities of color. Various respondents adapted to limited familial
support by strategically seeking support from family through reframing of sexual identity
stressors, relying on certain supportive family members or seeking support from other
relationships in their networks including friendships, community ties and significant others.
Overall, my findings suggest that identity centrality is an important component of the minority
stress process that has significant implications for how sexual minorities of color experience and
cope with minority stressors.
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Chapter 1

Introduction

Studies repeatedly document health disparities based on sexual orientation, reflected in
diminished access to healthcare and poorer physical and mental health among sexual minorities
(Mays et al. 2001; IOM 2011). Additionally, scholars point to unhealthy behaviors such as high
rates of smoking, substance abuse and unhealthy eating habits among sexual minority
populations that may be driving these health disparities (Makadon et al. 2015). Mounting
evidence highlights how stressors associated with stigma from sexual minority status can
contribute to poorer mental wellbeing and unhealthy coping behaviors among sexual minority
adults (Meyer 2003). Research also suggests that certain identity-related processes shape
wellbeing for people who encounter negative interactions due to a marginalized or stigmatized
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identity (Umana-Taylor et al. 2015;Fuligi, Witkow and Garcia 2005; Chavous et al. 2003). Given
the overall poorer health profile of the sexual minority population along with restricted access to
sexuality specific sources of support, it is important to examine how sexual minorities experience
and cope with minority stressors in order to better address the needs of this health vulnerable
population
For my dissertation, I examine the experiences of minority stress among Black and
Latino sexual minority cisgender1 and non-cisgender2 men and women. Although an
intersectional framework largely guides my research design, I also draw on the concept of
identity centrality (a specific identity related process) as well as a combination of the stress
process and minority stress models to assess how the meaningfulness of minority identity relates
to health status and coping. To date, the experiences of sexual minorities of color have been
under-examined in empirical health studies. Yet Black and Latino individuals are the largest
racial minority group in the United States and a third of sexual minority cisgender men and
women identify as a person of color, so ignoring these populations neglects the experiences of
millions of Americans (MAP 2015; Gates 2014). Centering my research agenda on marginalized
communities provides me the opportunity to highlight how people confront and navigate systems
of power while also engaging in work that examines the reproduction of health inequality.
In this chapter, I begin with an overview of the three theoretical frameworks that my
dissertation draws from in order to provide context and justification for their use in this study. I
then proceed to recap the current state of the literature on identity centrality, stress, and health
Cisgender refers to people who feel that their gender identity aligns with the sex category to which they were
assigned at birth (Serano 2013).
2
Non-cisgender refers to people who identify in a variety of gender identities that do not correspond to cisgender
categories (Fenway Health 2010). Transgender individuals are those whose current gender identity does not
correspond to the sex category to which they were assigned at birth. Although transgender and other categories of
gender identity are not the same, for my dissertation, I include transgender individuals when I reference the noncisgender category. However, I include a more nuanced discussion when discussing gender differences.
1
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among the sexual minority community and the contribution that this dissertation makes to the
discipline. Finally, I conclude the chapter with an outline of the three empirical chapters,
including my objectives and methodology.

1.1

Theoretical Background

1.1.1 Identity, Social Position and Intersectional Theorizing
Intersectionality is a theoretical approach and a methodology that is a useful tool for
sociological analysis of inequality. However, it is also fraught with disagreements that have
produced lively scholarly debates both within and outside the academy (Holvino 2001; Knapp
2005; McCall 2005; Weber 2001). Intersectionality was developed in response to the lack of
theoretical frameworks that adequately reflected the manner in which race and gender
simultaneously reproduce inequality in the experiences of Black women (Brewer 1993; Glenn
1999; Collins 2000). Early intersectional scholars argued that feminist approaches to the study of
inequality centered on the experiences of white middle class women while critical race
approaches ignored how race is complicated by gender (hooks 1984; Davis 1981;Crenshaw
1991). Drawing from Black feminist and critical race theory, intersectionality as a theoretical
approach addresses the weaknesses of explanations of inequality that focus on one axis of
stratification such as West and Zimmerman’s (1987) “doing gender” by highlighting how a
variety of power relations shape the lives and experiences of individuals across social locations.
Intersectional scholars argue that the intersection of power relations based on race, gender and
class operate to reproduce and maintain social inequality (Weber 2001; Ransford 1980; Sidanius
2001). An intersectional approach not only emphasizes the interlocking processes of privilege
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and constraint in producing varying experiences across social groups but also indicates that
experiences are not the product of additive but intersecting factors (Bauer 2014; Choo and Ferree
2010).
Intersectionality as a theoretical approach highlights how the multiple identities individuals
maintain produce different experiences across social locations (Collins 2000). Although started
with the conceptualization of the intersection of gender and race (Crenshaw 1989; Crenshaw
1991; Collins 2000; James and Busia 1993), intersectionality can be used to examine any
specific social location, which is why it is a useful and relevant framework for my dissertation
study. Most existing scholarship on sexual minority health and well-being examines health risks
and outcomes in a manner divorced from intersectionality (IOM 2011), thereby failing to
properly address the health environment and experiences of those who are concurrently racial
and sexual minorities. Motivated by an intersectional theoretical framework, my dissertation
addresses how sexual and racial/ethnic identities intersect to shape differential health status and
experiences across social positions.
Baca and Dill (1996) warn about theorizing difference without questioning the difference
itself. Given that gender and race are social constructions, the meanings given to them change
with historical context and social location (Omni and Winant 1994; Espiritu 1992; Wright 1992;
Lorber 1994). Examining exclusively what makes people different overlooks the processes and
meaning making systems that produce these differences in the first place (Baca and Dill 1996).
Similarly, Carbado (2013) argues that theorizing the intersection of gender and race reifies
whiteness and maleness as normative and leaves it unexamined. Carbado (2013) introduces the
concepts of color-blind and gender-blind intersectionality to argue that all social positions can be
examined intersectionally, including masculinity. She argues that by failing to examine all social
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locations, we are framing normative behavior as what people do instead of examining why they
are framed as normative to begin with (Carbado 2013). It is important for intersectional work to
not only present outcomes of differences but also to examine how those outcomes are produced,
what those differences mean to the people that maintain them and how that relates to gendered,
heterosexist and racialized experiences.
In my dissertation study, I draw on this pillar of intersectionality to assess how the
differences in perceptions and meanings of identity shape wellbeing rather than centering the
study on solely the differences in the identity categories themselves. In addition to contesting
difference, intersectional scholars are also concerned with an examination of oppression that
does not neglect privilege by fixating only on disadvantage (Carbado 2013; Ransford 1980; Baca
and Dill 1996; Glenn 1999). Scholars call for an analytic lens that captures a more inclusive
scrutiny of status (Choo and Ferree 2010; Brown and Misra 2003). In my dissertation, I
acknowledge status variations, and the patterns of advantage and disadvantage that come with it.
In this way, I avoid the assumption that individuals exist in a context where only one identity
shapes their lived experiences.
Finally, I draw on intersectionality because the aim of intersectional research is to examine
how inequality is reproduced, not only to make empirical contributions but also to address ‘real
issues’ in our social environments. Intersectional scholars maintain that an adequate
understanding of inequality is important in order to engage in social justice work (Collins and
Bilge 2016). They assert that this understanding of inequality requires not only an emphasis on
multiple axes of identity, but also an examination of how these intersecting identities shape
processes of power (Carbado 2013; Crenshaw 1991; Acker 2006). Incorporating identity does
not make a study intersectional; rather it is the analysis of power relations that illustrate how
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external forces such as institutions, organizations and systems of power (such as racism, sexism
and heterosexism) shape experiences and access to resources. My dissertation highlights
differential health status, and how perceptions of identity importance shape understandings of
stressful experiences due to confrontation with these systems of power.
Since intersectionality is both a theory as well as an analytic strategy, it is a useful guiding
framework in the conceptualization of my project as well as in the methodology of my research
design. Although there has been much improvement and discussion about what intersectional
work should address, there are ongoing debates about how to conduct statistical analyses using
quantitative data that adequately captures the instability of identity categories (McCall 2005;
Bauer and Scheim 2019; Bowleg 2008; Cho et al. 2013; Hancock 2007). Scholars have argued
that in addition to conducting intersectional work using qualitative methods, it is also appropriate
with quantitative methods. In an influential piece, McCall (2005) argues that quantitative
researchers can document relationships of inequality utilizing an intercategorical approach that
relies on existing analytical categories. By utilizing a mixed method approach that draws on
qualitative and quantitative methods, I aim to incorporate both the use of existing categories of
identity in addition to a more nuanced examination of what these identity categories mean to the
people who maintain them.
Intersectional work has been vital in including communities that have been historically
excluded or under-examined from sociological analysis, and more work is needed that addresses
the social constraints and systems of inequality that these communities endure (Collins and Bilge
2016). Drawing from intersectionality theory for this dissertation allows me to focus on a
particular example of a marginalized and overlooked population. Sexual minorities are
“marginalized within the margins” since they are not only underrepresented as sexual minorities
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but also as racial/ethnic minorities. The experiences and health profiles of sexual minorities of
color are overlooked not only among the sexual minority literature but also by work on
racial/ethnic health disparities. I agree with Collin’s (2016) call for intersectional work as a form
of critical praxis that contests normative structures of inequality. This requires researchers to
criticize, reject and try to provide solutions to those inequalities. Collins insists that this requires
attention to the organization of power in order to examine how social inequality is maintained
and reproduced. In this way, intersectionality can be a problem-solving tool that addresses social
inequalities. Although one of the aims of this dissertation is to create publishable work in
academic journals, I also aim to move beyond the academic sphere by disseminating my findings
to LGBT3 groups, organizations and the Black and Latino/a community itself. I not only seek to
make empirical contributions to the sociological discipline but also address the health needs of
the sexual minority community in which my participants are embedded.

1.1.2 The Health Implications of Identity Centrality
Much attention has been paid to the process of the construction of the “self” in sociology.
Mead (1934) argues that the “self” is shaped by our social environment and interactions with
others. It is a social construction that needs constant work to maintain and guides the decisions
we make about how to act and respond to others. One aspect of our “self” is the concept of
identity (Settles 2006). There is multidimensionality in conceptions of the self, where our
constructions of self are composed of multiple identities (Gergen 1971; Stryker 1968), and some
scholars argue that the organization of multiple identities is hierarchical, with one identity being
3

Throughout the study I use LGBT and sexual minority interchangeably since the term ‘LGBT’ is a commonly
accepted term to refer to the sexual minority community by other researchers and the sexual minority community
itself. Although transgender individuals may be heterosexual and therefore not a sexual minority, some transgender
individuals do identify as a sexual minority as well. To retain consistency I use LGBT instead of LGB.

16
more important than others (McCall and Simmons 1978). This hierarchy of identities is based on
which identity is more salient4 (Stryker 1980). Others argue that identities cannot be organized in
a hierarchical manner or disentangled in a way where they are unaffected by one another, but
rather are simultaneously salient in everyday interactions (Silverstein 2006; Espin 2005; Reid
2002). Examinations of identity salience across contexts are complicated when we account for
multiple identities.
It may be that while one identity is more salient in one social setting, it can be less salient in
another. This is further complicated when we attempt to disentangle multiple identities that many
individuals concurrently hold that are considered stigmatized or marginalized. This has important
implications for perceptions of self since social identities also vary in the degree to which they
are central parts of the self (Rosenberg 1979). Thus, not only might the salience of an identity
vary across context, but the significance of that identity to the overall construction of the “self”
may vary as well. Currently, less is known about how multidimensionality of the self shapes
wellbeing when some, or many, of these identities are associated with stigma or experiences of
marginalization.
There has been an abundance of scholarly work designated to the examination of identity;
how it is produced, how it is maintained and how it impacts our perceptions of ourselves (Burke
and Stets 2009; Goffman 1959; MacKinnon and Heise 2010; Thoits and Virshup 1997). Within
this examination, work on identity management has shown that people who possess a socially
stigmatized identity draw on certain strategies to adapt to or avoid hostile reactions from others
(Goffman 1963). In the field of psychology, work on identity has examined how aspects of
identity related processes, including identity centrality, shapes wellbeing for people exposed to
4

I draw on Stryker’s (1968) definition of salience as the likelihood of that a given identity will be more prominent
or used across social contexts.
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minority stressors (Fuligi, Witkow and Garcia 2005; Chavous et al. 2003). Identity centrality
refers to how important an identity is to a person’s conception of self (Stryker and Serpe 1994).
These studies have concluded that how people from minority populations cope with stigma or
minority stress has important health implications.
There are a variety of types of identity centrality, but for the purpose of my dissertation I
focus on racial/ethnic and sexual identity centrality. Racial/ethnic identity centrality refers to the
importance of race or ethnicity to an individual’s overall conceptualization of the self, while
sexual identity centrality refers to the importance of sexual identity to self-concept (Cross 1991).
The literature on racial/ethnic identity centrality finds conflicting evidence on the
association between racial/ethnic identity centrality and wellbeing. Some studies indicate that
high levels of racial/ethnic identity centrality contribute to positive self-esteem among
racial/ethnic minorities and can serve as a protective safeguard against depressive symptoms
(Umana-Taylor et al. 2015;Lee 2005; Lee and Ahn 2013; Neblett et al. 2003). However, other
studies have found that higher levels of racial/ethnic identity centrality can exacerbate the
negative effects of minority stressors (Eccleston and Major 2006; Major, Quinton and Schmader
2003; McCoy and Major 2003).
The literature on sexual identity centrality is less developed, as fewer studies have examined
the importance of sexual identity in conceptualizations of the self and findings from those studies
are mixed. While some scholarship shows that higher levels of sexual identity centrality is
associated with psychological distress (Quinn and Chaudoir 2009), others find that higher levels
are associated with positive indicators of psychological wellbeing (Shramko, Toomey and Anhalt
2018). Research on sexual identity centrality also shows that high levels of centrality are
associated with increased connectedness to the LGBT community and increased levels of outness
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to social networks (Mohr and Kendra 2011; Dyer, Feinstein and London 2015). This is important
since evidence suggests that increased levels of connectedness to the LGBT community are
significantly associated with better psychological wellbeing (Kertzner et al. 2009; Rosario et al.
2001). For my dissertation, I focus on both racial/ethnic and sexual identity centrality.
Specifically, I examine how they shape health and coping behaviors for adults with a stigmatized
sexual identity and a minority racial/ethnic identity.
The social landscape for sexual minorities in the United States has changed in recent decades
due to improved public opinion towards same sex relationships and key successes in the fight for
equality (Adamczyk and Liao 2019). Despite this, social acceptance of a non-heterosexual
identity varies across context and has not reached levels of full acceptance (Gallup 2003).
Experiences of stigma and marginalization also vary across racial/ethnic lines, and so it is
important to examine how sexual minorities who are also racial/ethnic minorities experience and
cope with hostile reactions as a result of their stigmatized and minority identities. This not only
has important health implications but also provides further insight into how people navigate
multidimensionality in conceptions of self.

1.1.3 Stress, Health Status and Coping Among Marginalized
Populations
In my dissertation, I frame my discussion of stress around Pearlin’s stress model and the
minority stress framework. There are three central components to Pearlin’s stress model: stress
exposure, health outcomes as a result of stress, and mediating and moderating influences that can
buffer or exacerbate the impact of stress (Pearlin et al. 2005; Pearlin and Skaff 1996). In terms of
exposure to stress, Pearlin’s stress model highlights that life events, chronic strains, and daily
hassles serve as sources of stress that manifest in unhealthy ways and make individuals
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vulnerable to an overall unhealthy status (Pearlin et al. 1981; Thoits 1995; Avison and Turner
1988; Aneshensel 1992; Mirowsky and Ross 1995). This model emphasizes that individuals with
the least privileged statuses have the greatest exposure to stressors (Pearlin 1999; Pearlin et al.
2005). More broadly, research shows how exposure to stressors are correlated with one’s social
status and are shaped by structural arrangements that create and support inequalities (Pearlin et
al. 2005; Aneshensel and Pearlin 1987; Aneshensel, Rutter and Lachenbruch 1991). Since stress
exposure is unequally distributed in the general population, and stress is correlated with health
status, differential exposure to stress may contribute to inequalities in physical and mental
wellbeing (Thoits 2010; Pavalko and Woodbury 2000; Lantz et al. 2005; Wheaton and Clarke
2003). A substantial body of work documents how members of minority groups are burdened by
discrimination and other stressors related to minority identity, in addition to general stressors,
which sustain and widen health gaps between advantaged and disadvantaged social groups
(Brown et al. 2000; Carr and Friedman 2006; Gee et al. 2007; Turner and Avison 2003;
Williams, Neighbors and Kackson 2003).
For my dissertation, I focus on the experiences of Black and Latino/a men and women. In
addition to exposure to general environmental stressors (e.g. financial, occupational related
stressors), Black and Latino/a men and women experience heightened stressors associated with
anticipation and experiences of racist and discriminatory practices. These racial/ethnic specific
stressors include hostile interactions from prejudiced beliefs, strenuous and violent interactions
with law enforcement, discrimination and poorer overall treatment in various institutional
settings. There is an abundance of scholarship that documents the detrimental effect of
discrimination and racism on mental and physical health (Mays, Cochran, and Barnes 2007;
Paradies 2006; Pascoe and Richman 2009; Williams and Mohammed 2009). Research indicates
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that stressors associated with discriminatory and racist experiences contribute to health inequity
in cardiovascular disease among Black people relative to other races and ethnicities (BibbinsDomingo et al. 2009). For example, the American Heart Association reports that among nonHispanic Black Americans, 44.4% of men and 48.9% of women report cardiovascular disease
(Go et al. 2013). Studies document that among Latinos/as, an ethnic group comprised of a
diverse and heterogeneous population of US and immigrant born people, stressors associated
with acculturative tensions within their family units and communities in addition to stressors that
are common with other racial groups contribute to increases rates of mental distress (Garcia and
Lindgren 2009).
Although not all stigma is internalized and depends upon context, a growing body of
research documents how sexual minority individuals face stressors as a result of their stigmatized
identity, which contributes to increased emotional distress and an increased need for positive
coping behaviors (Savin-Williams 1994; Ryan et al. 2009; Almeida et al. 2009). Given that I
focus on stressors due to sexual minority status, my work is also guided by minority stress theory
(Meyer 2003). Since Meyer proposed his minority stress theory to explain why sexual minorities
report increased mental distress compared to heterosexuals, there has been mounting evidence on
how stressors associated with sexual minority identity differentially impact this population
(Savin-Williams 1994; Ryan et al. 2009). For example, Ryan and colleagues examined how
stressors family rejection after “coming out” predicted negative mental health outcomes and
increased substance abuse among White and Latino sexual minority young adults (2009).
Another study by Almeida et al. (2009) found that perceived discrimination was associated with
increased risk of depressive symptoms among sexual minorities and transgender youth. My
dissertation draws on a combination of Pearlin’s stress model and minority stress to inquire about
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differential exposure to stressors associated with sexual identity among sexual minorities of
color.
Missing from the majority of health examinations of minority stress is a thorough
understanding of how multiple forms of minority stressors impact health outcomes (Grollman
2012). Given that systems of stratification do not exist in isolation but rather intersect to
reinforce one another (Collins 2000; Collins and Bilge 2016; Davis 1981), it is important to
examine how multiply disadvantaged people experience and cope with additional burdens of
discriminatory practices. What complicates these examinations is the need to address patterns of
privilege within marginalized groups (Crenshaw 1989; Hancock 2007; Pastrana 2010). For
example, it is necessary to emphasize the variation in disadvantage between Black heterosexual
men and women and Black sexual minority men and women. Within the sexual minority
community, it is also important to account for differences in the exposure of minority stressors
across race/ethnicity and gender identity. For this dissertation I focus on two-racial/ethnic
minority groups (Black and Latino/a) in order to highlight how social position, and variation of
patterns of advantage and disadvantage, is a significant influence in how sexual minority men
and women experience and cope with minority stressors.
The second component of Pearlin’s stress process model considers the health
implications of stress on physical health status and mental wellbeing. This has resulted in a
growing number of studies that document the biological consequences of stress, including
physical and mental health (Geronimus 1992; Seeman et al. 2004). Meyer (2003) argues that
sexual minorities face unique stressors as a result of their stigmatized sexual identity, which put
them at greater risk for reporting health problems compared to heterosexuals (Savin-Williams
1994; Ryan et al. 2009). Meyer posits that these sources of stress pertain to navigating the stigma
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associated with their sexual identity, such as internalized homophobia and concealment of sexual
identity (Frost, Levahot and Meyer 2015; Cox et al. 2011). Given the established relationship
between stress and health, as well as the documented greater health risks among sexual minority
populations, I draw on Pearlin’s stress model and the minority stress framework to examine
indicators of both physical and mental wellbeing in addition to exposure to minority stressors.
A substantial body of work draws from the final component of Pearlin’s stress model as it
relates to factors that moderate the impact of stress on health (Umberson, Liu and Reczek 2008;
Falci 2008; Avison et al. 2010). This body of work has influenced scholarship on health and
coping by examining health behaviors that people engage in to respond to stress. Generally,
research suggests that sexual minority individuals cope with stress in similar ways as
heterosexuals by utilizing resources and employing coping strategies such as cognitive self-talk,
community engagement, connectedness to others with shared experiences and increased feelings
of pride (Goldbach and Gibbs 2015; Goldbach and Gibbs 2017; Goldbach et al. 2015). Yet a
number of studies also document strategies that sexual minorities utilize in order to cope with
stigma that can also produce long-term negative effects on health such as numbing of emotions,
avoidance, non-disclosure of sexual identity and unhealthy habits such as smoking, binge eating
and substance abuse (Lehavot and Simoni 2011; Mason et al. 2015; Hatzenbuehler et al. 2011).
Studies suggest that sexual minorities of color and their white counterparts both
encounter stressors related to their sexual identity (Hamilton and Mahalik 2009; Meyer 2003).
However, most scholarship fails to examine how stressors related to race/ethnicity create
additional barriers for those who identify as both a sexual minority and a person of color (Erich
et al. 2010). Due to the increasing evidence of the detrimental effects of sexuality-related
stressors on the sexual minority community, it is important to examine how effective coping can
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buffer or improve wellbeing for this population. Therefore, for this study, I also draw on a
combination of Pearlin’s stress model and the minority stress framework to examine social
support and community integration in addition to smoking status as potential coping mechanisms
for stressors related to minority status.

1.2

Current Research and Gaps in the Literature

Research on sexual minority health documents poorer mental and physical health as well
as various health risks among sexual minorities compared to heterosexuals (Mays et al. 2002). In
terms of physical health outcomes, evidence suggests that sexual minority individuals have a
higher risk for reporting poor/fair self rated health, cardiovascular disease, lung cancer, and
diabetes relative to heterosexuals (Cochran et al. 2001; Burgard, Cochran and Mays 2005;
Yancey et al. 2003; Gonzalez et al. 2016). Similarly, research on mental health outcomes among
sexual minority adults documents elevated suicide mortality, increased reported mental distress
and increased prevalence of mood and anxiety disorders relative to heterosexuals (Silenzio et al.
2007; Hamilton and Mahalik 2009; Meyer 2003).
While some studies point to structural factors such as diminished access to adequate
healthcare, unmet medical needs and discrimination as contributors of health disparities across
sexual orientation (Makadon et al. 2015; IOM 2011), others also point to higher levels of health
risk behaviors. Studies document elevated rates of cigarette smoking, alcohol abuse and
substance abuse among sexual minorities relative to heterosexuals (Meyer 2003). Scholars argue
that elevated exposure to stress, particularly minority stress related to a stigmatized sexual
identity, is a driving force for physical and mental health disparities across sexual orientation
(Meyer 2003). Research points to experiences of discrimination, concealment or disclosure of
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sexual orientation, expectations of prejudice, and internalized homonegativity as sources of
stress that affect wellbeing among sexual minorities (Cox et al. 2011; Frost, Lehavot and Meyer
2015). Yet, one component of the minority stress process that is neglected by health research is
the role of sexual identity centrality, although a growing number of studies find evidence that
high levels of identity centrality buffer the negative health impact of stress associated with a
disadvantaged status, especially for sexual minorities (Chavous et al. 2003; Neblett et al. 2012).
Given the importance of effective coping against minority stressors for wellbeing, more attention
should be paid to the relationship between sexual identity centrality and wellbeing.
Overall, there are three key gaps in the sexual minority literature as it pertains to minority
stress, health status and coping that my dissertation addresses. First, sociological studies take for
granted the significance of sexual identity centrality and the significant association between
identity centrality and wellbeing. The majority of the work on identity centrality and wellbeing is
conducted in the field of psychology or social work (e.g. Chavous et al. 2003; Neblett et al.
2012; Burrow and Ong 2010; Detrie and Lease 2007). Yet, given the importance of healthy
coping with stressors in addressing health disparities, sociological attention to the relevance of
identity centrality for wellbeing is needed.
Second, missing from the literature is an examination of sexual identity centrality among
those who concurrently maintain more than one minority status – including sexual minorities
who are also racial/ethnic minorities. Along with evidence of racial/ethnic differences in
experiences of minority stress (Johns et al. 2013; Ryan et al. 2010), research indicates that there
are racial/ethnic differences in healthy and unhealthy strategies to cope with that stress (Molina
et al. 2013;Landers and Gilsanz 2009; Calhoun, Lewis and Braitman 2016). Neglecting the
variation in identity centrality among populations groups assumes not only that perceptions of

25
minority status are uniform and stable, but also that experiences of marginalization are
homogenous. For example, studies point to gender difference in health status, exposure to
stressors and coping behaviors among heterosexual and sexual minority populations (Shumaker
and Hill 1991; Tuthill et al. 2020; Liu et al. 2017). However, due to limited available secondary
data on gender identity centrality, I am restricted in my ability to examine gender differences in
patterns of identity centrality throughout my study.
Finally, current analyses of identity centrality and coping neglect significant differences
across sexual identity groups, by combining all sexual identity groups (gay, lesbian and bisexual)
into one minority group and excluding those who identify in more non-traditional ways (e.g,
Shramko, Tooney and Anhalt 2018; Bowleg et al. 2009; Balsam et al. 2015; Harper 2004). There
is variation in sexual identification that is often overlooked by studies that only address certain
types of non-heterosexual identity categories (e.g. gay, lesbian and bisexual). Studies suggest
that that there is an increase in the number of individuals who self identify in a sexual identity
other than gay, lesbian or bisexual such as pansexual or queer (Horner 2007; Savin-Williams
2009). Scholars suggest that sexual minorities of color may identify their sexual identity in less
traditional categories and in more racial and culturally specific ways such as “same gender
loving,” “in the life” or “pasiva” (Rodriguez 2003). In terms of health outcomes, differential
health profiles across sexual identity groups point to the importance of addressing the
heterogeneity of self-identification (IOM 2011; Agronick et al. 2004; Bostwick 2012; Bostwick
et al. 2009; Brennan et al. 2010). Therefore, in my dissertation, I include individuals who self
identify in more non-traditional ways. In the following section, I provide an overview of the
contributions that my dissertation makes to the discipline.
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1.3

Contributions to the Literature

My dissertation makes both empirical and theoretical sociological contributions that
extend beyond sexual minority health. First, my dissertation responds to the lack of sociological
empirical work on identity centrality. In my study, I examine the association between sexual
identity centrality and physical and mental wellbeing as well as the association between sexual
identity centrality and coping behaviors. My dissertation also incorporates an empirical analysis
of how identity centrality relates to an array of health-relevant indicators, including physical
health status, smoking, social support and community integration. Given that psychologists
produce much of the work on identity centrality, current studies on identity centrality focus
exclusively on mental wellbeing or psychosocial measures. By including measures of physical
health status in addition to health risk and health promoting coping behaviors, I conduct a more
holistic examination of the relationship between identity centrality and wellbeing.
Second, by focusing on sexual minorities of color, my study addresses the missing gap in
the minority stress and identity centrality literature that neglects examinations of those who
concurrently maintain more than one minority status. Although the sexual minority population in
the United States represents a relatively small portion of the population, there has been a steady
increase over time in the number of LGBT identifying people in the United States. Over a short
period of just six years that Gallup collected data on gender and sexual identification, the LGBT
population grew substantially, from 8.3 million people identifying as LGBT in 2012 to over 11
million people by 2017 (Newport 2018). This represents a jump of a full percentage point
between 2012 and 2017–from 3.5% to 4.5% of the U.S. population. The LGBT population is also
racially diverse. While just over half identify as non-Hispanic white, about 1 in 5 identify as
Latino, and 12% identify as black (Gallup Tracking Survey 2015-2017). The growing number
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and size of the sexual minority population, and in particular sexual minorities of color, illustrates
a need to consider how sexual and racial identity intersect to shape wellbeing among U.S. adults.
Indeed, the Institute of Medicine (2011) calls for more scientific research on sexual minority
health, particularly research that draws on minority stress and intersectional perspectives in order
to advance knowledge on their health needs (IOM 2011). In my examination of identity
centrality and its association with health outcomes among sexual minorities of color, this
dissertation makes much needed empirical contributions to advance an understanding of the
health of the sexual minority community.
Finally, in this dissertation I disaggregate sexual minority adults into specific sexual
identity groups in order to examine distinct differences in experiences and health status. In doing
so, I address the heterogeneity of the sexual minority community and avoid presenting
homogenous experiences of advantage or disadvantage. I examine adults who identify as gay,
lesbian or bisexual, as well as those who choose to identify in more non-traditional ways (e.g.
pansexual, sexually fluid). By incorporating the experiences and health profiles of a variety of
non-heterosexual identities, I present a more inclusive examination of how minority stressors
impact marginalized communities.
In addition to these empirical contributions, my dissertation also makes contributions to
theories of minority stress as well as intersectionality. As currently conceptualized, minority
stress theory does not accurately capture how stressors from a stigmatized sexual identity are
experienced and coped with among sexual minorities who concurrently hold more than one
minority identity. Although a growing body of work examines the unique experiences of
individuals with multiple sources of minority stress, many assumptions are made about minority
status when the salience and significance of identities are left unexamined (Balsam et al. 2011).
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My dissertation makes theoretical contributions to the minority stress model by examining the
relationship between multidimensionality of minority identity and minority stress. I specifically
inquire about how people perceive their minority identities to be organized and how that relates
to exposure to minority stressors. This allows me to assess the variation in experiences of
marginalization across social position. In this way I avoid making implications that experiences
of stigma are homogenous experiences, which are implied with the current minority stress
framework.
I also make theoretical contributions that address ongoing intersectional debates. There
has been growing criticism that there is an over reliance of identity categories by intersectional
work (Danby 2007; Brekhus 1988; Davis 2008). Examinations of identity using the
intersectional framework have been central to the construction of empowerment for social groups
and the ongoing discussion about identity politics (Collins and Bilge 2016). However, some
express concern that the treatment of identity in intersectional studies is too narrow and unable to
effectively capture meaningful differences that contribute to the reproduction of inequality. It
may be that it is not solely the identity categories themselves that are flawed, but rather the
approach of examining them. In other words, identity categories themselves are not too narrow;
the problem is how we consider identity categories in research. Collins and Bilge (2016) assert
that by using intersectional inquiry and praxis, identity categories become starting points to
contest power relations and engage in social justice work. They insist that this requires attention
to the intersection of power relations in order to examine how social inequality is maintained and
reproduced. In this way, researchers not only examine social problems but also provide solutions
to those inequalities. My dissertation draws on existing identity categories (e.g. Black, Latino,
gay, bisexual) in my analysis of identity centrality and health, but I also inquire about how
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people navigate systems of power such as racism, sexism and heterosexism. I center my
dissertation on the meaningfulness of identity to evaluate perceptions of marginalization and how
they are shaped by the significance (or not) of a minority identity.
There have also been scholarly debates about whether disadvantage should be
conceptualized and analyzed with an additive or multiplicative approach (Dubrow 2008). An
additive approach to inequality assumes that disadvantage is derived from distinct and separate
stratifying systems that “add on” to each other (Hancock 2007; Weldon 2008). This approach has
been criticized for its simplified treatment of inequality that inaccurately reflects how power
relations intersect to maintain disadvantage in the “real world” (Collins 2000). On the other
hand, a multiplicative approach to inequality treats stratifying systems as inseparable and focuses
on the intersections of social positions (McCall 2005). Although this approach has been
embraced by various intersectional scholars, contention has arisen about how to accurately
analyze intersection effects given that it may be difficult to disentangle aspects of identity that
are linked with inequality (Pastrana 2010, Weber and Parra-Medina 2003). Yet, various scholars
argue that examinations of the intersection of stratifying systems can be accomplished by
conducting process-centered models that generate interaction effects using existing identity
categories (McCall 2005; Adams and Padamsee 2001; Prins 2006; Choo and Ferree 2010).
In the quantitative portion of my dissertation I generate interactions between
racial/ethnic and sexual identity centrality in order to incorporate the multiplicative effects of
race/ethnicity and sexual identity. I not only include both types of identity centrality in my
assessment but also address how they relate to one another. Using both qualitative and
quantitative analysis, I aim to produce an example of intersectional work that relies on the use of
current identity categories to examine the power relations in which these identities are
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embedded. In the following section, I conclude this chapter with an overview of the methodology
I use to accomplish this aim.

1.4

Methodology

The central objective of my dissertation is to conduct an academic inquiry that blends
empirical and theoretical scholarship to address current gaps in the minority stress literature. I do
this by conducting a mixed methods study that draws on a combination of in depth interviews
and secondary data analysis to investigate how social position shapes meaningfulness and
importance of minority identity and its association with health outcomes. Figure 1.4.1 illustrates
the conceptual roadmap for my dissertation study.

Figure 1.4.1 Conceptual Roadmap
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An array of studies on minority stress examines the relationship between minority
identities, coping and health status focus on racial/ethnic identity (eg. Friedman et al. 2009;
Hausman et al. 2008; Noh, Kaspar and Wickrama 2007). When studies on minority stress do
examine sexual identity, few tend to include examinations across race/ethnicity (e.g, Shramko,
Tooney and Anhalt 2018; Bowleg et al. 2003; Bowleg et al. 2009). Similarly, studies that assess
the relationship between identity centrality, stress and wellbeing typically focus on one type of
centrality (Lee and Ahn 2013;Perry and Pauletti 2011; Ragins 2008; Sellers et al. 2003; Sellers et
al. 2006; Mohr and Kendra 2011; Friedman and Leaper 2010). In my dissertation, I not only
examine sexual identity and racial/ethnic identity centrality as separate constructs but also
examine how the intersection of both shape health outcomes for people who are both
racial/ethnic and sexual minorities.
There are many approaches to mixed methods research. In my study, the population from
my qualitative portion does not come from the quantitative portion. While it would be ideal to
use the same analytic sample for both portions of my study, there is limited datasets that inquire
about identity centrality, health status, coping behaviors and exposure to minority stressors
among sexual minorities of color. Using a mixed methods approach allows me to mitigate some
of the hardships of conducting a health study on a hard to reach population. I use a mixed
methods approach for two key reasons. First, it is key for examining groups that are difficult to
identify in survey data such as sexual minorities of color. Second, it compensates for limited
health survey data on minority stress. There are only a handful or nationally representative health
survey datasets in the United States that inquire about sexual orientation (e.g. National Health
Interview Survey), and most include very small samples that prohibit an example of persons who
simultaneously identify as a sexual and racial minority. When they do collect information on
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sexual identity, they rarely inquire about stressors associated with their minority identity – and
while these studies ask persons to indicate how they identify in racial and sexual orientation
terms, none query about the centrality of these labels to their identity. As such, the limited
information provided by secondary data analysis on identity centrality among sexual and racial
minority populations, using a mixed method study compensates for the weakness of the health
survey data that is available (Small 2011; Pearce 2012; Hay 2016; Tashakkori and Teddlie
2003).
For my dissertation, I conducted in depth interviews with 25 Black and Latino/a5
respondents who identified as non-heterosexual (8 Black respondents and 17 Latino/a
respondents). Respondents resided in one of the largest metropolitan cities in the United States,
located in the southwestern region of the country. Per the request of various participants, I do not
disclose the city in which I conducted my study and avoid divulging specific details about the
geographic region. While this may limit the ability to discuss the context of my findings, I do
this in order to retain the confidentiality of my respondents. In order to compensate for
information about identity centrality and minority stress that is missing from probability-drawn
health datasets, I created an interview guide and inquired about demographic characteristics,
health and health behaviors, identification and outness, general stressors, minority stress, social
support and community integration. Questions from my interview guide were drawn from the
secondary dataset that I used in the quantitative portion as well as current literature on minority
stressors and coping behaviors. I also conducted pilot interviews in which I tested the guide in
order to ensure that the questions were easily understood and generated detailed responses.
5

Respondents in the interview sample self-identified in a variation of racial and ethnic categories (e.g. Black,
African American, Latino/a, Latinx and Hispanic), however, in order to retain consistency with the sample from the
secondary data analysis, I refer to the racial/ethnic categories as Black and Latino/a since these categories were
utilized in the survey. The majority of Latino/a respondents conflated their racial and ethnic identity-choosing to self
identify as racially Latino/a and not ethnically Latino/a.
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There are limited secondary data surveys that inquire about gender identity centrality in addition
to sexual identity centrality. Therefore, I inquired about gender identity centrality in addition to
sexual and racial/ethnic identity centrality, asking them to describe the relative importance of
their gender, sexual and racial/ethnic identity to their overall identity. Using Venn diagrams that
I created, I asked respondents to choose which diagram best depicted how they perceived their
sexual and racial/ethnic identity. Figure 1.4.2 provides examples of the diagrams that I used
during the in depth interviews.
In addition to the interview data that I collected, I conduct a secondary data analysis
using information collected as part of the 2010 Social Justice Project (SJSP). The SJSP surveyed
4,953 respondents from all 50 US states as well as Puerto Rico, and is unique because it contains
a large and racially diverse sample of sexual minorities. This dataset inquires about physical and
mental wellbeing, social support and community integration. Although the respondents I
interviewed did not participate in the SJSP, I include questions in my interview guide pulled
from the survey data to bridge the two portions of my dissertation. The quantitative and
qualitative sections of the dissertation were conducting sequentially, with the qualitative portion
being conducted prior to the quantitative portion, in order to build on the themes and results
found from the in depth interviews (Small 2011; Morse 2003; Smith 2008; England and Edin
2007).
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Figure 1.4.2 Intersectional Graphic from Interview Guide
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Figure 1.4.2 Intersectional Graphic from Interview Guide

In the second empirical chapter, I also apply intercategorical approach using the SJSP and
examine how the intersection of both sexual and racial/ethnic identity centrality shape wellbeing.
Although I do not examine gender identity centrality, I address differences between cisgender
and non-cisgender men and women. Rather than simply examining the relationship between
minority identity and health, I focus on identity centrality in order to address how differences in
meaningfulness of minority identity relate to wellbeing. In this way, I attempt to disentangle
certain identity processes that have important implications for health. I do this by posing two
empirical questions: 1) What is the association between racial/ethnic and sexual identity
centrality and indicators of wellbeing?, and 2) Does this association vary at different levels of
both types of centrality? I assess the relationship between two types of identity centrality (sexual
identity centrality and racial/ethnic identity centrality) and self-rated health, mental wellbeing
and smoking status. However, rather than just examining racial/ethnic and sexual identity
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centrality separately, I also include an analysis of the interaction between the two. In this way, I
account for the meaningful ways that multiple identities intersect to shape wellbeing.
In the final empirical chapter, I use an intersectional perspective in my examination of
social support and community integration in order to address how social position shapes how
people draw on support to cope with minority stressors. I pay special attention to differences in
coping between men and women. I also assess variation in the association between identity
centrality and social support and community integration among Black and Latino/a sexual
minority adults. Although I am unable to examine gender identity centrality, I assess gender
differences in the association between sexual and racial/ethnic identity centrality and support and
integration. In this chapter, I pose three empirical questions: 1) What are the sources of support
that Black and Latino/a sexual minorities rely on in their networks? 2) What communities do
they align themselves with? And 3), What is the relationship between racial/ethnic and sexual
identity centrality and perceived social support and community integration? To answer these
questions, I use a mixed method approach. I draw from 25 in depth interviews with Black and
Latino/a non-heterosexual adults in addition to secondary data analysis from the SJSP. In the in
depth interviews I inquired about perceived family support and involvement in different types of
communities. Specifically, how people draw support from familial ties and make decisions about
community integration. I complement these findings by assessing the association between
identity centrality and support and integration among Black and Latino/a non-heterosexual adults
interviewed in the SJSP.
Finally, I conclude my dissertation by summarizing the theoretical and empirical
contributions my study makes. I also discuss the implications for health policy and interventions
for the sexual minority community. I finish by suggesting directions for future research.

37

Chapter 2

Minority Stress and Identity Centrality Across Social
Positions

Health disparities research highlights how characteristics including gender, sexual
orientation and race/ethnicity relate to health behaviors and differential access to health
promoting resources, with individuals who hold minority status most vulnerable. In addition to
structural factors such as adequate access to healthcare and neighborhood disadvantage, studies
indicate that health status and health behaviors are influenced by social conditions that extend
beyond socioeconomic position (Lynch et al. 1996; Lantz et al. 2001). Although socioeconomic
status relates to race/ethnicity, gender and sexual identity, variations in physical and mental
wellbeing exist not only across socioeconomic status but also within them (Geronimus et al.
1996; Williams 1999; Turner and Shieman 2008; Tuthill et al. 2020). This indicates that there are
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additional social factors that are contributing to disparities in health status and health risk
behaviors across population groups.
Among these social factors that have garnered extensive examination is stress and how it
relates to wellbeing. Pearlin’s stress process model has been one of the most utilized frameworks
to examine the relationship between stress and health. Stress contributes to mental distress and
physical deterioration (Aneshensel 1992) and scholars have documented differentially distributed
exposure to stress across social contexts and social position (Pearlin 1989; Pearlin et al. 2005).
However, evidence suggests that this exposure to stress is not random but shaped by stratifying
systems such as race and gender (Turner and Avison 2003; Turner, Wheaton and Loyd 1995;
Turner and Lloyd 1999; Turner and Avison 1989.)
The minority stress framework draws from Pearlin’s stress process model to examine
exposure to stressors related to disadvantaged status, specifically as it pertains to sexual
minorities. Ilan Meyer proposed his minority stress model to outline the unique stressors sexual
minority individuals are exposed to as they relate to their stigmatized sexual identity. Meyer
(2003) argues that this increased exposure to stressful interactions and experiences contributes to
higher reported rates of mental distress and poorer health compared to heterosexuals. While
disparities research examining health-relevant risk factors such as exposure to minority stress has
grown, missing from these efforts is research across the intersections of sexual orientation,
gender and racial/ethnic identity (Liu et al. 2017; IOM 2011). However, there is growing
evidence that suggests that health patterns are significantly shaped by intersections across gender
identity, sexual orientation and race/ethnicity. For example, Tuthill et al. (2020) found that some
adults with multiple minority status (such as Latina sexual minority women) had higher rates of
poorer health relative to other racial/ethnic and sexual orientation groups, indicating

39
accumulation of health disadvantage for people with multiple minority statuses. Similarly, Liu et
al. (2013) found that while sexual minority Black and Latina women reported poorer self rated
health relative to their heterosexual counterparts, they did not see this pattern among White
women or Black and Latino men. This indicates that gender identity may condition health
outcomes in ways that need to be further examined. In order to conduct an examination of
differential exposure to minority stressors, I draw on an intersectional framework that
incorporates variation across race/ethnicity, gender and sexual orientation.
Most sociological scholarship on minority stress does not provide a nuanced examination
of identity processes as they relates to health-such as identity centrality. Although studies have
found important health implications for identity centrality, especially for individuals with a
disadvantaged status (Chavous et al. 2003; Neblett et al. 2012; Umana-Taylor et al. 2015), most
of the research on identity centrality is concentrated in the psychological or social work
disciplines. Even though intersectional examinations of identity centrality are increasing (e.g.
Szymanski and Lewis 2016; Cole 2009; Thomas et al. 2008), a large portion of current studies
tend to focus on single status evaluations that assess only one type of identity centrality (e.g. Lee
2005; Tyler and Lind 1992; Lee and Ahn 2013; Neblett et al. 2003). I draw on an intersectional
framework in my evaluation of identity centrality to not only examine variation in levels of
racial/ethnic and sexual identity centrality as separate constructs, but also to highlight any
variation in the intersection of both.
In this chapter I pose two empirical questions: 1) How do Black and Latino/a sexual
minority adults perceive the importance of their racial/ethnic and sexual identity? 2) How do
Black and Latino/a sexual minority adults perceive stress associated with their racial/ethnic and
sexual identity? To answer these questions and evaluate differences in perceptions of minority
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stress as well as distinctions in identity centrality across social position, I conducted a mixed
methods study. In this chapter, I draw on 25 in depth interviews on Black and Latino/a nonheterosexual adults from a large metropolitan city in the southwest United States. I also conduct
a secondary data analysis to assess variation in levels of racial/ethnic and sexual identity
centrality from a sample of 1,571 Black and Latino non-heterosexual adults interviewed as part
of the Social Justice Sexuality Project (SJSP). I focus on the role of identity centrality in shaping
perceptions of minority stress while considering differences across race/ethnicity, gender identity
and sexual identity groups. By first examining identity centrality as it relates to minority stress, I
contextualize the empirical findings between identity centrality, health status and coping
behaviors in chapters three and four.

2.1

The Embodiment of Stress

Pearlin’s stress process model indicates that there are different sources of stress and types of
stressors that can accumulate over time and produce negative health outcomes (Pearlin 1981;
Pearlin et al. 2005). Studies drawing from this perspective document that differential exposure
and vulnerability to stress are a significant contributing factor to health disparities (Geronimus
1992; Geronimus et al. 2006; Taylor and Turner 2002). This differential exposure to stress is
significantly shaped by systems of stratification such as race/ethnicity, gender and sexual
orientation that structure disadvantage in ways that contribute to disproportionate levels of
exposure across social groups. Evidence shows how that socially disadvantaged population
groups are systematically subjected to more stress. Scholars have found that economically
disadvantaged individuals are more vulnerable to increased stress exposure and limited ability to
healthily cope with stressors across their life course (Lantz et al. 2005; Baum et al. 2006).
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Empirical evidence also suggests that racial/ethnic minorities and women are unequally
burdened with increased stressors. For example, relative to white adults, Black adults are
exposed to a higher number of negative life events in addition to greater exposure to stressors
related to their minority status such as discrimination, residential segregation and violence
(Jackson et al. 2011).
There is also variation in the social distribution of stress between men and women. Studies
indicate that differential exposure to stress across gender identity may be due to differences in
social roles that expose women to higher levels of stress (Turner and Loyd 1999; Turner and
Avison 1989). For example, studies document differences between men and women in sources of
stress linked with gendered division of household labor and parenting duties whereas women are
expected to provide more of the caregiving regardless of their working status (Bianchi Robinson,
and Milkie 2006; Fuma 2005; Hays 1998; Hochschild and Machung 2012). Research also
documents how occupational sex segregation result in unequal burden of women to provide
higher levels of emotional labor (Bird and Rieker 2008; Hochschild 1997; Hochschild and
Machung 2012.). In addition to disparities in exposure to stressors across class, race/ethnicity,
and gender identity a growing body of empirical evidence also documents disparities across
sexual orientation.
Stigma is one process that can become a source of stress that negatively affects conceptions
of self and contribute to health disparities (Link and Phelan 2001). Drawing from Pearlin’s stress
model, the minority stress framework outlines how sexual minorities experience general stressors
from their social environment in addition to minority stressors as a result of their stigmatized
identity (Meyer 2003; Meyer, Schwartz and Frost 2008; Bry et al. 2018; Russell et al. 2014). The
minority stress framework does not focus exclusively on an individual level explanation for
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health disparities across sexual orientation, but rather, it offers an illustration of how interactions
at the individual level can have structural level consequences. Meyer (2003) argues that it is not
sexual identity in and of itself that puts sexual minorities at greater risk for poorer wellbeing.
Rather, the stigma associated with sexual minority identity and the reaction to the stigma is key
(Almeida et al. 2009). It is how people negotiate and cope with the stigma that contributes to
strain both internally and externally, which Meyer argues has negative consequences on the
body. If certain groups, such as sexual minorities, are exposed to more stressors and have less
access to resources that can buffer the impact of those stressors, they not only encounter
structural challenges in achieving good health but also in maintaining it. For Black and Latino
sexual minorities, they must navigate patterns of disadvantaged in stress exposure and ability to
cope as both a sexual and racial/ethnic minority (Pastrana 2016; Pastrana 2015: Battle and
Ashley 2008). In spite of established documented health disparities across race/ethnicity and
sexual orientation, the experiences of people who are both are severely under examined.
Although the sexual minority community contains a diverse group of members across
various racial/ethnic backgrounds, there is a limited amount of research that examines
racial/ethnic differences in experiences of sexual minority stress (Johns et al. 2013; Ryan et al.
2010). Studies that examine stressors among sexual minorities of color have found reports of
discrimination and prejudice within the LGBT community (Kudler 2007; Han 2007),
heterosexism within communities of color (Malenbranche et al. 2009), workplace discrimination
(Ragins, Cornwell and Miller 2003) and increased concealment of sexual identity within social
networks relative to white sexual minority individuals (Bridges, Selvidge and Matthews 2003).
Current studies on sexual minority stress also neglect gender differences in experiences of stigma
by focusing on only cisgender men or women. Minimizing gender differences in how
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populations experience minority stress is problematic given that research documents that
cisgender women experience less internalized homo-negativity along with lower rates of nondisclosure of sexual identity compared to sexual minority cisgender men (Dewaele et al. 2014).
This suggests that although cisgender men and women are both exposed to stigma based on other
identity characteristics, they may experience it in different ways.
Transgender populations along with individuals who do not identify as cisgender have
also been largely overlooked by health disparities research (IOM 2011). Studies on minority
stress are no exception, with few studies examining experiences of minority stress among gender
minorities who are also sexual minorities. Additionally, studies that examine non-cisgender
sexual minorities of color are almost non-existent. Although gender identity and sexual identity
are separate constructs, gender minorities who are also sexual minorities face particular stressors
such as the use of incongruent gendered language during social interaction and discrimination as
both sexual and gender minorities (Lombardi 2010; Noonan et al 2018). In my analysis of
identity centrality, I include individuals who identify as cisgender as well a variety of noncisgender identities including but not limited to transgender adults.
In addition to racial/ethnic and gender diversity within the sexual minority community, there
is an array of sexual identity groups that are often overlooked by studies that only address certain
types of non-heterosexual identity categories. It is important to address meaningful differences in
the experiences of different sexual identity groups because there is evidence that certain sexual
identity groups, such as bisexuals, have higher rates of mental distress and poorer health
outcomes relative to others (e.g. gay and lesbians) (IOM 2011; Agronick et al. 2004; Bostwick
2012; Bostwick et al. 2009; Brennan et al. 2010). There has also been a documented increase in
the number of individuals who self identify in a sexual identity other than gay, lesbian or
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bisexual such as pansexual or queer (Horner 2007; Savin-Williams 2009). Yet, there is limited
data on the prevalence of these non-traditional sexual identities and the demographic
characteristics of those who are more likely to adopt these identity categories. In a sample of 285
non-heterosexual adults, Galupo et al. (2014) found that 16.8% of participants identified as
pansexual and 19.8% identified as queer. However, a large national convenience sample of
Australian adults only found that 7.1% of the sample identified as queer (Leonard et al. 2012).
Ultimately, much is still unknown about the prevalence of different variations of nonheterosexual identities.
In terms of the characteristics of people who identify in alternative sexual identities, a study
by Morandi, Blaszczynski and Dar-Nimrod (2015) found that non-cisgender adults and younger
individuals were more likely to adopt an alternative sexual identity. Although this study was
conducted on a sample of 2,220 non-heterosexual individuals, this was a convenience sample on
an exclusively Australian population. Scholars also suggest that sexual minorities of color may
self identify in more racial and culturally specific ways such as “same gender loving,” “in the
life” or “pasiva” (Rodriguez 2003). In my analysis of sexual identity groups, I include an
additional sexual identity category that captures those individuals who self identified outside the
lesbian, gay and bisexual identity categories rather than exclude them from my sample. Given
that I focus on Black and Latino/a adults, I wanted to be more inclusive of the manner in which
they define their sexual identities.

2.2

Identity Centrality at the Intersection of Gender, Race and
Sexual Identity

Work that examines identity categories draw on taken for granted assumptions about the
uniformity of identity meanings across individuals. This is particularly true for quantitative work
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that uses an intersectional approach. It may be that certain types of people are more inclined to
identity in particular ways, which may have important implications in generalizing results from
survey data. Identity linked processes can provide a more nuanced examination of identity that is
needed for intersectional assessments that rely on identity categories. Including components of
identity such as identity centrality can also push sociological inquiry on inequality to connect
identity with power relations by examining how the meaningfulness of identity shapes how
people navigate their social environments. Rather than simply examining the relationship
between minority identity and health, I focus on identity centrality in order to address how
differences in the meaningfulness of minority identity impacts wellbeing. In including measures
of identity centrality in addition to identity categories I overcome some of the limitations of
quantitative scholarship in identity and intersectional work.
Studies that examine associations of identity centrality with indicators of wellbeing have
resulted in mixed findings, which suggest that it can serve as both a protective buffer against
discrimination (Chavous et al. 2003; Neblett et al. 2012; Perry and Pauletti 2011) as well as an
additional source of stress (Burrow and Ong 2010; McCoy and Major 2003). Studies on identity
centrality have overwhelmingly focused on racial/ethnic identity centrality (Lee 2005; Romero
and Roberts 2003; Yoo and Lee 2005; Garstka et al. 2004). Generally, these works have found
that high levels of racial/ethnic identity centrality contribute to positive self-esteem among
racial/ethnic minorities and can serve as a protective safeguard against depressive symptoms
(Umana-Taylor et al. 2015; Jones, Cross and DeFour 2007; Sellers et al. 2003; Lee 2005).
A large portion of the work on identity centrality also focuses on gender identity
centrality, although most of this scholarship examines the experiences of cisgender women.
Similar to findings on racial/ethnic identity centrality, studies examining gender identity
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centrality among cisgender women show that it plays a role in positive psychosocial outcomes.
For example, Cross and Vandiver (2001) found that women with high gender identity centrality
were less likely to internalize negative messages by blaming the perpetrators of the
discrimination rather than themselves. Similarly, Brondolo et al. (2009) found that drawing
attention to gender identity increased awareness of sexism and helped women emotionally
prepare for its harmful effects. Yet, while some studies have found positive buffering effects of
high levels of identity centrality, other studies have pointed to a lack of effect or in some cases
even a negative effect of high identity centrality on the psychological affects of discrimination
(Pascoe and Smart Richman 2009; Major et al. 2003; Williams et al. 1999). For example, while
Mossakowski (2003) found that higher levels of racial/ethnic identity centrality was associated
with lower levels of depression, regardless of the source of discrimination, Noh et al. (1999)
found that racial/ethnic identity centrality augmented the link between discrimination and
depression.
To date, very few sociological studies examine sexual identity centrality. In fact, few
studies examine any type of identity centrality questions among sexual minority individuals,
leaving not only a missing gap in the sexual minority literature but in the work on identity
centrality itself. Studies that do examine sexual identity centrality have certain limitations. First,
they tend to neglect significant differences across sexual identity that is produced when studies
combine all sexual identity groups into one minority group. Although driven by sample
restrictions, this is largely due to data that draws on aggregated samples that focus on one sexual
minority subgroup, for example, focusing solely on either lesbian cisgender women or gay
cisgender men (Frisch, Morten and Zdravkovic 2010; Markey and Markey 2013).
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Evidence also suggests that there is a bisexual disadvantage in both physical and mental
wellbeing whereas bisexual individuals report poorer overall health not only relative to
heterosexuals but also to other sexual identity groups (Bostwick 2012, Brennan et al. 2010). Not
only is there evidence of disparity in health outcomes for bisexuals, but studies document limited
social support available to bisexual men and women both within and outside the sexual minority
community (Dodge et al. 2012; Dyar, Feinstein and London 2015). Researchers attribute this to
hostile attitudes of “bi-negativity” that contribute to social exclusion of bisexuals within their
networks (Eliason 2000). There is also variation in economic stability within the sexual minority
community. Studies show that although gay and lesbian adults appear to be doing as well or
better than heterosexual adults in terms of education and income (Barrett, Pollack and Tilden
2002), bisexuals are more socioeconomically disadvantaged (Badgett, Lee and Schneebaum
2012; Conron, Mimiage, and Landers 2010). The poorer economic profiles of bisexuals point to
the heightened disadvantage that they face as a sexual identity group that further differentiates
their experience within their marginalized community. By examining differences in sexual
identity centrality across different sexual orientation subgroups, this study addresses this
limitation in the sexual minority literature.
Second, although studies have documented poorer mental health outcomes associated
with discrimination attributed to stressors from multiple minority identities (Garnett et al. 2014;
Shramko, Toomey and Anhalt 2018), studies that examine identity centrality across intersecting
identities are rare. Szymanski and Lewis (2016) used an intersectional approach to examine the
effect of gendered racial identity centrality on psychological distress among African American
women. They did not find evidence that identity centrality moderated the relationship between
gendered racism and psychological distress. However, they did find that identity centrality
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moderated the relationship between gendered racism and coping. Their study suggests that
identity centrality may play a more indirect role in the association with psychological wellbeing.
When studies on sexual identity centrality do examine gender differences, they neglect
racial/ethnic variation and focus overwhelmingly on cisgender men and women, while excluding
those who identify outside of the gender binary such as transgender or gender non-conforming
individuals (Major et al. 2003; Moradi and Subich 2003; Sabik and Tylka 2006).
Scholars have called for increased attention to the manner in which intersecting social
disadvantage from multiple identities negatively impacts marginalized communities (Bowleg
2008; Meyer 2010; Fish 2008). Studies on sexual minorities of color indicate that the stressors
from multiple minorities matter have important implications for health (Zamboni and Crawford
2007; Diaz et al. 2001). For example, Grollman found that people with multiply disadvantaged
identities are more likely to experience major depression, poor physical health, and functional
limitations than their singly disadvantaged counterparts (2014). His results indicate that multiple
sources of stressors may contribute to worse health for more disadvantaged populations, such as
sexual minorities who are also racial/ethnic minorities. While research on identity centrality has
focused on its mediating role between minority stress and health, there is little attention paid to
how multiple minorities may shape identity-linked processes. We know very little about the
organization of multiple types of identity centrality. Studies fail to examine whether one type of
identity centrality is perceived to be more important than another or whether different types of
centrality intersect in meaningful ways.
Currently missing from the identity centrality literature are assessments of whether
patterns of identity centrality vary across social position, including race/ethnicity, gender identity
or even sexual identity groups. Although limited, studies on identity centrality among
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populations with multiple minority statuses examine different types of identity centrality as
separate constructs without analyzing their intersecting effects. This precludes researchers from
examining the simultaneous effect of different types of identity centrality. In my assessment of
identity centrality, I inquire about the organization of multiple types of identity centrality. This
allows me not only to examine both racial/ethnic and sexual identity centrality but also to
address the importance of different types of identity centrality relative to each other. In the
following section, I provide an overview of methodology. I proceed to outline my results from
the qualitative and quantitative portions of my study separately. I conclude with a discussion of
how the results from both portions complement and reinforce my findings about the significant
relationship between identity centrality and minority stress.

2.3

Mixed Methodology

2.3.1 Qualitative Data Collection and Analytic Approach
Although the SJSP provides information about racial/ethnic and sexual identity centrality,
it is limited in the data available on gender identity centrality and experiences of minority stress.
Therefore, I draw on 25 in depth interviews to collect information that is missing from the survey
(see Table 2.3.1.1 for an overview of respondent pseudonym, race/ethnicity, sexual identity and
gender identity6). The interview sample was predominately cisgender male, gay and Latino.
Even though the majority of the sample identified as either cisgender male or female, two

6

In this table I use the identification categories that respondents used. However, throughout the dissertation I refer
to the gender categories as cisgender and non cis-gender men and women, the racial/ethnic categories as Black and
Latino/a and the sexual identity categories as gay, lesbian, bisexual and alternative.
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respondents identified in a variation of a non-cisgender identity7. Four additional respondents
identified with a sexual identity other than gay, lesbian or bisexual. Among them, three
respondents identified as pansexual -- however, they were adamant about being categorized as an
alternative sexual identity, rather than bisexual.
For my interviews, I used a purposive sampling strategy since the target group is
comprised of a small, often hidden subpopulation (Patton 2001). To qualify, participants needed
to identify as non-heterosexual, be between the ages of 18-65 and self-identify as Black or
Latino/a. Pseudonyms are utilized to maintain confidentially and I obtained IRB approval with
written consent for participation. Respondents were not given any monetary incentives. Due to
the request of several participants who were worried about being “outed” to networks that they
had not disclosed their sexual identity to, I omit the name of the city in which I conducted my
interview and avoid certain descriptive details that would reveal too much information about
certain locations in the city. I also omit possible identifying information such as nationality,
occupation and age in order to retain the anonymity of my respondents. The level of anonymity
requested from my respondents is very telling about concerns of outness and disclosure within
sexual minority populations of color.

7

I did not have any respondents who identified as transgender but since I had two respondents who did not identify
within the gender binary, I refer to them as non-cisgender.
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Nigel
Norman
Carl
Nathan
Maurice
Amanda
Alana
Amber
Alicia
Leticia
Evelyn
Ana
Kiko
Saulo
Enrique
Tomas
Yuriel
Nuno
Lorenzo
Santiago
Oscar
Ricardo
Alfredo
Ramon
Yordan

Gender Identity

Racial/Ethnic Identity

Sexual Identity

Male
Male
Male
Male
Male
Female
Female
Female
Gender Non-Conforming
Non-Binary
Female
Female
Male
Male
Male
Male
Male
Male
Male
Male
Male
Male
Male
Male
Male

Black
Black
Black
Black
Black
Black
Black
Black
Latino
Hispanic
Latino
Latino
Latino
Hispanic
Latino
Hispanic
Latino
Latino
Latino
Latino
Latino
Latino
Latino
Latino
Latino

Gay
Gay
Gay
Gay
Gay
Lesbian
Pansexual
Lesbian
Lesbian
Pansexual
Fluid
Bisexual
Gay
Gay
Gay
Gay
Gay
Gay
Gay
Gay
Gay
Pansexual
Gay
Gay
Gay

Table 2.3.1.1- Interview Respondent Identity Characteristics

Data collection took place over a nine-month period in 2019 and participants were
recruited through the use of gatekeepers in the Black and Latino sexual minority communities,
through posts on social media websites and from Spanish and English fliers posted in various
sexual minority health and community centers around the city. The gatekeepers consisted of
Latino/a and Black sexual minority individuals that are embedded in organizations that catered to
the sexual minority community in the city. Various universities in the city have LGBTQ resource
centers that provide spaces for sexual minorities of color. I partnered with LGBT social
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organizations as well the LGBTQ resource center associated with the largest public university in
the city in which I conducted my interviews. As a former caseworker, I also have ties with
medical and social service resource centers that serve the sexual minority community in the area
and drew on those locations to recruit participants. My community ties yielded 9 respondents
while recruitment through the use of LGBT organizations yielded 16 respondents. I will share
the results of my dissertation with these community organizations that I relied on for data
collection in order to center this project on the needs and experiences of the population that I am
examining.
I conducted interviews that lasted from 60 to 90 minutes at a location of their choice and
audio recorded the session with their permission. Interviews were conducted in both English and
Spanish at the request of participants. I utilized an interview guide that I constructed which
incorporated themes and questions drawn from the SJSP survey to create consistency between
both portions. Respondents were asked about sources of stress as well as experiences that they
perceived to be homophobic, racist and sexist. I inquired about sources of strain, feelings of
shame about sexual orientation, perceived negative interactions, and experiences of
discrimination related to their sexual and/or racial identity. I also asked them to define what
stress meant to them and what they consider to be the most significant sources of stress in their
life at the moment. To examine identity centrality, I utilized Venn diagrams (see figure 1.4.2) to
query about perceptions of meaningfulness and salience of racial/ethnic, gender and sexual
identity across contexts. Interviews were transcribed verbatim and memos relating to interactions
with respondents were created.
To analyze the interview data, I used ATLAS.ti 8.4 software to code the transcripts. I
used an abductive approach, since this approach provides the flexibility for change during the
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research process (Dubois and Gadde 2002: Desmond 2012). An abductive approach is most
appropriate for my mixed methods study because it draws from both inductive and deductive
framing as well as existing theory but also leaves room for change. I drew on themes and
patterns from previous research as well as my interview transcriptions, memos and quantitative
data in order to inform my analysis and relate my findings to current minority stress and identity
centrality literature. I paid attention to how my results aligned with and differed from
conclusions drawn from previous studies. I specify mechanisms and patterns of identity
centrality that contribute to meaningful differences in health status and coping behaviors.
Generally, I employed an abductive approach to guide my study but also ensured that I
highlighted how my findings providing new insight to the literature. I also engaged in multilevel
coding. First, I coded the transcript line by line to create categories and subcategories. I then
proceeded with pattern coding to identify emerging patterns. In the upcoming section where I
discuss my findings, I outline three key findings that illustrate the relationship between identity
centrality and minority stress and how it is shaped substantially by social position.

2.3.2 Quantitative Data and Analysis
This chapter also uses data from the Social Justice Sexuality Project (2010) to
complement my interview findings. The SJSP study surveyed 4,953 respondents from all 50 US
states as well as Puerto Rico, and is unique because it contains a large and racially diverse
sample of sexual minorities. Data were collected over a 12-month period between January and
December 2010 and the survey was tested through four rounds of piloting before administration
of the final survey. While the diversity of this dataset is strength, it is also a non-probability
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sample (i.e., respondents were strategically recruited via venue-based sampling at nationwide
LGBT events, snowball sampling
through community partnerships with LGBT organizations, respondent-driven sampling,
and the Internet), which may limit the generalizability of the findings. Since I am focusing on
Black and Latino/a sexual minorities, the SJSP is also appropriate since it oversamples for sexual
minorities of color. In this chapter, my analytic sample is limited to Black and Latino/a nonheterosexual cisgender and non-cisgender men and women who were at least 18 years of age.
I excluded respondents younger than 18 from the analytic sample (n=81). I also excluded
respondents who had any missing observations on any of the key independent variables
(race/ethnicity n=149, and sexual identity n=179) or dependent variable (racial/ethnic and sexual
identity centrality (n=422)8. Since I also examine gender differences I exclude individuals who
were missing observations on gender identity (n=179). Finally, although the survey data includes
heterosexuals (n=180) and an array of other racial/ethnic identities, I limit the analytic sample to
non-heterosexual Black and Latino/a adults. Table 2.3.2.1 shows the final analytic sample of
n=1,571 adults, stratified by sexual and racial/ethnic identity.

Sexual Identity
Gay/Lesbian
Bisexual
Alternative
N

BLACK

LATINO/A

724
113
266

366
58
78

1,103

502

Table 2.3.2.1 Analytic Sample by Race/Ethnicity and Sexual Identity
8

I use the same analytic sample for all empirical chapters; however, here I only focus on the dependent variables of
interest in this chapter. I provide information on missing observations in each chapter.
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The dependent variable of interest is a categorical measure of the intersection between
racial/ethnic and sexual identity centrality, organized into three groups: respondents who
indicated that their sexual identity is more important than their racial/ethnic identity; that their
racial/ethnic identity is more important than their sexual identity; or that both are equally
important.
I constructed this variable from two continuous measures of racial/ethnic and sexual
identity centrality included in the SJSP. Specifically, respondents were asked, “Do you feel that
your sexual orientation is an important part of your identity?” and “Do you feel that your racial
or ethnic status is an important part of your identity?” Responses for both measures range from f
1-6, where 1 = not important at all and 6 = extremely important. Figure 2.3.2.1 illustrates how I
constructed this dependent variable. Those respondents who indicated a higher number on the
sexual identity centrality question than the racial/ethnic identity centrality question (those in
yellow) were categorized in the “sexual identity is more important” group, while those who
indicated a higher number on the racial/ethnic identity centrality question than the sexual identity
centrality question (those in blue) were categorized in the “racial/ethnic identity is more
important” group. Respondents who indicated an equal number on both centrality scales (those in
grey) were categorized in the “racial/ethnic and sexual identity are equally important” group.

Figure 2.3.2.1 Construction of Intersectional Identity Centrality Variable
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My key independent variables include race/ethnic identity9 (Black and Latino/a) and
sexual identity (gay/lesbian, bisexual and an alternative identity which consist of adults who
identified in other non-heterosexual categories). I set those who identify as Black as the
reference racial category and gay/lesbian individuals as the sexual identity reference category. I
also adjust for an array of controls, including demographic characteristics, socioeconomic status,
and indicators of social support and community integration.
Demographic characteristics include age, which is measured categorically in two groups
in order to capture variation across meaningful age ranges (18-45, reference; 46 and higher10),
gender identity (cisgender male, reference; cisgender female; an alternative group consisting of
transgender and other non-cisgender identities) and nativity status (1=foreign born, 0=US born).
Gender identity was measured using two questions, including (1) “What is your current gender
identity” with responses “male, female, transgender (male to female), transgender (female to
male), multiple identities and other” and (2) “What was the sex on your original birth certificate”
with responses “male, female and I don’t know.” For this study, respondents who differ in their
sex at birth and current gender identity are categorized in the alternative gender identity group.
This two-step process to obtain transgender identity is not without its limitations, but several
studies use this operationalization scheme in their survey analysis (Conron et al. 2014). Although
I include a variation of gender minority identities in my sample, due to data constraints I assess
only differences in sexual identity centrality across gender identity groups in the quantitative

9

In the SJSP dataset, Latino/a is referred to as racial group rather than an ethnic group. Similarly, a majority of my
Latino/a respondents self identified as racially Latino/a and not ethnically Latino/a. However, I refer to Latino/a as
both a racial/ethnic group in order to be more inclusive of the variation in how Latino/a respondents self identified.
10
Initially, I wanted to include a third category of individuals who were 65 and older in order to account for
important social changes at that age (e.g. social security and Medicare coverage). However, there was a very small
number of individuals in this category (n=16) and consequently were combined with those 46 and higher.
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portion of my study, but I do not examine gender identity centrality itself since it was not
inquired about in the dataset.
Indicators of socioeconomic status include education (HS or less, reference; some
college, college graduate and graduate), employment status (employed full time reference;
employed part time, unemployed and an additional ‘other’ category including those who are
retired or self-employed), household income (less than $30,000, reference; $30,000-$49,000;
$50,000-$99,999; more than $100,000) and health insurance (1=insured, 0 = no medical
insurance). I also include indicators of social support and community integration. For social
support, I include a measure of partnership status (un-partnered, reference; partnered, not in a
legal union; partnered, in a legal union; an ‘other’ category that includes such responses and
complicated, friends with benefits, polyamorous and separated11). I refer to marital unions as
legal unions in order to be inclusive of civil unions and domestic partnerships that are included in
this category. I also include a continuous measure of family support. Respondents were asked
how supported they felt from their family on a scale from 0-6, where 0=Family does not know I
am LGBT, 1=not supported at all and 6=completely supported.12
I also include five measures of community integration, some of which are scales created
by the SJSP research team (Battle, Pastrana, and Daniels 2013). First, level of outness in their
social network was constructed from averaging six survey items that asked respondents to
identify how many members of various communities they are “out” to (including family
members, friends, their religious community, co-workers, people in their neighborhoods, and
people online), where 1=none and 5=all (cronbach’s alpha = 0.88).
11

Respondents were given the option to choose more than one relationship category, however, I excluded those
who indicated multiple responses in my analytic sample (n=61).
12 The number of respondents who indicated that their family did not know they were LGBT was small
(n=62). However, I ran sensitivity tests and found that my results did not change if I kept these respondents
in the models. Rather than exclude them, I keep them as a separate indicator in level of support.
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Second, a connectedness scale indicating level of connection to the LGBT community
was constructed from averaging three survey items (cronbach’s alpha = 0.86) that asked about
the extent to which participants felt connected to their local LGBT community, felt that the
problems of the LGBT community were also their problems, and felt a bond with the LGBT
community (where 1=strongly disagree that they feel connected to the LGBT community, and
6=strongly agree). Finally, I also include three measures of integration with different types of
communities including LGBT, people of color, and the LGBT people of color community. Each
integration measure was constructed from averaging six survey items13, where 1=never
participated and 6=more than once a week. Respondents were asked: “Thinking about
LGBT/People of Color (POC)/LGBT POC groups, organizations and activities in general, during
the past 12 months how often have you 1) participated in political events, 2) participated in
social or cultural events, 3) read newspapers or magazines, 4) used the Internet for chatrooms,
social networking sites, blogs, etc., 5) received goods and/or services such as counseling,
medical care, food, etc., and 6) donated money to an organization.”
I utilized Stata 16 for all data management and analysis procedures. I used multiple
imputation to handle item nonresponse and avoid biasing the data. Following best practices Von
Hippel (2007), respondents with missing data on the dependent measure were included in the
imputation, but then excluded from the analytic sample. I begin with a descriptive presentation of
how identity centrality differs across sexual and racial/ethnic identity groups. Following, I
present relative risk ratios (RRR) from multinomial logistic regression models that test the
relationship between sexual identity, race/ethnicity and identity centrality. Note that I attempted
to run models stratified by race/ethnicity as well as by gender identity, but cell sizes were too

13

Cronbach’s alpha scores: LGBT community integration (alpha=0.85); POC community integration (alpha=0.84)
and LGBT POC community integration (alpha=0.86).

59
small to generate stable models for either type of stratification. I also tested the interaction
between racial/ethnic and sexual identity (i.e., racial/ethnic*sexual identity) but found no
significant associations, therefore I do not include them in my results. For additional clarity, I
conclude by presenting predictive margins from the multinomial regression models.
In each multinomial logistic regression table, baseline results adjust only for sexual
identity and race/ethnicity. Since these are key independent variables, I include them across all
models, with Model 1 as the baseline model. I then add demographic characteristics Model 2. In
Model 3, I add indicators of socioeconomic status to Model 1. Model 4 adds indicators of social
support and community integration to Model 1. Finally, the fully adjusted model, Model 5,
includes all predictors.

2.4

Minority Stress: How Social Position Shapes Perceptions

Since I conducted the qualitative portion first to inform the quantitative portion, I begin with
a discussion of my interview findings and then proceed to the findings from my analysis of the
SJSP data. Table 2.4.1 shows the demographic characteristics of my interview sample. The
sample is relatively young, with an average age of around 30. In terms of socioeconomic status,
education, employment and income varied across sexual identity groups. Although I inquired
about personal and household income, I include personal income in Table 2.4.1 since many
respondents indicated that due to their current living dynamics, a measure of household income
would not be an accurate reflection of their financial status (e.g. living with parents, living with a
roommate). Generally, gay/lesbian individuals in my interview sample had higher full time
employment rates, college graduate rates and higher mean income compared to those who
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identified as bisexual or in an alternative sexual identity category. This is similar to demographic
characteristics of the LGBT population included in probabilistic surveys (Gates 2014).
My interview sample was predominately Latino; as such, it is perhaps expected that a
significant proportion are foreign-born. However, due to the concerns of several respondents, I
avoid divulging specific details about current or past legal immigration status or country of
origin since that would reduce their anonymity. As a result, I limit my discussion about how
nativity shapes the relationship between identity centrality and minority stress.

Gay/Lesbian Bisexual Alternative

Age (mean)

30.4

24.0

30.0

Foreign born

20%

0

50%

Personal Income (mean)

$64,275

$47,000

$48,750

Employed Full time

90%

100%

50%

College Graduate

65%

0

50%

Currently partnered

60%

0

75%

N

20

1

4

Table 2.4.1 Demographic Characteristics of Interview Sample

Overall, I found three key findings that highlight the relationship between identity
centrality and perceptions of minority stress. My results indicate that racialized, sexist and
heterosexist experiences vary across social position, which contribute to differential exposure to
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minority stress across racial/ethnic, sexual and gender identity. First, I begin by disentangling
differences in perceptions of identity centrality based on how they understood the
multidimensionality of their minority identities. I expand on how these differences in identity
centrality are shaped by perceptions of minority stress. Second, I proceed to underline the
mechanisms in which identity centrality also shapes perceptions of minority stress themselves. I
pay close attention to the strategies and factors that respondents draw from to limit their
exposure to stress. Finally, I conclude by calling attention to racial/ethnic and gender differences
in exposure to minority stress.

2.4.1 Identity Centrality and Minority Stress
In addition to inquiring about identity centrality, I asked respondents to express what they
perceived to be stressful about their racial/ethnic, gender and sexual identity. I also queried
respondents about general stressors in order to contextualize my findings about minority stress.
In terms of general stressors, almost every respondent referred to work-related stressors as their
largest source of stress, followed by stress from financial strain. When I queried specifically
about minority stress, respondents overwhelmingly recounted stressful interactions with family
members, co-workers, friends and strangers in which they felt discriminated, uncomfortable,
harassed or rejected due to their racial/ethnic, sexual or gender identity. Although respondents
rarely described experiences of violence, they emphasized how the accrual of stressful
interactions in their everyday lives created constant strain. These stressful interactions were at
times unexpected but mostly perceived to be unavoidable. Saulo explained how as a sexual
minority, he experienced different types of stress than heterosexuals in addition to general
stressors.
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I think being gay brings its own variations of stress. I think that gay people, um, just
experience different stuff heterosexual people don't have to ever even think about or
consider. We just walk through the world differently than they do. I think being gay
definitely brings its own level of different stresses than it does for heterosexuals.
Respondents clarified that they did not believe that the negative effect of stress on their bodies
were unique or that some population groups were able to avoid stress altogether. In fact, they
acknowledged that stress was universal and that everyone -- regardless of gender identity, sexual
orientation or race/ethnicity -- experienced some form of stress. Alana explained to me how, “I
think that they can come from different places, but the actual experience of it physically,
emotionally, and all the way stress impacts, I think that's the exact same.”
Yet, they also argued that as sexual minorities of color, they experienced different types
of stressors than heterosexuals and White individuals due to their racial/ethnic and sexual
minority identity. Generally, respondents believed that they experienced increased levels of
stress as some form of minority (either racial/ethnic minority, sexual minority or both). There
seemed to be a consensus that being a sexual minority of color was associated with different
types of stressful experiences than those experienced by heterosexuals of color as well as White
sexual minorities. However, there was variation in how respondents described these minority
stressors to shape their conceptions of self and how important-or not- they perceived each
minority identity to be.
Throughout the interviews I found that respondents perceived their gender, racial/ethnic
and sexual identities to be organized in one of two ways; either in a hierarchical manner in which
one identity was considered the most important or in an intersectional manner where all identities
were interconnected. I found that identity centrality, or how important an identity is considered
to be, was shaped by which identity or identities respondents considered to be the most
disadvantaged. Perceptions of disadvantaged were themselves shaped by which identity or

63
identities they believed to contribute to the most stressful interactions. Respondents highlighted
the relationship between identity centrality, disadvantage and minority stress when I utilized the
Venn diagrams (see figure 1.4.2) to inquire about perceptions of identity. Some respondents, like
Alana, described feeling an accumulation of stress due to multiple sources of stress from
identities that they understood to be intersecting and unable to be pulled apart. When I asked her
to choose which diagram she felt best represented how she perceived her racial/ethnic, gender
and sexual identity- she pointed to the diagram in which all three were equally overlapping14.
When I asked her to elaborate on why she choose this particular option, she replied:
You don’t get to trade in one for another, you still get misogyny, you still get patriarchy,
you still get racism, you still get homophobia. They are all present and you experience
marginalization from each one of them.
Although Alana perceived her identities to be interconnected, she acknowledged that each
identity contributed to stressful experiences and interactions in her life, arguing, “they all had
equal weight.” Other respondents, like Saulo, agreed with Alana and pointed out “I feel like they
all kind of blend into each other in some kind of way. I don’t know any other way. I don’t really
think one trumps the other.” For many, like Norman, they could not conceptualize how they
could disentangle their identities even if they wanted to, arguing that “I don’t see the possibility
of separating them out, I think they all just intertwine.”
Those respondents who understood their identities to be interconnected explained that the
stress associated with each of their multiple identities were so prominent that they had no option
but to consider their importance. For example, in my conversations with Ana, she insisted that
the importance of her identities were shaped by the impact that those identities had on her daily
encounters within her social environment. She explained that:

14

See option B in figure 1.4.2.
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I'm like a triple minority. So like, not only am I a woman, also Hispanic and I'm also
bisexual. So that's like three things that I have to like overcome with people or like at
least with racist and homophobes like there's more people that hate me.
Many respondents differentiated their experiences from White sexual minorities, emphasizing
that they encountered more stressors due to additional disadvantaged identities. In his interview,
Lorenzo stated, “Even if you're White and you're having a bad day, you're still White. Whereas
for your Black and Hispanics, you have two things against you versus just having one.” When I
asked him to elaborate why he felt their experiences differed, he explained that:
I know that dealing with both racism and discrimination and homophobia and transphobia
is just a lot. And um, you know, White sexual minorities just don't have to deal with that.
I definitely think a person of color who has experience with racism and discrimination
and being queer definitely has a whole different stress level. I mean, you can tell from the
depression rates, suicide rates and the HIV rates. I mean it impacts everywhere. So I
would definitely say that the stress level is like way different.
Yet, there were also respondents who, like Nathan, described their identities as arranged
in an order based on which identity they perceived to be the most stressful. Nathan explained to
me that he felt his racial identity to be the most important because it was the most salient and the
identity that he considered to be the most disadvantaged. Nathan was very adamant about the
significant role that his racial identity played in all social interactions, even before he came outto others and himself. When asked to indicate which figure best reflected how he perceived his
gender, racial and sexual identity, he assured me that although he felt that all three shaped his
overall construction of self, he chose the figure in which all three overlapped but one was bigger
than the others15. He elaborated that he saw his racial identity as representing the largest portion
of his overall identity because:
It shapes who I am. Ever since I can remember, I can just feel the reactions people have
to me being Black when I show up in a room. I can just have the initial like whatever it is,
whatever the awe of it or the fear of it, I can just feel it
15

See option C in figure 1.4.2
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Similarly, Carl described that although both his racial and sexual identity were important, he
considered his racial identity more prominent because it was the most visible.
It's one of the first things that people see about me before they know anything else. So
that's probably the difference between me saying the gay part is a part of my identity, but
the racial part, it is part of a much stronger part. We live in a society where the white,
male cisgender heterosexual normative is the most privileged. So the further, and I hate
the word deviate, but the further you deviate from that societal privilege norm the lack of
privilege you have. And I think the lack of privilege can grow stress dramatically. I’m
already a racial minority, I don’t need to be a sexual minority as well.
Ultimately, I found that identity centrality was shaped by how stressful respondents
perceived their minority identities to be. Throughout the interviews I noted the reciprocal nature
of the relationship between identity centrality and minority stress. Respondents not only
discussed the ways that their identity centrality was affected by minority stressors but also
elaborated on how identity centrality also shaped these stressors through mechanisms that
allowed them to limit their exposure. I outline some of these mechanisms in the following
section.

2.4.2 Mechanisms of Differential Exposure
Respondents highlighted the lack of control they felt in their exposure to minority stress,
since many of the stressful interactions were rooted in the reactions of others. In almost every
interview, people described strategies that they drew from which allowed them to limit their
exposure to minority stressors. For many, these strategies developed from trial and errorparticularly how it related to family and work dynamics. In this section, I focus on three
mechanisms that contributed to exposure to minority stressors and the strategies that respondents
employed to mitigate exposure: presentation of sexual identity, level of outness, and type of
family support. I found that identity centrality dictated which strategies were most effective to
limit exposure to minority stressors.

66
Presentation of sexual identity played a significant role in the exposure to stressors
associated with sexual identity. In every interview, respondents recalled a homophobic event that
they either personally experienced or saw firsthand which deeply impacted their decisions about
sexual identity disclosure. While some participants described these events as indicators of the
need to be more cautious in whom they disclosed their sexual identity to, others saw them as
turning points in which they felt a form of obligation to be more visible and outspoken.
Regardless of how respondents reacted to homophobic events, they all acknowledged the
importance of using techniques that gave them the option of whether or not to disclose their
sexual identity in social interactions. Treating sexual identity as a private identity and thus
minimizing its importance in social interactions allowed various respondents the ability to avoid
certain stressors related to their stigmatized sexual identity. Nigel described why he considered
his sexual identity to be a private one. He stated:
I don’t think it is something that you need to just throw out to the world and let them
know like you are gay […] that shouldn’t be the norm. It should just be very very casual,
very private.
Rather than try to generate acceptance from others, many respondents chose to limit the
opportunity for rejection or harassment. This strategy was perceived as a form of agency in their
identity management rather than as a strenuous act of concealment. Respondents who described
their sexual identity as private made sure to clarify that they were not ashamed or embarrassed of
their sexual orientation; rather, they felt that choosing when and where to disclose made
interactions less stressful. Amber explained to me that “I think it’s one of those things that it’s
not something that, like I advertise to people, but I do feel comfortable in my own skin.”
Yet, respondents were aware that considering their sexual identity as a private identity
did not buffer exposure to stressors related to their racial/ethnic identity. Norman explained to
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me how his racial identity was always present in every social interaction he had: “race is just
something you can’t hide. People see it before they hear me speak.” To Norman, he had limited
agency in how he could present his blackness-he explained that his skin color was an obvious
marker of difference. Sexual identity, on the other hand, could be more hidden. When navigating
interactions as both a sexual and racial/ethnic minority, minimizing their sexual identity provided
some buffers from certain stressors but they still encountered stressors related to their
racial/ethnic identity. However, by minimizing exposure to stressors associated with their sexual
identity, they were able to devote more energy and support for stressors associated with their
racial/ethnic identity.
Level of outness was also a significant factor that affected exposure to minority stressors.
Various respondents described themselves as being out but discreet in that they were ‘out’ to
some people but were not ‘out’ to most people in their networks such as co-workers, religious
communities, strangers and even some family members. In this way, they were able to minimize
exposure to stressful interactions related to sexual identity. Nathan was very candid about why
he considered himself more reserved when it comes to being ‘out’. He told me, “when it comes
to telling people, I think it's case by case and I think you can be out and be discreet. Like I feel
like I'm more discreet about it.” Nathan explained that he had decided not to be out to coworkers
because he wanted to avoid unnecessary tension and discomfort in the workplace. He wanted a
space where he felt he didn’t have to worry about the feelings of other regarding his sexual
orientation. Similarly, Lorenzo explained that although he was out to close friends, he was not
out at work. When I asked him why he chose not to be out at work, he replied:
The owner of the place I work is way old school. So the other day he asked me a question
about you and your wife. And I'm like, yeah. So I didn't rectify him and say, Hey, I don't
have a wife I have a husband. I think just because he's way older and is just from a
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different time […]I tend not to be so out about my identity. I kind of just keep it to
myself.
On the other hand, respondents who considered themselves out to everyone emphasized
the importance of being open-regardless of context. Kiko expressed why it was important for
him to be out to all his networks.
I've always made kind of a point to myself to let it be known to anyone. I mean before we
get too close because if they don't like it, then we don't need to be close which is fine. We
don't need to be friends. But then once you know that then I can open up to you and be
your friend.
To Kiko, facing possible initial rejection was “worth it” because he could then avoid future
stressful interactions. While some people attempted to avoid any type of stressful encounters,
Kiko sought to minimize them but also let people know “exactly who I am.”
The type of family support that people receive influenced perceptions of minority stress
and affected the ability to draw on family as a resource to cope with these stressors. In fact, many
respondents admitted that their family unit was one of the greatest sources of stress related to
their sexual identity. Generally, respondents described receiving either full acceptance from their
family or conditional support. Conflict relating to disapproval of same sex relationships or
avoidance of sexual identity contributed to strain in familial relationships. Most respondents did
not experience complete rejection from family in which they were completely isolated or cut off
from all communication. Throughout the interviews, various respondents indicated frustration at
the narrative surrounding relationships with family after coming out-especially among people of
color. They acknowledged that while many sexual minorities faced extreme responses from
family-there were many others who received either full acceptance or a range of support. Family
support was seen as a dynamic process, one that changed and had to be maintained. It required
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work, emotional labor and growth. They felt that portrayals of Black and Latino/a families as
being completely unsupportive of sexual minorities were only reflecting one type of experience.
Although some respondents did describe experiences in which family members reacted
negatively when they ‘came out,’ rejection wasn’t the only cause of stress. In addition to
experiences of full acceptance or rejection, most of the respondents described their family as
providing some form of support-what I refer to as conditional support. This conditional support
provided respondents with some level of support as long as there were certain boundaries that
were maintained. For example, Alicia, the youngest respondent in my sample, described to me
the current state of her relationship with her mother after ‘coming out’ just two years ago. She
was very open with the struggle that she faced at home, telling me:
My mom has not reacted well at all. She said I'm not allowed to tell anyone other than the
direct family. So I'm not allowed to tell any of my aunts or uncles or my grandmother.
My grandmother asked me about a boyfriend, like grandmothers do and she was like, you
cannot say anything to her.
Alicia decided that since she still lived at home with her parents, she would ‘follow the rules’ in
regards to her sexual identity disclosure in order to avoid further tension in her home life. Even
though respondents noted that minimization of sexual identity provides a method to limit
minority stress exposure, they also indicated that avoidance of sexual identity by immediate
family members was stressful.
Various respondents talked about feelings of isolation when parents or siblings chose to
ignore their sexual identity. However, they agreed that avoiding the topic of their sexual identity
allowed them to alleviate conflict with family members. They noted that even though they did
not receive outright rejection, they didn’t received acceptance either. Kiko described how his
mother choses to ignore his sexual identity in order to mitigate conflict.

70
It's not mentioned. So it's not necessarily like a negative thing that like we fight about or
anything but it's just not mentioned. So although it's kind of like we decided to put it to
the side so we can have a mother child relationship, but at the same time I can accept and
we can both probably accept that it's always driven a wedge between us. Like there's a
certain, like there's a barrier of how close we can get. Like there's no negative exchange
of words or anything. We don't argue and we don't fight. But there's also a kind of
distance, like an emotional distance.
In keeping boundaries about their sexual identity, Alicia and Kiko were able to remain integrated
in their family unit. However, they admitted that it limited the type of support that they could
receive about stressors related to their sexual identity and at times contributed to them.
Generally, it seemed that when sexual identity disclosure was not a choice-it was perceived as
stressful.
There were also respondents who emphasized the significant role that family support
played in mediating minority stressors. Alana emphatically described the full acceptance that she
received from her family beginning the day she ‘came out.’ She told me:
I'm fortunate. I actually come from a family that loves Jesus and knows what it means to
love Jesus. So we're what we'd like to call, true Christians understand God and love and
how this whole thing was put together and their role in it. So I have a very loving,
wonderful family. I'm very fortunate and I, I've not taken that lightly because I have
walked with enough friends to know not everybody's fortunate.
Alana was aware that full acceptance was something to be thankful for because more often than
not, she saw that this was not the case. Full acceptance from her family meant that she could
draw on them for any type of support related to her sexual identity.
Presentation of sexual identity, outness and family support affected exposure to minority
stressors related to sexual identity. Although respondents differed in levels of sexual identity
centrality-how important sexual identity was to their overall identity- they tailored their
interactions with others in a manner that reduced either the exposure to stressors or buffered the
negative effects of those stressors. Respondents who did not consider their sexual orientation to
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be important components of their overall identity felt that privatizing their sexual identity gave
them the option to circumvent stressful and negative interactions. This allowed them to avoid
uncomfortable and stressful interactions and conversations with family members as well. On the
other hand, respondents who considered their sexual orientation to be extremely important
believed that emphasizing their sexual identity allowed them to screen people in their networks
as potential sources of support. Although they acknowledged that this put them at risk for
rejection and harassment, they felt that the information they would gather about who was
accepting and who wasn’t was “worth it.” In this way, they felt that they didn’t need to engage in
secrecy regarding their sexual behavior and identity and could be more open with supportive
family members. Even though respondents varied in levels of sexual identity centrality, almost
everyone I interviewed considered their racial/ethnic identity to be tremendously important.
Following, I review particular differences in the intersection of racial/ethnic, sexual and gender
identity centrality across social position.

2.4.3 Gendered and Racialized Experiences of Sexual Minority Stress
There were prominent racial/ethnic and gender differences in how minority identity
contributed to minority stressors. The most significant differences between Black and Latino/a
respondents centered on how they perceived their racial/ethnic identity to differentiate them from
others. Although both Black and Latino/a respondents acknowledged that being a racial/ethnic
minority in the United States was stressful, sources and levels of exposure to minority stressors
differed. The majority of Black respondents emphasized the function of their skin color as a
marker of difference. They pointed to the visibility of their skin color in every social interaction.
As Nathan explained to me, “I think you can hide a lot of things, right? That's one thing you just
can't hide. I mean, being a black American, you can just see it.” Black respondents also
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emphasized the significance of their racial identity made by others around them. This lack of
control about the meaningfulness of their racial identity was seen as particularly stressful. They
felt they did not have a choice about the importance of their racial identity, but rather that their
racial identity centrality was imposed on them by their social environment. In her interview,
Amanda shared that even though she did not consider her racial identity to be the most important
identity-she felt others expected it to be. She explained:
I would say one is made to be more prominent than the other three by outside factors
other than me. So I don't really get to decide. My blackness is made to be more prominent
both by society and the Black community. I would say the black community asks you to
be black before you are a woman and certainly before you are LGBTQ. That’s not
necessarily how I would want it or how I feel inside […] but I would say that society has
chosen for me to be Black.
On the other hand, Latino/a respondents repeatedly pointed to elements of their culture
that differentiated them from other racial/ethnic groups. They referred to components such as the
rigidity of traditions, obligation to family and expectations of respect to the community they felt
were unique Latino/a traits-in spite of the range of nationalities and countries of origin within
this ethnic group. Although there were differences in foods, music and even colloquial slang
across nationalities, there were certain traits that were perceived to be associated with a shared
Latino/a identity. This shared Latino/a identity was shaped by the immigrant experience and the
racialization of brown skin. Latino/a respondents acknowledged the impact that immigration and
assimilation had in shaping elements of their culture, whether they were immigrants themselves
or not. Santiago described to me how his Latino culture distinguished him from other racial
groups:
How I act today is due to how my culture has brought me up. Levels of respect, how I
respect other people is a Latino cultural trait. [My fiancé and I] tend not to be affectionate
towards each other on purpose in light that we might be upsetting somebody.
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Although he appreciated the cultural traits that he considered to be embedded into his identity,
Santiago noted that they were also sources of stress. He found it particularly stressful to mitigate
the expectations of his Latino/a community in which he felt he had to put the feelings and
comfort of others before his own.
Skin color also played a significant role among Latinos in shaping exposure to minority
stress associated with racial/ethnic identity. Latinos who could pass as White admitted that they
maintained a certain privilege in being able to minimize their racial/ethnic differences and
mentioned their skin color as a key factor in their differential experience as a Latino/a. Yet,
passing as White was not seen as a sort of immunity to exposure of minority stressors. Latino/a
respondents who could pass as White explained that although they did not face as much overt
racism, they believed they were exposed to more covert racism. Since they were perceived to be
White, they felt people were more comfortable making racially insensitive or disparaging
remarks about Latinos. These interactions were considered uncomfortable and stressful.
Although they acknowledged the privilege in not being visibly Latino/a, they still felt that they
were exposed to stressors related to their racial/ethnic identity.
There were also blatant gender differences in exposure to minority stress that are in-line
with predictions from intersectionality theory (Collins 1999; Collins 1990; Crenshaw 1991;
Crenshaw 2001; Glenn 1999). Women were recognized as being exposed to more stressors by
both men and women. Most men, regardless of race/ethnicity, did not consider their gender
identity to be a salient identity in the same way that their sexual and racial/ethnic identity were.
Nathan explained to me why his gender identity did not play as large of a role as it did for
women.
I feel like the male thing, I don't know why, it just never really does anything for me. I
know I'm a man, and I like being a man, but I guess the blackness is more prevalent for
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me then my gender identity or my sexual orientation is. But I've heard from lesbians,
especially black lesbians that it's really compounded. I know this woman who was talking
about that saying somebody asked her why she would pick all these struggles, it's like
every group that you are in is ostracized, you're a minority. So I do think it's definitely
more [for women], it does have a big role in it.
The additional stressors of being a woman-especially a woman of color-were attributed to as
Saulo mentioned,” things that women go through that men don't” which resulted in unequal
exposure to stress. Both Latina and Black women voiced the added stressors of being not only a
woman, but also a woman of color. Their experience as a woman could not be considered
without also acknowledging their racial/ethnic identity. As a non-binary Latina woman, Leticia
felt she had to prioritize the needs of men, something that she found particularly stressful. She
explained to me that, “There's so much machismo from everyone, these ideals that, you know,
women have to cater to men forever and it's definitely prominent in the Hispanic community.”
To Leticia, she was intentional in living a life that she felt liberated her from the rigid gender
roles that she attributed to the gender binary. Yet, she found that she was unable to avoid them,
especially in her racial/ethnic community. Similarly, Alicia, a Latina who considers herself a
gender non-conforming woman expressed the strain from rigid gender roles in her racial/ethnic
community:
I feel like a lot of these spaces are very homophobic and they have very strong like
gender roles that they feed into. And I just like, I can't stand it because it's like ignoring a
very significant part of who I am.
In summary, unlike Black respondents, Latino/a respondents did not point to their skin
color as the sole marker of difference. Blackness, which respondents perceived to be denoted by
their skin color, was seen as the main driver of differential treatment for their racial identity. For
Latinos, although their skin color was also seen as a marker of difference-they pointed more to
cultural traits as factors that differentiated them from other racial/ethnic groups. However,
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regardless of race/ethnicity, women were perceived as experiencing more stressors associated
with their gender identity. In fact, most men did not even consider their gender to be an
important component of their overall identity and none considered it to be a type of minority
identity.
These findings on the significance of social position in perceptions of identity centrality
and exposure to minority stressors guided the framing for the quantitative analysis that follows.
Given the importance of identity centrality in perceptions of minority stress, for the quantitative
portion of this chapter I focused on the relationship between minority identity and identity
centrality. In the following section, I discuss findings from my analysis of the SJSP data.

2.5

Identity Centrality

Using the SJSP dataset, I examined the relationship between sexual identity, race/ethnicity
and identity centrality, paying close attention to potential confounding factors that may drive
differences in multidimensionality in the conceptualization of ‘the self.’ Although the SJSP
survey does not inquire about gender identity salience, I examine gender differences in
perceptions of sexual and racial/ethnic identity centrality. I begin with an overview of the sample
characteristics and then proceed with a discussion of the patterns of identity centrality. I
conclude by presenting the results from the multinomial logistic regressions and the predicted
probabilities of identity centrality across race/ethnicity and sexual identity.

2.5.1 Sample Characteristics
The analytic sample was predominately Black and gay or lesbian. Table 2.5.1 illustrates
the identity characteristics of the sample. Although the majority of the sample identifies as either
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gay/lesbian or bisexual, a little under a quarter identify with a more non-traditional sexual
identity (e.g. same gender loving, pasiva, in the life). This high percentage is not surprising given
the increased likelihood for Black and Latino/a sexual minorities to identify in more racially and
culturally specific ways (Rodriguez 2003). Even though the majority of the sample identified in a
cisgender identity, 5.5% identified as some variation of non-cisgender. Given the significance of
gender identity in exposure to minority stress, I did not want to exclude non-cisgender adults
from my analysis.16

%
Sexual Identity
Gay/Lesbian
Bisexual
Alternative

68.3
10.7
21.0

Race/Ethnicity
Black
Latino

69.0
31.0

Gender
Male
Female
Alternative

53.7
40.8
5.5

Table 2.5.1.1 Identity Characteristics of Analytic Sample

Table 2.5.2 illustrates the demographic characteristics, the socioeconomic status and the
indicators of social support and community integration for the sample. The mean age for the
sample is 35.9, with the majority of respondents between the ages of 18-45 (76.8%) – so this is a

16 Given the relatively smaller proportion of this group, I only include them as a control. I model adjusts for a
covariate where 1=cisgender male, 2=cisgender female and 3=non-cisgender identity including transgender or any
other gender identity variation such as gender fluid or gender nonconforming. Datasets that include larger numbers
of non-cisgender individuals are necessary for more thorough and inclusive examinations.
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relatively young sample. In terms of nativity status, 15.2% indicate that they are foreign born,
which is not surprising given the inclusion of Latino/a respondents in the analytic sample (almost
36% of Latinos in the sample are foreign born, compared to only 6% of Black adults). Table
2.5.2 also shows the indicators of socioeconomic status. The sample is highly educated, with the
majority of respondents reporting at least some college (36.6%), with substantial percentages
indicating that they were college graduates (22.2% with a Bachelor’s degree and 26% with a
graduate degree). Less than 10% of the sample was unemployed. However, an equal amount of
individuals indicated that they were either employed full time (42.8%) or had some ‘other’ type
of employment (42.6%)17. In terms of household income, the majority of respondents reported
having a household income less than $30,000 (35.3%) with the smallest proportion of
respondents reporting an income higher than $100,000 (9.6%). Altogether, more than half of the
respondents reported incomes less than $50,000, which is considered the mean household
income in the United States in 2010, when the survey was conducted (census.gov). The majority
of respondents indicated having medical insurance (76.9%), although the type of insurance
(whether through an employer or public option) is unknown. Overall, on average, although the
analytic sample is highly educated and maintained some form of employment, this is also an
economically vulnerable sample.
Finally, Table 2.5.2 also illustrates rates and averages of indicators of social support and
community integration. About half of the respondents were not partnered, with another 40%
reporting a partner and only about 7% reported being partnered and in some form of legal union.
Given that the survey was conducted before the repeal of the Defense of Marriage Act (DOMA)

17

People in this category, were either self-employed, retired, in the military or students. The majority of people in
this category were students.

78
in 2013, this low rate of legal unions is not surprising. In terms of perceived family support, the
majority of respondents reported
receiving some level of support, with about 4% of the sample indicating that their family did not
know their sexual identity18. For indicators that shape community integration such as outness and
connectedness to the LGBT community, the mean on the outness scale was lower than the mean
for the connectedness scale. Concerning measures of community involvement, the highest mean
was for involvement in the LGBT community scale (3.3) and the lowest mean for involvement in
the LGBT POC community scale (2.9).

18

Even though this proportion was small, since outness is a significant factor in exposure to minority stress in the
qualitative findings, rather than exclude individuals who were not out to family I include them as a separate group.
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Age
18-45
46+
Foreign Born
Education
HS or less
Some College
College Graduate
Graduate
Employment
Unemployed
Full-Time
Part-Time
Other
Hhld Income
< $30,000
$30,000 -$49,999
$50,000 - $99,999
$100,000 +
Medical Insurance
Relationship Status
Un-partnered
Partnered, not in a legal union
Partnered, in a legal union
Other

76.8%
23.2%
15.2%

15.1%
36.6%
22.2%
26.0%
8.1%
42.8%
6.4%
42.6%
35.3%
25.9%
29.3%
9.6%
76.9%
50.4%
40.7%
6.8%
2.2

Family Support

4.2

Outness

3.6

Connectedness to LGBT community

4.1

Involved in LGBT community
Involved in POC community
Involved in LGBT POC community

3.3
3.0
2.9

Table 2.5.2 Sample Characteristics
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2.5.2 Patterns of Identity Centrality
Table 2.5.2.1 displays the distribution of identity centrality among the analytic sample.
By far, the majority of respondents indicated that both sexual and racial/ethnic identity were
equally important (43%). Approximately the same proportion of respondents indicated that
either their racial/ethnic (28.7%) or sexual identity (28.3%) were the most important identity.
However, since my qualitative findings indicated that identity centrality varied across social
position, I was also interested in examining the rates of identity centrality across
race/ethnicity and sexual identity groups.
%
Identity Centrality
Sexual Identity is more important
Racial Identity is more important
Sexual & Racial Identity equally important

28.7
43.1
28.3

Table 2.5.2.1 Identity Centrality Among Black and Latino Adults

Figure 2.5.2.1 illustrates racial/ethnic differences in rates of identity centrality. Taking
into account only racial/ethnic differences, there is variation in identity centrality patterns
between Black and Latino/a respondents. Among Black adults, the proportion of respondents
who indicate that both sexual and racial/ethnic identities are equally important (44.1%) is similar
to the aggregated rate in Table 2.5.2.1. However, there are a higher proportion of Black
respondents who indicate that their racial/ethnic identity is more important (32%) than those who
indicated that their sexual identity is more important (23.8%). Among Latino/a adults, the
proportion of respondents who indicate that their sexual and racial/ethnic identity are equally
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important (40.6%) is similar to the proportions of adults who indicate that their sexual identity is
the most important identity (39.4%). However, unlike Black respondents, Latino/a adults who
indicate that their racial/ethnic identity is the most important identity (20%) was lower than those
who indicated that their sexual identity was more important. These unadjusted rates indicate that
there may be significant racial/ethnic differences in patterns of identity centrality.

Figure 2.5.2.1 Identity Centrality Across Race/Ethnicity

Table 2.5.2.2 shows the patterns of identity centrality across gay/lesbian, bisexual and
alternatively identified Black and Latino/a adults. Figures 2.5.2.2-3 graphically illustrate the
proportions of identity centrality. First, among Black sexual minority adults, the patterns of
identity centrality among gay and lesbian adults mirror the patterns in the aggregated rates in
Table 2.5.2.1 with the majority of respondents indicating that both identities are equally
important (45.1%) and similar rates indicating that either sexual identity (27%) or racial/ethnic
identity (27.9%) are more important. Only among Black bisexual adults is the proportion of
those who indicate that both identities are equally important (40%) lower than any other
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category, although only slightly lower than bisexuals who indicate that their racial/ethnic identity
is the most important identity (38.2%). For both Black bisexuals (40%) and those who identity in
an alternative sexual identity (39.9%), the proportion of those who indicate that racial/ethnic
identity is the most important identity is not only similar but twice as high as those who indicate
that sexual identity is the most important identity.
Patterns among Latino/a sexual minority adults were more variable. Among gay and
lesbian adults, the lowest proportion of respondents indicated that their racial/ethnic identity was
the most important identity (15.4%), with similar proportions of respondents reporting that either
their sexual identity was the most important identity (41.5%) or that both were equally important
(43.1%). Among Latino/a bisexuals, almost half of the respondents indicated that their sexual
identity was the most important identity (45.6%) with similar proportions indicating that their
racial/ethnic identity is the most important identity (28.1%) or both were equally important
(26.3%). Patterns among Latino/a adults who identified in an alternative sexual identity were
similar to patterns among alternatively identified Black respondents. The lowest proportion of
individuals reported that their sexual identity was the most important identity (23.9%) and the
highest proportions of adults indicated that both were equally important (39.4%). Generally,
these unadjusted rates show that incorporating both racial/ethnic and sexual identity is important
in any assessment of identity centrality.
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Identity Centrality
Sexual Identity is more important
Racial Identity is more important
Sexual & Racial identity equally important

Identity Centrality
Sexual Identity is more important
Racial Identity is more important
Sexual and Racial Identity equally important

Gay/Lesbian
(N=710)

BLACK
Bisexual
(N=109)

Alternative
(N=262)

%

%

%

27.0
27.9
45.1

21.8
40.0
38.2

15.9
39.9
44.2

Gay/Lesbian
(N=359)

LATINO/A
Bisexual
(N=57)

Alternative
(N=74)

41.5
15.4
43.1

45.6
28.1
26.3

23.9
36.6
39.4

Table 2.5.2.2 Rates of Identity Centrality Across Race/Ethnicity & Sexual Identity

Black Sexual Minority Adults
50
45
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35
30
25
20
15
10
5
0
Gay/Lesbian
Sexual Identity is more important

Bisexual
Racial/Ethnic Identity is more important

Alternative
Equally Important

Figure 2.5.2.2 Identity Centrality Among Black Sexual Minority Adults
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Latino/a Sexual Minority Adults
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Sexual Identity is more important

Bisexual
Racial/Ethnic Identity is more important

Alternative
Equally Important

Figure 2.5.2.3 Identity Centrality Among Latino/a Sexual Minority Adults

2.5.3 Multinomial Logistic Regressions Predicting Identity Centrality
Table 2.5.3.1-2 presents the relative risk ratios from multinomial logistic regression
models that test whether the relationship between minority identity and identity centrality varies
across racial/ethnic and sexual identity groups. In the table, models contrast identity centrality
groups for respondents who indicated that their (a) sexual identity is the most important identity
(b) racial/ethnic identity is the most important identity, or (c) both sexual and racial/ethnic
identity are equally important (reference group). Table 2.5.3.1 presents the results from the
baseline and model that adjusts for demographic characteristics (model 2), while Table 2.5.3.2
presents the results from the modeling that adjusts for socioeconomic status, social support and
community integration and the fully adjusted model (models 3-5).
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My results shows that sexual identity and racial/ethnic identity are strongly and
significantly associated with identity centrality. In the baseline model, bisexuals (RRR=0.50) and
adults who identify in an alternative sexual identity (RRR=0.61) have lower relative risk than
gay/lesbian adults of reporting that their sexual identity is more important (relative to reporting
that their racial/ethnic identity is more important). This association remains significant only for
alternatively identified adults when I adjust for all controls. Both bisexuals (RRR=1.99) and
adults who identify in an alternative sexual identity (RRR=1.66) have elevated relative risk
compared to gay/lesbian adults of reporting that their sexual identity is more important (relative
to reporting that both identities are equally important). This association remains significant for
both in the fully adjusted model.
In terms of racial/ethnic differences, Latino/a adults have higher relative risk than Black
adults of reporting that their sexual identity is the most important identity (relative to reporting
either that their racial/ethnic identity is more important (RRR=1.43) or that both identities are
equally important (RRR=1.73). This significant association remains for both contrasts in the
fully adjusted model. In the fully adjusted model, indicators of social support and community
integration are the only strong predictors of identity centrality.
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Looking at the modeling for adjustment of controls, model 2 illustrates that the only
demographic characteristic that seems to be a significant predictor for identity centrality in any
of the contrasts is gender identity. Adults who identify as a cisgender female have a higher
elevated risk (RRR=1.34) than adults who identify as cisgender male of reporting that their
sexual identity is more important (relative to reporting that their racial identity is more
important). However, this association is reduced to non-significance in the fully adjusted model.
Model 3 adjusts for indicators of socioeconomic status. Employment status, education and
household income are not significant predictors of identity centrality. Finally, model 4 presents
the relative risk ratios adjusting for indicators of social support and community integration, and
shows that outness, connectedness to the LGBT community and involvement in any type of
community are significantly associated with identity centrality. Relationship status and family
support, however, do not seem to be a significant predictor in any of the contrasts. Both outness
(RRR=1.21) and connectedness to the LGBT community (RRR=1.16) are significantly and
positively associated with reporting that sexual identity is more important than racial/ethnic
identity. Both are also negatively associated with reporting that racial/ethnic identity is more
important than reporting that both sexual and racial/ethnic identities are equally important. It
seems that higher levels of outness and connectedness to the LGBT community reduce the
likelihood of reporting that racial/ethnic identity is the most important identity.
Unsurprisingly, involvement in the LGBT community is positively and significantly
associated with higher relative risk ratios (RRR=1.30) of reporting that sexual identity is the
most important identity compared to reporting that both identities are equally important.
However, this association is no longer significant in the fully adjusted model. It is also not
surprising that higher levels of involvement in the POC community increase the likelihood
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(RRR=1.31) of reporting that racial/ethnic identity is the most important identity (relative to
reporting that both identities are equally important) and reduces the likelihood (RRR=0.66) of
reporting that sexual identity is the most important identity (relative to reporting that racial
identity is the most important identity). However, it is notable that higher levels of involvement
in the LGBT POC community decreases the likelihood of reporting that either sexual identity
(RRR=0.83) or racial/ethnic identity (RRR=0.75) are the most important identity relative to
reporting that both are equally important; this association remains in the fully adjusted model.
There seems to be no significant association between involvement in the LGBT POC community
and the contrast in reporting that sexual identity is more important relative to reporting that
racial/ethnic identity is more important –even in the fully adjusted model.

2.5.4 Predicted Probabilities
In order to add more clarity to my results, I present predicted probabilities generated from
the baseline and fully adjusted models to evaluate differences across race/ethnicity and sexual
identity. Figures 2.5.4.1-4 illustrate the predicted probabilities across race/ethnicity and sexual
identity separately in order to highlight the comparisons for each minority identity. First, Figures
2.5.4.1-2 depict the probabilities from the baseline and fully adjusted models for Black and
Latino/a sexual minority adults. In the baseline model, the probability of sexual minority Black
(0.458) and Latino/a (0.435) adults reporting that both sexual and racial/ethnic identity are
equally important is similar. However, Black adults have slight higher predicted probabilities of
reporting that their racial/ethnic identity is more important (0.288) than reporting that their
sexual identity is more important (0.254). Compared to Latinos, they are more likely to indicate
that their racial/ethnic identity is more important (compared to a probability of 0.202) for
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Latinos) and less likely to indicate that their sexual identity is more important (compared to a
probability of 0.362 for Latinos). In the fully adjusted model, these patterns remain, with only
minimal differences in the predicted probabilities once the models are adjusted for all controls.

Baseline
50
40
30
20
10
0
Sexual Identity

Racial Identity
Black

Equally Important

Latino

Note: Baseline model controls for sexual and racial/ethnic identity. However, this figure only
depicts the predicted probabilities for racial/ethnic identity.

Figure 2.5.4.1 Predicted Probabilities of Identity Centrality Across Race/Ethnicity
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Fully Adjusted
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Note: The fully adjusted models control for sexual and racial/ethnic identity, demographic
characteristics, socioeconomic status and social support and community integration. However,
this figure only depicts the predicted probabilities for racial/ethnic identity.

Figure 2.5.4.2 Predicted Probabilities of Identity Centrality Across Race/Ethnicity

Figures 2.5.4.3-4 present the predicted probabilities of identity centrality across sexual
identity groups for the baseline and fully adjusted model. In the baseline model, Black and
Latino/a gay/lesbian (0.464) and alternatively identified adults (0.461) are more likely to report
and that both racial/ethnic and sexual identity are equally important; the predicted probabilities
are quite similar. Black and Latino/a bisexuals (0.334) and alternatively identified adults (0.309)
have similar predicted probabilities of indicating that their racial/ethnic identity is more
important while gay/lesbian (0.305) and bisexual adults (0.309) have similar predicted
probabilities of indicating that their sexual identity is most important. In the fully adjusted
model, the patterns remain largely the same, with only slight differences in the majority of the
predicted probabilities.
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Note: Baseline model controls for sexual and racial/ethnic identity. However, this figure only
depicts the predicted probabilities across sexual identity.

Figure 2.5.4.4. Predicted Probabilities of Identity Centrality Across Sexual Identity

Fully Adjusted
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Note: The fully adjusted models control for sexual and racial/ethnic identity, demographic
characteristics, socioeconomic status and social support and community integration. However,
this figure only depicts the predicted probabilities for sexual identity.

Figure 2.5.4.3. Predicted Probabilities of Identity Centrality Across Sexual Identity
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2.6

Discussion and Conclusion

Research documents differential exposure to stress, where certain population groups have
disproportionate exposure to particular stressors (Pearlin et al. 2005; Pearlin 1981). Minority
stress is a particular type of stress associated with sexual minority identity that contributes to
disparate exposure to stressors across sexual orientation. Although there is a growing body of
research that draws on studies of minority stress among sexual minorities of color (Meyer,
Schwartz and Frost 2008; Kertzner et al. 2009), much of the work focuses on single status
examinations of sexual minorities. Studies indicate that identity centrality plays an integral role
in coping with minority stressors (Chavous et al. 2003; Neblett et al. 2012; Umana Taylor et al
2015; McCoy and Major 2003). Yet, the majority of quantitative studies on identity centrality
tend to model centrality as a moderator rather than an outcome of interest, focusing more on the
association with outcomes and less on the factors that influence identity centrality itself.
In order to expand the limited scholarship on the relationship between identity centrality and
minority stress, I assessed patterns of identity centrality and inquired about stressful experiences
associated with minority identity. Specifically, I evaluated what factors influenced perceptions
regarding racial/ethnic and sexual identity centrality among Black and Latino/a non-heterosexual
adults. Overall, there are three key findings to highlight from this chapter.
First, both the qualitative and quantitative portions of my study suggest that the relationship
between minority identity and identity centrality is variable and should not be taken for granted. I
found that racial/ethnic and sexual identity centrality differed across social position. A shared
minority identity did not necessarily equate to similar levels of identity centrality. For the
quantitative portion of my study, I constructed an identity centrality measure that not only
examined the importance of sexual and racial/ethnic identity but also the importance of each
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identity relative to each other. I found significant differences in patterns of identity centrality
across race/ethnicity and sexual identity groups. While some racial/ethnic minorities considered
their racial/ethnic identity to be more important than their sexual identity, there were others who
considered it to be as important and even some that considered their racial/ethnic identity to be
less important. This variation was also evident in patterns of sexual identity centrality across
sexual identity groups.
My interview findings suggest that differences in identity centrality may be driven by
important variation in minority stress based on racialized and heterosexist experiences. Similar to
other studies, I found that both Black and Latino/a interview respondents shared similar
experiences of racialization and exposure to minority stress related to their racial/ethnic identity
(Kertzner et al. 2009). However, I also found that there were significant differences in how they
perceived their racial/ethnic identity to shape their everyday interactions and how they believed
it differentiated them from others. These differences shaped variation in perceptions of
racial/ethnic identity centrality as well as levels of exposure to minority stressors. While Black
respondents pointed to the importance that their Blackness (which was signified by their skin
color) had in shaping their treatment from others in all social interactions, Latino/a respondents
indicated that only some social interactions were shaped by their skin color. Instead, most
Latino/a respondents pointed to cultural differences as their biggest sources of stress associated
with their racial/ethnic identity. Although Latino/a respondents acknowledged that their brown
skin (with the exception of those who could pass as White) excluded them from Whiteness-and
the privilege that comes with it-they did not allude to their skin color as a marker of difference in
the same way Black respondents did. Current studies on racial/ethnic identity centrality tend to
focus on one racial or ethnic group at a time, which may overlook significant similarities and
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differences in how population groups are racialized. These differences can have important
implications for health policies that target particular groups. Future studies on minority stress
should continue to examine racial/ethnic differences that highlight both similar and racially
specific exposure to stressors.
Studies on sexual identity centrality are rare, making it difficult to compare my results with
previous assessments. However, my interview findings suggest that sexual identity centrality was
shaped by heterosexist experiences. Similar to findings on minority stressors associated with
racial/ethnic identity, I also found that identity centrality varied according to exposure to
stressors associated with their stigmatized sexual identity. Although limited, studies that examine
the relationship between sexual identity centrality and minority stress have found evidence of
variation across age and gender identity (Shramko, Toomey and Anhalt 2018). Findings from my
secondary data analysis also point to particular factors such as gender identity that are associated
with identity centrality, however, I find that other elements seem to be more strongly associated
with racial/ethnic and sexual identity centrality. My findings suggest that future studies should
continue to investigate identity centrality in order to further understand how it shapes wellbeing,
in addition to coping with minority stressors.
Second, my qualitative findings suggest that an underlining mechanism driving variation in
identity centrality across social position may be partially attributed to the reciprocal relationship
between identity centrality and minority stress. The majority of the studies on identity centrality
focus on one component of its relationship with minority stress-examining how identity
centrality moderates the relationship between minority status and minority stressors such as
victimization, rejection or discrimination and indicators of wellbeing (Bry et al. 2018; Almeida
et al. 2009; Burrow and Ong 2010). However, my findings highlight the relationship between
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identity centrality and minority stress, in that identity centrality not only shaped exposure to
minority stress but was also shaped by perceptions of minority stress exposure. In my interviews,
I found that presentation of sexual identity, level of outness and type of family support shaped
exposure to minority stressors related to sexual identity. Similar to my interview findings,
previous work has found particular stressors related to sexual identity for Black and Latino/a
sexual minority adults such as heteronormative family values and negotiating outness in
racial/ethnic communities (Munoz-Laboy 2008; Meyer, Schwartz and Frost 2008; Pastrana 2015;
Holloway et al. 2015). I found that treating sexual identity as a private identity minimized its
importance in social interactions and allowed respondents the ability to avoid certain stressors
related to their stigmatized sexual identity. This strategy was perceived as a form of agency in
their identity management that served as a stress buffer rather than as a strenuous act of
concealment. Other work has also pointed to the positive perceptions of identity management by
sexual minorities (Lingel 2009; McLean 2008). This also links with previous studies showing
that bisexuals report less discrimination because they can “hide” their sexuality more easily than
gay/lesbian people, especially when they partner with opposite sex people (Warner et al. 2004;
Eliason 2000; Chrobot-Mason, Button and DiClementi 2001; Ward and Winstanly 2005).
Interview respondents described a sort of agency, in that they perceived that sexual identity
management affected how much and how often people were subjected to stressors associated
with their sexual identity. However, this form of agency was not as evident in racial/ethnic
identity management, due to the fact that skin color was a more visible indicator of minority
status.
In addition to examining how identity centrality relates to exposure to minority stressors, I
also examined how perceptions of minority stress influenced patterns of identity centrality.
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Results from my interviews indicate that how stressful a minority identity was perceived to be
influenced how important respondents reported that identity to be. I not only asked respondents
to describe how they perceived their multiple identities to be organized (e.g. hierarchical,
additive or intersecting), but I also inquired about the mechanisms that drove these perceptions.
How respondents navigated systems of power such as racism, sexism and heterosexism largely
influenced perceptions of disadvantaged and stress. In conducting a mixed methods study, I was
able to probe about the processes that highlighted the variation I found in the secondary data
analysis. In my interviews, I questioned respondents about their perceptions of identity
centrality-about why they understood their identities to be less or more important. This provided
me the opportunity to engage in more critical inquiry that is necessary for intersectional work.
Finally, I found that social support and community integration were significantly associated
with identity centrality, more so than demographic characteristics and socioeconomic status. My
interview findings emphasize the significant role that family support and outness play in
exposure to minority stressors and in shaping perceptions of identity centrality. When
respondents spoke about sources of stress related to their sexual and racial/ethnic identity, they
underscored more strain from family dynamics and sexual identity disclosure rather than
stressors from their financial status. Previous studies highlight the particular conflict that sexual
minorities of color encounter in navigating sexual identity disclosure and outness within their
family units and social networks (Acosta 2013; Munoz-Laboy 2008; Ryan et al. 2009; Pastrana
2016). Given the importance of sexual identity centrality to disclosure and outness, it is not
surprising to find that identity centrality is significantly associated with family support and
outness. Findings from my secondary data analysis also suggest that level of outness was
significantly associated with patterns of identity centrality-even when adjusting for
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socioeconomic status and demographic characteristics. Given the significant role that family
support and outness plays in shaping identity centrality and exposure to stressors, my research
cautions against focusing exclusively on indicators of socioeconomic status.
I also found that levels of connectedness and involvement with different types of
communities were significantly associated with identity centrality. In my secondary data
analysis, I found that increased level of connectedness to the LGBT community was significantly
associated with increased likelihood of indicating that sexual identity was more important than
racial/ethnic identity. This finding aligns with other work that point to the importance of
connection to a community in the identity formation process (Flores et al. 2009; Heath and
Mulligan 2008).
In this chapter, I do not examine whether respondents draw more from family support rather
than community support19. However, my results imply that community integration matters for
identity centrality. My quantitative findings suggest that those who indicated higher levels of
involvement in a particular type of community (LGBT or POC) were more likely to indicate that
the corresponding identity was the most important identity. On the other hand, respondents who
indicated higher levels of involvement in an LGBT POC community did not seem to have a
higher likelihood of reporting that one identity was more important than the other. Overall, my
results illustrate that which community respondents were more involved in, was significantly
associated with which minority identity respondents perceived to be more important. This is not
too surprising, but it does imply that people are making particular choices about which
communities to invest in based on how they perceive their minority identities to be organized.

19

See Chapter 4 for findings of social support and community integration.
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In connecting identity centrality with minority stress, I emphasize both the agency and
constraint that sexual minorities of color navigate in mitigating stressful exposure. My interview
findings illustrate the strategies that Black and Latino/a sexual minorities draw on to limit their
exposure to certain types of minority stressors. Studies on health disparities among minority
groups have been criticized for only focusing only on the manner in which they are negatively
impacted by social structures without addressing how they adapt to them (Bowleg et al. 2003;
Greene 1995; Stepakoff and Bowleg 1998; Todd and Worell 2000). I depict my respondents not
only as affected by the systems of power they are embedded in, but also as resilient.
Although my findings engage with important intersectional and sociological
conversations about inequality, there are two key limitations to this assessment. First, due to
small cell sizes, I was unable to examine specific differences in identity centrality within gender
identity, racial/ethnic and sexual identity groups in my secondary data analysis. As a result, I was
only able to examine the relationship of minority identity and identity centrality across groups
but not within them. However, I was able to inquire about gender and racial/ethnic differences in
the qualitative portion of my study. Although the interview findings complement the limitation in
the data analysis, I was limited in the type of intersectional analysis I could conduct in the
quantitative portion.
Second, I conducted my analysis among a non-probability sample of adults. However,
compared to demographic characteristics of the LGBT population from probabilistic surveys,
this SJSP sample is similar in patterns of average age, education and income (Gates 2014). These
limitations are largely due to the lack of available representative data that includes a large
number of racial/ethnic sexual minorities as well as non-cisgender individuals. Gender minorities
as well as sexual minorities of color are a proportionately small population group relative to the
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U.S population and therefore a hard to reach population. There are also issues of mistrust from
the racial/ethnic community due to the historical context of exploitation by researchers along
with the reluctance to answer questions about a stigmatized identity (LaViest Isaac and Williams
2009; Musa et al. 2009; Hall et al. 2001). Scholars have circumvented these obstacles by
engaging in targeting sampling techniques (Southern et al. 2008; Muhib et al. 2001), similar to
those used in the SJSP dataset. Future work should collect similar information using probabilitybased sampling in order to draw more generalizable conclusions. Nationally representative
surveys should be encouraged to oversample for racial/ethnic minorities and include questions on
sexual and gender identity. This would allow for the creation of datasets that are large enough to
generate detailed statistical analysis across multiple identity statuses.
The relationship between minority identity and identity centrality continues to be largely
overlooked by sociological inquiry. In doing so, we neglect an important component of the
minority stress process. In this chapter, my findings suggest that variation in identity centrality
may point to differential exposure to minority stressors. Unequal distribution in exposure to
stressors is an important area in understanding and properly addressing health disparities across
social groups ((Pearlin 1981; Pearlin et al. 2005; Geronimus 1992; Geronimus et al. 2006; Taylor
and Turner 2002). Therefore, more sociological research should continue to consider potential
indicators of inequalities that are less clear-cut. Future studies should examine the ways in which
minority stressors shape identity centrality and what that variation may indicate.
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Chapter 3

Identity Centrality and Indicators of Wellbeing

Pearlin’s stress process model considers the health implications of stress on physical
health status and mental wellbeing (Pearlin et al. 1981). It is well documented that there are
negative physical and mental health implications for the physiological response to stressors in
our environment (Turner, Wheaton and Lloyd 1999; Mirowsky and Ross 2003). Scholars argue
that health disparities across sexual orientation are partly due to exposure to specific stressors
associated with sexual minority identity in addition to general stressors in their social
environments (Meyer 2003; Makadon et al. 2015). Studies also suggest that elevated rates of
certain health risk behaviors among sexual minorities may be the result of unhealthy coping to
stressors related with their stigmatized sexual identity (Hughes 2011; Hughes and Eliason 2002;
IOM 2011; Lick et al. 2013). An increasing body of work points to the significant role of identity
centrality in the relationship between minority stressors and wellbeing, especially among
minority populations (Umaña -Taylor et al. 2015; Fuligini, Witkow and Garcia 2005). However,
current scholarship on identity centrality has certain limitations.
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Much attention has been paid to the relationship between exposure to minority stressors
and psychological distress (Diaz et al. 2001; Bry et al. 2018; Umaña-Taylor 2016; Russell et al.
2012; Gray, Mendelsohn and Omoto 2015). Overwhelmingly, these studies find that increased
exposure to minority stressors is associated with poorer mental wellbeing (Holloway et al 2015;
Pascoe and Smart Richman 2009; Russell and Fish 2016). Studies suggest that identity centrality
is an important component in the minority stress process that can buffer against the negative
health impact of stress (Brook, Garcia and Fleming 2008). Although more commonly found in
the field of psychology, researchers have examined the relationship between identity centrality,
minority stress and various indicators of wellbeing (Detrie and Lease 2007). However,
scholarship tends to focus heavily on indicators of mental health, leaving physical health status
and health behaviors under-examined (Garnett et al. 2014; Szymanski and Lewis 2016; Perry and
Pauletti 2011).
Studies that analyze the association between identity centrality, minority stress and
wellbeing also overwhelmingly focus on racial/ethnic identity centrality (Umana-Taylor et al.
2015; Fuligini, Witkow and Garcia 2005; Chavous et al. 2003), finding mixed results about the
potential buffering effecting of centrality on health. For example, Umana-Taylor and colleagues
found evidence of a significant association between high racial/ethnic identity centrality and
positive mental wellbeing among Latinx youth (2015). Yet, while some studies find a protective
effect of identity centrality on health, others suggest that it may exacerbate the negative effects of
minority stressors (Sellers, Caldwell, Schmeelk-Cone and Zimmerman, 2003; Sellers et al.
2006). Rarely studied is sexual identity centrality. Additionally, work that assesses the
relationship between identity centrality and health tends to focus on only one type of identity
centrality at a time. As a result, empirical studies that examine how variation in levels of
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racial/ethnic and sexual identity centrality relates to health are lacking across all disciplines.
Sociological research that analyzes the health implications of identity centrality is
limited. Given the significance of minority identity and its meaningfulness for perceptions of
exposure to minority stress, identity centrality is a useful and relevant concept for sociological
health evaluations. Missing from current examinations of identity centrality and health is
attention to indicators of stratifying systems such as demographic characteristics and
socioeconomic status, which shape access to health risk and health promoting resources.
Therefore, I also incorporate a sociological lens in my examination of identity centrality by
assessing how particular health relevant factors that indicate advantage and disadvantage in
social status influence the association between identity centrality and health.
In this chapter, I draw on an intercategorical intersectional approach (McCall 2005) in my
examination of identity centrality to analyze how the intersection of both sexual and racial/ethnic
identity centrality shape wellbeing. Bauer and Scheim (2019) caution researchers against making
misleading interpretations by overlooking certain limitations in quantitative work that draws on
identity categories. It is not identity categories themselves that reproduce inequality but rather
the processes linked with identity that do. Generalizations about inequality that rely on identity
categories overlook what it is about identity categories that contributes to meaningful differences
across social groups. As such, rather than simply examining the relationship between minority
identity and health, I focus on identity centrality in order to address how differences in the
meaningfulness of minority identity impacts wellbeing. By examining the meaningfulness of
identity centrality, I overcome some of the limitations of quantitative scholarship in identity and
intersectional work. In this way, I attempt to disentangle certain identity processes that have
important implications for health.
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I do this by posing two empirical questions: 1) What is the association between
racial/ethnic and sexual identity centrality and indicators of wellbeing? 2) Does this association
vary at different levels of both types of centrality? I answer these questions by analyzing data
from the Social Justice Sexuality Project (SJSP). By posing these research questions, I address
two current gaps in the identity centrality literature. First, in addition to focusing on a population
that is empirically under-examined, I assess the relationship between two types of identity
centrality (sexual identity centrality and racial/ethnic identity centrality) and health. However,
rather than just examining racial/ethnic and sexual identity centrality separately, I also include an
analysis of the interaction between the two. Second, I not only examine the association between
identity centrality and mental wellbeing, but also the association with physical health status. In
addition, I examine one particular health behavior-smoking status-since it is a documented
stress-coping behavior that has significant negative health implications.

3.1 An Overview of LGBT Health
Existing research documents that sexual minorities face disproportionate health risks that
impact their overall wellbeing and contribute to health disparities across sexual orientation
(Gonzalez et al. 2016; IOM 2011). Compared to heterosexuals, sexual minority adults have an
increased risk of cardiovascular disease (Farmer et al. 2013), elevated proportions of poorer
physical and mental health (Mays et al. 2002; Cochran and Mays 2000) and elevated rates of
obesity (Conron, Mimiaga, and Landers 2010). These health risks are driven by high rates of
discrimination, inadequate healthcare coverage, lack of laws that protect LGBT individuals and
medical care that does not meet the specific health needs of the sexual minority community
(Movement Advancement Project 2016; Makadon et al. 2015: IOM 2011). Meyer also argues
that elevated exposure to minority stressors among sexual minorities contribute to higher rates of
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emotional distress and poorer overall health relative to heterosexuals (Meyer 2003; SavinWilliams 1994; Ryan et al. 2009). He asserts that sexual minorities encounter unique stressors
associated with a stigmatized sexual identity that differs from stressors encountered by other
minority groups. These disparities across sexual orientation highlight the constraints that sexual
minorities face in maintaining wellbeing, signaling a need to understand the barriers that these
populations encounter.
In spite of increasing evidence of significant health disparities relative to heterosexuals,
scholars caution against making sweeping generalizing about the health profiles of sexual
minorities without considering the variability of disadvantage within this population. In terms of
differences in health across sexual identity groups, a growing body of work has established a
bisexual disadvantage in both physical and mental wellbeing where bisexual individuals report
poorer overall health not only relative to heterosexuals but also to other sexual identity groups
(Bostwick et al. 2009, Brennan et al. 2010; IOM 2011). Research suggests that this disadvantage
is due to more economic vulnerability relative to other sexual identity groups, biphobia and
rejection from both lesbian/gay as well as heterosexual men and women (Movement
Advancement Project 2016; IOM 2011; Makadon et al. 2015). Missing from comparative health
studies across sexual identity groups is an examination of individuals who identify outside of the
lesbian, gay and bisexual categories. There is very limited information about their health profiles
and whether they align more closely with bisexuals as a more disadvantaged group. Ultimately,
more inclusive sexual minority research is needed.
In addition to differences across sexual identity groups, research documents racial/ethnic
disparities among sexual minorities. Although sexual minorities of color continue to be an underexamined population, there is an increasing body of work that documents how sexual minorities
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who are also racial/ethnic minorities have higher rates of risky health behaviors, poorer health
and more limited access to health promoting resources than white sexual minorities (IOM 2011;
Landers and Gilsanz 2009). This aligns with the mountain of research documenting especially
poor health outcomes among heterosexual Black adults (Geronimus et al. 2006; Ventura et al.
1997; Hayward et al. 2000) as well as the health challenges of heterosexual Latino/a men and
women (Williams 2012; Akresh and Frank 2008; Antecol and Bedard 2006). Studies point to
racial/ethnic disparities in health (higher rates of morbidity and mortality) due to structural
systems of stratification such as racism and segregation that link race to health (Du Boise 1899;
Williams and Sternthal 2010). Recently, health scholars have called for an intersectional and
more nuanced examination in studies that address variation across social position-even among
marginalized groups (Bauer 2014; Cho et al. 2013; Bowleg 2008). This requires health
researchers to address the intersecting patterns of advantage and disadvantage across multiple
positions that contribute to the heterogeneity in health profiles among sexual minority
populations.
There are currently only a few health studies that examine differences across multiple
identities. In a study by Tuthill et al. (2020), they found evidence that health patterns are
significantly shaped by intersections across gender identity, sexual orientation and race/ethnicity.
While they found that some adults with multiple minority statuses (such as Latina women) had
higher rates of poorer health relative to other racial/ethnic and sexual orientation groups, for
others (e.g. Black men) health status was relatively similar regardless of sexual orientation.
Similarly, Liu et al. (2013) found variability in patterns of health disadvantage across the
intersections of sexual identity, race/ethnicity and gender identity. While they found that sexual
minority Black and Latina women reported poorer self-rated health relative to their heterosexual
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counterparts, they did not see this pattern among White women or Black and Latino men. These
findings indicate that there are complex and significant differences in health disadvantage across
social position that need to continue to be carefully examined.
In addition to disparities in health status, research on sexual minority health also points to
elevated rates of health risk behaviors including cigarette smoking (King et al. 2012; Cochran et
al. 2013), heavy drinking (Cochran and Mays 2000; Gilman et al. 2001; Valanis et al. 2000) and
substance abuse (Cochran et al. 2004; McCabe et al. 2009) relative to heterosexuals. In this
chapter, I focus on cigarette smoking, since it is associated with an array of preventable diseases
including heart disease, certain types of cancer and pulmonary disease (CDC 2004; 2010).
Studies document that compared to heterosexuals, sexual minorities have higher rates of
smoking overall (Gruskin and Gordon 2006; Ward et al. 2014) and bisexuals have the highest
rates (Gorman et al. 2015; Blosnich, Jarett and Horn 2011). Although comparative studies of
smoking among sexual minorities of color are limited, evidence suggests that they are more
likely to smoke cigarettes than their heterosexual peers (Landers and Gilsanz 2009; Tuthill et al.
2020).
A substantial amount of evidence documents the negative health implications from
exposure to a range of minority stressors including discrimination, physical harm, verbal abuse
and social exclusion (Hong, Kral and Sterzing 2015; Nakamoto and Schwartz 2010). Scholars
also suggest that engagement in unhealthy behaviors among sexual minorities may be an attempt
to cope with stressors related with a stigmatized sexual identity (Hughes 2011; IOM 2011; Lick
et al. 2013). Researchers point to elevated exposure to minority stressors associated with sexual
identity as one of the significant driving forces for health disparities across sexual orientation
(Meyer 2003; Makadon et al. 2015). An increasing body of work has identified the significant
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role of identity centrality in the relationship between minority stress and wellbeing, especially
among minority populations (Umana-Taylor et al. 2015; Fuligini, Witkow and Garcia 2005).
Although the majority of this work has been conducted in the field of psychology and social
work, it has important sociological implications for examinations of health disparities. The
meaningfulness of identity is shaped by the structures and social environment that people are
embedded in. Therefore, how perceptions of identity importance shape wellbeing may not be
individual specific but rather impact individuals at the group level.

3.2 The Association between Identity Centrality and Health
Although the relationship between stress and negative health outcomes is well established
(Pearlin et al. 2005; Pearlin and Skaff 1996; George 2003), studies suggest that the relationship
between minority stress and health is particularly significant. In fact, compared to general
stressors, minority stressors have been found to be more strongly associated with mental
wellbeing (Russell et al. 2012). Scholars suggest that identity centrality may modify the
association between minority stress and health (Umana-Taylor et al. 2015; Fuligini, Witkow and
Garcia 2005; Chavous et al. 2003). However, in examinations of different types of identity
centrality there are mixed findings as to whether it serves as a buffer to negative health outcomes
or increases the likelihood of poorer health. While some research on identity centrality suggests a
buffering effect in that higher levels of centrality may be associated with indicators of positive
mental wellbeing (Shramko, Toomey and Anhalt 2018; Perry and Pauletti 2001), others find that
high levels of identity centrality are associated with higher levels of psychological distress
(Burrow and Ong 2010; McCoy and Major 2003).
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A large portion of the empirical work on identity centrality has focused on the association
between centrality and coping behaviors, especially as they relate to mental wellbeing (Cross and
Vandiver 2001; Mohr and Kendra 2011; Dyar, Feinstein and London 2015; Kertzner et al. 2009;
Rosario et al. 2001). Lesser known is the association between identity centrality and physical
health status as well as the association with health behaviors, which have significant implications
for wellbeing. Although it is important to assess how identity centrality serves as a coping
resource, it is also important to examine how stratifying factors such as demographic
characteristics and socioeconomic status shapes the relationship between identity centrality and
health. Conflicting findings in the association between identity centrality and health may be due
to the variation in covariates that adjust for important predictors of health status that are
overlooked in psychological studies. This lack of consensus could also be due to single identity
examinations that overlook importance influences of additional identities.
Currently, a large portion of the identity centrality literature focuses on racial/ethnic
identity centrality. Generally, there are conflicting findings on the association between
racial/ethnic identity centrality and wellbeing. Some studies on racial/ethnic minorities suggest
that high levels of racial/ethnic identity centrality can buffer the negative effects of
discrimination against psychological distress (Lee 2005; Tyler and Lind 1992; Lee and Ahn
2013; Neblett et al. 2012; Fuligini, Witkow and Garcia 2005). For example, there is evidence
that higher levels of racial/ethnic identity centrality are correlated with increased group
integration and serve as mechanisms to promote positive self-esteem, which buffers the negative
effects of discrimination on depressive symptoms (Phinney 2003; Crocker and Major 1989;
Umana-Taylor and Updegraff 2007; Umana-Taylor 2004). However, others have found that high
levels of racial/ethnic identity centrality either have no significant association with wellbeing or
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exacerbate the effects of discrimination (Eccleston and Major 2006; Major, Quinton and
Schmader 2003; McCoy and Major 2003).
Less attention has been paid to sexual identity centrality, with more studies focusing on
the relationship between centrality and sexual identity disclosure (Bohan 1996; Laurenceau,
Barrett and Pietromonaco 1998; Ragins 2008), rather than the association with health status.
While the majority of studies have found that sexual identity centrality is associated with sexual
identity disclosure (Crocker and Major 1989; Frable et al. 1997; Button 2001; Chrobot-Mason et
al. 2001; Rostosky and Riggle 2002), few have found no significant association between sexual
identity centrality and disclosure (Griffith and Hebl 2002). Similar to studies on racial/ethnic
identity centrality, studies that have examined the relationship between sexual identity centrality
and health have produced conflicting results. While some researchers find that higher levels of
sexual identity centrality is associated with psychological distress (Quinn and Chaudoir 2009),
others find that higher levels are associated with positive indicators of psychological wellbeing
(Shramko, Toomey and Anhalt 2018). Additionally, some studies have found a link between
high levels of connectedness to the LGBT community and unhealthy behaviors such as smoking
and substance use (National LGBTQ Young Adult Tobacco Project 2010; Rosario et al. 2004).
Given the link between sexual identity centrality and community involvement (Mohr and Kendra
2011; Dyar, Feinstein and London 2015), it may be that although higher levels of sexual identity
centrality may be health protective in some aspects-it can also contribute to engagement in health
risk behaviors and poorer health.
Although growing, empirical research on identity centrality that draws on an
intersectional perspective remains limited. There are mixed findings as to whether people who
maintain multiple minority identities have increased likelihood of poorer or better health (Koch
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and Sheppherd 2004; Rafaeli-Mor and Steinberg 2002). While some studies have found evidence
of psychological benefits due to increased sources of social support from multiple communities
(Bowleg 2013), others have found evidence of poorer health due to elevated exposure to
minority stressors and disadvantage (Garnett et al. 2014; Byrd and Carter Andrews 2016). In
terms of identity centrality, studies have found that individuals with multiple minority identities
who have high levels of identity centrality might be less likely to internalize negative messages
about their identities due to increased awareness about discrimination (Brondolo et al. 2009;
Cross and Vandiver 2001; Neblett et al. 2012). Scholars have found evidence of proactive
strategies that individuals with multiple minority identities draw from to cope with
discrimination, racism and minority stressors. These strategies help individuals manage their
anger associated with stressful experiences, contextualize rather than internalize discrimination
and feel empowered that they can take action against oppressive systems (Brondolo et al. 2009;
Szymanski 2012). Qualitative studies on African American female college students found that
they use education and advocacy strategies to cope with minority stressors (Everett, Hall and
Hamilton-Mason 2010; Lewis et al. 2013; Shorter-Gooden 2004). Yet, much of this work
continues to focuses on one type of identity centrality.
In fact, there are only a handful of studies that examine the intersection of more than one
type of identity centrality (Szymanski and Lewis 2016; Thomas, Hacker and Hoxha 2011). In a
study of 212 African American women, Szymanski and Lewis (2016) examined the moderating
role of gendered racial identity centrally and psychological distress. While they did not find that
identity centrality moderated the relationship between gendered racism and psychological
distress, they did find that identity centrality moderated the relationship between gendered
racism and coping behaviors. Similarly, Thomas, Hacker and Hoxcha (2011) examined gendered
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racial identity centrality among seventeen African American women. They found that gendered
racial identity had greater salience than the separate constructs of gender and racial identity,
indicating the importance of addressing the simultaneous effect of identity centrality from
multiple identities.
Intersectional scholars argue that people are embedded in multiple stratifying systems
associated with race/ethnicity, gender identity and sexual identity that shape differential access to
resources and contribute to the maintenance and reproduction of inequality (Glenn 1999; Collins
1999; hooks 1984; Davis 1981;Crenshaw 1991; Weber 2001; Ransford 1980; Sidanius and Pratto
2001). Research shows that these systems shape access to health risk and health promoting
resources (Bowleg et al. 2003; Choo and Ferree 2010; Tuthill et al. 2020; Cho et al. 2013;
Hancock 2007). Therefore, it is important to address how identity centrality from multiple and
intersecting identities are associated with wellbeing. Given the documented health vulnerability
among sexual minority populations, it is essential to examine the health implications for sexual
identity centrality.

3.3 Data and Methods
This chapter uses survey data from the Social Justice Sexuality Project (SJSP). The SJSP
study surveyed 4,953 respondents from all 50 US states as well as Puerto Rico, and is unique
because it contains a large and racially diverse sample of sexual minorities. Data were collected
over a 12-month period between January and December 2010 and the survey was tested through
four rounds of piloting before administration of the final survey. Respondents were strategically
recruited via venue-based sampling at nationwide LGBT events, snowball sampling through
community partnerships with LGBT organizations, respondent-driven sampling, and the Internet.
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In this chapter, my analytic sample is limited to Black and Latino/a non-heterosexual cisgender
and non-cisgender men and women who were at least 18 years of age.
I excluded respondents younger than 18 from the analytic sample (n=81). I also excluded
respondents who had any missing observations on any of the key dependent variables: self-rated
health (n=266), mental wellbeing (n=383) and smoking status (n=300). Respondents who had
any missing observations on any of the key independent variables were also excluded:
race/ethnicity (n=149), sexual identity (n=179) or identity centrality (racial/ethnic and sexual
identity centrality (n=42220). Since I also examine gender differences I exclude individuals who
were missing observations on gender identity (n=179). Although the survey data includes
heterosexuals (n=180) and an array of racial/ethnic identities, I limit the analytic sample to nonheterosexual Black and Latino adults. The final analytic sample is composed of 1,571 Black and
Latino/a sexual minority adults21.

3.3.1 Variables
I have three different dependent variables of interest. Self-rated health is a dichotomous
variable I constructed from a continuous measure of health from the survey data where
1=poor/fair and 0=good, very good and excellent. Respondents were asked, “In general would
you say that your health is: poor, fair, good, very good or excellent?” Respondents could choose
from a range of 1-5 with 1 being the lowest (poor) and 5 being the highest (excellent). Mental
wellbeing was a continuous measure based on a scale (Cronbach’s alpha = 0.89) constructed
from four questions regarding the frequency of particular feelings respondents felt within the last

20 Since I use the same analytic sample across all empirical chapters, respondents who were missing observations on
any of the key dependent variables were excluded. However, in each chapter I only point out the missing
observations that pertain to the dependent variables used in the chapter.
21
See Table 2.3.2.1 in chapter 2 for the distribution of the analytic sample across race/ethnicity and sexual identity.
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week. Respondents were asked, “Over the past week, how often have you 1) felt that you were as
good as others 2) felt hopeful about the future 3) felt happy 4) felt that you enjoyed life?”
Respondents could choose from a scale of 1-4 where 1=never, 2=sometimes, 3=a lot of the time
and 4=all the time. Finally, smoking status is a dichotomous measure where 1= smokes at least
some days and 0= does not smoke at all. Respondents were asked, “Do you now smoke
cigarettes?” with responses “not at all, some days and every day.”
I also include three key independent variables to assess the relationship between identity
centrality and wellbeing. Identity centrality is measured using two continuous indicators of
racial/ethnic identity centrality and sexual identity centrality. Respondents were asked, “Do you
feel that your sexual orientation is an important part of your identity?” and “Do you feel that
your racial or ethnic status is an important part of your identity?” Respondents could choose
from a range of 1-6 where 1= felt it was not important at all and 6=extremely important.
In every model, I account for race/ethnicity (Black and Latino/a) and sexual identity
(gay/lesbian, bisexual and an alternative identity which consist of adults who identified in other
non-heterosexual categories). Since I center my study on the experiences of sexual minorities of
color, I use those who identify as Black as the reference racial category and gay/lesbian
individuals as the sexual identity reference category. I also adjust for an array of controls that
include demographic characteristics, indicators of socioeconomic status and indicators of social
support and community integration.
Demographic characteristics include age, which is measured categorically in two groups
in order to capture variation across meaningful age ranges (18-45, reference; 46 and higher22),
gender identity (cisgender male, reference; cisgender female; an alternative group consisting of
22

Initially, I wanted to include a third category of individuals who were 65 and older in order to account for
important social changes at that age (e.g. social security and Medicare coverage). However, there was a very small
number of individuals in this category (n=16) and consequently were combined with those 46 and higher.
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transgender and other non-cisgender identities) and nativity status (1=foreign born). Gender
identity was measured using two questions, including (1) “What is your current gender identity”
with responses “male, female, transgender (male to female), transgender (female to male),
multiple identities and other” and (2) “What was the sex on your original birth certificate” with
responses “male, female and I don’t know.” For this study, respondents who differ in their sex at
birth and current gender identity are categorized as transgender individuals and categorized in
the alternative gender identity. This two-step process to obtain transgender identity is not without
its limitations; several studies use this operationalization scheme in their survey analysis (Conron
et al. 2014).
Indicators of socioeconomic status include education (HS or less, reference; some
college, college graduate and graduate), employment status (employed full time, reference;
employed part time, unemployed and an additional ‘other’ category including those who are
retired or self-employed), household income (less than $30,000, reference; $30,000-$49,000;
$50,000-$99,999; more than $100,000) and health insurance (1=insured). I also include
indicators of social support and community integration. For social support, I include a measure
of partnership status (un-partnered, reference; partnered, not in a legal union; partnered, in a
legal union; an ‘other’ category that includes such responses and complicated, friends with
benefits, polyamorous and separated23). I refer to marital unions as legal unions in order to be
inclusive of civil unions and domestic partnerships that are incorporated into this category. I also
include a continuous measure of family support. Respondents were asked how supported they
felt from their family on a scale from 0-6, where 0=Family does not know I am LGBT, 1=not

23 Respondents were given the option to choose more than one relationship category, however, I excluded those who
indicated multiple responses in my analytic sample (n=61).
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supported at all and 6=completely supported.24
I also include five measures of community integration, some of which are scales created
by the SJSP research team (Battle, Pastrana, and Daniels 2013). First, level of outness in their
social network was constructed from averaging six survey items25 that asked respondents to
identify how many members of various communities they are “out” to (including family
members, friends, their religious community, co-workers, people in their neighborhoods, and
people online), where 1=none and 5=all.
Second, I included a connectedness scale which indicates the level of connection to the
LGBT community was constructed from averaging three survey items26 that asked about the
extent to which participants felt connected to their local LGBT community, felt that the problems
of the LGBT community were also their problems, and felt a bond with the LGBT community
(rating scale of 1 to 6, where 1=strongly disagree that they feel connected to the LGBT
community, and 6=strongly agree). Finally, I also include three measures of integration with
different types of communities including the LGBT, people of color and LGBT people of color
community. Each integration measure was constructed from averaging six survey items27, where
1=never participated and 6=more than once a week. Respondents were asked: “Thinking about
LGBT/People of Color (POC)/LGBT POC groups, organizations and activities in general, during
the past 12 months how often have you 1) participated in political events, 2) participated in
social or cultural events, 3) read newspapers or magazines, 4) used the Internet for chatrooms,
social networking sites, blogs, etc., 5) received goods and/or services such as counseling,
The number of respondents who indicated that their family did not know they were LGBT was small (n=62).
However, I generated sensitivity tests and found that my results did not change if I kept these respondents in the
models. Rather than exclude them, I keep them as a separate indicator in level of support.
25
I tested the outness scale for reliability (alpha=0.88).
26
I tested the connectedness scale for reliability (alpha=0.86).
27
I tested each integration scale for reliability: LGBT community integration (alpha=0.85); POC community
integration (alpha=0.84) and LGBT POC community integration (alpha=0.86).
24
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medical care, food, etc., and 6) donated money to an organization.”

3.3.2 Analytic Plan
I utilized Stata 16 for all data management and analysis procedures. I used multiple
imputation to handle item nonresponse and avoid biasing the data. Following best practices (Von
Hippel 2007), respondents with missing data on the dependent measures were included in the
imputation, but then excluded from the analytic sample. I begin with a descriptive presentation of
how smoking status, physical status and mental wellbeing differ across the analytic sample.
Following, I present the results for my assessments of each dependent variable. I present odds
ratios from logistic regressions to assess the relationship between identity centrality and self
rated health. Next, I present results from ordinal least squares (OLS) regressions to examine the
relationship between identity centrality and mental wellbeing. Finally, I present odds ratios from
logistic regressions to examine the relationship between identity centrality and smoking status
For each dependent variable, I generated interactions between sexual and racial/ethnic identity
centrality in order to examine how the association between identity centrality and wellbeing
varies across intersecting levels of centrality. Given the complexity of interpreting interactions
between two continuous variables in tabular form, I present figures from predictive margins for
interaction terms that were statistically significant in order to more effectively discuss the results.
In each regression table for each dependent variable, model 1 adjusts only for identity
centrality. However, since race/ethnicity and sexual identity are key independent variables, I
include them across models 2-5. I then adjust only for demographic characteristics such as age,
gender identity and nativity status in model 3. Since I am interested in examining the specific
effects of age and gender, they are only included in model 3 in order to isolate the effects of
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these measures. In model 4, I only adjusted for indicators of socioeconomic status including
education, employment status, household income and health insurance status. Model 5 adjusts
only for indicators of social support and community integration including relationship status,
family support, outness, connectedness in the LGBT community and community involvement.
The fully adjusted model, model 6, includes all predictors.

3.3.3 Sensitivity Tests
To test the robustness of the findings, I conducted various sensitivity tests. In order to
address current criticisms in intersectional quantitative work (Bauer and Scheim 2019), I
generated an array of models in my intersectional analysis. First, I attempted to analyze the
models stratified by race/ethnicity as well as by sexual identity in order assess more specific
differences, but the cell sizes were too small to generate stable models for either type of
stratification. I also generated interactions between racial/ethnic and sexual identity in the pooled
models but found no significant associations. Finally, I generated interactions between
race/ethnicity and gender identity as well as sexual identity and gender identity but did not find
evidence for any significant associations. For parsimony, I do not include the non-significant
interactions in my results.
Second, in supplemental analyses I tested three additional measures of identity centrality
in order to assess whether the type of identity centrality measure used influenced my findings. I
created a three categorical variable of identity centrality to contrast relative importance of type of
identity centrality (those who indicated that their sexual identity is most important, those who
indicated that their racial/ethnic identity was most important and those who indicated that both
were equally important). I also created a continuous variable in which I subtracted the difference
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in the responses for both types of identity centrality (sexual orientation identity centrality scaleracial/ethnic identity centrality scale). Finally, I created a 3-category identity centrality variable
in which I categorized the difference in the two types of identity centrality (low level of
difference, medium level of difference and high level of difference). I generated models on each
dependent variable using the different versions of identity centrality and found that intersecting
the two types of identity centrality provided a more thorough and detailed picture of how identity
shapes wellbeing. Generally, however, the analyses led to the same conclusions regardless of
which measure I chose.
Third, I ran supplemental analyses to evaluate if my results changed when I modified the
construction of several variables. First, I generated models using a continuous measure of selfrated health in addition to the dichotomous measure presented below. I generated ordinary least
square (OLS) regressions in addition to ordinal logistic regressions in order to ensure that my
findings were not specific to the type of modeling technique that I utilized. Second, I generated
models using both a continuous and categorical measure of age and family support and found
that my results did not change regardless of the type of age or family support variable that I used.
Finally, I included a control for transgender identity in order to differentiate between noncisgender adults. However, the cell size was too small and the confidence intervals were too
large to provide meaningful results.

3.4 Results
I begin with an overview of the distribution of my key independent measures of identity
centrality as well as the dependent variables measuring health status and behavior. I then present
results from the regression models, beginning first by discussing odds ratios from logistic
regressions predicting poor/fair self-rated health. Next, I present the unstandardized coefficients
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from the ordinary least square (OLS) regression models predicting mental wellbeing and
conclude with my results from the logistic regression models predicting smoking status.
I used the same analytic sample for all my empirical chapters. Tables 2.5.1-2 in chapter 2
illustrate the demographic characteristics, the socioeconomic status and the indicators of social
support and community integration for the sample28. The analytic sample was predominately
Black and gay or lesbian and was relatively young. Overall, although the analytic sample seemed
to be highly educated and maintained some form of employment, respondents were also
economically vulnerable.
Table 3.4 presents the distribution of the identity centrality measure that I used in this
chapter29. The mean for identity importance was similar for sexual (4.7) and racial/ethnic identity
centrality (4.6). In terms of the dependent variables, only 9.3% of the sample reported poor/fair
self-rated health, with the majority of respondents reporting good, very good or excellent health.
For mental wellbeing, the mean (3.3) was fairly high, due to the large proportion of respondents
who indicated higher levels of positive mental wellbeing. In fact, 35.7% of respondents in the
sample reported that they felt as good as others, hopeful about the future, happy and felt that they
enjoyed life ‘most of the time.’ In terms of current smoking status, a little over a quarter of the
sample reported smoking at least some days (27.6%), which is higher than the national average
of 14% (CDC 2018).

28
29

For a more detailed description of the characteristics of the analytic sample, please refer to 2.5.1 in chapter 2.
Percentages, Means and standard deviation are presented.

Identity Centrality
Sexual Identity Importance
Racial/Ethnic Identity Importance
Poor/Fair Self-Rated Health
Mental Wellbeing
Smokes at Least Some Days
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4.7 (0.04)
4.6 (0.04)
9.3%
3.3 (0.02)
27.6%

Table 3.4. Key Independent and Dependent Measures

3.4.1 Health Status: Physical and Mental Wellbeing
Table 3.4.1.1 presents the odds ratios for the logistic regression models testing the
association between identity centrality and self-rated health. The identity centrality interaction
term between sexual and racial/ethnic identity was not significant, indicating that there is no
evidence that the association between sexual identity centrality and self-rated health varies at
different levels of racial/ethnic centrality. As such, the results for the interactions are not
presented in the table. Looking across all models, there is no significant association between
either sexual or racial/ethnic identity centrality and poor/fair self rated health-even in model 1.
Models 2-6 also show that there are no significant differences in the odds of reporting poor/fair
self rated health across sexual identity or racial/ethnic identity. However, there is evidence of
significant predictors in models 3-6. In model 3, all demographic predictors are significantly
associated with poor/fair self-rated health. Respondents who identify in a non-cisgender identity
have significantly higher odds (OR=2.37) of reporting poor/fair self-rated health relative to those
who identify as a cisgender male. However, there appear to be no significant differences between
cisgender males and females in odds of reporting poor/fair self-rated health. In terms of age, the
odds of poor/fair self-rated health increase significantly with age, with those who are 46 years or
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older having significantly higher odds (OR=1.80) of reporting poor/fair self-rated relative to
those who are 18-45. This is not surprising, given that age is highly correlated with health status.
Nativity status is also a significant predictor of self-rated health. Foreign-born respondents have
significantly lower odds (OR=0.48) of reporting poor/fair self-rated health relative to native-born
respondents.
Next, model 4 adjusts only for indicators of socioeconomic status. While education and
employment status are significantly associated with self-rated health, income level and health
insurance are not. Looking at education, relative to those with a high school degree or less, those
who are college graduates have significantly lower odds (OR=0.51) of reporting poor/fair selfrated health. Yet, those who have some college education or a graduate degree do not
significantly differ compared to those with the lowest level of education. In terms of employment
status, relative to those with full time employment, only those respondents who are unemployed
have significantly higher odds (OR=2.12) of reporting poor/fair self-rated health. In model 5,
only one factor, family support, is a significant predictor of self-rated health. An increase on the
family support scale is associated with significantly lower odds (OR=0.89) of reporting poor/fair
self-rated health. Relationship status and indicators of community integration do not seem to be
significantly associated with poor/fair self-rated health.
In the fully adjusted model age, nativity status, education and family support are still
significant predictors of self-rated health. Interestingly, the odds of reporting poor/fair self-rated
health among those 46 and older increases once I adjust for all control- from OR=1.80 in model
2 to OR=2.05 in model 6. In supplemental analyses not shown, I adjusted for covariates one by
one in order to isolate which variables were driving the increase in odds for age that appeared in
the full model. Only when I adjusted for income, outness and family support did the odds ratios
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of reporting poor/fair self-rated health increase for those aged 46 and older relative to those aged
18-45. Although gender identity and employment status were significant predictors in models 2
and 3, by the full model the association was no longer significant. Overall, these results indicate
that there wasn’t evidence of a significant association between identity centrality and self-rated
health.
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Table 3.4.1.1 Odds Ratios from Logistic Regressions Predicting Poor/Fair Self Rated Health (N=1,571)
MODEL 1
MODEL 2
MODEL 3

Sexual identity is important
Racial/ethnic identity is important
Sexual Identity: Gay/Lesbian (ref)
Bisexual
Alternative
Race/Ethnicity
Latino
Gender Identity: Male (ref)
Female
Alternative
Age
46+
Foreign Born
Education: HS or less (ref)
Some college
College Graduate
Graduate
Employment: Full Time (ref)
Part-time
Unemployed
Other
Hhld Income: < $30,000 (ref)
$30 –$49,999
$50– $99,999
$100,000 +
Health Insurance
Relationship: Un- partnered (ref)
Partnered, not in legal union
Partnered, in legal union
Other
Family Support
Outness
Connectedness to LGBT community
Involvement in LGBT community
Involvement in POC community
Involvement in LGBT POC community
* p<.05, **p<.01, ***p<.001

1.00
0.96

1.02
0.95
-1.21
1.17
-0.79

1.03
0.95
-1.33
1.17
-1.02
-1.33
2.37**
-1.80***
0.48*

MODEL 4

1.00
0.97
-1.09
1.10
-0.73

MODEL 5

MODEL 6

1.06
0.95
-1.15
1.10
-0.82

1.07
0.96
-1.04
1.02
-0.97
-1.48
2.26
-2.05***
0.47*
-0.81
0.49*
1.04
-1.65
2.07
1.08
-0.71
0.76
0.55
0.75
-0.90
0.91
0.56
0.89*
0.97
0.87
0.93
1.23
0.92

-0.86
0.51*
1.00
-1.52
2.12**
1.07
-0.77
0.75
0.53
0.79
-0.90
0.99
0.51
0.89*
1.07
0.90
0.92
1.19
0.94
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Table 3.4.1.2 presents the unstandardized results from the ordinary least square (OLS)
regressions models predicting mental wellbeing. Since the interaction term between sexual and
racial/ethnic identity was significant, I present the results from the models that include the
interaction term. Across all models, regardless for which predictors I adjusted for, the interaction
term remain significant indicating that the association between sexual identity centrality and
mental wellbeing varies across different levels of racial/ethnic identity centrality. Model 1
presents the results for the model that only includes the identity centrality measures, while model
2 also includes the minority identity independent variables. Race/ethnicity and sexual identity are
included in models 2-6.
Since race/ethnicity and sexual identity are significantly related to identity centrality, I
refer to model 2 as the baseline model in graphing the predicted probabilities. Figure 3.4.1.1
visually depicts the predicted probability of mental wellbeing across the interaction of sexual and
racial/ethnic identity centrality from the baseline model (model 2). In the figure, I present three
levels of racial/ethnic identity centrality: not important at all (those who indicated a 1 on the
scale), somewhat important (those who indicated a 3 on the scale) and extremely important
(those who indicated a 6 on the scale). Figure 3.4.1.1 shows that for the lowest level of
racial/ethnic identity centrality (represented by the blue line), the association between sexual
identity centrality and wellbeing seems to be negatively associated. This suggests that for those
who indicate that racial/ethnic identity is not important at all an increase in sexual identity
importance is associated with a (slight) decrease in the mental wellbeing scale. However, we see
that among those who indicate that their racial/ethnic identity is somewhat important
(represented by the red line), the negative association between sexual identity centrality and
mental wellbeing is not as evident in that the slope is close to 0 (the line is almost completely
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flat). Most importantly, we see that for those who indicate that their racial/ethnic identity is
extremely important (represented by the green line), there is a positive association between
sexual identity centrality and mental wellbeing. Individuals who indicate that both sexual and
racial/ethnic identity are extremely important are more likely to have higher levels of mental
wellbeing.
In model 2, there are significant differences across sexual identity; relative to gay/lesbian
adults, those who identify in an alternative sexual identity are associated with a decrease on the
mental wellbeing scale. It seems that even when adjusting for identity centrality, there appear
significant differences across sexual identity. However, once I adjust for socioeconomic status
this association is no longer significant. It is also no longer significant in the fully adjusted
model. Although there is evidence of significant differences across sexual identity, there are no
significant racial/ethnic differences in any of the models. Model 3 adjusts for demographic
characteristics and shows that gender identity and age are significantly associated with mental
wellbeing. While those who identify in a non-cisgender identity have a significantly negative
association with mental wellbeing relative to cisgender males, those who are 46 and older have a
significantly positive association relative to those 18-45. In model 4, where I adjust for indicators
of socioeconomic status, only employment status and household income are significant
predictors of wellbeing. Relative to those who are employed full time, being unemployed is
significantly and negatively associated with mental wellbeing. In terms of income, relative to
those who report less than $30,000, all categories are positively and significantly associated with
mental wellbeing; higher income is associated with better mental wellbeing. These associations
remain significant even in the fully adjusted model.
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In model 5 relationship status, family support and connectedness to the LGBT
community are significantly and positively associated with mental wellbeing. An increase in
both the family support and connectedness to the LGBT community scale is associated with an
increase in the mental wellbeing scale. In terms of relationship status, only those who are
partnered and in a legal union or reported being in an “other” type of relationship significantly
differed from those who are not partnered. Those who are partnered and not in a legal union do
not seem to significantly differ from those who are un-partnered, even in the fully adjusted
model. Involvement in any type of community does not seem to be significantly associated with
self-rated health.
Figure 3.4.1.2 depicts the predicted probability of mental wellbeing across the interaction
of sexual and racial/ethnic identity centrality from the fully adjusted model, which controls for
sexual and racial identity, demographic characteristics and social support and community
integration. Figure 3.4.1.2 shows similar patterns from the baseline model in the association
between sexual identity centrality and mental wellbeing across different levels of racial/ethnic
identity centrality. While there is a positive association between sexual identity centrality and
wellbeing for the highest level of racial/ethnic identity centrality, there is a negative association
for lower levels of racial/ethnic identity centrality. However, there are some important
differences to note. For moderate levels of sexual identity centrality, the slopes in the association
between sexual identity centrality and mental wellbeing across different levels of racial/ethnic
identity centrality converge and in fact, at one point all the slopes intersect. Figure 3.4.1.2 also
indicates that the slopes for the lowest and moderate levels of racial/ethnic identity centrality are
steeper once I adjust for all controls. We also see that those with both the lowest levels of
racial/ethnic and sexual identity centrality are more likely to have the highest levels of mental
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wellbeing and at higher levels of sexual identity centrality are more likely to have lower levels of
mental wellbeing. My results indicate that the association between sexual identity centrality and
mental wellbeing does seems to differ across levels of racial/ethnic identity centrality,
emphasizing the need to incorporate both in examinations of sexual minorities of color.
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Table 3.4.1.2 Ordinary Least Squares (OLS) Regressions Predicting Mental Wellbeing (N=1,571)
MODEL 1
MODEL 2
MODEL 3

Sexual identity is important
Racial/ethnic identity is important
Sexual identity*Racial/ethnic identity importance
Sexual Identity: Gay/Lesbian (ref)
Bisexual
Alternative
Race/Ethnicity
Latino
Gender Identity: Male (ref)
Female
Alternative
Age
46+
Foreign Born
Education: HS or less (ref)
Some college
College Graduate
Graduate
Employment: Full Time (ref)
Part-time
Unemployed
Other
Hhld Income: < $30,000 (ref)
$30 –$49,999
$50– $99,999
$100,000 +
Health Insurance
Relationship: Un- partnered (ref)
Partnered, not in legal union
Partnered, in legal union
Other
Family Support
Outness
Connectedness to LGBT community
Involvement in LGBT community
Involvement in POC community
Involvement in LGBT POC community

* p<.05, **p<.01, ***p<.001

-0.06*
-0.05
0.02**

-0.06*
-0.05
0.02*
--0.09
-0.12**
--0.02

-0.06*
-0.05
0.02*
--0.07
-0.09
--0.01
-0.02
-0.19*

MODEL 4

-0.07*
-0.07*
0.02***
--0.04
-0.10*
-0.02

MODEL 5

-0.08**
-0.04
0.01*
--0.07
-0.09*
--0.01

0.16***
0.06

MODEL 6

-0.08**
-0.06*
0.02*
-0.002
-0.05
-0.02
--0.03
-0.16
0.08
0.06
-0.13
0.12
0.12
--0.07
-0.24***
0.04
-0.18***
0.23***
0.22***
-0.02

-0.11
0.09
0.11
--0.05
-0.22**
0.02
-0.21***
0.29***
0.28***
0.001
0.07
0.19**
0.27*
0.07***
-0.03
0.09***
0.02
0.01
0.07

0.07
0.17*
0.25*
0.06***
-0.02
0.09***
-0.002
0.002
0.07
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Figure 3.4.1.1 Predicted Probability of Mental Wellbeing: Baseline Model
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Figure 3.4.1.2 Predicted Probability of Mental Wellbeing: Fully Adjusted Model

3.4.2 Smoking Behavior

Table 3.4.2.1 presents the odds ratios for the logistic regression models testing the
association between identity centrality and smoking status. Since the interaction term between
sexual and racial/ethnic identity was significant, I present the results from the models that
include the interaction. Both the main effect for racial/ethnic identity centrality and the
interaction term are significant in models 1-3. However, once I adjust for socioeconomic status,
social support and community integration, the association is no longer significant. Similar to
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table 3.4.3, model 1 presents the results for the model that only includes the identity centrality
measures, while model 2 also includes the minority identity independent variables.
Since race/ethnicity and sexual identity are significantly related to identity centrality, I
refer to model 2 as the baseline model in graphing the predicted probabilities. Figure 3.4.2.1
visually depicts the predicted probability of smoking status across the interaction of sexual and
racial/ethnic identity centrality from the baseline model (model 2). Similar to the results for
mental wellbeing, the association between sexual identity centrality and smoking status seems to
vary across different levels of racial/ethnic identity centrality. Looking first at the slope for those
who indicated that their racial/ethnic identity was not important at all (represented by the blue
line), there seems to be a slight negative association; as sexual identity importance increases the
probability of smoking decreases. However for both moderate and high levels of racial/ethnic
identity centrality (represented by the red and green lines), the association between sexual
identity centrality and smoking is positively associated. As sexual identity importance increases,
the probability of smoking also increases. Yet, regardless of level of racial/ethnic identity
centrality, those who indicate the highest levels of sexual identity centrality have the highest
likelihood of smoking.
Across all models, there is no significant difference in odds of smoking across sexual
identity. However, across all models (with the exception of model 5), there are significant
differences in odds of smoking between Black and Latino/a adults even when adjusting for
identity centrality. Relative to Black adults, Latino/a adults have significantly higher odds of
smoking. It seems that even when adjusting for identity centrality, there remain significant
differences across racial/ethnic identity categories. However, once I adjust for outness and
involvement in the LGBT POC community, racial/ethnic differences are no longer significant. In
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model 3 there are significant gender differences in that relative to cisgender males, non-cisgender
adults (OR=2.59) have significantly higher odds of smoking-even in the fully adjusted model. In
model 4, only education seems to be a significant predictor of smoking status; higher levels of
education are significantly associated with decreased odds of smoking. This pattern remains
significant even in the fully adjusted model. In model 5, only outness and involvement in the
LGBT POC community are significant predictors of smoking. Higher levels of outness and
involvement in the LGBT POC community are associated with significantly elevated odds of
smoking. Interestingly, this significant association is not evident for involvement in the LGBT or
POC community. However, by the fully adjusted model the association is no longer significant.
Figure 3.4.2.2 depicts the predicted probability of smoking from the fully adjusted model.
Once I adjust for all controls, the patterns are similar to the baseline model. There remains a
slight positive association between sexual identity centrality and smoking at the highest level of
racial/ethnic identity centrality and a slight negative association for moderate and lower levels.
However, after adjusting for all controls, the odds of smoking are more similar. As sexual
identity centrality increases, the probability of smoking converges across all levels of
racial/ethnic identity centrality. This suggests that both racial/ethnic and sexual identity centrality
play a significant role in shaping smoking behaviors.
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Table 3.4.2.1 Odds Ratios From Logistic Regressions Predicting Smoking Status (N=1,571)
MODEL 1
MODEL 2

Sexual identity is important
Racial/ethnic identity is important
Sexual identity*Racial/ethnic identity importance
Sexual Identity: Gay/Lesbian (ref)
Bisexual
Alternative
Race/Ethnicity
Latino
Gender Identity: Male (ref)
Female
Alternative
Age
46+
Foreign Born
Education: HS or less (ref)
Some college
College Graduate
Graduate
Employment: Full Time (ref)
Part-time
Unemployed
Other
Hhld Income: < $30,000 (ref)
$30 –$49,999
$50– $99,999
$100,000 +
Health Insurance
Relationship: Un- partnered (ref)
Partnered, not in legal union
Partnered, in a legal union
Other
Family Support
Outness
Connectedness to LGBT community
Involvement in LGBT community
Involvement in POC community
Involvement in LGBT POC community
* p<.05, **p<.01, ***p<.001

0.93
0.76**
1.04*

0.90
0.78**
1.04*
-1.15
1.00
-1.72***

MODEL 3

0.90
0.78**
1.04*
-1.15
0.92
-1.89***
-1.14
2.59***
-0.95
0.82

MODEL 4

0.92
0.84
1.03
-1.04
1.01
-1.59***

MODEL 5

MODEL 6

1.05
0.99
0.98
-1.37
1.07
-1.73

0.90
0.85
1.03
-1.24
1.01
-1.76***
-1.11
2.04**
-1.01
0.92
-0.58***
0.35***
0.36***
-1.48
1.44
0.99
-1.11
0.84
0.79
0.92
-1.05
0.75
1.11
0.97
1.20***
1.07
1.05
0.95
1.10

-0.57***
0.37***
0.36***
-1.50
1.43
0.99
-1.09
0.78
0.70
0.88
-1.02
0.74
1.03
0.98
1.24***
1.06
0.99
0.90
1.19*
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3.5 Discussion and Conclusion
Although studies examine the mediating role of identity centrality in the relationship
between minority stress and health, there are fewer empirical examinations that assess the direct
relationship between identity centrality and indicators of wellbeing. Additionally, an
overwhelming amount of work on identity centrality uses single-identity examinations-even
among people with multiple minority statuses (Lee 2005; Lee and Ahn 2013; Fuligini, Witkow
and Garcia 2005; Button 2001; Chrobot-Mason et al. 2001; Rostosky and Riggle 2002). Studies
that include an examination of one type of identity centrality begin with assumptions about
which minority identity is the most important. When studies include more than one type of
identity centrality, they often fail to address how they relate to one another (Shramko, Toomey
and Anhalt 2018; Harris, Battle and Pastrana 2018). In this chapter, I examined the relationship
between both sexual and racial/ethnic identity centrality and health status among a sample of
Black and Latino/a sexual minority adults. I drew on an intersectional framework to examine
how racial/ethnic and sexual identity centrality intersect to shape wellbeing. Specifically, I
evaluated if the association between sexual identity centrality and self-rated health, mental
wellbeing and smoking status varied at different levels of racial/ethnic identity centrality.
Overall, there are three key findings to highlight.
First, my findings show that the association between identity centrality and health
depends on the indicator of wellbeing examined. Similar to past studies, I found a significant
association between identity centrality and wellbeing (Umana-Taylor et al. 2015; Fuligini,
Witkow and Garcia 2005; Chavous et al. 2003). Yet, while I found a significant association
between identity centrality and both mental wellbeing and smoking, I did not find evidence of a
significant association between identity centrality and physical health status, regardless of how I
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modeled self-rated health (continuous, dichotomous or ordinal). Not only was there not a
significant association between the intersection of both types of identity centrality and self-rated
health, there was also no significant association between either racial/ethnic or sexual identity
centrality. While an abundance of work on identity centrality focuses on measures of
psychological distress, few studies examine the relationship with physical health status. In a
study by Quinn and Chaudoir (2009), they found that identity centrality from a concealed
stigmatized identity (e.g. mental illness, sexual identity, criminal status) was both directly and
indirectly associated with psychological distress in that higher levels of identity centrality were
associated with higher levels of psychological distress. In terms of physical health status, they
did not find evidence that identity centrality was associated with self-reported illness symptoms.
However, they did find that anticipated stigma had a negative effect on physical illness
symptoms and posited that identity centrality may be indirectly associated with physical health
through psychological distress. While this study did not specifically focus on racial/ethnic or
sexual identity centrality, it suggests I may not have found evidence of a significant association
between identity centrality and self-rated health because there are other identity components that
may be more directly related.
Yet, my results on the significant association between identity centrality and smoking
behavior provide novel information about the impact of identity processes on health status.
While few studies examine the relationship of identity centrality with physical health status,
research on the association between racial/ethnic or sexual identity centrality and smoking
patterns is non-existent. Work on centrality and smoking focus on the impact of a smoking
identity centrality on patterns of smoking (Zhao et al. 2014; Farrimond, Joffe and Stenner 2010).
Yet, this work focuses on how the variation in smoking identity should be addressed in targeted
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health promotion campaigns, rather than on the association between identity and smoking
behavior. My findings not only illustrate the importance of identity centrality in patterns of
smoking but also on the significance of incorporating the meaningfulness of the interaction
between racial/ethnic and sexual identity centrality. I found that both racial/ethnic and sexual
identity centrality play a significant role in shaping smoking behaviors. Given the importance of
smoking behavior on health, more empirical work is needed on racial/ethnic and sexual identity
centrality to evaluate how centrality and different indicators of physical health status are
associated.
Second, my results highlight the importance of examining the interaction between sexual
and racial/ethnic identity centrality in the association with wellbeing. Although the interaction
was significant for both mental wellbeing and smoking, the variation in the association between
identity centrality and health have different health implications. For example, among those who
indicated the lowest level of racial/ethnic identity centrality (not important at all), as levels of
sexual identity centrality increased so did the likelihood of poorer mental wellbeing. Yet, among
the same group, the likelihood of smoking decreased as levels of sexual identity centrality
increased. On the other hand, for those who indicated the highest level of racial/ethnic identity
centrality (extremely important), as levels of sexual identity centrality increased so did the
likelihood of better mental wellbeing. However, for the same group, the likelihood of smoking
increased as sexual identity centrality increased. My findings emphasize that the level of both
types of identity centrality as well as the manner in which they intersect are important in shaping
wellbeing.
Mixed findings about the positive and negative associations between identity centrality
and health status found in the literature may be driven by the measures of identity centrality that
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are used (Brook, Garcia and Fleming 2008; Detrie and Lease 2007; Garnett et al. 2014;
Szymanski and Lewis 2016; Perry and Pauletti 2011). The lack of consensus could be partly
attributed to methodological differences in the analytic choices that are made. My results show
that only taking into account one type of identity centrality overlooks the manner in which
identity centrality is shaped by multiple identities. My research suggests that excluding the
intersection of both racial/ethnic and sexual identity centrality would present an incomplete
story. In supplemental analysis not shown30, I generated models with different measures of
identity centrality. I found that when I did not intersect the two types of identity centrality, I did
not find variation in the association between sexual identity centrality and wellbeing at different
levels of racial/ethnic identity centrality. This indicates that future research should incorporate
the manner in which different types of identity centrality intersect in meaningful ways to shape
wellbeing.
Finally, my results suggest that even when adjusting for identity centrality, other
predictors are associated with health status and behavior. Regardless of the indicator of
wellbeing I examined, gender identity was a significant predictor in that relative to cisgender
males, non-cisgender adults were associated with higher odds of poorer health, poorer mental
wellbeing and higher odds of smoking. These findings highlight a significant health disadvantage
for non-cisgender sexual minority adults and aligns with studies that document elevated rates of
poorer mental wellbeing (Reisner et al. 2014; Bockting 2014) and poorer physical health (Meyer
et al. 2017; Stanton, Ali and Chaudhuri 2017; Fredriksen-Goldsen et al. 2014) among
transgender and gender nonconforming adults relative to cisgender adults.

30

See section 3.3.3 on sensitivity tests for more detailed description of the additional measures.
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Not surprisingly, socioeconomic status was significantly associated with all indicators of
health status and behavior in that financial advantage was health protective. Research suggests
that sexual minorities who are also racial/ethnic minorities are more economically vulnerable
than their white sexual minority counterparts (Movement Advancement Project 2015). Even
though this was an economically vulnerable analytic sample (more than half of the respondents
reported incomes less than $50,000), my results indicate that socioeconomic status significantly
shapes health outcomes.
While increased family support was strongly associated with lower odds of poor/fair selfrated health and better mental wellbeing, it was not significantly associated with smoking status.
However, increased levels of outness were significantly associated with higher odds of smoking.
While increased levels of outness may expand the available sources of support with other sexual
minority individuals, it may be, as prior studies have suggested, that increased levels of outness
lead to elevated exposure to sexual minority stressors and therefore a need to smoke as a way to
cope (Hughes 2011; Lick et al. 2013). Yet, it may also be the result of adopting the unhealthy
behaviors that are more prevalent in communities they are embedded. Studies highlight the
impact that social ties have on health habits by instilling norms conducive to health risk behavior
(Umberson, Crosnoe and Reczek 2010; Umberson and Montez 2010). Given that sexual minority
populations have elevated rates of smoking, higher levels of outness may lead to more
integration with the LGBT community and thus more opportunities to smoke. Overall, my
findings suggest that particular health relevant factors that are associated with wellbeing remain
significant predictors of health status, even after adjusting for identity centrality.
Although the findings from this chapter provide important empirical contributions to the
identity centrality literature, there are two key limitations in my assessment. First, I was unable
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to examine specific differences in identity centrality within racial/ethnic and sexual identity
groups. Due to small cell sizes, I was unable to stratify my sample by race/ethnicity or sexual
identity. I was also unable to construct intersectional groupings based on race-by-sexual identity
(e.g. Black gay/lesbian adult, Black bisexual, Latino/a gay/lesbian). Given that the non-cisgender
group was too small, my ability to incorporate gender identity in my examination was also
limited. As a result, I was restricted in the type of intersectional analysis I could conduct.
Second, I conducted my analysis among a non-probability sample of adults. Although compared
to demographic characteristics of the LGBT population from probabilistic surveys, the sample
from the SJSP is similar in patterns of average age, education and income (Gates 2014), my
analytic sample consists only of Black and Latino/a adults. However, my analytic sample I drew
on for this chapter was more economically vulnerable and relatively young. Given that I focus on
indicators of wellbeing, my findings may reflect the relatively robust health status of young and
middle age sexual minority populations. Both these limitations are largely due to the lack of
available representative data that includes a large number of racial/ethnic sexual minorities as
well as non-cisgender individuals. Future work should collect similar information using
probability-based sampling in order to draw more generalizable conclusions.
In this chapter, I used an intersectional framework in my examination of identity
centrality. My findings suggest that research that fails to examine how sexual identity centrality
intertwines with racial/ethnic identity centrality overlooks significant differences. Although
intersectional work that uses secondary data analysis can produce important empirical
contributions in examinations of health disparities (McCall 2005), intersectional scholars caution
researchers about engaging in solely “descriptive intersectional’ analytic work. Bauer and
Scheim (2019) argue that this type of intersectional analysis only evaluates differences across
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health outcomes and neglects attention to the processes that contribute to the reproduction of
inequality. Even though I used an intercategorical approach, which relies on existing identity
categories, I include measures of identity centrality in order to capture potential identity-linked
processes that shape the association between identity and wellbeing. In this way, I extend my
examination beyond the association between sexual and racial/ethnic identity categories and
wellbeing. My results also contribute valuable sociological insight to current examinations of
identity centrality. Missing from much of the identity centrality literature is an analysis of how
factors in addition to psychosocial measures influence the association with wellbeing. By
adjusting for important health relevant predictors such as socioeconomic status and demographic
characteristics, I account for factors that have been found to be significantly associated with
unequal health status. Overall, my findings suggest that further intersectional work is needed in
order to better understand the health implications of identity centrality.
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Chapter 4

Identity Centrality, Social Support and Community
Integration

Studies examining the role of social relationships in shaping health status demonstrate a
direct and positive link between social integration, social support and health, and that social
relationships buffer against the negative effect of stressors (Uchino et al. 1996; Cohen 2004).
While there is variation in the operationalization of social support and community integration in
the sociological literature, I draw on the definitions proposed by House, Umberson and Landis
(1988). In this study, social support is the instrumental (e.g. help with tasks), informational (e.g.
advice) and emotional (e.g. being cared for or listened to) components of a relationship
(Umberson, Crosno and Reczek 2010), while community integration is the quantity and
frequency of contact with particular social ties (House et al. 1988). On the whole, research
suggests that social support is important to wellbeing both when individuals are and are not
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facing adversity and studies show that people who have more supportive social networks tend to
be healthier (Berkman and Glass 2000). Research also documents that higher levels of social
support have been linked with improved health outcomes, reduced mental distress, and increased
healthcare utilization (Tabaac, Perrin and Trujillo 2015; Willet et al. 2012).
In addition to evidence of the positive effects of social support from family and friends,
community integration and feelings of connectedness to a community also has health protective
features, including serving as a buffer against stress (Meyer 2003; Frost and Meyer 2012;
Ramirez-Valles 2002; Rosario et al. 2001). Yet, research suggests that the effectiveness of social
support as a protective buffer may depend on how well the support meets the emotional needs of
people receiving it. Although any minority group can encounter some form of minority stress,
there are certain stressors that are unique to a stigmatized sexual identity (Meyer 2003; Frost,
Lehavot and Meyer 2015) and may require social support from people with shared experiences
(Schneider 1991; Ferris 2006). Therefore, social ties with the sexual minority community may be
a valuable source of support for non-heterosexual adults. Research also points to increased
isolation and alienation from heterosexual social networks among many sexual minority
individuals as a result of ‘coming out’, thereby making support from the sexual minority
community especially important (Detrie and Lease 2007).
Studies find variation in patterns of social support and community integration across both
race/ethnicity and sexual orientation (Johnson and Staples 2005; Harris, Battle and Pastrana
2018; Balsam and Mohr 2007). Yet, research that examines patterns of support and integration at
the intersection of race/ethnicity and sexual orientation remain limited. Studies document
racial/ethnic differences regarding the structure and utilization of supportive resources among
sexual minorities of color who tend not to draw support from the sexual minority community but
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rather seek support from their strong family connections (Tate et al. 2006; Han 2007; Almario et
al. 2013). Given that the cultural context of racism and homophobia shape social relationships
and behaviors for Black and Latino/a sexual minority men and women, it is important to examine
how race and ethnicity shape their experiences of community and support (Pastrana 2006). While
the sexual minority community may encounter health disadvantages as a group, it is necessary to
highlight the variation in levels of disadvantage within it. Examining racial/ethnic disparities
among sexual minorities in access to supportive ties is important to consider for any attempt to
achieve health equity.
Although ample evidence has established a link between social support, community
integration and wellbeing (House, Umberson and Landis1988; Thoits 1995; Umberson, Crosnoe
and Reczek 2010), fewer studies examine the relationship between identity centrality and support
or integration-especially among sexual minority populations. There is evidence that identity
centrality influences the type of family support sexual minorities receive in addition to the
communities that they choose to align themselves with (Harris, Battle and Pastrana 2018). Yet,
little is known about how the type and level of identity centrality impacts the sources of support
that sexual minorities draw from. Also missing from these examinations is how different types of
identity centrality intersect with each other to shape perceptions of social support and community
integration. Given the heterogeneous composition of the sexual minority community, as well as
the racial/ethnic variation in patterns of support and integration, researchers should examine how
the intersection of racial/ethnic and sexual identity centrality shapes access to and usage of social
ties.
In order to address the gaps in the literature, in this chapter I pose three empirical
questions: 1) What are the sources of support that Black and Latino/a sexual minorities rely on in
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their networks? 2) What communities do they align themselves with? 3) What is the relationship
between racial/ethnic and sexual identity centrality and perceived social support and community
integration? To answer these questions, I use a mixed method approach and draw from 25 in
depth interviews with Black and Latino/a non-heterosexual adults in addition to analyzing data
from the Social Justice Sexuality Project. I inquire about whom my respondents maintained
social ties with, what type of support they receive within their social networks and with what
communities they choose to integrate themselves with. I also assess variation in the association
between identity centrality and social support and community integration from a sample of 1,571
Black and Latino/a non-heterosexual cisgender and non-cisgender men and women using the
Social Justice Sexuality Project (SJSP). I utilize an intersectional framework in my examination
in order to highlight how the intersection of racial/ethnic and sexual identity centrality shapes
perception of social support and the choices people make about community involvement. Given
that social support and community ties can be health protective, my study not only makes
empirical contributions but also provides insight into how to engage in effective community
building that meets the emotional needs of sexual minorities of color.

4.1 Social Support and Community Integration
A component of Pearlin’s stress model focuses on the mediating and moderating
influences that can buffer or exacerbate the impact of stress (Schieman et al. 2006; Pearlin and
Skaff 1996). Studies on sexual minority health have paid particular attention to the healthy and
unhealthy coping mechanisms that sexual minorities engage in to cope with minority stressors
(Goldbach et al. 2015; Meyer 2003). Research suggests that a lack of a shared stigmatized
identity can inhibit sexuality-specific support for sexual minority individuals, which can dampen
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the effectiveness of support in coping with minority stressors (Klein and Golub 2016; Meyer,
Schwartz and Frost 2008; Dominguez-Fuentes, Hombrados- Mendieta and Garcia-Levia 2012).
Yet, research on social support highlights that it is not only access to support that matters but
also the ability to connect to others that contributes to positive health outcomes (Detrie and
Lease 2007). This is because social connectedness is based not only on the quantity of social ties,
but also level of belonging with others (Lee and Robins 1998). Therefore, if a sexual minority
individual does not feel connected with other sexual minorities, they may not reap the same
health benefits from being a member of this group; something researchers have noted among
sexual minorities of color (Tang, Heo and Weissman 2011; Giwa and Greensmith 2012).
Recently, studies on sexual minority populations indicate that there are differential
patterns of social support and community integration across race/ethnicity and gender identity.
There is evidence that sexual minorities who are also racial/ethnic minorities choose not to
engage in or align with the sexual minority community (Erich et al. 2010). Researchers posit that
this is likely due to experiences of racism from their White sexual minority counterparts (Collins
2000; Johnson and Staples 2005; Lehavot et al. 2009; Harper, Jernwal and Zea 2004). Evidence
also points to an unequal ‘return’ from social support within the LGBT community among
racial/ethnic sexual minorities. While sexual minority communities often provide effective social
support for White cisgender men and women (Fredriksen-Golden and Erera 2003), for many
sexual minorities of color this community has not been a traditional source of support (Lehavot,
Balsam and Ibrahim-Wells 2009). Studies document that sexual minorities of color perceive
LGBT organizations, even if they are racially diverse, as predominately serving the White sexual
minority community (Ward 2008). Although empirical examinations of social relationships and
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community engagement among sexual minorities of color are growing, more research is needed
to further examine why these patterns emerge.
While some studies document decreased levels of integration in LGBT communities by
sexual minorities of color, others point to alternative sources of support such as familial
relationships, religious communities and friendship networks (Bridges et al. 2003; Wilson,
Wittlin, Munoz-Laboy and Parker 2011; Erich et al. 2008). A growing body of research
documents that family relationships are important for sexual minorities of color because they
affect how they perceive themselves as well as how they perceive treatment from their
communities and networks (Kirst-Ashman and Hull 2003; Pastrana 2016). Evidence suggests
that family is highly correlated with coping abilities, life satisfaction, and self-esteem (Dunst,
Trivette, and Deal 1994; Umberson and Montez 2010; Battle and Ashley 2008). However, family
dynamics can also be a source of stress for many sexual minorities. Familial rejection can
deprives men and women from a valuable source of social support and serve as a stressor that
has a negative impact on mental health (Klein and Golub 2016). Studies document that many
sexual minority individuals experience familial rejection and difficulty maintaining connections
to families after ‘coming out’, especially in communities of color (Bridges et al. 2003; Clarke
1983; Johnson and Staples 2005). As a result, many sexual minorities adopt family systems
outside their family unit, which become new sources of social support (Erich et al. 2008).
Yet, while there are documented similarities in patterns of social support and integration
among racial/ethnic sexual minorities, such as a strong reliance on their racial/ethnic specific
communities (Battle and Ashley 2008; Bennett and Battle 2001; Moore 2011), there are also
particular differences. Research on sexual minority Latino/a adults point to familialism, a
cultural component in which the wellbeing of the larger collective group is valued over
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individualism, as a significant factor that shapes support seeking behavior among Latinos
(Munos Laboy 2008; Gaines, Marelich, Bledsoe, & Steers, 1997). Studies indicate that family
support is highly valued in Latino communities and therefore Latino/a individuals strategize
conflict in regards to their sexual identity in order to receive benefits from their family units
(Vega 1995). Evidence points to different family formations among Black communities. Studies
point to reliance on constructed or “chosen” family for support, which include individuals from
their networks that are not biologically related (Bennett and Battle 2011; McAdoo 1997; Weston
1991). While growing, research that examines patterns of support seeking behavior among
Latino and Black communities remains underdeveloped (Pastrana 2016). Studies should continue
to address meaningful racial/ethnic differences that can illuminate how different minority
communities draw on and utilize social support.
In addition to racial/ethnic differences in patterns of social support, research documents
significant gender differences between heterosexual cisgender men and women (Shumaker and
Hill 1991; Taylor 2007; Thoits 1995). Studies find that heterosexual cisgender men and women
having unequal access to the same sources, levels and quality of support (Barrett and Pollack
2005), and that compared to cisgender men, cisgender women report higher levels of providing
and receiving social support (Tamres, Janicki and Helgeson 2002; Anotonucci and Akiyama
1987). Studies also indicate that heterosexual cisgender women tend to have larger, and more
diverse social networks and stronger community ties than cisgender men (Walen and Lachman
2000; Rook 2001).
A growing body of work has also found gender differences in patterns of social support
across sexual orientation. Studies that examine both gender and sexual orientation have found
differences in social support with sexual minority women reporting more support from family
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members while sexual minority men report more support from other sexual minority individuals
(Frost, Meyer and Schwartz 2016). Research also suggests that sexual minority men experience
higher rates of victimization and rejection within their social networks in comparison to sexual
minority women (D’Augelli 2002; Willoughby et al. 2008). However, due to an emphasis on the
experiences of cisgender sexual minority women or men, research on how non-cisgender sexual
minorities seek and receive support is limited.
Studies that examine community integration among sexual minorities of color also find
evidence of significant gender differences. Research suggest that unlike sexual minority men,
sexual minority women of color tend to be members of both heterosexual and sexual minority
communities (Lehavot, Balsam and Ibrahim-Wells 2009). This suggests that sexual minority
women of color may have more ties and sources of support to draw from compared to men.
Given the abundance of work that establishes gender differences in patterns of social support and
community integration, it is important to consider how gender identity shapes the availability and
utilization of sources of support among sexual minorities of color. Neglecting how gender
intertwines with racial/ethnic identity and sexual orientation to shape social support and
community integration overlooks significant differences in how groups cope with minority
stressors across varying identity statuses.
Although comparative studies in patterns of social support across sexual identity groups
are limited, there is evidence of significant differences. Research indicates that there may be
variation in available supportive ties among certain sexual identity groups. In a study of 645
participants, researchers found higher negative attitudes toward bisexual men than bisexual
women, which reflect the increased visibility and support for bisexual women relative to bisexual
men (Friedman et al. 2014). There is also a history of stigmatization from within the gay and
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lesbian community (Dodge et al. 2012; Friedman et al. 2014) due to perceptions of bisexuality as
a transitional and privileged identity (Rust 2003). While studies that examine patterns of social
support across the intersection of race/ethnicity and gender identity are limited, research suggests
that there are meaningful differences. For example, there is evidence that Black bisexual men
receive less support compared to White bisexuals and even relative to Black bisexual women
(Frost, Meyer and Schwartz 2016). Thus even within similar sexual identity and racial/ethnic
groups, gender differences in perceptions and acceptance of bisexuality contribute to differential
levels of available support. Ultimately, more work is needed to continue to address important
variation in patterns of support and community integration across sexual identity, gender identity
and racial/ethnic identity.

4.2 Identity Centrality and Patterns of Support
A large portion of the work on identity centrality focuses on racial/ethnic identity
centrality and examines the association with discrimination and mental wellbeing (Sellers et al.
2006; Sellers et al. 2003; Mendoza-Denton et al. 2002). Although there has been a growing
amount of attention to examinations of social support and community integration among sexual
minorities, there is limited work that examines the relationship between sexual identity centrality
and indicators of support (Gray, Mendelsohn and Omoto 2015). Research on sexual identity
centrality shows that high levels of centrality are associated with increased connectedness to the
LGBT community and increased levels of outness to social networks (Mohr and Kendra 2011;
Dyar, Feinstein and London 2015). Evidence suggests that increased levels of connectedness to
the LGBT community are significantly associated with better psychological wellbeing (Kertzner
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et al. 2009; Rosario et al. 2001). Yet, much of the work on sexual identity centrality does not
incorporate examinations of other types of identity centrality.
In spite of documented racial/ethnic differences in patterns of social support and
community integration among sexual minorities, few studies assess how racial/ethnic and sexual
identity centrality shape access and utilization of support. Harris, Battle and Pastrana (2018)
examined the association between both sexual and racial/ethnic identity centrality and
community involvement among racial/ethnic sexual minorities. They found that the association
between racial/ethnic and sexual identity centrality with community involvement differed across
type of community and by type of identity centrality, highlighting the importance in
differentiating between the two. While they did not find significant associations between sexual
identity centrality and community involvement in queer or racial/ethnic communities, they did
find evidence of a significant association between racial/ethnic identity centrality and community
involvement in racial/ethnic communities. Their results indicate that the relationship between
identity centrality and community involvement depend on both the type of centrality as well as
the type of community. However, missing are examinations of how the intersection of
racial/ethnic and sexual identity centrality shape social support and community integration.
Current examinations on the association between identity centrality and social support
also overlook the manner in which health protective factors shapes differential access to sources
of support. Evidence documents how disadvantaged socioeconomic status limits the availability
of support across socio-demographic groups (Simmons et al. 2007). Studies document
differential access to social support across socioeconomic status in that respondents with higher
levels of education and income generally have larger social networks, which increase their
potential sources of social support (House, Landis and Umberson 1988). Not only do
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economically advantaged groups have more access to health promoting resources such as health
insurance and medical care but they also have a larger pool of individuals to draw social support
from. Given that sexual minorities of color are more economically disadvantaged on average, it
is important to examine if support for coping with minority stressors may also be less accessible
among more financially vulnerable sexual minority groups.

4.3 Mixed Methodology
4.3.1 Qualitative Data Collection and Analysis
The SJSP survey provides information about racial/ethnic and sexual identity centrality
as well as information about perceived levels of social support and levels of community
involvement in different types of communities. However, it does not inquire about how people
draw support from their networks or why they chose to align with some communities and not
with others. Therefore, I draw on 25 in depth interviews that I conducted where I inquired about
identity centrality and experiences of minority stress (see Table 2.3.1.1 in chapter 2 for an
overview of respondent pseudonym, race/ethnicity, sexual identity and gender identity31). The
interview sample was predominately cisgender male, gay and Latino. Even though the majority
of the sample identified as either cisgender male or female, two respondents identified in a
variation of a non-cisgender identity32, and four respondents who identified in a sexual identity
other than gay, lesbian or bisexual.

31 In this table I use the identification categories that respondents used. However, throughout the dissertation I refer
to the gender categories as cisgender and non cis-gender men and women, the racial/ethnic categories as Black and
Latino/a and the sexual identity categories as gay, lesbian, bisexual and alternative.
32
I did not have any respondents who identified as transgender but since I had two respondents who did not identify
within the gender binary, I refer to them as non-cisgender.
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I used a purposive sampling strategy since the target group is comprised of a small, often
hidden subpopulation (Patton 2001). To qualify, participants needed to identify as nonheterosexual, be between the ages of 18-65 and self-identify as Black or Latino/a. Pseudonyms
are utilized to maintain confidentially and I obtained IRB approved written consent for
participation. Due to the request of several participants who were worried about being “outed” to
networks that they had not disclosed their sexual identity to, I omit the name of the city in which
I conducted my interview and avoid certain descriptive details that would reveal too much
information about certain locations in the city or about more specific individual demographics.
Data collection took place over nine months and participants were recruited through the
use of gatekeepers in the Black and Latino/a sexual minority communities, post on social media
websites and from Spanish and English fliers posted in various sexual minority health and
community centers around the city. The gatekeepers consisted of Latino/a and Black sexual
minority individuals that are embedded in organizations that catered to the sexual minority
community in the city. Various universities in the city have LGBTQ resource centers that
provide spaces for sexual minorities of color, and I partnered with LGBT social organizations as
well the LGBTQ resource center associated with the largest public university in the city in which
I conducted my interviews.
Interviews lasted from 60 to 90 minutes at a location of their choice and the session was
audio recorded with their permission. Interviews were conducted in both English and Spanish at
the request of participants. I utilized an interview guide that I constructed which incorporated
themes and questions drawn from the SJSP survey to create consistency between both data
sources. Respondents were asked about sources of stress as well as experiences that they
perceived to be homophobic, racist and sexist. To examine experiences of social support and
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community integration, I inquired about family dynamics, perceived quantity and quality of
social support from different social ties in their networks and feelings of comfort and discomfort
within different types of communities (LGBT community, racial/ethnic centered communities
and communities of LGBT people of color). To examine identity centrality, I utilized Venn
diagrams (see figure 1.4.2 in chapter 1) to query about perceptions of meaningfulness and
salience of racial/ethnic, gender and sexual identity across contexts. Interviews were transcribed
verbatim and memos relating to interactions with respondents were created.
To analyze the interview data, I used ATLAS.ti 8.4 software to code the transcripts. I
used an abductive approach, since this approach provides the flexibility for change during the
research process (Dubois and Gadde 2002). An abductive approach is most appropriate for my
mixed methods study because it draws from both inductive and deductive framing that draws
from existing theory but also leaves room for change. I also engaged in multilevel coding. First, I
coded the transcript line by line to create categories and subcategories. I then proceeded with
pattern coding to identify emerging patterns.

4.3.2 Quantitative Data and Analysis
This chapter also uses data from the SJSP to complement my interview findings. The
SJSP study surveyed 4,953 respondents from all 50 US states as well as Puerto Rico, and is
unique because it contains a large and racially diverse sample of sexual minorities. Data were
collected over a 12-month period between January and December 2010 and the survey was tested
through four rounds of piloting before administration of the final survey. While the diversity of
this dataset is strength, it is also a non-probability sample (i.e., respondents were strategically
recruited via venue-based sampling at nationwide LGBT events, snowball sampling through
community partnerships with LGBT organizations, respondent-driven sampling, and the
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Internet), which may limit the generalizability of the findings. Since I am focusing on Black and
Latino/a sexual minorities, the SJSP is also appropriate since it oversamples for sexual minorities
of color. In this chapter, my analytic sample is limited to Black and Latino/a non-heterosexual
cisgender and non-cisgender men and women who were at least 18 years of age.
I excluded respondents younger than 18 from the analytic sample (n=81). I also excluded
respondents who had any missing observations on any of the key independent (race/ethnicity
(n=149), gender identity (n=179), sexual identity (n=179) and racial/ethnic and sexual identity
centrality (n=422))33. Since I also examine gender differences I exclude individuals who were
missing observations on gender identity (n=179). Respondents who had any missing
observations on any of the key dependent variables were also excluded: family support (n=169),
connectedness to the LGBT community (n=71), involvement in the LGBT community (n=108),
involvement in the POC community (n=232) and involvement in the LGBT POC community
(n=328). Finally, although the survey data includes heterosexuals (n=180) and an array of
racial/ethnic identities, I limit the analytic sample to non-heterosexual Black and Latino adults.
Table 2.3.2.1 in chapter 2 shows the final analytic sample by sexual and race/ethnic identity
(N=1,571).
In this chapter, I have five different dependent variables of interest (family support,
connectedness to the LGBT community, involvement in the LGBT community, involvement in
the POC community, involvement in the LGBT POC community). In this chapter I use a
categorical measure of family support rather than the continuous measure that I used for chapters
two and three. In the survey, respondents were asked how supported they felt from their family
on a scale from 1-6, where 1=not supported at all and 6=completely supported. I constructed a
33

I use the same analytic sample for all empirical chapters; however, here I only focus on the dependent variables
of interest in this chapter. I provide information on missing observations in each chapter.
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three categorical variable for this chapter (family does not know I am LGBT, reference; not
supported at all; some level of support). Any respondents who indicated some level of support
(2-6) on the scale are categorized in the third group. Respondents were given the option to
indicate that their family did not know they were LGBT. Rather than exclude from them the
analytic sample, I incorporate them as a separate group. Using the categorical measure allows me
to test for meaningful differences between those who indicate that their family does not know
they are LGBT and those who report not receiving any level of support. Given that the emphasis
of this chapter is on social support, I believe there are important differences between the different
categories.
Connectedness to the LGBT community is a continuous measure, constructed from
averaging three survey items34 that asked about the extent to which participants (1) felt
connected to their local LGBT community, (2) felt that the problems of the LGBT community
were also their problems, and (3) felt a bond with the LGBT community (rating scale of 1 to 6,
where 1=strongly disagree that they feel connected to the LGBT community, and 6=strongly
agree). The three measures of community integration were constructed from averaging six
survey items35, where 1=never participated and 6=more than once a week. Respondents were
asked: “Thinking about [LGBT/People of Color (POC)/LGBT POC groups], organizations and
activities in general, during the past 12 months how often have you 1) participated in political
events, 2) participated in social or cultural events, 3) read newspapers or magazines, 4) used the
Internet for chatrooms, social networking sites, blogs, etc., 5) received goods and/or services
such as counseling, medical care, food, etc., and 6) donated money to an organization.” The
SJSP research team created all scales I used in this chapter (Battle, Pastrana, and Daniels 2013).
34

I tested the connectedness scale for reliability (alpha=0.86).
I tested each integration scale for reliability: LGBT community integration (alpha=0.85); POC community
integration (alpha=0.84) and LGBT POC community integration (alpha=0.86).
35
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I also include two key independent variables. In every model, I account for
race/ethnicity36 (Black and Latino/a) and sexual identity (gay/lesbian, bisexual and an alternative
identity which consist of adults who identified in other non-heterosexual categories). I use those
who identify as Black as the reference racial category and gay/lesbian individuals as the sexual
identity reference category. I also adjust for an array of controls that include demographic
characteristics, indicators of socioeconomic status and indicators of social support and
community integration.
Demographic characteristics include age, which is measured categorically in three groups
in order to capture variation across age ranges (18-45, reference; 46 and higher37), gender
identity (cisgender male, reference; cisgender female; an alternative group consisting of
transgender and other non-cisgender identities) and nativity status (1=foreign born). Gender
identity was measured using two questions, including (1) “What is your current gender identity”
with responses “male, female, transgender (male to female), transgender (female to male),
multiple identities and other” and (2) “What was the sex on your original birth certificate” with
responses “male, female and I don’t know.” For this study, respondents who differ in their sex at
birth and current gender identity are categorized as transgender individuals and categorized in
the alternative gender identity. This two-step process to obtain transgender identity is not without
its limitations; several studies use this operationalization scheme in their survey analysis (Conron
et al 2014).
Indicators of socioeconomic status include education (HS or less, reference; some

36

In the SJSP dataset, Latino/a is referred to as racial group rather than an ethnic group. Similarly, a majority of my
Latino/a respondents self identified as racially Latino/a and not ethnically Latino/a. However, I refer to Latino/a as
both a racial/ethnic group in order to be more inclusive of the variation in how Latino/a respondents self identified.
37
Initially, I wanted to include a third category of individuals who were 65 and older in order to account for
important social changes at that age (e.g. social security and Medicare coverage). However, there was a very small
number of individuals in this category (n=16) and consequently were combined with those 46 and higher.
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college, college graduate and graduate), employment status (unemployed, reference; employed
full time, employed part time and an additional ‘other’ category including those who are retired
or self-employed), household income (less than $30,000, reference; $30,000-$49,000; $50,000$99,999; more than $100,000) and health insurance (1=insured). I also adjust for factors
significantly related to social support and community integration. I include a measure of
partnership status (un-partnered, reference; partnered, not in a legal union; partnered, in a legal
union; an ‘other’ category that includes such responses and complicated, friends with benefits,
polyamorous and separated38). I refer to marital unions as legal unions in order to be inclusive of
civil unions and domestic partnerships that are incorporated into this category. I also adjust for
level of outness in their social networks, which was constructed from averaging six survey
items39 that asked respondents to identify how many members of various communities they are
“out” to (including family members40, friends, their religious community, co-workers, people in
their neighborhoods, and people online), where 1=none and 5=all.
I utilized Stata 16 for all data management and analysis procedures. I used multiple
imputation to handle item nonresponse and avoid biasing the data. Following best practices,
respondents with missing data were included in the imputation, but then excluded from the
analytic sample. I begin with a descriptive presentation of the distribution of the indicators of
social support and community integration in the sample. Following, I present the results for my
assessments of each dependent variable. First, I present relative risk ratios (RRR) from
multinomial logistic regression models that test the relationship between identity centrality and
38

Respondents were given the option to choose more than one relationship category, however, I excluded those
who indicated multiple responses in my analytic sample (n=61).
39
I tested the outness scale for reliability (alpha=0.88).
40
Although both perceived family support and outness are correlated (r=0.28), they measure different aspects of
support and integration things. Additionally, people could consider themselves to be “out” to some family members
but not all. In this sample, various respondents indicated that their family did not know they were LGBT but also
reported being “out” to some family members (n=25).
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family support. Next, I present results from ordinal least squares (OLS) regressions to examine
the relationship between identity centrality and connectedness to the LGBT community. Finally,
I present results from ordinal least squares (OLS) regressions to examine the relationship
between identity centrality and involvement in the three different types of communities
separately (LGBT community, POC community, LGBT POC community). Research suggests
that connectedness is significantly associated with community integration. My qualitative results
also indicate that connectedness significantly shapes alignment with different communities.
Therefore, I include connectedness to the LGBT community as a control in the models testing for
community involvement.
For each dependent variable, I generated interactions between sexual and racial/ethnic
identity centrality in order to examine how the association between identity centrality and social
support and community integration varied across intersecting levels of centrality. Given the
complexity of explaining interactions between two continuous variables, I present figures from
predictive margins for interaction terms that were statistically significant in order to more
effectively illustrate and discuss the results. In each regression table, since race/ethnicity and
sexual identity are key independent variables, I include them across models 2-6. Therefore, I
refer to model 2 as the baseline model. I then adjust only for demographic characteristics in
model 3. Since I am interested in examining the specific effects of age and gender, they are only
included in model 3 in order to isolate the effects of these measures. In model 4, I only adjusted
for indicators of socioeconomic status including education, employment status, household
income and health insurance status. Model 5 adjusts only for relationship status and level of
outness. The fully adjusted model, model 6, includes all predictors.
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To test the robustness of the findings, I conducted various sensitivity tests. First, I
attempted to analyze the models stratified by race/ethnicity as well as by sexual identity in order
assess more specific differences. However, cell sizes were too small to generate stable models
for either type of stratification. I also generated interactions between racial/ethnic and sexual
identity in the pooled models but found no significant associations. Finally, I generated
interactions between race/ethnicity and gender identity as well as sexual identity and gender
identity but did not find evidence for any significant associations. I do not present these nonsignificant interactions in my results section below.
Second, I created three additional measures of identity centrality in order to assess
whether the method of operationalizing identity centrality influenced my findings. I created a
three categorical variable of identity centrality to contrast relative importance of type of identity
centrality (those who indicated that their sexual identity is most important, those who indicated
that their racial/ethnic identity was most important, and those who indicated that both were
equally important). I also created a continuous variable in which I subtracted the difference in the
responses for both types of identity centrality (sexual orientation identity centrality scale racial/ethnic identity centrality scale). Finally, I created a 3-category identity centrality variable
in which I categorized the difference in the two types of identity centrality (low level of
difference, medium level of difference and high level of difference). I generated models on each
dependent variable using the different versions of identity centrality and found that intersecting
the two types of identity centrality provided a more thorough understanding of how identity
shapes wellbeing. Generally, however, I came to the same conclusions regardless of which
measure I chose.
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Third, I ran supplemental analyses to evaluate if my results changed when I modified the
construction of several other variables. I generated models using both a continuous and
categorical measure of age and family support and found that my results were substantively
similar to what I present below. I also included a control for transgender identity in order to
differentiate between non-cisgender adults. However, the cell size was too small and the
confidence intervals were too large to provide meaningful results, so I omitted this from my
models.

4.4 The Complexities of Maintaining Support and Finding
Community
Given that I conducted the qualitative portion first in order to inform the quantitative
portion, I begin with a discussion of my interview findings and then proceed to the findings from
the secondary data analysis. Since I used the same analytic sample throughout the dissertation,
table 2.4.1 in chapter 2 presents the demographic characteristics of the interview sample.
Overall, the sample is a relatively young, with an average age of around 30. In terms of
socioeconomic status, education, employment and income varied across sexual identity groups.
Generally, gay/lesbian individuals in my interview sample had higher full time employment
rates, college graduate rates and higher mean income compared to those who identified as
bisexual or in an alternative sexual identity category.
In this chapter, I focus on two components of social support and community integration:
1) perceived and received family support and 2) alignment and involvement with different types
of communities. Overall, I found three key findings to highlight. First, respondents emphasized
the reciprocal relationship between family support and stress. They described their familial
relationships as both a source of stress and a protective buffer. Second, respondents were
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proactive in seeking alternative sources of support from social ties. Finally, the relationship
between identity centrality and community involvement was complicated by the inability to find
truly intersectional communities that addressed the needs of their multiple minority identities.
Variation in community involvement was significantly shaped by feelings of comfort or
rejection, which were influenced by racialized, heterosexist and sexist experiences with
community members. These experiences highlighted the challenges in findings intersectional
spaces in spite of the heterogeneity within minority communities. Community involvement was
also driven by the compatibility of the organization’s social agendas. A lack of intersectional
agendas among racial/ethnic and sexual minority communities drove respondents to settle for
membership in organizations that only addressed a limited number of issues that addressed their
needs as sexual minorities of color.

4.4.1 Reacting and Adapting to Familial Support
In inquiring about social support, all respondents mentioned familial relationships and the
significant influence they had in their everyday lives. In chapter 2, I discussed how the type of
family support that people received influenced perceptions of minority stress and affected the
ability to draw on family as a resource to cope with these stressors. In this section, I extend this
finding and highlight how respondents drew from or adapted to loss of familial support to cope
with minority stressors.
Throughout the interviews, respondents spoke about the different types of minority
stressors that were attributed to their familial ties. Regardless of the level of support respondents
received from family, they spoke about the anxiety involved in disclosing their sexual identity.
Generally, they feared rejection or harassment-especially from parents. While many respondents
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received initial negative reactions from family members after ‘coming out,’ others were met with
acceptance and support. However, the majority of respondents who described receiving negative
reactions and limited support from certain family members emphasized that they were able to
find support from other people in their family system. They emphasized that differential level of
support within family units complicated answering questions about family support. Kiko
described to me how in spite of receiving limited familial support from his parents he was able to
draw on support from his aunts.
I have two aunts who are, well, kind of similar age when I was born. One of them was
like six, the other one was like 10. So there isn't like a huge gap and I grew up with them
almost as my siblings. So when I came out to them, they were just like completely fine
about it. And like they always have been and we talk about boys and like they've always
met the people I've dated.
Siblings in particular were a significant source of support for many of the respondents. In fact,
many respondents pointed out that siblings were the first people they “came out” to in their
families -- for some, “coming out” to siblings occurred years before “coming out” to parents.
Although respondents described sexual identity disclosure to siblings as anxiety provoking,
almost all respondents admitted that they wished they had done so sooner.
I not only found evidence of differential levels of support within family units but also of
differential levels of outness. Level of outness significantly shaped family dynamics and framing
of support. While there were some respondents who were “out” to all family members, the
majority of respondents were only “out” to some family members, with only a small number not
“out” to any. Asking about outness to family in my interviews was also complicated by
respondents’ definition of family. For example, several respondents asked me to define what I
meant by family since for many, family was comprised of an extended network including
grandparents, aunts, uncles, cousins and even second cousins. I found that outness to family
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significantly influenced the ability to draw support to cope with sexual minority stressors. Yet,
not disclosing sexual identity to family did not inhibit receiving support for stressors associated
with racial/ethnic identity. As a result, many respondents felt they could rely on their family for
support with some forms of minority stressors. In fact, several respondents mentioned that in
communicating with family they would at times modify stressful experiences related to sexual
identity to seem as if they were related to racial/ethnic identity in order to receive much needed
support. In his interview, Tomas relayed a story in which he was rejected from membership in an
LGBT organization. He felt that he had been denied membership because he was Latino and the
board members were White due to the coded language in reference to him not being the “right
fit.” Tomas emotionally described the confrontation:
I remember turning back around and telling him, you would think that you being a
minority because you are gay, you would be accepting of anyone. But the fact that not
only are you gay but you're judging someone else that's gay, that's also a minority like
you, you would be more accepting of it. And I remember crying when I was saying this
cause it was, it was painful, you know, it was, it was hurtful that your own people is
judging you. You know at that time when I came out, I already feel like I don't belong
somewhere.
Tomas was devastated because he was not expecting rejection within his own minority
community. In order to deal with his feelings from rejection Tomas sought support from his
mother. Rather than explaining to her that it was an LGBT organization he had been excluded
from, he “didn’t go into specifics.” In focusing on the racial/ethnic aspect of his exclusion with
his mother, he was able to receive understanding and support without conflict about his sexual
identity. Overall, managing differential levels of support and outness within a family unit were
seen as somewhat stressful. Even if they were “out” to some family members or receiving some
level of support, navigating complicate family dynamics and strategizing to receive support
contributed to increase levels of anxiety and stress.
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In addition to stressors associated with fear of negative reactions to sexual identity
disclosure, many respondents also pointed to the increased level of worry that they anticipated
their family (especially their mothers) would have. They found this cycle of worry stressful.
Yuriel shared with me the anxiety involved in coming out to his mother.
I think my mom got really upset when I told her I was gay because, she had tried a lot of
her life to get me out of being a minority. And then I, you know, I tell her I was gay and
she thinks, you know, oh well people are going to try and hurt him and you can have a
harder time in life because there are people out there that still fully hate gay people for
sure.
This was particularly evident among males. Male respondents discussed the types of
conversations they had with their family regarding fear of physical harm they may encounter as
sexual minority men. Yet, this was further complicated by race. While family members feared
acts of abuse as targets of homophobia, there were also specific fears of violence from law
enforcement from Black families relative to Latino/a families. Many of the Black male
respondents mentioned that their family already feared encounters with police and that ‘coming
out’ further increased worry about discrimination and victimization. Black male respondents
discussed concerns of racial profiling from family members, especially parents. Nigel explained
to me how his father constantly worried about potential interactions with law enforcement even
though he had never been arrested or charged with any criminal offense.
He just worries and especially he was really worried when I bought a luxury vehicle. He
was always worried about the perception of me driving the luxury vehicle and I have
experienced, um, doubt on whose vehicle it was and gotten looks from it. But he was
really worried that one day I'd be pulled over because of the car and that things wouldn’t
go the way they're supposed to.
Black women acknowledged the concerns of police brutality within the Black community in
their interviews. Rather than discussing personal fears of abuse from law enforcement, they
spoke of fear for their male family members or friends. On the other hand, Latino/a respondents,
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regardless of gender identity, rarely discussed interactions with law enforcement as sources of
stress for their families. Neither Latino/a men nor women discussed concerns about racial
profiling or police harassment within their communities as sources of stress. However, several
Latino male respondents did refer to their racial/ethnic identity when discussing anxieties their
families had about being targeting for violent acts. In his interview, Santiago brought up an
article he read about a violent act against a Latino gay couple.
I just read an article yesterday about, a gay couple who was beat up in Arizona. They
were two Latinos and they were being beat up by a White male because they were
holding hands and the first thought that came to me was like, that could've been me and
me and my partner two nights ago.
Santiago did not relate to the victims in the article only as a gay man but as a Latino gay man. To
Santiago, the fact that the gay couple was Latino and the assailant was White was a significant
factor in why the act was particularly impactful. The fact that the couple was simultaneously two
types of minorities was significant in being targeted for violence.
Female respondents, regardless of race/ethnicity, pointed out that fear of physical harm,
especially of sexual assault by family changed very little after they “came out.” They explained
that as women, fear of victimization was a concern for their family regardless of their sexual
identity. However, they noted that as sexual minority women they felt that men sexually
objectified them more often, especially when they were with their partners. Leticia shared with
me an experience in which she feared for her safety when she was out with her partner.
We were shopping and the cashier was male and he saw us. At first he probably didn't
think much of it until her and I engaged in like a kiss and we were pretty affectionate
with one another and then he decided to come over. And, um, he was telling us to kiss for
him and to perform a little show for him. And we were just like, no, like who are you for
us to be doing this? Like that's not for your entertainment or your pleasure, you know,
like she's my partner, like stop. And he went completely ballistic and he kicked us out of
the store and he was like, well, if y'all aren't going to do that, y'all could get out of my
store. We were both in fear, you know both of us being women and then we're leaving
and it's two in the morning and he locks the doors and lets us leave and he was just giving

168
us disgusting looks as we were leaving. I had to drive with her because we were both
scared because after that he went into his car and was telling us that he was going to
follow us. So, um, yeah, that was a very scary moment for both of us.
While the women believed that the men were not targets of sexual harassments, they
acknowledged that they received more acceptance and less harassment from their racial/ethnic
community than sexual minority men. Amber described how she perceived lesbians to be more
accepted in the Black community than gay men. However, she noted that acceptance for women
depended on relationship status; single sexual minority women were less accepted than partnered
women.
I'm not quite sure why that is. I think it has to do with fertility, you know and like a man
should have babies and women together are just hot, you know? But that would be
something that would come from the male side of the community. And you know, if
you're a gay man, you're a punk, you know, you like to take it up the ass, you're weak or
whatever, you know? I remember when I was in middle school I was riding the bus home
and this kid behind me on the bus goes, hey, look at that faggot. And I looked over and I
was like, that's my brother. So these kids obviously know that gay men are not cool when
there's an acceptance issue right there. But then on the other hand, I've also seen it where
Black women have been called dykes and been shunned. But that's typically if they are
single, like if they're alone. But if it's two chicks together then they are I guess okay with
it.
This gender difference aligns with prior scholarship showing that sexual minority men
experience more discrimination and mistreatment than sexual minority women (D’Augelli 2002;
Willoughby et al. 2008).
Sources of stress from respondents regarding their family’s fears of abuse and harassment
were shaped by the intersection of gender identity, race/ethnicity and sexual identity. While there
were specific fears attributed to each identity separately, there were also fears about their
intersecting minority statuses. The families of Black and Latino/a sexual minority men and
women both feared victimization but from different sources. Although there were shared fears of
racialized acts of violence, the types of fears varied by race/ethnicity. While both Black and
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Latino men feared being targets of physical abuse, Black men were specifically anxious about
potentially fatal interactions with law enforcement. There were apparent gender differences in
sources of victimization as well. Unlike men, both Black and Latina women were fearful of
sexual violence, especially as sexual minorities. This was true regardless of racial/ethnic identity;
both Black and Latina women perceived that they were more vulnerable to sexual harassment as
sexual minority women. Overall, it seemed that the intersection of minority statuses seemed to
contribute to increased fears due to multiple sources of victimization.
While I found evidence of a lack of support from certain family ties, I also found that
respondents were active in seeking the support that they needed. Those who received limited or
no support from family sought it from other social ties in their network, especially from friends.
Santiago explained to me why social support from his sexual minority friends was important and
helpful in coping with minority stressors. He stated:
I think because we have experienced the same episodes in our lives coming out to
ourselves, partnerships and family or lack thereof. The same fears that you've
experienced are shared and I think that there's a type of bond that we have that connects
to the fact that for those who have lost their families through the fact that they might be
not heterosexual, have found a home in folks who have had the same experiences.
Yet, I did not find much evidence from my respondents of examples in which they created their
own non-biological family units that were composed of other LGBT individuals. While the
social support literature point to the creation of “chosen families” among sexual minorities
(Erich et al. 2008), I found little evidence of these types of networks from my respondents. This
may be due to the fact that the majority of respondents were embedded in friendship networks
that were predominately heterosexual. When I inquired if they ever sought out non-heterosexual
friends, many respondents explained that they found it difficult to find friends in the LGBT
community that would not only provide support for stressors related to their sexual identity but
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also address stressors related to their racial/ethnic identity. As people of color, Black and
Latino/a respondents emphasized the need to have friendship ties that provided a sense of
understanding about stressors beyond sexual identity. Carl explained to me that in order to seek
out support that would address stressors from both his racial/ethnic and sexual identity, he would
have to find other sexual minorities of color-something he considered to be too taxing. He stated:
I think for me to have my friends made up of largely black and gay, would take a lot of
intent. I would have to truly seek it out. So in the situation where I don't seek it out
specifically, I ended up with more of a mainstream makeup if you will. I guess I don't
make that specific effort.
As a result, many respondents tended to draw on support from their heterosexual friends who for
the most part were composed of other racial/ethnic minorities.
My respondents resided in a minority-majority city with a large Black and Latino/a
population41. They described their friendship networks as diverse or predominately composed of
other people of color -- something that they emphasized “just happened” without taking much
effort. Many respondents like Norman explained that the support they drew from friends who
shared the same racial/ethnic identity (even if they were heterosexual) was important because
“there's a layer of trust that is difficult to achieve with White people.” For Norman, the support
he drew from his Black friends was a valuable coping resource for stressors that he faced from
being a Black American. Yet, this did not mean that respondents were not seeking or receiving
support for stressors associated with their sexual identity. Many respondents were able to rely on
their romantic partners exclusively as a coping resource for stressors associated with their
stigmatized sexual identity.
Romantic partner were a significant source of support. Partners provided emotional
support, comfort and encouragement that respondents perceived attenuated the negative impact
41

According to population estimates from the US Census bureau (2019), approximately 68% of the population in
the city is Black or Latino/a.
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of both general stressors and stressors specific to their sexual identity. Santiago explained how
shared experiences as sexual minority men allowed him and his partner to “put ourselves in each
others shoes.” Saulo also voiced how “I just feel very safe when I am around him” which created
a sense of comfort that he did not find in most spaces as a sexual minority man. My findings
suggest that supportive partnerships provided the ability to cope with minority stressors in a way
that did not create a need to seek out ties with the LGBT community. As Kiko explained, “I feel
that I have those people in my life already, so I don't seek them out.”
Overall, my results highlights that family support is not one-dimensional. Not only does
the type of support fluctuate over time, with initial rejection evolving to some type of support,
but also even within family units there are differential levels of outness and support. While some
family ties can be unsupportive, others can provide much-needed acceptance. The relationship
between family support and stress is also reciprocal. Even though it can serve as a resource for
coping with stress, it can also contribute to it. Fear of rejection, anxiety about sexual identity
disclosure, and battling increased worry on behalf of family about victimization contribute to
distress. However, my findings highlight important differences across racial/ethnic identity and
gender identity. While Black and Latino/a sexual minority men and women shared similar
experiences of marginalization, variation in racialized and sexist experiences contributed to
differences in sources of stress. This suggests that there may need to be more attention in the
types of group specific strategies promoted to effectively cope with the variation in stressors
among the sexual minority community. My findings also suggest that family is not the only
supportive option for sexual minorities of color. Many respondents draw on friendship ties and
supportive romantic partners to mitigate minority stressors. Next, I discuss my findings on
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community integration and highlight how respondents made choices about which communities to
align with and participate in.

4.4.2 “Even in A Minority Group, Some People Still Have More of the
Power”
In addition to asking about perceived support from family, friends and partners, I also
inquired about supportive ties with communities. I asked about experiences with the LGBT
community, racial/ethnic centered communities and the LGBT racial/ethnic community.
Generally, I found that community integration depended on how connected respondents felt with
the people in those communities. Connectedness to community was shaped by past interactions
with members along with compatibility with the issues that organizations prioritized. Although
respondents perceived their identities and needs to be multiple and intersecting, they are
embedded in communities and networks that demand prioritization of their needs. As a result,
they were selective about which community ties to maintain.
Respondents with multiple minority identities described experiencing multiple layers and
forms of inequality. Yet, the organizations they encountered focused on single axis issues that
forced them to choose which type of communities and in turn which agendas to align themselves
with. Respondents explained that decisions to organize their needs in a hierarchy were ultimately
driven by the types of inequality they perceived to be the most pressing. For Black and Latino/a
sexual minority men and women, these issues tended to be race-specific. Racial equality,
homelessness and social mobility were important issues among Black and Latino/a respondents
that as Nathan explained, “were often overlooked within the LGBT community.” Respondents
perceived the majority of LGBT organizations to be focused on issues that impacted a larger
number of sexual minorities such as marriage equality, social acceptance and HIV prevention.

173
While they acknowledged that they personally benefitted from the efforts made in these areas,
they felt that they were more directly impacted by the lack of equal opportunity in obtaining
economic success due to racial/ethnic differences in the distribution of resources. Both Black and
Latino/a respondents felt that mainstream LGBT organizations minimized the economic needs of
their racial/ethnic communities. Yet, there were racial/ethnic differences in the urgency in calling
for dismantling of racial oppression. While, Black men and women specifically mentioned the
need for deliberate anti-racism policies and advocacy, Latino/a men and women focused more on
their need for increased access to resources that would facilitate more economic stability and
mobility for their community.
In addition to interests in similar issues, perceived shared experiences that were positive
also shaped feelings of connectedness. This variation was evident across social position.
Heterosexist, sexist and racist encounters from community members shaped perceptions of
connectedness and influenced their level and type of involvement. These encounters also
contributed to variation in connectedness to different types of communities. I found that
respondents differed not only in which communities they felt connected to but in how that
connectedness translated to community involvement. Some respondents felt a shared sense of
connectedness or bond with other LGBT people, which motivated them to seek out LGBT
organizations and events to attend. In his interview, Nuno described why he felt connected to the
LGBT community:
I feel like at one point we've all had some kind of fears or same thoughts and I do feel
like that's just why it's a lot easier sometimes to feel really welcoming in the gay
community.
Nuno felt that the LGBT community was safe and provided him with the opportunity to meet
other people he could connect with. However, not everyone perceived having a shared
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experience with other LGBT people simply because of a similar sexual orientation. Several
respondents differentiated their experience as a person of color who was also LGBT, noting that
it was vastly different than the experience of a White sexual minority person. Amber explained
to me that:
I don't feel a shared identity with any one other than a Black person. So just because you
are a lesbian-you’re White so I don't feel, I'm sorry, but I don't feel a shared bond
experience.
Unlike Nuno, Amber did not seek out involvement with what she referred to as the “mainstream”
LGBT community. Instead, she sought out a community from people who made her feel more
comfortable-other Black people.
Respondents who did not feel connected to the LGBT community perceived it to be
White centered and therefore did not see themselves represented in or reflected by other
community members. This contributed to feelings of discomfort in LGBT events or
organizations with various respondents avoiding the community altogether. However sexual
minority women also pointed out that the LGBT community was not only White centered but
also male centered. They felt that many of the issues revolved around the needs of sexual
minority men-in particular White men. Several women recalled past experiences in the
community that discouraged them from feeling more connected and pushed them to create their
own social spaces-specifically for sexual minority women of color. Some even felt that as
women they were expected and asked to do more of the social organization within the LGBT
community without getting much in return.
When I asked about connectedness to their racial/ethnic communities, respondents noted
that those spaces weren’t always comfortable either. Respondents perceived the Black and
Latino/a community to be heterosexual centered, and as a result various respondents didn’t feel
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as connected or bonded with others in those communities. For the most part, respondents did not
feel communities of color were more homophobic than White communities. Although
homophobia was not seen as race-specific, respondents did acknowledge that the manner in
which it was reproduced differed among communities of color. Black and Latino/a respondents
attributed certain religious beliefs and rigid gender roles found within their communities as
significant drivers that contributed to homophobia in their community, which made it difficult to
feel comfortable as sexual minorities. For example, Nigel pointed to the particular role that
religion played in contributing to homophobia in the Black community. He also noted that the
Black religious community was less tolerant than the White religious community.
I think compared to White people, Black people are less likely to approve of a
homosexual who is Black because it does go against the teachings of the Bible. I also feel
like there is a larger percentage of Black people who identify as Christians than there are
White people. And I think a lot of nondenominational type churches are predominantly
White. Most Black people, if you ask them what type of church they go to it's probably
Baptist and I feel like that this is very old teaching. I think most White people that do go
to a nondenominational type church have a more positive message [towards
homosexuality] than a Baptist church.
Nigel did not simply associate religion with homophobia, but rather specified that it was the type
of religious beliefs within the Black community that maintained heteronormative ideals.
In addition to feelings of discomfort, many respondents also didn’t feel that the racecentered communities meet their needs as sexual minorities. Ana explained that although the
Latino/a community cared about issues that impacted her as a Latina, it doesn’t “help with the
other side of you.” As a result, she felt disconnected from her ethnic community but didn’t feel
she could rely on the LGBT community either. When I asked her why she didn’t feel
comfortable in the LGBT community, she told me that she didn’t feel she fit in. She stated:
A lot of what we see as like the queer community tends to be White people. And like a lot
of them are very aware of that. But at the same time, it's just like you can't really change
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it. I feel like, so much importance is placed on like, um, I don't want to say like the White
hemisphere, but it is-especially White males.
Ana did not feel connected to either the LGBT or the Latino/a community and felt that she could
not fully draw support from either. When I asked her if she ever sought out LGBT communities
for Latina women, she laughed and told me if I find one to let her know.
Generally, respondents mentioned integration in either LGBT or racial/ethnic centered
communities, with only a few respondents involved in LGBT people of color communities.
Similar to patterns of connectedness, I found that variation in community involvement was
significantly shaped by feelings of comfort or rejection, which were influenced by racialized,
heterosexist and sexist experiences with community members. For example, while Nuno found
solace in the LGBT community, Amanda did not. When I asked her to elaborate on her
experiences with the LGBT community, she recalled instances of racism and sexism that shaped
her decisions about what communities to integrate into. She stated:
I think what people need to understand is that like, again, the LGBT community is
incredibly diverse, but we are all Americans. We're all swimming in White supremacy.
We're all swimming in patriarchy and misogyny. We just happen to be queer but like, you
know, we're not different than other people just because we are queer and we fail to
remember that.
For Amanda, the LGBT community was as racist and sexist as the heterosexual community.
Even though it was a marginalized community, it was not immune to stratifying systems that
reproduce inequality. Therefore, she preferred to align with the community that she felt
addressed the issues that impacted her more strongly as a Black woman. As an advocate for the
Black community, she was interested in organizations that engaged with issues of racial equalitysomething that the felt the LGBT community did not prioritize.
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Similarly, Norman felt that the issues that the LGBT community overlooked the issues
that mattered to him as a Black man. However, he also didn’t feel that the Black community
focused on issues that mattered to him as a gay man, leaving him feeling unsatisfied in the
options available to him for community integration. He explained:
I feel the LGBT community as a whole is one big community, but it's very fragmented.
There's not a lot of visibility for people of color. And so a lot of the initiatives and things
that the community as a whole globally tackles do not really include people of color. But
I have always felt that Black organizations don't really, they will address equality to a
certain point and that equality will be generally oriented around being heterosexual. So
they want equality for Black people with White people, but they don't necessarily want
equality for Black homosexuals to Black heterosexuals.
Several respondents echoed Norman’s sentiments about race/centered communities. Yet, this
lack of integration did not translate to complete isolation from the Black or Latino/a community.
Almost all respondents mentioned feeling a type of bond with other racial/ethnic minorities at
some level. Being a racial/ethnic minority in the United States was perceived to be stressfulwhether heterosexual or not. However, feelings of discomfort in race-centered events or
organizations pushed some respondents to choose to symbolically align with these communities.
They shared a sense of racial/ethnic solidarity with the overarching Black or Latino/a community
but did not specifically feel connected or involved with the community in their city.
When I asked respondents about experiences with communities for LGBT people of
color, they mentioned that even though they were grateful they lived in a large city where those
types of communities were available (even if there was not many) they also found those
communities to be problematic. Alana explained to me that even though she was excited to know
about groups that had aims to be intersectional, many times they failed to effectively be
intersectional. She stated:
Everyone has good intentions, but they say like the path to hell is paved with good
intentions I guess. I don't know. But I feel like everyone truly and genuinely like really
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want to have people of color at the table and start to address issues that affect people who
are both people of color and LGBTQ. But we just haven't figured out our secret sauce in
the product. We the LQBTQ community, we have all kinds of people within that and
those letters, all races, ethnicities, all different backgrounds. And it's one of those things
where I feel like everyone, wants to try and be intersectional but we just fail at it and I
haven't figured out why we fail at it, we just do.
Alana did not feel discouraged about the problems she perceived in the LGBT community’s
attempt to be intersectional. In fact, she was in a leadership role in an LGBT social organization,
noting that she was the first Black person to be on the board in eight years and one of the few
women. She proudly stated that the board was the most diverse it had ever been and so were the
members of the organization, highlighting that she believed the two to be correlated. Alana
emphasized the need for leadership to be intersectional if the LGBT community wanted to be
intersectional. She admitted that there was a long road ahead in creating intersectional spaces and
communities but felt that ensuring that the leadership was diverse-across race/ethnicity and
gender identity was a good start.
Overall, my qualitative interview findings indicate that there are different levels of
outness and support within family units, which influenced how respondents utilized familial ties
as resources of support for minority stressors. My findings also suggest that variation in
connectedness and community integration is not simply shaped by which identity is perceived to
be more central or important, but rather by heterosexist, racist or sexist experiences with
community members as well as shared prioritization of personal needs. My results suggest that
how people make choices about which communities to become involved with is significantly
influenced by social position. Next, I continue to examine the association between identity
centrality, social support and community integration. Specifically, I assess if the intersection of
sexual and racial/ethnic identity centrally shape levels of community integration, connectedness
to the LGBT community, perceived family support and outness to family.
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4.5. Identity Centrality, Support and Integration
Using the SJSP dataset, I examined the relationship between identity centrality and
indicators of social support and community integration. I begin with an overview of the
distribution of my key independent measures of identity centrality as well as the dependent
variables measuring social support and community integration. I then present results from the
regression models, beginning with relative risk ratios (RRR) from multinomial logistic
regression models testing the relationship between identity centrality and family support. Next, I
present the unstandardized coefficients from ordinary least squares (OLS) regression models
predicting connectedness to the LGBT community and conclude with results for the three
measures of community involvement.
I used the same analytic sample for all my empirical chapters. Tables 2.5.1-2 in chapter 2
illustrate the demographic characteristics, the socioeconomic status and the proportions of
relationship status and mean for the outness scale for the sample42. The analytic sample was
predominately Black and gay or lesbian and was relatively young. Overall, although the analytic
sample is highly educated and maintained some form of employment, but was also economically
vulnerable.
Table 4.5 presents the distribution of the identity centrality measure that I used in this
chapter. The mean for identity importance was similar for sexual (4.7) and racial/ethnic identity
centrality (4.6). In terms of perceived family support, the majority of respondents reported
receiving some level of support, with very few (only 4%) indicating that their family did not
know their sexual identity. Even though this group was small, since family support was a
significant factor in exposure to minority stress in the qualitative findings, rather than exclude
42

For a more detailed description of the characteristics of the analytic sample, please refer to 2.5.1 in chapter 2.
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individuals who were not out to family I include them as a separate group. The mean of the
connectedness to the LGBT community scale was 3.3, indicating moderate connectedness among
sample adults. Concerning measures of community integration, the highest mean was for
involvement in the LGBT community scale (3.3) and the lowest was for involvement in the
LGBT POC community scale (2.9) – showing that there were higher levels of community
involvement in the LGBT community compared to LGBT communities that were racial/ethnic
centered.

Identity Centrality
Sexual Identity Importance
Racial/Ethnic Identity Importance

4.7
4.6

Family Support
Family Doesn’t Know I am LGBT
Not Supported at All
Some Level of Support

4.0%
7.3%
88.7%

Connectedness to LGBT Community

3.3

Involvement in LGBT Community
Involvement in POC Community
Involvement in LGBT POC Community

3.3
3.0
2.9

Table 4.5. Key Independent and Dependent Measures

4.5.1 Social Support
Tables 4.5.1.1-2 present the relative risk ratios from multinomial logistic regression
models that test the relationship between identity centrality and family support. However, in my
examination I also include individuals who indicated that their family did not know they were
LGBT. Given previous scholarly attention to the association between sexual identity centrality
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and sexual identity disclosure, I wanted to assess how racial/ethnic identity centrality also related
to disclosure to family. If individuals are not ‘out’ to family, they may not be able to receive any
form of support for stressors associated with sexual identity. Yet, they may differ in the
experiences of those who are ‘out’ but receive no support from family. Therefore, I separate
those who indicate that their family does not know they are LGBT into a separate category. In
the table, models contrast perceived levels of family support: a) Family doesn’t know I am
LGBT, b) not supported at all (reference group), or c) some level of support. Table 4.5.1.1
presents the results from the unadjusted models. It also includes model 3, which adjusts for
demographic characteristics. Since identity centrality is significantly shaped by racial/ethnic and
sexual identity they are key independent variables in my analysis. For the purpose of my
discussion, I refer to model 2 as the baseline model. Table 4.5.1.2 presents the results from the
modeling that adjusts for, socioeconomic status, relationship status and outness (models 4-6). It
also includes the fully adjusted model. The identity centrality interaction term between sexual
and racial/ethnic identity was not significant, indicating that there is no evidence that the
association between sexual identity centrality and family support varies at different levels of
racial/ethnic identity centrality. Therefore, the results for the interactions are not presented in the
table.
Overall, the models show that there are significant differences in the contrasts across
sexual identity-but not across race/ethnicity. Respondents who identify in an alternative sexual
identity have elevated relative risks of family not knowing they are LGBT compared to
gay/lesbian adults (regardless of contrast with level of support). In models 1 and 2, family
support is strongly and significantly associated with identity centrality; an increase in sexual
identity centrality is associated with a decreased relative risk of reporting that family does not
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know they are LGBT (regardless of level of support that they report receiving). Racial ethnic
identity centrality is also significantly associated with family support. In the unadjusted and
fully adjusted model, an increase in racial/ethnic identity centrality is significantly associated
with elevated relative risk of indicating that family does not know they are LGBT (relative to
indicating that they receive no support or some level of support) and elevated relative risk of
reporting that they are supported (relative to indicating that they are not supported). In model 2
compared to gay/lesbian adults, bisexuals have lower relative risk ratios of reporting any level of
support (relative to reporting not receiving support); however, it is no longer significant in the
fully adjusted model. It seems that even after adjusting for identity centrality, there are
significant differences across sexual identity categories.
In model 3, which adjusts for demographic characteristics, the significant association
between both sexual and racial/ethnic identity centrality and family support remain. Although
none of the predictors in this model are significantly associated with family support, significant
differences remain across sexual identity. Compared to gay/lesbian adults, bisexuals have lower
relative risk of reporting that they feel supported (RRR=0.38; relative to reporting that they do
not receive any level of support). However, respondents who identity in an alternative sexual
identity have elevated relative risks of reporting that their family does not know they are LGBT
compared to gay/lesbian adults (regardless of the contrast with level of support).
Table 4.5.4.2 presents the results from the models adjusting for socioeconomic status,
relationship status and outness. Model 4 adjusts for socioeconomic status. Overall, the significant
association between identity centrality and family support remain. I also see the same significant
differences across sexual identity. Compared to gay/lesbian adults, bisexuals have lower relative
risk of reporting that they feel supported (RRR=0.38; relative to reporting that they receive no
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support), while those who identify in an alternative sexual identity have elevated relative risk of
reporting that their family does not know they are LGBT (regardless of the contrast with level of
support). It seems that in adjusting for identity centrality and minority identity, there appear no
significant relationship between demographic characteristics or socioeconomic status.
Model 5 adjusts for relationship status, outness, connectedness to the LGBT community
and community involvement. Although relationship status is not a significant predictor, outness
is strongly and significantly associated to family support. As outness increases, there is a
decrease in the relative risk of indicating that their family does not know they are LGBT (as
expected, and regardless of the contrast with level of support) and a higher relative risk of
reporting that they perceive some level of support (compared to reporting that they receive no
level of support). While community involvement in the LGBT and POC communities are not
significant predictors, involvement in the LGBT POC community is strongly and significantly
associated with sexual identity disclosure in both the unadjusted and adjusted models. An
increase in involvement in the LGBT POC community is associated with decreased relative risk
of reporting that their family knows they are LGBT, regardless of the contrast with level of
support. In terms of sexual identity, while those who identify in an alternative sexual identity
have elevated relative risks of reporting that their family does not know they are LGBT
(regardless of the contrast with level of support), the lower relative risk of reporting support is no
longer significant for bisexuals. In model 6, the fully adjusted model, the significant differences
in the contrasts across sexual identity found in the unadjusted model remains. Respondents who
identify in an alternative sexual identity have elevated relative risks of family not knowing they
are LGBT compared to gay/lesbian adults (regardless of contrast with level of support).

184
Although I did not find evidence of a significant interaction between sexual and racial/ethnic
identity, I did find that both are significantly associated with perceived family support.
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Table 4.5.3.1 Relative Risk Ratios From Multinomial Logistic Regression Models Predicting Family Support (N=1,571)
MODEL 1

Sexual identity is important
Racial/ethnic identity is important
Sexual Identity: Gay/Lesbian (ref)
Bisexual
Alternative
Race/Ethnicity
Latino
Gender: Male (ref)
Female
Alternative
Age
46+
Foreign Born
Education: HS or less (ref)
Some college
College graduate
Graduate
Employment: Full Time (ref)
Part Time
Unemployed
Other
Hhld Income: < $30,000 (ref)
$30 –$49,999
$50– $99,999
$100,000+
Health Insurance
Relationship: Un-partnered (ref)
Partnered, not in legal union
Partnered, in a legal Union
Other
Outness
Connectedness to LGBT community
Involvement in LGBT community
Involvement in POC community
Involvement in LGBT POC community

* p<.05, **p<.01, ***p<.001

Doesn’t Know
Vs
Not Supported
0.73(0.07)***
1.61(0.18)***

Supported
Vs
Not Supported
1.07(0.07)
1.19(0.07)***

MODEL 2
Doesn’t Know
Vs
Supported
0.69(0.06)***
1.35(0.13)*

MODEL 3

Doesn’t Know
Vs
Not Supported
0.75(0.08)**
1.57(0.18)***
--0.77(0.37)

Supported
Vs
Not Supported
1.04(0.06)
1.19(0.07)***
---0.40(0.10)***

Doesn’t Know
Vs
Supported
0.72(0.06)***
1.22(0.12)*
--1.92(0.81)

3.07(1.15)***

0.82(0.21)

3.67(1.02)***

--1.31(0.47)

---1.05(0.23)

--1.22(0.36)

Doesn’t Know
Vs
Not Supported

Supported
Vs
Not Supported

0.74(0.08)**
1.45(0.16)***
--0.91(0.44)
3.26(1.24)***
--1.32(0.51)
--1.05(0.36)
0.35(0.30)
--0.65(0.29)
0.87(0.41)

1.02(0.07)
1.19(0.07)***
--0.38(0.10)***
0.75(0.20)
--1.20(0.29)
--1.22(0.26)
1.31(0.60)
--1.18(0.29)
0.65(0.19)

Doesn’t Know
Vs
Supported

0.72(0.06)***
1.22(0.12)*
--1.97(0.85)
3.90(1.14)***
--1.07(0.36)
--0.73(0.21)
0.28(0.21)
--0.55(0.21)
1.51(0.61)
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Table 4.5.3.2 Relative Risk Ratios From Multinomial Logistic Regression Models Predicting Family Support (N=1,571)
MODEL 4

Sexual identity is important
Racial/ethnic identity is important
Sexual Identity: Gay/Lesbian (ref)
Bisexual
Alternative
Race/Ethnicity
Latino
Gender: Male (ref)
Female
Alternative
Age
46+
Foreign Born
Education: HS or less (ref)
Some college
College graduate
Graduate
Employment: Full Time (ref)
Part Time
Unemployed
Other
Hhld Income: < $30,000 (ref)
$30 –$49,999
$50– $99,999
$100,000+
Health Insurance
Relationship: Un-partnered (ref)
Partnered, not in legal union
Partnered, in a legal Union
Other

Supported
Vs
Not Supported
1.04(0.07)
1.20(0.07)***
--0.38(0.10)***
0.81(0.22)
--1.07(0.24)

Doesn’t Know
Vs
Supported
0.70(0.06)***
1.28(0.13)
--2.24(0.94)
3.09(0.92)***
--1.28(0.38)

--0.86(0.54)
1.01(0.68)
2.48(1.59)
--1.01(0.79)
0.64(0.58)
1.73(0.68)
---

--0.68(0.23)
0.55(0.21)
0.61(0.24)
--1.21(0.55)
1.27(0.62)
1.04(0.24)
---

--1.27(0.69)
1.83(1.06)
3.45(1.74)
--0.83(0.56)
0.50(0.40)
1.99(0.64)
---

0.80(0.37)
1.11(0.51)
1.32(0.90)
0.91(0.37)

1.36(0.38)
1.64(0.47)
2.01(0.96)
1.20(0.29)

0.59(0.24)
0.68(0.26)
0.66(0.35)
0.75(0.26)

Outness
Connectedness to LGBT community
Involvement in LGBT community
Involvement in POC community
Involvement in LGBT POC community

* p<.05, **p<.01, ***p<.001

MODEL 5

Doesn’t Know
Vs
Not Supported
0.72(0.08)**
1.39(0.16)***
--0.86(0.41)
2.75(1.05)**
--1.43(0.52)

Doesn’t Know
Vs
Not Supported
0.78(0.09)*
1.51(0.18)***
--0.45(0.23)
2.88(1.12)**
--1.10(0.43)

Supported
Vs
Not Supported
0.92(0.06)
1.17(0.07)*
--0.62(0.17)
0.94(0.25)
--1.06(0.24)

MODEL 6
Doesn’t Know
Vs
Supported
0.85(0.08)
1.29(0.14)*
--0.73(0.34)
3.04(0.96)***
--1.03(0.35)

Doesn’t Know
Vs
Not Supported
0.79(0.10)*
1.45(0.18)***
--0.39(0.21)
2.72(1.11)**
--1.22(0.55)
--1.00(0.40)
0.52(0.48)
--0.48(0.23)
0.80(0.42)
--1.03(0.66)
0.98(0.66)
2.54(1.63)
--2.60(2.01)
0.80(0.74)
2.54(1.04)*
---

--0.70(0.27)
0.97(0.75)
0.64(0.85)
0.54(0.10)***

--1.45(0.21)
1.13(0.51)
1.48(1.15)
1.86(0.18)***

--0.48(0.16)*
0.86(0.58)
0.43(0.48)
0.29(0.05)***

0.87(0.41)
1.19(0.57)
1.42(1.01)
1.13(0.50)
--0.66(0.27)
1.04(0.91)
0.65(0.89)
0.47(0.09)***

1.15(0.16)
1.26(0.29)
1.20(0.29)
0.45(0.11)***

1.06(0.09)
0.95(0.13)
1.19(0.19)
0.97(0.14)

1.08(0.13)
1.33(0.26)
1.01(0.21)
0.46(0.10)***

1.16(0.17)
1.28(0.30)
1.13(0.28)
0.47(0.12)***

Supported
Vs
Not Supported
0.93(0.06)
1.18(0.08)**
--0.59(0.17)
0.95(0.26)
--1.22(0.31)
--1.02(0.23)
1.27(0.62)
--1.06(0.28)
0.78(0.23)
--0.64(0.22)
0.59(0.22)
0.62(0.25)
--1.01(0.46)
1.04(0.45)
0.93(0.22)
--1.44(0.40)
1.62(0.47)
1.86(0.87)
1.35(0.33)
--1.48(0.34)
0.89(0.43)
1.59(1.27)
1.86(0.18)***

Doesn’t Know
Vs
Supported
0.83(0.09)
1.24(0.13)
--0.67(0.33)
2.86(0.96)***
--1.00(0.40)
--0.98(0.33)
0.41(0.34)
--0.45(0.19)
1.03(0.47)
--1.62(0.94)
1.67(1.03)
4.09(2.37)*
--2.58(1.71)
0.77(0.67)
2.73(0.99)**
--0.60(0.25)
0.74(0.31)
0.76(0.44)
0.83(0.33)
--0.44(0.16)*
1.17(0.90)
0.41(0.47)
0.25(0.05)***

1.06(0.09)
0.95(0.14)
1.19(0.19)
0.99(0.15)

1.10(0.14))
1.35(0.27)
0.95(0.20)
0.48(0.11)***
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4.5.2 Community Integration

Table 4.5.2.1 presents the unstandardized results from the ordinary least square
regressions (OLS) predicting connectedness to LGBT community. The identity centrality
interaction term between sexual and racial/ethnic identity was not significant, indicating that
there is no evidence that the association between sexual identity centrality and connectedness to
LGBT community varies at different levels of racial/ethnic centrality – so these results are not
presented in the table. However, there is evidence of a significant positive association between
identity centrality and connectedness across all models. Both sexual and racial/ethnic identity
centrality are strongly and significantly associated with connectedness; as identity centrality
increases so does the level of connectedness to LGBT community. However, by the fully
adjusted model, an increase in sexual identity centrality is associated with a 0.18 unit increase in
the connectedness scale, while racial/ethnic identity is only associated with a 0.05 unit increase.
Yet, for both types of identity centrality adjusting for demographic characteristics,
socioeconomic status, relationship status and outness, the coefficients shift very little.
Across all models, there is no evidence of a significant relationship between sexual or
racial/ethnic identity and connectedness to the LGBT community. It seems that in adjusting for
identity centrality, there are no significant differences in connectedness across minority identity
categories. However, model 3 shows that both gender identity and age are significantly
associated with connectedness. Relative to cisgender males, cisgender females have a 0.23 unit
increase in the connectedness scale; this is also seen in the fully adjusted model. There is no
significant difference between cisgender males and those who identify in some form of a noncisgender identity. Those who are 46 and older are associated with a 0.30 unit increase in
connectedness relative to those 18-45; this association remains significant even in the fully
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adjusted model. In model 4, there are no significant predictors, showing that no significant
relationship exists between socioeconomic status and connectedness in this sample of minority
identity adults.
Model 5 shows that both relationship status and outness are significant predictors of
connectedness to the LGBT community. Compared to those who are not partnered, those in legal
unions have a 0.28 unit increase in the connectedness scale. However, there are no significant
differences between respondents who are partnered and not in a legal union and respondents who
are not partnered. Outness is positively and significantly associated with connectedness; a oneunit increase in the outness scale is associated with a 0.18 increase in the connectedness scale.
Although the difference in relationship status is no longer significant in the fully adjusted model,
the significant association remains for outness. Overall, while I found no evidence of a
significant interaction between sexual and racial/ethnic identity centrality, the models presented
do show that both are strongly and significantly associated with connectedness to the LGBT
community.
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Table 4.5.2.1 Ordinary Least Squares (OLS) Regressions Predicting Connectedness to LGBT Community (N=1,571)
MODEL 1
MODEL 2
MODEL 3
MODEL 4

Sexual identity is important
Racial/ethnic identity is important
Sexual Identity: Gay/Lesbian (ref)
Bisexual
Alternative
Race/Ethnicity
Latino
Gender: Male (ref)
Female
Alternative
Age
46+
Foreign Born
Education: HS or less (ref)
Some college
College graduate
Graduate
Employment: Full Time (ref)
Part Time
Unemployed
Other
Hhld Income: < $30,000 (ref)
$30 –$49,999
$50– $99,999
$100,000+
Health Insurance
Relationship: Un-partnered (ref)
Partnered, not in legal union
Partnered, in a legal Union
Other
Outness
* p<.05, **p<.01, ***p<.001

0.21***
0.06**

0.21***
0.06**
-0.04
-0.11
--0.03

0.20***
0.06**
-0.02
-0.11
--0.004
-0.23***
0.20
-0.30***
0.06

0.21***
0.06**
-0.02
-0.12
--0.02

MODEL 5

MODEL 6

0.18***
0.06**
-0.19
-0.06
--0.01

0.18***
0.05*
-0.16
-0.07
--0.004

--0.02
0.28*
-0.14
0.18***

0.19**
0.16
-0.27***
0.12
--0.12
-0.04
0.04
-0.04
-0.08
-0.01
-0.01
-0.004
-0.05
0.02
--0.04
0.18
-0.15
0.18***

--0.14
-0.08
0.01
-0.14
-0.001
-0.01
-0.04
0.05
0.01
0.04
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Table 4.5.2.2 presents the unstandardized results from the ordinary least square
regressions (OLS) predicting involvement in the LGBT community. The identity centrality
interaction term between sexual and racial/ethnic identity was not significant, indicating that
there is no evidence that the association between sexual identity centrality and involvement in
the LGBT community varies at different levels of racial/ethnic centrality. Therefore, these
interaction results are not presented in the table. Sexual identity centrality is positively and
significantly associated with involvement in the LGBT community, until I adjust for indicators
of social support in model 5 and the fully adjusted model. However, there is no evidence that
racial/ethnic identity centrality is significantly associated with involvement in the LGBT
community across any of the models.
While there are significant differences across racial/ethnic identity, there is evidence of
significant differences across sexual minority identity. Relative to gay/lesbian adults, bisexual
identity is associated with a decrease in the LGBT connectedness scale. Adjusting for
demographic characteristics in model 3 and indicators of social support in model 5, these
differences are no longer significant. In the fully adjusted model there are also no significant
differences across sexual identity. In model 3, which adjusts for demographic characteristics,
both gender identity and age are significant predictors of involvement in the LGBT community.
Compared to cisgender males, cisgender females have a 0.14 decrease in the involvement scale;
this significant difference remains in the fully adjusted model. There are no significant
differences between cisgender males and those who identify in a non-cisgender identity. In terms
of age, those who are 46 or older have a significantly associated increase (0.28) in the
involvement scale and this association remains significant in the fully adjusted model. In
adjusting for socioeconomic status in model 4, there is evidence that education is a significant
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predictor of involvement in the LGBT community. Relative to those with a HS diploma or less,
college graduates and those with a graduate degree are significantly associated with an increase
in the involvement scale. However, there seems to be no significant difference between those
with some college and those with a HS diploma or less. The association between education and
involvement in the LGBT community remains in the fully adjusted model.
Research suggests that there is a strong significant association between connectedness
and community involvement within the LGBT community (Demant et al. 2018; Harris, Battle
and Pastrana 2018); therefore, I include connectedness to the LGBT community as an additional
control in model 5. Relationship status, connectedness and outness are significant predictors of
involvement in the LGBT community. Relative to those who are not partnered, those who are
partnered are significantly less involved in the LGBT community; this difference is no longer
significant in the fully adjusted model. There are no significant differences between any other
types of partnership status. Not surprisingly, outness and connectedness to the LGBT community
is strongly and positively associated with involvement in the LGBT community, even in the fully
adjusted model. It seems that adjusting for relationship status, connectedness and outness do
attenuate the significant relationship between sexual identity centrality and involvement in the
LGBT community. Overall, while there is a strong and positive association between sexual
identity centrality and involvement in the LGBT community, there is no significant relationship
with racial/ethnic identity centrality. There is also no evidence that the association between
sexual identity centrality and community involvement varies across different levels of
racial/ethnic identity centrality.

192

Table 4.5.2.2 Ordinary Least Squares (OLS) Regressions Predicting Involvement in LGBT Community (N=1,571)
MODEL 1
MODEL 2
MODEL 3
MODEL 4
MODEL 5

Sexual identity is important
Racial/ethnic identity is important
Sexual Identity: Gay/Lesbian (ref)
Bisexual
Alternative
Race/Ethnicity
Latino
Gender: Male (ref)
Female
Alternative
Age
46+
Foreign Born
Education: HS or less (ref)
Some college
College graduate
Graduate
Employment: Full Time (ref)
Part Time
Unemployed
Other
Hhld Income: < $30,000 (ref)
$30 –$49,999
$50– $99,999
$100,000+
Health Insurance
Relationship: Un-partnered (ref)
Partnered, not in legal union
Partnered, in a legal Union
Other
Connectedness to LGBT community
Outness
* p<.05, **p<.01, ***p<.001

0.06***
0.03

0.06***
0.03
--0.20**
-0.04
--0.04

0.06***
0.02
--0.14
-0.02
-0.04
--0.14**
-0.07
-0.28***
-0.10

0.01***
0.02
--0.18*
-0.04
--0.01

0.001
0.01
--0.09
0.02
--0.01

-0.15
0.24**
0.21*
-0.07
0.06
0.01
--0.01
0.15
0.13
-0.03
--0.12*
0.09
-0.08
0.17***
0.15***

MODEL 6

0.004
0.01
-0.004
0.04
-0.05
--0.21***
-0.09
-0.18***
-0.05
-0.19*
0.30***
0.23**
--0.03
-0.003
0.02
--0.04
0.10
0.08
-0.07
--0.08
0.13
-0.09
0.17***
0.15***
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Table 4.5.2.3 presents the unstandardized results from the ordinary least square
regressions (OLS) predicting involvement in the people of color (POC) community. The identity
centrality interaction term between sexual and racial/ethnic identity was not significant,
indicating that there is no evidence that the association between sexual identity centrality and
involvement in the POC community varies at different levels of racial/ethnic centrality.
Therefore, the results for the interactions are not presented. Across all models, racial/ethnic
identity centrality is positively and significantly associated with involvement in the POC
community. However, there is no evidence that sexual identity centrality is significantly
associated with involvement in the POC community across any of the models. There is evidence
of significant differences in involvement in the POC community across both racial/ethnic and
sexual identity. Relative to gay/lesbian adults, those who identify in an alternative sexual identity
are associated with a significant increase in the community involvement scale, even in the fully
adjusted model. However, in models 2 (where I adjust for minority identity) and 4 (where I
adjust for socioeconomic status) this difference is no longer significant. Across all models there
is a strong and significant difference between Black and Latino/a adults. Even after adjusting for
racial/ethnic identity centrality, Latino/a adults have decreased involvement in the POC
community compared to Black adults.
Adjusting for demographic characteristics in model 3, only age is a significant predictor
in involvement with the POC community. Those who are 46 or older are significantly more
involved relative to those who are 18-45, even in the fully adjusted model. Although gender
identity is not a significant predictor in model 3, in the fully adjusted model there is a significant
difference between cisgender males and females. Similar to findings for involvement in the
LGBT community, relative to cisgender males, cisgender females are significantly less involved
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in the POC community involvement scale. Model 4 shows that in adjusting for identity centrality
and minority identity, there appear no significant association between socioeconomic status and
involvement in the POC community.
Again, I include connectedness to the LGBT community as an additional control in
model 5. Although I am examining involvement in the POC community, since respondents are
also LGBT it may significantly influence involvement in other types of communities. Model 5
shows that connectedness to the LGBT community and outness are significant predictors for
community involvement. An increase in outness is associated with an increase in the POC
community involvement scale and this association remains significant in the fully adjusted
model. Interestingly, connectedness to the LGBT is strongly and positively associated with
involvement in the POC community, even in the fully adjusted model. Overall, my findings
show that sexual identity centrality is not significantly associated with involvement in the POC
community, while racial/ethnic identity centrality is strongly and positively associated.
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Table 4.5.2.3 Ordinary Least Squares (OLS) Regressions Predicting Involvement in the POC Community (N=1,571)
MODEL 1
MODEL 2
MODEL 3
MODEL 4

Sexual identity is important
Racial/ethnic identity is important
Sexual Identity: Gay/Lesbian (ref)
Bisexual
Alternative
Race/Ethnicity
Latino
Gender: Male (ref)
Female
Alternative
Age
46+
Foreign Born
Education: HS or less (ref)
Some college
College graduate
Graduate
Employment: Full Time (ref)
Part Time
Unemployed
Other
Hhld Income: < $30,000 (ref)
$30 –$49,999
$50– $99,999
$100,000+
Health Insurance
Relationship: Un-partnered (ref)
Partnered, not in legal union
Partnered, in a legal Union
Other
Connectedness to LGBT community
Outness
* p<.05, **p<.01, ***p<.001

-0.004
0.09***

0.02
0.08***
--0.01
0.13
--0.32***

0.02
0.08***
-0.04
0.15*
--0.29***
--0.09
-0.06
-0.19**
-0.005

0.01
0.07***
--0.01
0.12
--0.30***

MODEL 5

MODEL 6

-0.02
0.07***
-0.04
0.17*
--0.31***

-0.02
0.07***
-0.09
0.17*
--0.27***
--0.15*
-0.08
-0.14*
0.02
-0.10
0.09
0.15
--0.03
-0.01
0.10
--0.03
0.03
-0.12
0.04
--0.04
0.15
-0.28
0.13***
0.06*

-0.09
0.07
0.14
-0.01
0.04
0.08
--0.01
0.07
-0.08
0.06
--0.07
0.06
-0.25
0.13***
0.06*
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Table 4.5.2.4 presents the unstandardized results from the ordinary least squares (OLS)
regression models predicting involvement in the LGBT POC community. The interaction term
between sexual and racial/ethnic identity is significant, indicating that the association between
sexual identity centrality and mental wellbeing varies across different levels of racial/ethnic
identity centrality. Model 1 presents the results for the model that only includes the identity
centrality measures, while model 2 also includes the minority identity independent variables.
Race/ethnicity and sexual identity are included in models 2-6.
Figure 4.5.2.1 illustrates that manner in which sexual identity centrality intersects with
racial/ethnic identity to shape involvement in the LGBT POC community. In the figure, I present
three levels of racial/ethnic identity centrality: not important at all (those who indicated a 1 on
the scale), somewhat important (those who indicated a 3 on the scale) and extremely important
(those who indicated a 6 on the scale). Figure 4.5.2.1 depicts that among those with the highest
level of racial/ethnic identity, the association between sexual identity centrality and community
involvement is positive; as sexual identity centrality increases so does the likelihood of
involvement in the LGBT POC community. However, the slope for those who indicate a
moderate level of racial/ethnic involvement is almost completely horizontal. This suggests that
for those who indicate a moderate level of racial/ethnic identity centrality, there are minimal
differences in community involvement across all levels of sexual identity centrality. Finally,
looking at the slope that represents the lowest levels of racial/ethnic identity centrality, there is a
negative association between sexual identity centrality and community involvement in the LGBT
POC community; as sexual identity centrality increases the likelihood of involvement decreases.
Figure 4.5.2.2 displays the predicted probabilities of the fully adjusted model and shows that
adjusting for all controls does not modify the patterns from the baseline model. There remains a
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slight positive association between sexual identity centrality and involvement at the highest level
of racial/ethnic identity centrality and a slight negative association for the lowest level. This
suggests that both racial/ethnic and sexual identity centrality play a significant role in shaping
community involvement in the LGBT POC community.
While there appear to be no significant differences across sexual identity in any of the
models, racial/ethnic identity is strongly associated with involvement in the LGBT POC
community. Relative to Black adults, Latino/a adults are significantly associated with a decrease
in the LGBT POC community, regardless of which controls I adjust for. Model 3 shows that
gender identity and age are significantly associated with community involvement. Similar to my
findings for involvement in the LGBT and POC community, cisgender females were associated
with a decrease in the LGBT POC community involvement scale relative to cisgender maleseven in the fully adjusted model. Also similar to my findings for other types of community
involvement, those who were 46 and older are associated with an increase in the involvement
scale relative to those 18-45; this association remained significant in the fully adjusted model.
Model 4 shows that after adjusting for identity centrality and minority identity, there appears no
significant relationship between socioeconomic status and involvement in the LGBT POC
community.
I include connectedness to LGBT community in model 5 since I am assessing
involvement in the LGBT POC community. Only connectedness to the LGBT community and
outness are significant predictors of community involvement. Similar to my findings for
involvement in the LGBT and POC community, outness and connectedness to the LGBT is
strongly and positively associated with involvement in the LGBT POC community; this
association remains in the fully adjusted model. It seems that although there is evidence that the
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association between sexual identity centrality and involvement in the LGBT POC community
varies across different levels of racial/ethnic identity, once I adjust for all controls this is no
longer the case.
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Table 4.5.2.4 Ordinary Least Squares (OLS) Regressions Predicting Involvement in the LGBT POC Community (N=1,571)
MODEL 1
MODEL 2
MODEL 3
MODEL 4

Sexual identity is important
Racial/ethnic identity is important
Sexual identity*Racial/ethnic identity importance
Sexual Identity: Gay/Lesbian (ref)
Bisexual
Alternative
Race/Ethnicity
Latino
Gender: Male (ref)
Female
Alternative
Age
46+
Foreign Born
Education: HS or less (ref)
Some college
College graduate
Graduate
Employment: Full Time (ref)
Part Time
Unemployed
Other
Hhld Income: < $30,000 (ref)
$30 –$49,999
$50– $99,999
$100,000+
Health Insurance
Relationship: Un-partnered (ref)
Partnered, not in legal union
Partnered, in a legal Union
Other
Connectedness to LGBT community
Outness
* p<.05, **p<.01, ***p<.001

-0.06
-0.03
0.02*

-0.04
-0.04
0.02*
--0.16
0.03
--0.38***

-0.04
-0.05
0.02*
--0.10
0.04
--0.35***
--0.14*
0.04
-0.20***
0.01

-0.04
-0.04
0.02*
--0.16
0.02
--0.38***

MODEL 5

MODEL 6

-0.08
-0.05
0.02*
--0.09
0.07
--0.36***

-0.08
-0.05
0.02
--0.03
0.08
--0.35***
--0.20**
0.02
-0.14**
0.04
-0.07
-0.04
0.03
-0.03
-0.04
0.03
-0.01
-0.03
-0.07
0.02
--0.06
0.12
-0.05
0.17***
0.08***

-0.04
-0.08
0.03
-0.10
0.01
0.01
-0.03
0.01
-0.03
0.04
--0.11
0.05
-0.05
0.17***
0.08***
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Figure 4.5.2.1 Predicted Probability of Involvement in LGBT POC Community:
Baseline Model
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Figure 4.5.2.2 Predicted Probability of Involvement in LGBT POC Community:
Fully Adjusted Model
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4.6 Discussion and Conclusion
A central component of Pearlin’s stress model involves factors that can buffer or
exacerbate the impact of stress (Schieman et al. 2006; Pearlin and Skaff 1996). Specifically,
there are influences that mediate the impact of stress on health, including social and behavioral
mechanisms. As a result, a substantial amount of health scholarship has focused on healthy and
unhealthy behaviors that people engage in to cope with stressors. One of the mechanisms of
coping that has garnered much attention is social support. Studies show that there are various
social and structural conditions that shape the availability of social ties that significantly impact
social support and community integration (Berkman and Kawachi 2000). A lack of social
support and connectedness is linked to poorer physical and mental health as well as increased
engagement in health risk behaviors (Berkman 1995), especially among sexual minority
populations (Haas et al. 2011; Higa et al. 2014; McConnell, Birkett and Mustanski 2016).
Research on sexual minority health points to the health protective effect of social support
against minority stressors (Blosnich, Lee and Horn 2013; Otis 2004). However, in spite of
evidence pointing to a relationship between sexual identity centrality and coping, research fails
to examine how this association extends to social support and community integration. In this
chapter, I examined how social position shapes strategies to draw support from social ties and if
there is a significant association between identity centrality and patterns of social support and
community integration among Black and Latino/a sexual minority adults. Overall, there are three
key findings to highlight.
First, I found evidence that identity centrality was significantly associated with social
support and community integration. This aligns with previous research, which documents the
important role that both racial/ethnic and sexual identity centrality have in shaping social
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interactions for sexual minorities of color (Asencio 2009; Morris et al. 2001). Specifically, I
found evidence that both sexual and racial/ethnic identity centrality were significantly associated
with family support and connectedness to the LGBT community. Racial/ethnic identity centrality
was associated with an increased likelihood of indicating some level of family support, even
after adjusting for socioeconomic status, demographic characteristics, relationship status and
outness. Yet, I did not find this significant association with sexual identity centrality. Instead,
sexual identity centrality was significantly associated with sexual identity disclosure to family.
Previous quantitative studies that examine perceived levels of family support fail to account for
the significant role of sexual identity disclosure by excluding individuals who are not “out” to
family. Given the significance of “sexual silence” among families of color where families choose
to avoid talking about sexual behavior or identity (Alonso and Koreck 1993; Agronick et al.
2004), it is important to include the experiences of sexual minorities of color who are not “out.”
People who are not “out” to family are likely not receiving support to cope with stressors related
to their sexual identity. In including individuals who are not “out” to family, I am able to assess
how identity centrality relates to both disclosure and support.
My results also indicate that sexual identity centrality was positively associated with
connectedness to the LGBT community. Previous studies have examined how sexual identity
centrality and connectedness to the LGBT community shape levels of social support and
community integration among sexual minorities (Harris, Battle and Pastrana 2018; Pastrana
2016). However, little empirical research examines the direct relationship between sexual
identity centrality and connectedness to the LGBT community. My results highlight a significant
relationship between both sexual and racial/ethnic identity centrality and connectedness.
Although I did not find evidence that the association between sexual identity centrality and

203
connectedness varied across different levels of racial/ethnic identity centrality, my findings
suggest that higher levels of both racial/ethnic and sexual identity centrality are associated with
higher levels of connectedness to the LGBT community.
In terms of community involvement, sexual identity centrality was significantly
associated with involvement in the LGBT community while racial/ethnic identity centrality was
significantly associated with involvement in the POC community. Similarly, Harris, Battle and
Pastrana (2018) found evidence for a positive association between racial/ethnic identity
centrality and involvement in the POC community among Black women and Latino men. I found
that connectedness to the LGBT community and outness seemed to attenuate the significant
relationship between sexual identity centrality and involvement in the LGBT community.
However, this was not the case for the relationship between racial/ethnic identity centrality and
LGBT community involvement. Given that connectedness to the LGBT community may not
specifically relate to the POC community, future research should examine if connectedness to the
POC community influences the association between identity centrality and community
involvement in similar ways. I did not find evidence of an interaction effect between
racial/ethnic and sexual identity centrality and involvement in either the LGBT or POC
community. However, the interaction may be evident within certain identity groups that are not
apparent in my analytic sample. More research is needed that examines the intersection of sexual
and racial/ethnic identity centrality within specific gender and race/ethnic identity groups that
may point to significant effects.
The only indicator of social support and community integration that I found evidence of
an interaction effect was involvement in the LGBT POC community. I found that the association
between sexual identity centrality and levels of community involvement varied across
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racial/ethnic identity centrality. Among respondents with the highest level of racial/ethnic
identity centrality, as sexual identity centrality increased so did the likelihood of community
involvement. However, among respondents with the lowest levels of racial/ethnic identity
centrality, as sexual identity centrality increased the likelihood of community involvement
decreased. This indicates that both sexual and racial/ethnic identity centrality intersect in
meaningful ways to shape involvement in the LGBT POC community. My findings suggest that
sexual minorities of color who consider both racial/ethnic and sexual identity to be important are
more involved in communities that address both identities. It was only when I adjusted for all
controls, that the interaction between sexual and racial/ethnic identity was no longer significant.
Adjusting for particular demographic characteristics such as race/ethnicity, gender identity and
age in addition to outness and connectedness seemed to attenuate the significant interaction.
Still, it is important that I only found evidence of a significant interaction effect between
racial/ethnic and sexual identity centrality in examining involvement in the LGBT POC
community and not in involvement in the LGBT or racial/ethnic community. This suggests that
may be something meaningful about the importance of having more than one minority identity in
involvement with an intersectional community.
Recently, there have been great strides in attention paid to the role of identity centrality in
involvement in different types of communities. Harris, Battle and Pastrana (2018) examined the
association between both sexual and racial/ethnic identity centrality and community involvement
in different types of communities using the same dataset I use in this chapter (SJSP). Yet, while
they included both racial/ethnic and sexual identity centrality in their analysis, there were some
limitations that my analysis addressed. First, they only included both types of identity centrality
as controls rather than as independent variables of interest. Second, they examined racial/ethnic
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and sexual identity centrality as separate constructs rather than addressing their potential
intersectional effects. While both our findings suggest that there are meaningful differences in
the association between identity centrality and community involvement across different types of
communities, my findings also highlight the variability of involvement across different levels of
identity centrality.
My qualitative findings indicate that the relationship between identity centrality and
community involvement was complicated by the inability to find truly intersectional
communities that addressed the needs of their multiple minority identities. Racist, sexist and
heterosexist experiences within different types of communities shaped respondent’s desire to
integrate further or exclude themselves altogether. This aligns with past research that point to
alienation from communities for sexual minorities of color due to racist experiences within the
LGBT community (Giwa and Greensmith 2012; Han 2007; Almario et al. 2013; Erich et al.
2010) and homophobic experiences within race-centered communities (Klein and Golub 2016;
Bridges et al. 2003; Clarke 1983; Johnson and Staples 2005). Yet, I found that these experiences
varied across race/ethnicity and gender identity with Black and Latino/a men and women
reporting stressful interactions from different sources. For example, sexual minority women
reported feeling less welcoming within LGBT and race-centered communities, indicating that
most of the organizations and activities were male centered. Compatibility with the issues that
communities prioritized also shaped the level of involvement in different types of communities.
My findings enhance the scholarship on social support and community integration by examining
patterns and experiences between two population groups with more than one minority identity.
Rather than focusing only one racial/ethnic community or providing a comparison between
White and non-White sexual minorities, my results indicate that even within similarly
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disadvantaged groups, attention must be paid to additional meaningful identities such as gender
identity as well as particular differences in racialized experiences across racial/ethnic minority
groups. These differences have important and significant effects on community integration and
social support. Minority stratus is not a once size fits all.
My qualitative results relate to evidence from my quantitative findings of a significant
interaction between racial/ethnic and sexual identity centrality in community involvement with
the LGBT POC community. While my secondary data analysis suggest that there are significant
differences in community involvement across different levels of identity centrality, my
qualitative findings emphasize that heterogeneity of positive and negative experiences within
these communities may be contributing to the variability in involvement- in particular across
gender identity and race/ethnicity. Future qualitative research should continue to examine the
mechanisms that shape the intersecting relationship between sexual and racial/ethnic identity
centrality. Particular attention should be paid to how gender identity and age relate to identitylinked processes like identity centrality to shape patterns of support and integration.
My second key finding relates to the differential levels of familial support and outness to
family members-even among family units. This aligns with previous research that finds
heterogeneity in experiences of outness and support within families of color (Battle et al. 2002;
Sarkisian and Gertsel 2004). Results from my secondary data analysis suggest that identity
centrality may contribute to these differences. My findings indicate that sexual identity centrality
was associated with sexual identity disclosure to family. Similarly, other studies have found that
sexual identity centrality was positively associated with outness, including among family
(Pastrana 2016; Pastrana 2015).
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Much of the empirical work on sexual identity disclosure among Black and Latino/a
families focus on the role of sexual identity centrality while neglecting racial/ethnic identity
centrality. In my analysis, I examine the association between both sexual and racial/ethnic
identity centrality and the likelihood of family not knowing that they are LGBT. I found that
both types of identity centrality were significantly related to sexual identity disclosure. These
findings aligns with previous work that found that ethnic identification among Latinos/as along
with fear of straining family bonds through “coming out” influenced sexual identity disclosure
among family (Akerlund and Cheung 2000; Diaz and Ayala 2001;Rosario et al. 2004). This
suggests that racial/ethnic identity centrality may play a meaningful role in shaping sexual
identity disclosure. My results call for increased attention to racial/ethnic identity centrality in
addition to sexual identity centrality in assessing outness and support to family among sexual
minorities of color.
My interview findings suggest that the variation in outness and perceived level of familial
support had a significant impact on how respondents drew from and utilized supportive ties. I
found that respondents adapted to limited familial support by seeking support from other
relationships including friendships, community ties and significant others. Research that
examines social support fails to address how sexual minorities react and adapt to limited support
(Uchino et al. 1996; Cohen 2004; Schieman et al. 2006; Pearlin and Skaff 1996). In this way, the
resilience of marginalized communities is overlooked. Future studies should continue to present
a more holistic representation of adversity and highlight patterns of both constraint and agency.
Finally, my findings on family support, connectedness and community involvement
suggest that there are important differences across gender identity, race/ethnicity and sexual
identity. My results show significant differences in social support and community integration
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across sexual identity with respondents who identify in an alternative sexual identity less likely
to indicate that their families know they are LGBT compared to gay/lesbian adults and more
likely to be involved in the POC community. I also found significant gender differences in
community integration. Compared to cisgender males, cisgender females were significantly
associated with increased connectedness to the LGBT community. However, increased
connectedness did not seem to translate to increased involvement. Cisgender females were
negatively associated with involvement in any type of community involvement relative to
cisgender males. This aligns with my interview findings that highlight that women felt most
communities were male centered and as a result chose not to become involved. These findings
are also not surprising given the mounting research that documents significant differences in
outness and community integration across gender identity (Morris, Waldo and Rothblum 2001;
Pastrana 2006).
I also found evidence of significant racial/ethnic differences in community integration.
Compared to Black adults, Latino/a adults were negatively associated with involvement in the
POC and LGBT POC community. Even though Black and Latino/a respondents were both
racial/ethnic minorities, Black adults seem to be more integrated in communities that centered on
racial identity. My interview findings indicate that both Black and Latino/a respondents
perceived the LGBT community to be White-centered and therefore did not feel welcome and
chose not to integrate themselves with this community. Yet, I found that Black respondents were
more involved with race-centered organizations because they addressed issues surrounding antiracism, which they considered to be extremely important. While Black and Latino/a men and
women may have shared racialized experiences, the historical context of racism towards Black
Americans may be driving them to seek more race-specific support. Given significant differences
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in community involvement across both sexual and gender identity, future research should
examine differences within racial/ethnic groups. For example, it may be that there are different
levels of community involvement between Black gay men and Black Lesbian women.
My research points to meaningful differences in how demographic groups perceive
support and choose to be involved in different types of communities. My results also show that
even in adjusting for identity centrality, some factors are more significantly associated with
social support and community integration than others. I found that socioeconomic status was not
a significant predictor for family support, connectedness to the LGBT community and
involvement in the LGBT POC or POC community. Although education was a significant
predictor for involvement in the LGBT community, income and employment status were not. My
findings suggest that the relationship between identity centrality and community integration may
be driven by differences across demographic groups rather than socioeconomic status. It may be
that since my analytic sample was overall an economically disadvantaged group, the effect of
socioeconomic status was not as prominent. However, my findings from the in depth interviews
suggest that racist, sexist and heterosexist experiences significantly shape community
involvement. These significant demographic differences could reflect variation in these types of
experiences. Future studies should continue to examine how social structural conditions shape
support and integration.
Although my findings provide important empirical information, there are two key
limitations to this assessment. First, I was unable to examine specific differences in social
support and community integration within gender, racial/ethnic and sexual identity groups in my
secondary data analysis. Due to small cell sizes, I was unable to stratify my sample by gender
identity, race/ethnicity or sexual identity. As a result, I was only able to examine the relationship
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between identity centrality and support and integration across groups but not within them.
However, I was able to inquire about gender and racial/ethnic differences in the qualitative
portion of my study. Although the interview findings complement the limitation in the data
analysis, I was restricted in the type of intersectional analysis I could conduct in the quantitative
portion.
Second, the SJSP uses a nonprobability design that strategically recruited participants at
LGBT events and relied on partnerships with LGBT organizations. Therefore, the analytic
sample could be a more integrated and supported sample relative to the general sexual minority
population. My quantitative findings may reflect the experiences of sexual minorities that may be
more involved. Although my interview sample contains variation in levels of social support and
community integration, respondents resided in a diverse city with a large sexual minority
population. Therefore, there may be more opportunities for involvement in this city that is not
available in other geographic area. Given the difficulty of accessing sexual minorities who may
not be integrated in any form of community, more nationally representative datasets should
include questions about sexual identity, integration and support. Data restrictions contribute to
limitations in conducting empirical work on hard to reach populations. Until more datasets that
address the experiences of sexual minorities are available, researchers must rely on strategic
sampling that targets sexual minorities such as that used in the SJSP.
Overall, my results accentuate the importance of both racial/ethnic and sexual identity
centrality in examining social support and community integration. In examining the experiences
of sexual minorities of color, it is important to address the significance of each minority identity
in seeking support. My findings suggest that LGBT and race-centered communities need to
address the heterogeneity of the types of networks available for support among sexual minority
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populations. While my findings provide evidence of restricted sources of support for some
respondents, I also focus on how they strategically draw support from available social ties in
their networks to cope with minority stressors. Emphasizing the manner in which sexual
minorities of color are proactive in attaining necessary support and highlighting the agency they
enact is essential in providing a more holistic representation of the experiences of members of
minority communities. Ultimately, more work is needed to better understand and respond to the
diverse health needs of this population.
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Chapter 5

Conclusion

My dissertation demonstrates the integral role of identity centrality in the three central
components of Pearlin’s stress model: stress exposure, health outcomes related to stress, and
influences that can buffer or exacerbate the impact of stress (Schieman et al. 2005; Pearlin and
Skaff 1996). Specifically, I draw on intersectionality and the minority stress process to examine
the relationship between identity centrality, stressors related to minority identity and wellbeing.
My findings indicate that identity centrality is an important factor in shaping exposure to
minority stressors, may help explain variation in health status and behaviors, and is significantly
associated with patterns of social support and community integration among Black and Latino/a
sexual minority adults.
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I structure my study around Pearlin’s stress model and Meyer’s minority stress
framework. Pearlin’s stress model highlights the negative physical and mental health
consequences from general stressors in our social environment (Pearlin et al. 1981; Thoits 1995).
Pearlin notes that exposure to general stressors is unequally distributed in the population with
more socially disadvantaged groups exposed to elevated rates of stress (Pearlin et al. 2005).
Health research that uses the minority stress framework documents how members of minority
groups are additionally burdened by specific stressors related to minority identity, which sustain
and widen health gaps between advantaged and disadvantaged social groups (Meyer 2003a;
Thoits 2010). Meyer argues that elevated exposure to minority stressors related to a stigmatized
sexual identity among sexual minorities contribute to higher rates of emotional distress and
poorer overall health relative to heterosexuals (Meyer 2003a; Savin-Williams 1994; Ryan et al.
2009). Yet, largely missing from examinations of stress that draw on these frameworks is work
that addresses how people with multiple minority identities experience and cope with minority
stressors (Grollman 2014). Studies also neglect the multidimensionality of disadvantaged status
by examining minority stressors from minority identities as separate and unrelated.
The aim of my dissertation is to contribute empirical work that highlights the maintenance
and reproduction of health inequality. I use an intersectional approach in my examination of
minority stress in order to illustrate how processes of power contribute to differential health
status and experiences. Specifically, I emphasize how systems of oppression such as
heterosexism, racism and sexism contribute to unequal access to and utilization of health
promoting resources. Intersectional scholars call for work that not only presents outcomes of
differences but also examines the mechanisms that produces them (Bowleg 2008; Brewer 1993;
Cho, Crenshaw and McCall 2013; Collins 2000; Collins and Bilge 2016). By using a mixed
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method approach, I not only examine patterns of difference but also highlight the processes that
maintain them.
The findings from each of my empirical chapters complement one another and engage with
each component of the stress process model. Both Pearlin’s stress model and the minority stress
framework note that differential exposure to stressors unequally burdens certain population
groups (Pearlin et al. 1981; Pearlin 1999; Pearlin et al. 2005; Meyer 2003a; Meyer Schwartz and
Frost 2008). While they point to a correlation between disadvantaged status and increased
exposure to stress, they refer to disadvantage as a homogenous status and neglect the variation in
marginalization (Pearlin 1989; Pearlin et al. 2005; Meyer 2003a). My study expands Pearlin’s
conceptualization of disadvantage to reflect a more nuanced portrayal of people who are
embedded in multiple stratifying systems. My results highlight how patterns of advantage and
disadvantage from multiple minority identities contribute to variability in experiences of
exposure to minority stressors, health outcomes and access to supportive community ties. For
example, I found that while Black and Latino/a men and women shared similar racialized
experiences, their perception of how they were racialized differed. For Black men and women,
their skin color was a visible and constant marker of their “otherness”, while Latino/a men and
women pointed to particular cultural differences (e.g. language, religious adherence, and
communal obligations). Although both Black and Latino/a adults are members of a racial/ethnic
minority group, they have different historical contexts that shape their specific experiences of
racism.
In my study, Black men and women voiced direct concern about their interactions with law
enforcement, reflecting the vast literature on the heightened surveillance and vigilance of Black
people (Browning et al. 1994; Brunson 2007; Dowler and Sparks 2008; Griffin and Bernard
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2003; Hahn and Jeffries 2003; Brooks et al. 2016). Yet, sexual minority Black men and women
were not immune to the anticipation of violent encounters with police. Their fear of violence was
not compartmentalized by their racial/ethnic and sexual identity, but rather enhanced by it. This
was true for Latino/as as well. They perceived themselves to be targets of both racialized and
homophobic motivated assaults and at times even feared they would be even bigger targets as
both racial/ethnic and sexual minorities. I found this pattern particularly evident among women.
Even within similar racial/ethnic groups, there were differential experiences of exposure to
minority stressors across gender identity. Black and Latina women, non-gender conforming and
non-binary identifying people described strain from sexist and heteronormative expectations of
femininity. Although they also pointed to stressor from their racialized experiences, these
experiences were gendered. Black and Latina women alluded to fear of sexual violence and
sexual objectification while their male counterparts pointed to fears of physical violence.
Overall, my findings illuminate how the intersection of disadvantage stemming from oppressive
systems shape differential exposure of stressors across social position, highlighting the
heterogeneity of stress and strain across race/ethnicity, gender identity and sexual identity.
In using an intersectional approach, I address the theoretical limitations of some work
that draws on the minority stress framework. The current conceptualization of this framework
contributes to a large body of work that centers on the experiences of White gay men, relying on
their experience as the referent stressful experience for sexual minorities (Frost, Lehavot and
Meyer 2015; McGarrity 2014; Huebner and Davis 2007; Meyer 2003a). As a result, much of this
scholarship assumes that a stigmatized sexual identity is neither racialized nor gendered by
neglecting variation across additional stratifying systems. In his conceptualization, Meyer
(2003b) describes stressors associated with prejudice towards LGB people as varying in the
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process (e.g. expectations of rejection, concealment and internalized homophobia) but not in the
sources. While he notes that there are importance circumstances in the environment such as
advantage and disadvantage and “biological background” as essential for understanding the
stress model, he minimizes the variation in experiences of stress that are simultaneously shaped
by stratifying systems stemming from additional axis of identity such as gender and racial/ethnic
identity (Meyer 2003b). Given that exposure to stressors vary across social position, it is
important to examine how sexual minorities who are also racial/ethnic minorities navigate
multidimensionality in marginalized identities to broaden our understanding of the stress process
and how it shapes health disparities.
The current conceptualization of the minority stress framework also allows for more of
an additive examination of stressors while inhibiting an intersectional one (Meyer 2003; Meyer,
Schwartz and Frost 2008; Frost, Lehavot and Meyer 2015). An additive approach assumes that
stressors from multiple sources are separate and distinct; studies using this approach present
disadvantage as a “sum of effects” (Hancock 2007; Weldon 2006). While recognizing that
stressors from a stigmatized sexual identity stem from multiple structural sources (Meyer and
Ouellette 2009), various work on minority stress refers only to increased levels of minority
stressors among people with multiple minorities rather than addressing the intersectional nature
of strain (Meyer et al. 2008; Barnes and Meyer 2012). For example, Frost, Meyer and Schwartz
(2016) examine meaningful differences in minority stressors across the intersections of
race/ethnicity, gender and sexual identity. While they find evidence for racial/ethnic differences,
they focus on patterns across identity axis rather than on the power relations that these identity
categories represent that contribute to these differences. In this way, they neglect the
intersectional nature of minority stressors by only emphasizing whether some sexual minority
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people (e.g. sexual minorities of color) have “more” or “less” disadvantage. While it is important
to highlight differential levels of exposure to minority stressors, focusing only on how levels
differ minimizes the manner in which minority strain is exacerbated by multiple oppressive
systems of inequality. I center my dissertation on the experiences of people with more than one
minority identity and integrate the multidimensionality of stressful experiences by not only
focusing on differential levels of exposure of minority stressors across groups, but also on how
their social position uniquely shapes their experiences of stress.
In focusing on a stigmatized sexual identity as unaffected by other stratifying systems
such as race/ethnicity and gender, studies that draw on the minority stress framework with an
additive approach assume that power structures of racism, sexism and heterosexism exist is
uniform. This assumes sexual identity is an unmarked identity and portrays a stigmatized sexual
identity as uniformly disadvantaged without addressing differential levels of privilege within the
sexual minority community. Rather than conduct a comparative study between White and
racial/ethnic sexual minorities, I chose to examine racial/ethnic differences between two minority
groups. I did this not only to center this analysis on empirically overlooked populations, but also
to emphasize how even within seemingly similarly disadvantaged groups, there remains variation
in patterns of health. My results reaffirm that intersecting patterns of privilege across
race/ethnicity, sexual identity and gender identity contribute to differential patterns of health
disadvantage.
In my study, I focus on the health outcomes associated with stress and examine how the
intersection of both sexual and racial/ethnic identity centrality were associated with wellbeing.
Much attention has been paid to the relationship between sexual minority identity and exposure
to stressors (Meyer 2003; Bowleg et al. 2003; Bry et al. 2018; Calhoun, Lewis, Braitman 2016),
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as well as the association between sexual minority identity and health (Cox et al. 2009;
D’Augelli 2002; Farmer et al. 2013; Frost, Levahot and Meyer 2015). Yet, less is know about
how identity-related processes such as sexual identity centrality relate to health among sexual
minorities. My study is a response to the lack of empirical work that examines the relationship
between sexual identity centrality and health status among sexual minorities. Specifically, I
assessed the association between racial/ethnic and sexual identity centrality and indicators of
wellbeing including self-rated health, mental wellbeing and smoking status. Intersectional
scholars have urged researchers to examine both patterns of advantage and disadvantage in
examinations of social status (Cole 2009; Collins 1998; Crenshaw 1991; Davis 2008). Much of
the work on sexual minority health focuses only on one aspect of disadvantage-sexual minority
status-while neglecting additional axis of identity such as race/ethnicity. My findings highlight
the diversity in health profiles among sexual minorities once we consider additional important
differences by gender identity and race/ethnicity. This aligns with previous work that emphasize
variability of health patterns within a diverse sexual minority community (Tuthill et al. 2020;
Liu, Reczek and Brown 2013; Gorman et al. 2015). I also found that the association between
identity centrality and wellbeing was significant and that it was shaped by the intersection of
racial/ethnic and sexual identity centrality. However, my results indicate that the association
varied at different levels of identity centrality and differed across indicators of wellbeing. My
results suggest that identity centrality may play a more direct role with mental wellbeing and a
more indirect role with physical health status.
Collins and Bilge (2016:115) argue, “much is at stake for getting the relationship between
identity and intersectionality right.” They contend that intersectional work on identity that
provides what they refer to as an ‘abstract inquiry’ fails to move intersectionality beyond identity
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studies rather than engage in questions of social justice that connect identity with power
relations. There has been criticism about intersectional work that relies on identity categories in
their examinations do not adequately capture the instability of identity categories and neglect
particular processes that contribute to disadvantage and inequality, especially in regards to
quantitative work (Cho, Crenshaw and McCall 2013; McCall 2005). My findings indicate that
the type and level of identity centrality significantly shapes wellbeing. My results suggest that is
not the identity category itself that contributes to differential patterns in health, but rather what
the identity means. My qualitative results between identity centrality and exposure to minority
stressors, suggest that identity categories are not simply markers of difference but rather a
representation of how individuals perceive their marginalized experience. My quantitative
findings provide evidence that these perceptions may have a significant impact on wellbeing.
Collins and Bilge (2016) call for intersectional work that participates in critical inquiry
and praxis, since they are both integral features of intersectionality. This requires researchers to
not only examine social problems (critical inquiry) but also to criticize, reject and try to provide
solutions to those inequalities (critical praxis). Generally, I found that in spite of an increased
awareness for more diverse communities that meet more diverse needs, few communities were
perceived to be intersectional. This prevented certain members, such as sexual minorities of
color, to feel completely validated or a true sense of belonging either the racial/ethnic or sexual
minority community. This suggests that current networks of support for sexual minorities are
centered to the needs of cisgender White sexual minority males, while networks of support for
racial/ethnic minorities are centered to the needs of heterosexual cisgender men. This pushes
many people to the margins of their own communities, leaving them with limited access to social
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support. Specifically, my findings indicate that there is unequal availability of effectively
supportive communities for Black and Latino/a sexual minority adults.
Collins and Bilge (2016) insist that attention must be paid to the intersection of power
relations in order to examine how social inequality is maintained and reproduced. Health
disparities research that focus on single axis examinations inaccurately depicts inequality as onedimensional. As a result, health initiatives that aim to address health inequities become onedimensional and do not reflect the multidimensionality of disadvantage. This leads to more
advantaged groups getting more attention and resources and contributes to health inequalityeven within marginalized communities. My study not only makes empirical and theoretical
contributions but my findings also provide two important implications for health interventions.
First, my study suggests that effective health intervention may need to be more group
specific, rather than using a “one size fits all” approach. My findings indicate that experiences
among the sexual minority community are heterogeneous. Black and Latino/a respondents
pointed out the significant differences in their stressful encounters as both sexual and
racial/ethnic minorities relative to White non-heterosexual adults. They identified differential
levels of exposure to minority stressors between White sexual minorities and sexual minorities of
color. Yet, even though Black and Latino/a respondents shared similar experiences of
racialization, I also found evidence of variation across race/ethnicity and gender identity. For
example, I found evidence of racial/ethnic differences in perceptions of racialization. While
Black respondents had anxieties regarding police brutality and perceived their skin color to be
the most significant marker of difference, Latino/a respondents worried that their inability to
achieve social mobility was based not on their skin color but on their overall lower economic
standing as a racial/ethnic group. Health interventions that target the sexual minority community

221
should address the diverse needs across race/ethnicity and gender identity. Assumptions about
disadvantage even within minority communities can overlook meaningful differences in patterns
of privilege and constraint that contribute to health disparities.
Second, my findings regarding community integration also highlight variation in coping
across gender identity. In emphasizing the unequal access and utilization of supportive
communities, I highlight potential avenues that health advocates can address in examining health
disparities. My results indicate that women, regardless of racial/ethnic identity, felt that the
sexual minority community catered to the needs of cisgender men, leaving them to feel excluded
and pushing them to seek support from other social ties. Both Black and Latina respondents
indicated that their social and emotional needs were not fully addressed by the mainstream
LGBT community. Intersectionality was proposed as a critique to the treatment of Black women
(Collins 1998; Collins 2000; Crenshaw 1989; Crenshaw 1991; Davis 1981; hooks 1981; hooks
1984), and my findings emphasize how sexual minority Black women continue to feel ignored
by their communities. Sexism and heterosexism within their Black communities and racism and
sexism within their LGBT communities push Black women to feel excluded and abandoned. Yet,
I also found that Latina women did not feel there was a space and visibility available to them
within their communities. My findings imply that there may be differences in availability and
utilization of supportive resources within the sexual minority community, especially for women.
There has been increasing attention in creating intersectional organizations and communities, in
particular among sexual minorities (Pannu 2017). Yet, intersectional aims should extend beyond
increasing diverse membership. If communities and organizations do not incorporate the needs
of all their members, they risk isolating certain fractions of their community. This is true for all
types of communities across sexual orientation and race/ethnicity.
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While my dissertation provides empirical and theoretical contributions to health
disparities research, the aim of this dissertation was also to address the needs of my respondents
and the needs of the communities they were integrated in. To do this, I plan to disseminate my
findings to the organizations and groups that I recruited participants from. At the end of every
interview, I pointed out that while there were various sexual minority researchers and individuals
that would be interested in my study, many people that read this dissertation would also be
heterosexual. I asked them if there was anything we didn’t discuss in our interviews that they
would like for them to know about their experiences and their communities. Amanda
summarized the perspective of many of my respondents. She explained:
I feel like straight people know enough. I feel like they know everything that they need to
know. I don't know that more information or knowledge or stories is even impactful
anymore. I think right now is less about educating and storytelling. I mean we have been
doing that for decades. I think at this point it's more about organizing and really getting
power. I think in the same way that Brown versus Board of Education has not made our
schools any more equal-just look at the data and you’ll see we are just as segregated as
we were then-gay marriage has not made life in America easier for an LGBTQ person
living in this society. But I honestly think that straight people know that. I think at this
point what they're responding to are organized people who know their power. And so if
anything, I would want them to know that we're getting organized and gay marriage was
just the start and we just have a long way to go. We're here, we're queer so get used to it.
That’s what I would like them to know.
Scholars state that intersectionality is a problem-solving tool that can address social inequalities
by illuminating the organization of power (Collins and Bilge 2016). While these power relations
can be constraining they can also, as Amanda pointed out, empower social groups to produce
social change. My study highlights how power relations reproduce inequality within the sexual
minority community through differential levels of exposure to stressors and variation in
availability of supportive community ties. My findings illuminate how sexual minorities of color
encounter increased exposure to stressors and additional constraints in drawing support to cope
with stressors from the LGBT community. Yet, my findings also illustrate how resilient and

223
adaptive my respondents were. Empirical studies can not only engage in important sociological
inquiry but it can also contribute valuable knowledge to communities that need it the most; to
most successfully address social problems, we must know what they are. If knowledge is power,
I hope my findings help Amanda’s communities and organizations most effectively utilize theirs.
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