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ABSTRACT 

Sexual minority (e.g., lesbian, gay, bisexual, and other non-heterosexual orientations) 

adults over 50 years of age represent a large yet under-researched population.  The intersections 

of sexual orientation- and age-related discrimination and their relationships with well-being have 

yet to be explored together within this population.  In response, this study assessed whether 

certain aspects of Meyer’s (2003) Minority Stress Theory apply to the sexual minority older 

adult population, with the additions of the minority stressor of ageism and the stress-ameliorating 

factor of self-esteem.  Specifically, the relationship of minority stressors (i.e., ageism, 

heterosexism, internalized homonegativity (IH), outness) to well-being (i.e., loneliness, life 

satisfaction, quality of life (QOL), psychological distress (PD)) was examined as well as whether 

those relationships were maintained after controlling for demographic variables and were 

moderated by stress-ameliorating factors (i.e., self-esteem, social support, and social network 

size) as theorized by Meyer. 

Hierarchical regression analyses with a sample of 189 sexual minority adults aged 50 and 

older offered partial support for Meyer’s model.  Ageism and heterosexism were significantly 

related to PD and QOL; additionally, IH was related to PD.  These findings remained generally 

stable after including demographic variables, indicating the saliency for the minority stressors 

regardless of individuals’ age, gender, sexual orientation, and partner status.  The relationship 

between PD and mild heterosexism was moderated by social network, and the link between PD 

and mild IH was moderated by social support.  Social network also moderated the links between 

mild IH and both life satisfaction and loneliness.  

These findings highlight the saliency of ageist and heterosexist discrimination in well-

being for sexual minority older adults.  This population is at risk for experiencing discrimination 

due to their marginalized identities, this discrimination has connections with psychosocial well-
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being, and this population utilizes social supports to buffer against mild levels of minority stress.  

These results suggest areas for future research on minority stress, with ongoing research on 

intersections of marginalized identities for older adults as well as the use of other stress-

ameliorating strategies for coping with discrimination areas to explore. Findings also call for 

culturally-sensitive practice in older adult care, including awareness of discrimination and 

encouragement for coping skills. 
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Chapter I 

Introduction 

The sexual minority (e.g., lesbian, gay, bisexual, and other non-heterosexual orientations) 

adult population over fifty years of age is a large yet remarkably under-researched population in 

the United States.  The American Psychological Association (APA; 2008) defines sexual 

orientation as an “enduring pattern of emotional, romantic, and/or sexual attractions to men, 

women, or both sexes” (para. 2) that is “distinct from other components of sex and gender, 

including biological sex (the anatomical, physiological, and genetic characteristics associated 

with being male or female), gender identity (the psychological sense of being male or female), 

and social gender role (the cultural norms that define feminine and masculine behavior)” (para. 

3).  In light of these definitions of terms, the current study focuses on diversity in sexual 

orientation (e.g., gay, lesbian, bisexual, queer), which is considered to be distinct from diversity 

in gender identification (e.g., transgender, androgynous, genderqueer, gender non-conforming).  

Also of note, the present study is focusing on adults 50 years of age and older who identify their 

sexual orientation as anything other than heterosexual; for brevity, the term “sexual minority 

older adult” is utilized throughout to identify this specific population. 

Sexual minority older adults represent a population characterized by intersections of two 

disadvantaged identities (i.e., sexual minority and older adult) and potentially may also represent 

additional minority identities (e.g., ethnic/racial identity, gender identity, disability status, low 

socioeconomic status, etc.).  APA’s (2009) report on Multicultural Competency in 

Geropsychology highlights the ways in which research in policy and practice has recently drawn 

attention to the need for increased awareness of and sensitivity to the interaction of diverse 

identities, particularly within the older adult population.  In fact, Knight, Karel, Hinrichsen, 
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Qualls, and Duffy (2009) encourage psychologists and gerontologists to be “aware of individual 

diversity in all its manifestations, including how gender, ethnicity, language, religion, 

socioeconomic status, sexual orientation, gender identity, disability status, and urban or rural 

residence interact with attitudes and beliefs about aging” (p. 208), as a “focus on the interactions 

between age and cohort and other aspects of individual diversity are critical for understanding 

the social context of an individual’s experiences in late life” (p. 208). 

Fredriksen-Goldsen (2011) estimates that more than two million sexual minority older 

adults reside in the United States (US), and as the size of the aging population in the US 

increases, the number of sexual minority older adults is expected to double between 2000 and 

2030.  Crisp, Wayland, and Gordon (2008) note that sexual minority older adults represent every 

ethnic minority group and further that members of this group are aging at the same rate and 

experiencing similar challenges in ability and healthcare as heterosexual older adults in the 

United States.  Nevertheless, sexual minority older adults face ignorance and a lack of awareness 

in both scientific and clinical settings.  As a result, the current study will examine experiences of 

ageism, heterosexism, and degree of outness as predictors of the psychological wellbeing of 

sexual minority older adults and whether perceived social support moderates these relationships. 

Discrimination 

 The American Psychological Association’s (APA) Presidential Task Force on Preventing 

Discrimination and Promoting Diversity defines prejudice as “attitudes (positive or negative) 

toward individuals based on faulty and inflexible generalizations related to their perceived 

affiliations” and discrimination as “treating people differently, and generally more negatively, 

because they belong to particular groups…[it] is also referred to as bias because of this negative 

behavioral aspect” (2012, pp. 9-10).  In other words, prejudice refers generally toward one’s 
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attitude, while discrimination refers more toward one’s behavior.  However, this APA 

taskforce’s statement cautions against separating discriminatory attitudes and behaviors, as 

attitudes generally inform discriminatory behaviors.  As a result, the present study uses 

“discrimination” as an umbrella term for negative attitudes, beliefs, and behaviors toward 

individuals based on their affiliations with different groups. 

A few different theories have been proposed to explain how having an oppressed identity 

impacts wellbeing.  The current study utilizes Meyer’s (2003) Minority Stress Theory for the 

sexual minority population, which posits that individuals with stigmatized minority identities 

(i.e., those who do not identify as heterosexual) are at higher risk for experiencing chronic stress 

due to their identity.  Meyer’s theory details pathways linking identification with an oppressed 

group with the experience of unique social stressors and ameliorating factors due to having an 

oppressed identity, which in turn relate to mental health outcomes.  Meyer breaks down the 

minority stressors into two categories---distal stress (i.e., external events of prejudice through 

discrimination or violence) and proximal stress (i.e., internal responses to distal stress, including 

expectations of rejection, concealment of identity, and internalized homonegativity).  In its full 

form, Meyer’s model includes both mediation and moderation.  Regarding mediation, he 

proposes that general stress and minority stress mediate the relationships of environmental 

circumstances, minority identity, and minority status with mental health outcomes.  Additionally, 

Meyer’s theory includes minority identity characteristics, including prominence (i.e., salience of 

the identity); valence (i.e., self-evaluation of identity); and level of integration of the sexual 

minority identity with other identities, along with stress-ameliorating factors (i.e., coping and 

social support) as moderators of relationships of minority stress to mental health outcomes in the 

model.   
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The present study focuses on a segment of the moderated relationships within Meyer’s 

model, specifically testing the relationships of distal and proximal stressors to a set of 

psychosocial outcomes and whether stress-ameliorating factors moderate those relationships.  

Currently, Meyer’s model has been directly applied to sexual as well as ethnic minority identities 

in a number of capacities (see Bowleg, Huang, Brooks, Black, & Burkholder, 2003; Meyer, 

1995), but it has been tested within the aging population only in a more limited scope (see 

Kuyper & Fokkema, 2010).  The present study also assesses the inclusion of two potential 

additional variables within Meyer’s model that may be relevant for the older adult population in 

particular – ageism as a minority stressor and self-esteem as a potential stress-ameliorating 

factor.   

In terms of discrimination related to age identity, the International Longevity Center’s 

(ILC) Anti-Ageism Taskforce (2006) reports that ageism is a particularly widespread type of 

discrimination due to its rampant acceptance and endorsement in US culture.  Unlike racism, 

sexism, and even heterosexism, ageism has yet to become a major area of concern within 

tolerance and diversity issues in the US.  Moreover, ageism is unique in that it is something to 

which the vast majority of individuals may experience as they naturally age, unlike other forms 

of discrimination based on more stable group differences, such as ethnicity or sexual orientation 

(Bennett & Gaines, 2010).  In fact, Palmore (2001) describes ageism (i.e., discrimination toward 

individuals based on their identity as an older person) as “the third great ‘ism’ in our society, 

after racism and sexism” (p. 572). 

 Ageism has been found to have a negative impact on older adults in the US in a number 

of areas of wellbeing.  As referenced by the ILC (2006), studies indicate that 35% of physicians 

incorrectly associate blood pressure increases as a normal part of aging (Hajjar, 2002), 
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chemotherapy is under-utilized in patients with breast cancer over the age of 65 despite potential 

health benefits (Du, Key, Osborne, Mahnken, & Goodwin, 2003), and 60% of older adults fail to 

receive appropriate preventive services for their health (National Center for Chronic Disease 

Prevention and Health Promotion, 2004).  These types of discriminatory beliefs have high 

potential for dangerous outcomes for the physical health of older adults, such as inadequate care 

for illness and higher risk for medical problems (ILC, 2006).  Moreover, Rupp, Vodanovich, and 

Credé (2006) found that ageism can negatively impact work environments for older adults.  In 

fact, the authors found that young people were more likely to recommend harsher punitive 

measures for poor work performance for older adults than they were for younger people.  Rupp 

et al. conclude that younger people are more likely to view an older adult’s poor performance as 

a stable trait rather than an isolated incidence; this ageist belief can have indelible consequences 

for older adults’ job retention and seeking abilities.  Although some evidence of the harmful 

impact of ageism on older adults has been supported by research, the links between experiences 

of ageism and mental health remain unclear, and ageism has yet to be studied within the sexual 

minority older adult population.  The present study considers ageism as a potential additional 

distal stressor within Meyer’s (2003) model, which may be linked with psychosocial outcomes 

for this population. 

 In line with Meyer’s (2003) Minority Stress Theory, heterosexism is another form of 

discrimination that impacts the sexual minority older adult population as a distal stressor.  

Incidents of heterosexist discrimination are a common theme in the lives of sexual minority older 

adults (Cronin, Ward, Pugh, King, & Price, 2010; D’Augelli & Grossman, 2001; Fredriksen-

Goldsen, 2011; Grossman, D’Augelli, & O’Connell, 2001; Herek, 2008).  Sexual orientation-

related verbal abuse is experienced by half to two-thirds of sampled populations (Fredricksen-
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Goldsen, 2011; Grossman et al., 2001; Herek, 2008).  Further, Herek found that 20% of sexual 

minority older adults reported a sexual orientation-related crime against their person or property 

since they turned 18, 10% experienced employment or housing discrimination, 55% perceived a 

degree of felt stigma due to their sexual orientation, and Cronin et al. found that 45% of sexual 

minority older adult service users experienced discrimination in provision of services.  Threats of 

physical violence have been reported by 29% (Grossman et al., 2001) and 42% (Fredricksen-

Goldsen, 2011), and threats of being “outed” are experienced by 29% (i.e., having their sexual 

orientation identity revealed to others without their consent; Grossman et al., 2001).  On a more 

systemic level, the sexual minority population in the US faces social stressors due to limitations 

on their legal rights.  To illustrate, at the time of data collection for this study, Stark (2013) noted 

that only nine states plus Washington, DC currently allow same-sex couples to legally marry, 

resulting in a total of only 15% of Americans who reside in a state that permits legal same-sex 

marriages.  Legal marriage opens opportunities to 1,100 federal benefits for couples; as a result, 

the vast majority of same-sex couples are unable to access these advantages (Stark, 2013).  These 

limitations to the rights of sexual minority individuals help to illustrate the mismatch of societal 

expectations and individual identity proposed in Meyer’s model that increases the stress 

experienced by those with a minority identity.  In sum, these findings underscore the prevalence 

of discrimination in the lives of sexual minority older adults. 

 Social stress aimed toward sexual minority older adults in particular results in a salient 

need for these individuals to make important and challenging life decisions in ways that will 

ensure their self-preservation, even if it results in greater invisibility and decreased satisfaction 

with life.  When sexual minority older adults receive or request services (e.g., medical care, 

caregivers, social services), the fear of discrimination can lead them to hide their sexual 
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orientation, avoid acknowledging their partner to others, remain isolated from sexual minority-

friendly communities and activities, or avoid accessing services overall (Brotman, Ryan, & 

Cormier, 2003).  All four of these options render a degree of invisibility of the sexual minority 

older adult population in the general population, the sexual minority community, and in older 

adult care services and housing, as well as an overall diminished quality of life for sexual 

minority older adults. 

In support of Meyer’s (2003) theory, instances of heterosexist discrimination have 

significant negative impacts on the psychological wellbeing of sexual minority older adults 

(D’Augelli & Grossman, 2001; Grossman et al., 2001; Mays & Cochran, 2001).  Mays and 

Cochran (2001) found that 76% of sexual minority adults reported having experienced any form 

of discrimination and 25% reported experiencing discrimination based on sexual orientation 

alone; in the same sample, participants who identified as homosexual or bisexual were 

significantly more likely than heterosexually-identified participants to meet diagnostic criteria 

for at least one psychiatric disorder, a finding that was replicated by Grossman et al. (2001) in a 

sample of sexual minority older adults.  Moreover, sexual minority older adults who had 

experienced discrimination were also more likely to feel as though the discrimination 

experience(s) interfered with their abilities to lead a full and productive life, highlighting the 

impact that discrimination and victimization can have on overall quality of life for sexual 

minority adults (Mays & Cochran, 2001).  Similarly, Waldo (1999) tested indirect and direct 

forms of minority stress in the workplace and found support for the link between workplace 

heterosexism and psychological distress (i.e., depressive and anxious symptomatology), health 

problems, and job dissatisfaction in a sample of lesbian, gay, and bisexual adult workers. 
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In addition to psychological distress, experiences of discrimination have been negatively 

associated with a number of other difficulties.  Specifically, experiencing sexual orientation 

discrimination has been linked with decreased self-esteem (D’Augelli & Grossman, 2001; 

Grossman et al., 2001), increased loneliness (Grossman et al., 2000; Kuyper & Fokkema, 2010), 

and higher levels of internalized homophobia (D’Augelli & Grossman, 2001).  To illustrate, 

Kuyper and Fokkema (2010) applied dimensions of Meyer’s (2003) Minority Stress Model to 

explore the impact of sexual orientation-based social stressors (i.e., negative experiences due to 

sexual orientation, expectations of prejudiced reactions, concealment of sexual minority identity) 

and an ameliorating factor (sexual minority social network) on loneliness in sexual minority 

older adults.  Their results indicated that including the components of the Minority Stress Model 

significantly increased the variance explained in loneliness within the population, with 

experiences of prejudiced events, expectations of prejudiced interactions, and sexual minority 

network size serving as significant predictors for loneliness.  D’Augelli and Grossman also found 

support for the negative impact of different types of discrimination on sexual minority older 

adults; specifically, the type of discriminatory behaviors influenced the severity of the negative 

outcomes from the incident, with physical attacks having more of a negative impact on sexual 

minority older adults than verbal attacks. 

 Older adults who identify as members of a sexual minority group face potential for 

compounded stigma due to multiple minority identities, through heterosexism and ageism.  

Although ageism as a factor in the older adult identity has yet to be empirically tested within 

Meyer’s (2003) Minority Stress Theory, the combination of belonging to two oppressed groups – 

older adults and sexual minority individuals – may result in elevated levels of social stress.  To 

illustrate, Moradi, Mohr, Worthington, and Fassinger (2010) found that, although White lesbian, 
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gay, and bisexual (LGB) individuals and LGB people of color expressed similar levels of 

perceived heterosexism, internalized homophobia, and comfort with disclosure of sexual 

orientation, LGB people of color were significantly less open with their LGB identity than their 

White counterparts.  However, it is important to note that these are only two of the numerous 

diverse identities individuals have; sexual minority older adults may also identify with other 

traditionally oppressed groups, such as those associated with their ethnic identity, gender 

identity, or disability status, that may additionally influence the levels of social stress they 

experience. 

Social Support 

Social support and engagement, which are considered ameliorating factors within 

Meyer’s (2003) minority stress model, are important for all older adults, regardless of sexual 

orientation (Golden, Conroy, & Lawlor, 2009; Johnston, Brosi, Hermann, & Jaco, 2011; Kwag, 

Martin, Russell, Franke, & Kohut, 2011; White, Philogene, Fine, & Sinha, 2009).  Specifically, 

Golden et al. found that social engagement can serve as a buffer against cognitive decline, 

depression, anxiety, and physical disability and that it was associated with higher self-rated 

happiness, better quality of life, and feeling that life is worth living in a sample of adults 65 and 

older.  Social support has also been found to protect against loneliness and fatigue (Kwag et al., 

2011), predict sense of control and empowerment (Johnston et al., 2011), and was associated 

with better self-reported general health (White et al., 2009) for older adults. 

However, social support may be especially important for sexual minority older adults due 

to the heightened risk of stigma, discrimination, and victimization they experience (Fokkema & 

Kuyper, 2009; Fredriksen-Goldsen, 2011; Grossman, D’Augelli, & Hershberger, 2000).  Yet, 

sexual minority older adults may lack the social support they need; research has indicated that 
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sexual minority older adults are more likely to have fewer social connections, experience 

divorce, be childless, be in a relationship but living separately from their partner, and have less 

regular contact with family members than their heterosexual counterparts (Fokkema & Kuyper, 

2009; Fredriksen-Goldsen, 2011).  In addition, Grossman et al. found that, for a sample of sexual 

minority older adults, greater satisfaction with social support was associated with less loneliness 

and that sexual minority older adults who cohabited with their partners were likely to have better 

mental and physical health and less loneliness.  Sexual minority older adults have also been 

found to rate their received social support from individuals who know their sexual orientation as 

more satisfying than the social support they received from individuals who were not aware of 

their sexual orientation (Grossman et al., 2000).  Moreover, Masini and Barrett (2008) found that 

in a sample of gay, lesbian, and bisexual older adults, participants felt that the social support they 

received from friends was a stronger predictor than social support from family of lower levels of 

depression, anxiety, and internalized homonegativity as well as higher levels of quality of life.  

Social involvement with other sexual minority-identified individuals or affirmative 

organizations may also be an ameliorating factor, though findings have been mixed.  In a 

qualitative study of gay, lesbian, and bisexual youths and young adults, Nesmith, Burton, and 

Cosgrove (1999) found that participants perceived other sexual minority individuals in social 

networks to be generally more supportive than non-sexual minority individuals.  However, 

Grossman, D’Augelli, and O’Connell (2001) found that involvement with LGB organizations 

was associated with lower levels of loneliness and internalized homophobia in a sample of sexual 

minority older adults, but it was not associated with mental health or substance use.  In sum, 

social support plays an important role in the lives of aging adults, and it holds even greater 
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importance for sexual minority older adults, as their social embeddedness and cohesion may be 

at greater risk due to their minority status. 

Self-Esteem 

 Self-esteem was explored in the present study as a potential additional moderating 

variable in Meyer’s (2003) Minority Stress model for sexual minority older adults.  Self-esteem 

is an under-researched yet important construct in the lives of older adults and sexual minority 

adults.  In fact, in the older adult population more generally, research has indicated that, when 

used as a predictor variable, higher self-esteem can protect against depressive symptoms in 

adults across the lifespan; however, depressive symptoms were not significantly predictive of 

self-esteem as an outcome variable (Orth, Robins, Trzesniewski, Maes, & Schmitt, 2009).  In 

sexual minority adult populations, lesser degrees of “outness” predicted lower self-esteem 

(Legate, Ryan, & Weinstein, 2011), lower self-esteem predicted higher self-stigma (Feinstein, 

Davila, & Yoneda, 2012), and self-esteem moderated the relationship between experience of 

heterosexist events and psychological distress, with lower levels of self-esteem increasing risk 

for psychological issues (Szymanski, 2009).  Corning (2002) found support for the moderating 

role of self-esteem in the relationship between personal gender-based discrimination and 

depression-related psychological distress in a sample of women, indicating that as personal self-

esteem increased, the positive relationship between discrimination and distress diminished. 

The inclusion of self-esteem in research focused specifically on sexual minority older 

adults has been more limited.  Fokkema and Kuyper (2009) found that low self-esteem predicted 

loneliness in a sample of sexual minority older adults.  Additionally, D’Augelli et al. (2001) 

found that past mental health, current mental health, and suicidal ideation across the lifespan 

were correlated with self-esteem in sexual minority older adults, and D’Augelli and Grossman 



14 

(2001) found that experiences of physical assaults predicted low self-esteem in sexual minority 

older adults.  Beyond these studies, self-esteem has yet to be included as a variable of focus in 

sexual minority older adult studies.  Self-esteem has not been directly proposed as a stress-

ameliorating factor within Meyer’s (2003) minority stress theory, which identifies coping 

strategies and social support as key ameliorating factors.  Therefore, the current study will assess 

the potential utility of self-esteem in buffering against the influence of distal and proximal 

minority stress on the psychosocial, mental health outcomes for sexual minority older adults.  

Current Study 

 Sexual minority older adults are a nearly invisible population in great need of additional 

research that could be used to better inform clinicians, caregivers, adult service providers, 

educators, and others of their unique strengths, challenges, and needs.  As a step toward filling 

the many gaps in the research focused on sexual minority older adults, the present study seeks to 

explore the applicability of some elements of Meyer’s (2003) minority stress model, while also 

assessing the relevance of some new constructs for the model (i.e., ageism and self-esteem).  

Specifically, this study addresses relationships among distal minority stressors (i.e., perceived 

frequency of ageist and heterosexist events) and proximal minority stressors (i.e., outness and 

internalized homonegativity), demographic variables, stress-ameliorating factors (i.e., social 

support, social network size, and self-esteem) with and psychosocial outcomes in a sample of 

sexual minority older adults.  The following research questions will be addressed (see Figure 1): 

1. Are distal stressors of perceived heterosexist and ageist discriminatory events and 

proximal stressors of degree of outness and internalized homonegativity related to 

psychological distress, life satisfaction, quality of life, and loneliness in sexual 

minority older adults?  It is hypothesized that greater perceived discrimination (both 
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heterosexist and ageist) and greater internalized homonegativity will be related to 

greater psychological distress, lower life satisfaction, and greater loneliness and that 

greater degrees of outness will be related to lower psychological distress, higher life 

satisfaction, and less loneliness. 

2. How do the relationships in research question one differ when controlling for 

participant sexual orientation, gender, age, and marital status?  Examination of the 

influence of these demographic variables is exploratory. 

3. To what degree do potential stress-ameliorating factors of perceived level of general 

social support, size of older adult sexual minority social network, and self-esteem 

moderate the relationships in research question one?  It is hypothesized that greater 

levels of perceived social support, larger social networks, and higher self-esteem will 

lessen the strength of the relationships between perceived discrimination, internalized 

homonegativity, and outness and psychological distress, life satisfaction, and 

loneliness, thereby buffering the negative psychological and social impacts of 

perceived discrimination. 
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Chapter II 

Review of the Literature 

Meyer’s (2003) Minority Stress Model: An Overview 

 Meyer (2003) proposed the Minority Stress Model as a framework for explaining and 

accounting for both the social stressors and the ameliorating factors that shape the experiences of 

those from oppressed groups.  Meyer’s model expands the concept of social stressors to include 

not only personally experienced events that are perceived by the individual as negative or 

stressful – known as proximal stressors – but to also include oppression due to the larger social 

and institutional environment or climate as a source of stress – termed in this model as distal 

stressors.  Proximal and distal stressors together have the potential to enact negative impacts on a 

number of areas of wellbeing in individuals from oppressed groups, including mental health.  

Ameliorating factors, in contrast, are experiences that may serve to buffer against the deleterious 

minority stressors and may include personal resources of resilience and hardiness as well as 

group-level resources of social cohesion and support (Meyer, 2003). 

In general, Meyer’s (2003) model is founded on the assumption that people from 

stigmatized groups, such as those with sexual minority identities, people of color, those with a 

disability status, or any other oppressed group identity, are at a higher risk for experiencing 

social stress.  Meyer posits that, for individuals with a minority identity, a “mismatch” occurs 

between the oppressed person’s experience and identity and the social climate in which he or she 

lives; this incongruence then becomes a source of social stress.  For example, a person who 

identifies as having a sexual minority identity may live in a state that does not allow legal same-

sex marriage; the tension between this person’s identity and the restriction on her or his rights is 

identified in Meyer’s model as a distal stressor. 
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Meyer (2003) emphasizes three key aspects of minority stress.  First, minority stress 

represents a unique and additional level of stress that adds to the typical, pre-existing everyday 

stressors (e.g., work, familial conflict, time management) faced by most people.  As a result, 

stigmatized individuals are required to make more adaptations to their environment than non-

stigmatized people due to the higher levels of stress they face.  Second, minority stress tends to 

be both chronic and stable.  Minority stress stems from deep-seated cultural beliefs that are 

difficult to truly eradicate.  Third, minority stress is founded in larger structural institutions and 

social processes that extend beyond the individual experience of general stress. 

It is important to note that Meyer’s (2003) model provides only one potential theory that 

describes the ways in which oppressed identities, stress, and well-being are connected for 

individuals belonging to minority populations.  Some recent work has proposed other theories to 

explain the unique experiences and outcomes related to minority stressors.  Specifically, 

Hatzenbuehler (2009) proposes a mediational model to explain how stigma related to having a 

sexual minority identity “gets under the skin” (p. 707).  In this mediational model, Hatzenbuehler 

posits that the link between stressors related to having a sexual minority identity (e.g., 

discrimination, violence, and other prejudice-based events) and psychopathology (e.g., 

depression, anxiety, and substance use disorders) is mediated by three domains: coping and 

emotional regulation, social/interpersonal, and cognitive.  In other words, individuals with sexual 

minority identities encounter stressful prejudice-based events, which then trigger general 

psychological responses related to stress, which then confer risk for psychopathology.  The 

difference in this approach as compared with Meyer’s model is that Hatzenbuehler’s theory 

implies that the link between stressors and psychopathology is not direct – which differs from 

Meyer’s model – but that rather, this link is explained by psychological processes.  Both models 
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seem plausible and both have found support in prior research findings, though future research is 

necessary to better illuminate the underlying processes for minority stress experiences. 

 Meyer’s (2003) Minority Stress Model for sexual minority populations includes both 

mediating and moderating variables in its design.  The two predictor variables in Meyer’s design 

are environmental circumstances and the presence of a minority status (i.e., sexual orientation), 

which Meyer distinguishes from minority identity (e.g., lesbian, gay, bisexual), as an individual 

may or may not actively identify with a minority status they hold.  Mediators in the model 

include minority identity, general stressors, distal minority stressors, and proximal minority 

stressors.  These variables link to the outcome variable of positive/negative mental health 

outcomes and are moderated by characteristics of the minority identity (e.g., how prominent it is) 

and coping and social support variables (for a more detailed description of the model, refer to 

Meyer, 2003, Figure 1).  As a result, Meyer’s model can be conceptualized in multiple parts: the 

link of minority status and the environment to minority identity and stressors and the link 

between stressors, ameliorating factors, and mental health.  The current study focuses primarily 

on this second stage – stressors, ameliorating factors, and both positive and negative mental and 

social outcomes. 

In Meyer (2003), the Minority Stress Model is applied specifically to the experience of 

sexual minority individuals living in the United States.  Meyer proposes that sexual minority 

individuals are likely to face unique stressors due to their oppressed identities.  These minority 

stressors include “external, objective stressful events and conditions (chronic and acute),” 

“expectations of such events and the vigilance this expectation requires,” and “the internalization 

of negative societal attitudes” (Meyer, 2003, p. 676).  Meyer also notes that the concealment of 

one’s sexual minority identity in response to societal pressures may be a fourth social stressor 



19 

process that occurs for this population specifically.  Meyer’s model for sexual minority 

individuals also embraces the resilience often found in oppressed groups.  To do so, the model 

also includes stress-ameliorating factors that reflect domains of coping and resilience.  These 

factors can be considered either personal or group resources.  Personal resources may include 

individual factors, such as personality traits (e.g., resilience), while group resources are 

accessible to all members of the oppressed group to help counteract stigma, such as gay-

affirming communities and events. 

Meyer’s (2003) Minority Stress Model: Linking Oppression and Social Stress 

 Research has shown support for Meyer’s (2003) Minority Stress Model as applied to the 

sexual minority population, although these studies are few and are often subjected to some 

notable limitations.  Study designs and research methodology within this area of study vary, 

including quantitative, qualitative, cross-sectional, and longitudinal approaches.  Moreover, 

studies seem to have primarily focused on one of the two key aspects of Meyer’s model – either 

the association between having a minority identity and experiencing minority stress factors or the 

association between experiencing minority stress factors and experiencing negative outcomes. 

 Balsam and Szymanski’s (2005) quantitative study and Bowleg et al.’s (2003) qualitative 

study both explored the first aspect of Meyer’s (2003) model highlighting the link between 

minority identities and minority stress by exploring the social stressors involved in identifying as 

a lesbian or bisexual woman.  Balsam and Szymanski assessed 272 participants, ranging in age 

from 18 to 66 years old (M = 34.75, SD = 10.27), who identified as lesbians or bisexual women.  

The study focused primarily on proximal minority stress variables, including degree of outness, 

internalized homophobia, experiences of discrimination, and experiences of victimization within 

both current and lifetime same-sex relationships as predictive of relationship quality, and their 
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results showed support for the additive nature of minority stress.  Specifically, internalized 

homophobia was positively associated with experiences of victimization through physical or 

sexual violence and negatively associated with relationship quality, and lifetime discrimination 

was associated with all domestic violence variables excluding sexual minority-specific 

victimization (Balsam & Szymanski, 2005).  Interestingly, outness was not associated with 

relationship variables; Balsam and Szymanski inferred that this lack of association may reflect 

that an incongruence between partners’ outness levels may be more influential on relationship 

quality than outness level alone.  In contrast, Bowleg et al.’s qualitative approach focused on the 

compounding effects of “triple jeopardy,” or the participants’ experiences of identifying with 

three oppressed groups – sexual minority, female, and Black.  Bowleg et al. assessed a sample of 

19 Black self-identified lesbians ranging in age from 26 to 68 years old (M = 45, SD = 10.58).  

The authors found themes consistent with Meyer’s model present in their participants’ stories, 

including experiences with blatant and implicit discrimination, stress over concealment of 

identity, and institutional discomfort.  However, the qualitative approach used by Bowleg et al. 

supplements Balsam and Szymanski’s findings, as the compounding influence of multiple 

minority identities is apparent; one participant stated that “the deck is definitely stacked against 

you” when a person experiences this triple jeopardy (p. 97).  Major strengths of these two studies 

included the utilization of a scientific and empirical approach to understanding minority stress as 

well as the inclusion of bisexual women, who are often neglected in research.  Both study 

designs faced limitations common to research within the sexual minority population, including 

the use of a convenience sample and the lack of closeted women in the participant pool. 

Meyer, Schwartz, and Frost (2008) also provide an additional perspective to the first 

aspect of Meyer’s (2003) theory through the exploration of the link between disadvantaged 
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identities and the resulting stress and access to coping resources in a sample of 524 individuals, 

including 396 sexual minority (lesbian, bisexual, and gay) and 128 heterosexual participants.  

The authors hypothesized that disadvantaged identities (including minority sexual orientations, 

races/ethnicities, and identifying as women) would be associated with higher rates of stress 

exposure and reduced utilization of coping resources.  Moreover, the authors proposed that each 

minority identity would be associated with greater stress; that is, individuals with one, two, or 

three of the minority identities would have greater exposure to stressors respectively.  Meyer et 

al.’s study strengthened the pre-existing literature through their inclusion of a more diverse 

sample; within the sexual minority sample, White, Black, and Latino participants made up 

roughly one-third of the population each, and the sample was also evenly split between men and 

women.  For comparison purposes, the heterosexual participants included only White 

individuals, approximately evenly split between men and women.  The sample had an average 

age of 32 years (SD = 9); age range was not reported. 

Meyer et al. (2008) found support for the role of some minority identities and their 

association with increased stress exposure and reduced use of coping skills.  The authors found 

partial support for the LGB identity hypothesis, as sexual minority-identified participants had 

significantly greater exposure to acute stressors (e.g., job loss, death of a loved one, childhood 

abuse), including prejudiced-based acute stressors, but not chronic stressors (e.g., everyday 

discrimination, unemployment, financial distress) than their heterosexual counterparts.  

Additionally, the authors found support for their hypothesis regarding sexual minority 

individuals who also identify with a racial/ethnic minority group; Black and Latino LGB 

individuals had a stronger association with both general (e.g., unemployment, parenting, 

financial) and prejudice-based stress exposure and less access to coping mechanisms (e.g., 
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perception of control, social network, sexual minority community involvement) when compared 

with their White heterosexual and White LGB counterparts.  This finding shows support for the 

compounding influence of intersectionality on social stressors and access to coping resources.  

Interestingly, results indicated no significant relationship between identifying as a woman 

(regardless of race/ethnicity and sexual orientation) and experiencing any type of stressors when 

compared with their male counterparts.   

The Meyer et al. (2008) study did face some notable limitations that impact the 

generalizability of its findings.  The sample did not include heterosexual individuals who were 

members of Black or Latino ethnic groups due to the analytical design, which limited the degree 

to which the experience of LGB Black and Latino individuals can be compared with the 

experience of heterosexual Black and Latino individuals.  Moreover, the results did not 

differentiate between the impacts of general racism versus homophobia within the Black and 

Latino communities specifically in terms of the LGB ethnic minority individuals’ experiences of 

stress.  In other words, pinpointing the true source of prejudice-based stress reported by the 

participants is impossible.  Nevertheless, the authors conclude that in general, individuals who 

are members of disadvantaged groups are likely to face increased exposure to stressors than 

those from advantaged groups. 

Meyer’s (2003) Minority Stress Model: Linking Social Stress and Psychological Outcomes 

Thus far, the literature reviewed that addresses Meyer’s (2003) model has focused on 

links between having a minority identity and experiencing minority stress; the following research 

highlights the second aspect of the model – the link between minority stress variables and health 

and psychological outcomes.  As a precursor to his 2003 theoretical approach to minority stress, 

Meyer (1995) explored how minority stress variables impact mental health, utilizing a large 



23 

sample (N = 741) of gay men living in New York City whose ages ranged from 21 to 76 (M = 

38, SD = 8.4); specifically, he investigated how internalized homophobia, stigma (i.e., 

expectations of sexual orientation-based rejection or discrimination), and prejudice were related 

to outcome variables of psychological distress, demoralization (e.g., dread, anxiety, and 

hopelessness), guilt, sex problems, and suicide.  The results of the Meyer (1995) study indicated 

support for minority stress as a predictor of well-being; all three minority stress variables were 

individually significant predictors of all five outcome variables, and when considered 

simultaneously, all predictors, with the exception of sex problems, continued to be significantly 

related to all outcome variables.  This study is notable as it is one of the first to provide evidence 

for Meyer’s (2003) theory of minority stress within the sexual minority population.  In addition, 

the study utilized a large sample, which increased the statistical power of the results, and rather 

than recruiting participants from only gay-affirming groups and organizations, snowball 

sampling was used to also assess gay men who were not associated with these organizations.  

However, the results of Meyer (1995) were limited due to a lack of diversity within its sample, as 

it represented primarily White, urban, well-educated, and young- to middle-aged men, and 

because a number of the measures had not been previously validated given that this study was 

one of the first to assess many of the minority stress variables. 

Variables within Meyer’s (2003) Minority Stress Model were also assessed within a 

multiple minority population in Szymanski and Sung’s (2010) study exploring predictors of 

psychological distress in a sample of Asian American sexual minority individuals.  Minority 

stressors included perceived experiences of heterosexist events, perceived experiences of racist 

events, heterosexism within communities of color, racism within sexual minority communities, 

race-related problems in dating relationships, internalized homonegativity, outness to family, and 
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outness to the world in general as predictive of psychological distress.  The authors found mixed 

support for Meyer’s model; stressors of heterosexism within communities of color, race-related 

dating relationship problems, internalized heterosexism, and outness to the world were 

significant and unique predictors of psychological distress in the sample, while outness to family 

was not a significant predictor.  Additionally, Szymanski and Sung also assessed for potential 

moderators (i.e., interactions of internalized heterosexism with outness to family and interactions 

of internalized heterosexism with outness to world) and mediators (i.e., outness to family and 

outness to world), but neither hypothesis was supported in the results.  These results bolster 

findings that intersecting minority identities can compound the stressors individuals face.  

Moreover, the focus on a non-White population expanded the breadth of sexual minority 

population research greatly.  However, the results are still limited due to the lack of diversity in 

respondent’s educational background, age (ranged from 18-55 years with an average of 21.37), 

and the collapsing of different nationalities (e.g., Korean American, Chinese American, Thai 

American) into one identifying category of Asian American. 

 Hatzenbuehler, Nolen-Hoeksema, and Erickson (2008) also assess the link between 

minority stressors and deleterious health and mental health outcomes.  Specifically, using a 

longitudinal approach, the authors explored the degree to which minority stress variables (i.e., 

experiences with prejudice, internalized homophobia, and expectations of rejection) was related 

to health-risk behaviors and mental health issues (i.e., HIV transmission risk behaviors, 

substance use, and depressive symptoms) in a sample of gay men dealing with a major life 

stressor and whether the minority stress variables would be related to the outcome variables in 

different ways over time.  The authors assessed a sample of 74 gay male caregivers providing 

care to men who were very sick with AIDS and receiving care from hospice organizations.  All 
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of the participants were either close friends or in an intimate relationship with the men for whom 

they were providing care, and their ages ranged from 28 to 60 (M = 40).  The majority of the 

sample was Caucasian (86.5%), and all participants were recruited from the San Francisco Bay 

area.  Participants were assessed approximately one month prior to the death of their 

friend/partner, and again at one, six, 13 and 18 months after the death of their friend/partner. 

 Longitudinal hierarchical linear modeling indicated some significant associations 

between minority stress factors and health outcomes over time; reports of discrimination were 

associated with substance use, perception of danger related to one’s sexual orientation and 

perceived rise in homophobic attitudes were associated with depressive symptoms, and 

internalized homophobia was associated with HIV risk due to number unprotected sexual 

partners and HIV risk due to the number of times the participant engaged in unprotected anal 

intercourse (Hatzenbuehler et al., 2008).  Based on these findings, the authors speculate that 

minority stress experience may trigger gay men to engage in escape-avoidance behaviors to cope 

with the additional stressors, leading to risky behaviors.  Additionally, it seems that experiencing 

long-term minority stress may result in hopelessness and depressive symptoms in this sample.  

As a result, it seems as though minority stress factors may be important to assess for and 

consider when providing care to gay men, especially those coping with a significant life stressor.  

Despite the strengths and contributions of this study, results should be interpreted with caution 

due to the lack of diversity in the sample, small sample size, use of self-report measures, and 

difficulty in ascertaining whether experiencing bereavement may have led to increased 

vulnerability to minority stress for the respondents.  Moreover, the participants were assessed 

between 1989 and 1992; as a result, findings may not be as relevant today as views, attitudes, 
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and policy toward sexual minority individuals have shifted drastically since the time of 

assessment. 

 Finally, Waldo (1999) tested the utility of the minority stress model for lesbian, gay, and 

bisexual adults within the workplace specifically. Using structural equation modeling, Waldo 

explored the link between heterosexism, defined by direct (e.g., anti-gay jokes or comments) and 

indirect (e.g., health benefits for same-sex partners) sexual minority intolerance, psychological 

distress (i.e., depressive and anxious symptoms), physical health, and job satisfaction in a sample 

of 287 gay, lesbian, and bisexual adults.  Results indicated that a more intolerant workplace 

climate was associated with higher levels of psychological distress, more deleterious health 

outcomes, and greater levels of job dissatisfaction, which also predicted higher absenteeism and 

work withdrawal.  This study provides support for the minority stress model within the 

workplace, as well as the link between discrimination and well-being for sexual minority 

workers.  However, the generalizability of the findings is limited due to a minimal presence of 

bisexual-identified participants (7.7%), ethnically diverse participants (9.6%), and the use of a 

lesbian, gay, and bisexual community event for sample recruitment. 

Meyer’s (2003) Model and Sexual Minority Populations: Social Support and Self Esteem as 

Moderators 

 A few studies have also shown support for various pieces of Meyer’s (2003) model 

through exploration of moderating variables.  To illustrate, Szymanski (2009) assessed the 

relationship between perceptions of heterosexist discriminatory events and psychological distress 

and whether this relationship would be moderated by number of social supports, self-esteem, and 

use of an avoidant coping style (e.g., denial and disengagement as a form of coping with stress) 

with a sample of gay and bisexual men.  Szymanksi found a significant positive relationship 
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between experiences of heterosexism and psychological distress, but the findings regarding 

moderation were mixed; use of avoidant coping techniques and number of social supports did not 

significantly moderate the predictive relationship between heterosexism and psychological 

distress.  Self-esteem, however, was a significant moderator, so that higher self-esteem decreased 

the negative impact of heterosexism.  An important consideration regarding Szymanski’s study 

may be the operationalization of the construct of social support; rather than assessing perceived 

quality of received support, the measure tallied the number of people within the respondent’s 

social network.  One limitation to the study is that the participant pool lacked in diversity in 

ethnicity and education, resulting in sample of mostly White, highly educated, and young-middle 

adult bisexual or gay men.  In addition, as is common with most research within sexual minority 

populations, there may have been a threat to the study’s external validity due to sampling bias; 

gay and bisexual men who agreed to complete the survey may be notably different from the 

remainder of the gay and bisexual male population.  Specifically, Szymanksi notes that this 

sampling bias may have been the cause of skewed findings for reported perceptions of 

heterosexist events, as this population may have experienced fewer events of heterosexism in 

general, facilitating comfort in completing the survey.   

 Szymanksi and Owens (2009) also assessed the moderating role of group-level coping 

(e.g., being involved in community groups and activities based on group identity, such as sexual 

minority social groups) within the relationship between experiences of sexist and heterosexist 

events and psychological distress in a sample of lesbian and bisexual women.  Although 

Szymanski and Owens did find a significant, positive relationship between discrimination and 

psychological distress, the only significant moderator in their analysis was gender-based group-

level coping as a moderator of the link between sexism and psychological distress.  Sexual 
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orientation-based group-level coping did not significantly moderate the relationship of 

heterosexism or sexism with distress, and gender-based group-level coping was not a significant 

moderator of the relationship between heterosexism and distress.   

Szymanksi and Owens (2009) note that the construct measured in the gender-based 

coping scale used in their study most accurately reflected active engagement, while the sexual 

orientation-based coping scale seemed to measure feelings of belonging to a community, which 

may have contributed to the mixed findings.  Similar to Szymanksi (2009), the Szymanksi and 

Owens study was also limited by a homogenous sample of predominantly White women, almost 

half of whom had attended at least some graduate school, thereby limiting the accuracy with 

which the study results can be generalized outside of the participant pool.  Sampling biases may 

have also played a role in explaining the results of the study, as women who complete the survey 

may have been more socially embedded and therefore may have experienced less distress than 

those who did not take the study. 

Taken together, the results of Szymanski (2009) and Szymanski and Owens (2009) 

indicate that the role of various types of social support as an ameliorating factor for sexual 

minority individuals in alignment with Meyer’s model remains unclear; quantity of social 

supports was not a significant moderator in Szymanski’s (2009) study, and only active forms of 

social engagement were significant in Szymanksi and Owens’ (2009) study.  However, both 

studies faced notable limitations due to homogenous samples and potential sampling bias.  In an 

attempt to shed light on the mixed findings, the current study aims to assess the moderating role 

of social support from a different lens, as the selected methods measure both the respondent’s 

perceived quality of social support as well as the quantity of people in participants’ social 

networks.  The inclusion of both social network size as well as perceived quality of social 
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support will shed additional light on Pinquart and Sorenson’s (2001) findings that the quality of 

social support was more strongly tied to loneliness than the quantity of social contacts in a meta-

analysis of research within the older adult population. 

 Additionally, self-esteem is also assessed in the current study as a potential moderator 

that may weaken the strength of the negative relationship between perceived discrimination and 

psychological wellbeing.  Although not focused on sexual minority-identified individuals, 

Corning’s (2002) study assessing the role of self-esteem as a moderator for the link between 

gender-based discrimination and psychological distress provides a useful framework for the 

stress-buffering role of self-esteem.  Specifically, with a sample of 100 female undergraduate 

students, Corning found that the relationship between experiences of gender-based 

discrimination and depression-related psychological distress was only revealed once self-esteem 

was considered in the research model.  Additionally, findings indicated that as personal self-

esteem increased, the positive relationship between discrimination and depression diminished, 

underscoring the stress-buffering role of personal self-esteem within this sample. Thus, the 

Corning study provides support for the potential inclusion of personal self-esteem as a stress-

ameliorating factor in the current study; however, given that the participants in the Corning study 

were all female-identified, primarily of White/European descent, and young adults, it is unknown 

how accurately the findings may generalize to other populations.  

 Beyond the research discussed here, no further studies were found that directly assess 

potential moderators between the relationship of minority stressors and psychological outcomes.  

In light of the limited scope of empirical support, more research is needed to further explore the 

role of minority stress in the experiences of members of oppressed groups, especially for those 

with multiple minority identities.  Although the plight of sexual minority individuals has been 
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recently explored, the exploration of how both social stressors as well as ameliorating, resilience-

based variables has been included in only a handful of studies.  Many questions still remain as to 

how these variables interact for members of other oppressed groups, such as older adults, and 

those with other forms of double and triple jeopardy. 

Aging, Ageism, and the Older Adult Identity 

 The theory of optimal aging proposes that older adults who are able to function 

successfully across various domains to the degree of her or his desire, regardless of the presence 

of physical limitations or illness, are aging optimally (Baltes & Baltes, 1990).  These domains of 

functioning include spiritual, physical, cognitive, emotional, functional, and social domains.  

Baltes and Baltes suggest that this optimization occurs through the process of adaption to 

challenges and stressors that often come with age (e.g., loss of social network, loss of functional 

ability, financial stress).  Older adults adapt to stressors through selection (selecting behaviors 

and activities that are both important to them and also feasible), optimization (working to reach 

satisfaction with the chosen activity through practice), and compensation (making up for the loss 

of ability by accomplishing activities in novel ways; Baltes & Baltes, 1990).  This theory differs 

from the theory of successful aging (Rowe & Kahn, 1996) in a key way.  Successful aging theory 

posits that effective aging occurs through “low probability of disease and disease-related 

disability, high cognitive and physical functional capacity, and active engagement with life” (p. 

433), with these three domains interacting with one another hierarchically.  The difference 

between optimal and successful aging theories lies in the idea that according to optimal aging, 

one can age effectively despite the presence of disease or low functioning, while successful 

aging suggests that the absence of disease is a key part of effective aging. 
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 The theory of optimal aging (Baltes & Baltes, 1990) provides a framework of aging that 

is compatible with Meyer’s (2003) Minority Stress Model for sexual minority individuals.  In 

line with Meyer’s model, Baltes and Baltes suggest that people can still reach their potential 

despite the stressors they may face.  In other words, older adults can adapt to and overcome 

stressors to maintain optimal functioning that is defined uniquely by the individual.  Similarly, 

Meyer’s model includes not only the presence of identity-related stressors that impact 

functioning, but also adaptive ameliorating factors (i.e., coping, social support) that can offset the 

negative outcomes of stress. 

 Considering Meyer’s (2003) model, the older adult identity represents membership in an 

additional group that is also at risk for minority stress.  Ageism is one of the most salient forms 

of minority stress in the lives of older adults.  Butler (1980) describes ageism as constituting 

three primary forms: “prejudicial attitudes toward the aged, toward old age, and toward the aging 

process, including attitudes held by the elderly themselves,” “discriminatory practices against the 

elderly, particularly in employment, but in other social roles as well,” and “institutional practices 

and policies which, often without malice, perpetuate stereotypic beliefs about the elderly, 

reducing their opportunities for a satisfactory life and undermine their personal dignity” (p. 8).  

Some of the prevalent stereotypes and discriminatory behaviors that often take place toward 

older adults include assumptions of memory loss, slowness, passivity, helplessness, physical 

changes, sensory deficits, and more (Nelson, 2005).  Associated discriminatory behaviors 

include the use of patronizing language (e.g., baby talk, over-accommodation in speech), 

negative descriptors for older adult service users in professional settings (e.g., older patients are 

senile and rigid), or elder abuse (e.g., neglect, harm, or exploitation of an older adult) (Nelson, 

2005).  As another example of a widely endorsed element of ageism, Bennett and Gaines (2010) 
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discuss the term “senior moment,” used by individuals of all ages during moments of memory 

lapse.  The use of this term implies an assumption that memory declines with older age and that 

people who have not reached older adulthood who use this term have expectations that they will 

also experience memory loss in congruence with the stereotype. 

 In 2006, the International Longevity Center’s (ILC) Anti-Ageism Taskforce released a 

report on the presence of ageism in the US.  In general, the report notes that over time, views 

toward older adults in the US have shifted from veneration to disdain over the “burden” of older 

adults on society.  The authors posit that this shift mirrors the simultaneous shift of work from 

taking place within the home, where older people owned land and therefore the main sources of 

income (e.g., farming) to outside the home in more industrial settings, where older people held 

less authority.  In addition, negative views of older adults may also be linked with an innate fear 

of death and the decline of vitality associated with nearing the end of the lifespan (ILC, 2006).  

US culture, especially through the media, pressures individuals to fight against their natural 

aging processes through medication, makeup, and plastic surgery; these pressures reinforce the 

negative attitudes directed toward aging and the aged. 

 The ILC’s (2006) report notes the ways in which ageism becomes perpetuated at a 

number of systemic levels in society.  At a more distal level, many older adults face a lack of 

comprehensive national health insurance coverage, which could result in older adults neglecting 

needed preventive services, screenings, or help-seeking when medically indicated.   Likewise, 

the lack of lifelong education resources makes it difficult for older adults to maintain and 

improve their work-related skills, heightening their risk for job loss.  Additionally, employers 

may be less likely to hire and retain older adult employees due to increasing cost of healthcare 

coverage in the US.  Finally, commonplace cultural relics that scapegoat or make fun of older 
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adults perpetuate stereotypes, including birthday cards that jest about growing older and common 

negative language, such as ‘dirty old man,’ and other hurtful terminology.  Overall, it is clear that 

ageism is rampant in many areas of US culture, perpetuating prejudiced attitudes and 

discriminatory behaviors toward older adults. 

 The ILC’s taskforce (2006) also outlines some of the specific ways ageism-related 

minority stress is present in the lives of older adults.  One of the most direct forms of ageism is 

elder abuse.  As referenced in the ILC’s report, Pillemer and Finkelhor (1988) found that 

between one and three million older adults (aged 65 and older) indicated that they had been 

mistreated (through injury, exploitation, or other means) by a caretaker; more recent studies 

estimate that between two and ten percent of older adults have experienced elder abuse (Lachs & 

Pillemer, 2004).  Despite the prevalence of elder abuse, as referenced by the ILC (2006), an 

estimated one out of every six incidents of elder abuse is actually reported to authorities (The 

National Center on Elder Abuse, 1998), and only 21 states in the US maintain a registry of 

perpetrators of elder abuse (The National Center on Elder Abuse, 2002).  The ILC (2006) reports 

that health care discrimination is another form of ageism, through medical professions “writing 

off” older adults’ medical complains as part of the aging process and the general deficit in 

provision of screenings and medical services to older adults.  Moreover, the report references the 

US Senate Special Committee on Aging (2003), which found that despite the fact that older 

adults consume the highest amount of prescription drugs of all indicated populations, 40% of 

drug trials during the 1990s excluded older adults (75 and older) from prescription drug trials.  

The ILC (2006) cites additional settings for ageism, including nursing homes, occupational 

settings, emergency services, media, and marketing.  The report underscores the ways in which 

ageism is one of the least recognized and least fought form of oppression in this country. 
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 Exploration of the true impact of ageism on older adults is likewise limited in scientific 

research.  Empirical studies have indicated that ageism influences physical well-being; in fact, 

Hausdorff, Levy, and Wei (1999) found that providing older adults with reinforced, positive 

stereotypes about aging resulted in a marked increase in the participants’ walking speed and 

performance.  However, the reinforcement of negative stereotypes did not significantly impact 

walking speed and performance.  The authors surmise that if the negative views of aging shifted 

to a more positive approach, some physical health problems often faced by older adults may be 

mitigated.  Lai (2009) also found support for the influence of aging-related attitudes on mental 

health.  The author studied a sample of Chinese older adults living in the US, Canada, Taiwan, 

China, and Hong Kong to explore the ways in which different cultural attitudes toward aging can 

influence mental health; the results indicated that a positive attitude toward aging was one of the 

strongest predictors for better mental health.  Westerhof and Barrett (2005) found similar cultural 

ties for negative attitudes toward aging; a sample of US and German adults aged 40 to 75 

indicated that feeling younger than one’s actual age predicted higher life satisfaction and positive 

affect and lower levels of negative affect, but only for participants from the United States.  

Beyond these studies, empirical research has yet to explore the ways in which experiencing 

ageism influences psychological and social wellbeing of older adults, including those with 

multiple minority identities. 

Sexual Minority Older Adults: An Invisible Population 

 Meyer’s (2003) Minority Stress Model implies that multiple oppressed identities likely 

compound social stressors for individuals from stigmatized groups.  The current study focuses on 

the experiences of individuals with membership in two traditionally oppressed groups – sexual 

minority older adults.  This population represents an especially under-researched and under-
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recognized group; the APA Taskforce on Aging (2012) notes that “according to the 2000 U.S. 

census, older persons in a same-sex partnership live in more than 99 percent of U.S. counties.  

Yet, because of the prejudices in the country against homosexuals of all ages and backgrounds, 

and the prevailing stereotype that older persons are ‘sexless,’ older members of the gay, lesbian, 

bisexual, and transgender community have an exceptionally difficult time being accepted in 

society” (p. 44).  The sexual minority older adult population is large and continues to grow; 

Fredriksen-Goldsen (2011) estimates that over two million sexual minority older adults live in 

the US, with that figure expected to double between 2000 and 2030. 

 Recently, psychological research practices have been challenged to attune to the 

intersectionality of multiple minority identities, rather than considering one broad category of 

identity as a single lens.  To illustrate, Crenshaw (1991) describes the typical efforts of identity 

politics as desiring to “transcend difference” (p. 1242) but failing by focusing on individual 

categories of identity, which often “conflates or ignores intragroup differences” (p. 1242).  For 

example, by focusing on a single dimension of minority identity, such as “women,” differences 

among members of that group, such as those may identify as a woman and a lesbian, a woman 

and Black, or a woman and disabled, are ignored.  In reality, Crenshaw notes that often the 

challenging experiences that a person may face based on one identity (e.g., identity as a gay 

person) can be shaped or influenced by other identities (e.g., identity as an older adult).  

Crenshaw also highlights two important dimensions of intersectionality: structural and political.  

Structural intersectionality refers to the marginalization an individual faces due to his or her 

position of social status (e.g., when a woman of color who experienced rape is unable to access 

rape counseling due to her low socioeconomic status) (Crenshaw, 1991).  Political 

intersectionality describes the experience for individuals with intersecting identities who are 
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represented by political or activist efforts that have conflicting agendas (e.g., a feminist group 

that does not attend to racial differences may continue to reinforce racial oppression, and vice 

versa for racial groups and subordination of women) (Crenshaw, 1991).  As a result, structural 

and political intersectionality underscore the compounding minority stressors captured in 

Meyer’s (2003) model experienced by individuals with multiple minority identities in unique 

ways.  However, explorations in intersectionality are rarely captured by traditional research in 

psychology.  Cole (2008) notes that hypothesis-based psychological research is often dependent 

on categorizing individual identities for facilitating data analysis and hypothesis formation and 

testing, which in the past has reduced the inclusion of intersectionality in diversity research.  

Further, Cole explains that categorization of identity is in itself a “process of exclusion” (p. 450), 

as a label such as “woman,” “Black,” “LGB,” or “transgender” can hide the diversity within 

these groups.  In light of the standards of traditional hypothesis-based research methods, along 

with the call to assess intersectionality more accurately, Cole encourages researchers and 

clinicians to be critical of broad category-based reports of findings related to minority groups and 

to assess intricacies within identities when forming research questions and hypotheses.     

 In addition to the lack of research on intersectionality in general, a number of other 

factors may contribute to the lack of research, awareness, and recognition of sexual minority 

older adults.  One contributing factor may be the generally taboo attitude toward the sexuality of 

older adults.  In fact, the public often assumes that older adults do not engage in sexual activity; 

however, Lindau et al. (2007) found that 73% of adults aged 57-64, 53% of adults aged 65-74, 

and 26% of adults aged 75-85 engage in sexual activity.  Compounding the belief that older 

adults are asexual, Hillman (2008) notes that the media portrayal of older adult sexuality is one-

dimensional; although the recent increase in advertising for medications that treat common 
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sexual problems for older adults may aid in decreasing the taboo of older adult sexuality, it 

presents sexual activity as “defined solely by penetrative, heterosexual intercourse,” which may 

not be an accurate presentation (p. 291).  These biased or negative views of older adult sexuality 

in general likely translate to additional prejudice toward the experiences of sexual minority older 

adults specifically. 

 Within the provision of services, the clinical, healthcare, and community climate has also 

likely contributed to the invisibility of sexual minority older adults as well as to additional 

physical and psychological costs for this population (Cronin, Ward, Pugh, King, & Price, 2010; 

Grossman, 2008; McFarland & Sanders, 2003; Smith, McCaslin, Chang, Martinez, & McGrew, 

2010).  Cronin et al. (2010) note that the lack of regard and concern for the sexuality-related 

needs of older adults has resulted in additional costs for sexual minority adults specifically; these 

additional costs may include the added expense to find and employ sexual minority-friendly 

caregivers, added transportation costs to access these specified resources (Cronin et al., 2010), 

concerns over whether same-sex partners will be accepted for services (McFarland & Sanders, 

2003), and doubts that services offered will be sexual minority-friendly (Smith et al., 2010).  

Jackson, Johnson, and Roberts (2008) found that these concerns are real in a sample of 132 

lesbian, gay, bisexual, and transgender adults; participants reported that they would be fearful of 

disclosing their sexual orientation in a long-term care facility, they believed that sexual minority 

patients do not have equal access to care services, and they felt that sexual minority sensitivity 

training and LGB-friendly retirement facilities would be important future steps. 

In general, many sexual minority individuals, especially sexual minority older adults, also 

fear disclosing their sexual orientation; this fear may result from the intolerant climate of service 

provision as well as from the fact that sexual minority older adults matured and have lived in 
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cultural contexts that were often climates of stigma and intolerance (Fredriksen-Goldsen, 2011).  

Grossman (2008) notes that the categorization of a non-heterosexual orientation as a “disorder” 

until 1973 also likely exacerbated the fear of disclosure, as the time period until 1973 included 

current older adults’ formative, adolescent, young adult, and likely some adulthood years.  

Research supports this hypothesis; David and Knight (2008) found that in a sample of 383 

young, middle-aged, and older gay male adults, the older population was less likely to disclose 

their sexual orientation and to experience higher levels of homonegativity.  Grossman also 

explores the historical need for the sexual minority population to “pass” as heterosexual to avoid 

discrimination and victimization.  This need for “passing” can be an ongoing struggle for sexual 

minority older adults, as some have reported denial of services or acceptance in community 

senior centers after becoming openly identified as a member of a sexual minority group 

(Grossman, 2008). 

 Within social sciences research, a number of factors may also contribute to the lack of 

research focusing on sexual minority older adults.  Specifically, methodological and sampling 

limitations may partially account for the invisibility of sexual minority older adults in both 

scientific and clinical settings.  Some research limitations include national studies on aging 

neglecting to inquire about sexual orientation, a lack of funding for sexual minority research 

(Crisp et al., 2008), inconsistent terminology for aging (e.g., at what age does one become an 

“older adult”), and one-dimensional measurements of sexual orientation (e.g., asking only about 

present sexual orientation identification rather than changes over the life span, broadened 

categories of romantic attraction, and sexual behavior histories) (Grossman, 2008).  These 

methodological challenges are not unique to the sexual minority older adult population, however.  

In fact, Moradi, Mohr, Worthington, and Fassinger (2009) identified several research issues 
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pervasive in all studies focused on sexuality; these difficulties include making decisions about 

who to include in participant samples, the lack of consensus on defining sexual constructs (e.g., 

sexual orientation, sexual identity), and the complex relationship between sexuality and gender.  

In terms of sampling limitations, Grossman points to the historical need for sexual minority 

individuals to “pass” as straight that may have resulted in a pervasive fear of sexual orientation 

disclosure among older adults in general, including for research studies.  Moreover, Grossman 

discusses the lack of diversity in the existing sexual minority literature, which has focused 

primarily on White, male, young-old age ranges (i.e., 55-70 years), living in more metropolitan 

areas, with little focus on stratification across age categories.  Crisp et al. (2008) point out that 

bisexual individuals specifically experience other unique challenges, including discrimination 

from the straight community, being unwelcome, ignored, or oppressed within the gay and lesbian 

community, and feeling the need to present as gay or lesbian to gain acceptance in gay and 

lesbian community.  In other words, bisexual adults of all ages have a “special closet” due to 

pressures from multiple groups to be silent about their bisexual identity. 

Sexual Minority Older Adults and Minority Stress: What We Know 

 Although limited in scope, existing research within the sexual minority population shows 

preliminary support for the applicability of Meyer’s (2003) Minority Stress Model to sexual 

minority older adults.  For example, heterosexist victimization has been found to be a minority 

stress risk factor for sexual minority older adults.  To illustrate, D’Augelli and Grossman (2001) 

studied reports of lifetime victimization incidents within a sample of 416 sexual minority older 

adults over the age of 60.  Results indicated that experiences of discrimination were common 

among the participants; 63% reported verbal abuse, 29% reported threats of violent action, 29% 

were threatened with being “outed,” 16% reported being physically attacked, 12% were 
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threatened with weapons, 11% had objects thrown at them, and 7% were sexually assaulted.  

Moreover, respondents often reported that these incidents of discrimination occurred multiple 

times throughout their lifespan, with men experiencing threats and attacks more often than 

women.  D’Augelli and Grossman also explored mental health correlates for instances of 

victimization; their results indicated that experiencing lifetime victimization was significantly 

related to low self-esteem, suicide-related internalized homonegativity, increased loneliness, and 

overall self-reported mental health issues.  Adults who had experienced physical attacks were 

found to have significantly lower self-esteem and higher suicide-related internalized 

homonegativity than those who had experienced verbal attacks only, or no attacks.  Finally, 13% 

of the respondents reported that they had made a suicide attempt in the past, which was also 

significantly related to past experiences of victimization. 

 Utilizing the same sample of 416 sexual minority older adults, Grossman, D’Augelli, and 

O’Connell (2001) explored the dimensions of psychosocial support and health correlates within 

the participant pool.  Results indicated that the vast majority (84%) of participants reported that 

their mental health was good to excellent, with 14% reporting their mental health as fair, and 2% 

as poor.  Interestingly, the authors did not find significant relationships between mental health 

and amount of time spent with other sexual minority individuals or membership in sexual 

minority organizations.  However, the authors did find a significant positive relationship between 

income and mental health.  Results also indicated no significant differences in mental health 

based on sex or sexual orientation, but findings did show that participants cohabiting with a 

partner reported better mental health than participants not living with a partner.  The authors also 

explored self-reported self-esteem; findings indicated that higher self-esteem was significantly 

related to cohabitating with a partner, higher income, larger social support networks, lower 
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incidences of victimization, and younger age.  Findings also indicated that more than half of 

participants reported feeling lonely and most participants reported low levels of internalized 

homonegativity, but higher levels of homonegativity were associated with older age, identifying 

as a man, living alone, low income, less involvement in sexual minority organizations, and 

smaller support networks.  Finally, in terms of social support, participants reported an average of 

6.3 individuals in their support networks.  Additionally, women reported larger networks than 

men.  Participants reported being most satisfied with the support they received from people who 

knew about their sexual orientation, people with the same sexual orientation as the respondent, 

and people of the same age.  Significant negative relationships were found between satisfaction 

with social support and loneliness. 

 D’Augelli and Grossman’s and Grossman, D’Augelli, and O’Connell’s (2001) studies 

show support for the applicability of Meyer’s (2003) Minority Stress Model within the sexual 

minority older adult population.  The findings suggest that minority stressors, such as 

heterosexist discrimination and internalized homonegativity, are significantly related to 

psychological and social correlates for the population.  These studies are some of the first to 

explore the ways in which heterosexist discrimination specifically impacts sexual minority older 

adults across their lifespans, thereby underscoring the need for ongoing research and empirically-

informed practices for this population.  Additionally, both studies utilized a large sample, 

strengthening the power and validity of the findings.  However, findings were limited by the 

focus on simple self-reports of mental health (e.g., “How would you describe your mental and 

emotional health at the present time?”), some of which were lacking in psychometric testing.  

Moreover, the sample, though large, was notably homogenous, as 71% of participants were men, 

70% lived in large or small cities, and 90% identified as Caucasian.  The participant pool also 
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likely reflected sampling biases similar to other research with sexual minority populations, as 

recruiting efforts focused on sexual minority-affirming groups and organizations.  A final 

limitation to the study is the lack of assessment of time period during which incidents of 

victimization occurred; this limitation makes it more difficult to infer causality between 

discrimination and negative health outcomes. 

 More recently, Kuyper and Fokkema (2010) directly applied aspects of Meyer’s (2003) 

Minority Stress Model to a sample of 122 sexual minority older adults between the ages of 55 

and 85 residing in the Netherlands.  These authors studied minority stressors of concealment of 

one’s sexual minority identity, expectation of external objective stressful events, experiences of 

external objective stressful events, and internalized homonegativity as well as ameliorating 

factors of social embeddedness and sexual minority social support (operationalized as number of 

social contacts).  The primary outcome variables were three types of loneliness – general 

loneliness, emotional loneliness, and social loneliness.  The first model within a hierarchical 

multiple regression process indicated that having a steady partner, a larger general social 

network, good physical health, and high self-esteem were related to lower levels of general 

loneliness and explained 41% of the variance in general loneliness.  The minority stressors and 

ameliorating factors added in the second step increased the variance in general loneliness 

explained to 52%; experiences of sexual orientation-based discrimination or negative reactions, 

expectations of negative reactions from caregivers, and smaller sexual minority social networks 

were positively associated with general loneliness.  Results were similar for the outcome 

variables of emotional and social loneliness, with minority stress model explaining 45% and 39% 

of the variances, respectively. 
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 Kuyper and Fokkema’s (2010) study is important to the field of sexual minority older 

adult research, as it was the only one found to directly apply minority stress theory to the 

experiences of this population.  Additionally, they expanded the construct of loneliness to 

include different dimensions of loneliness, adding to the awareness of the unique social 

experience of sexual minority older adults.  The authors’ findings support policy and practice 

geared toward ethical, tolerant, and accepting care and legislature for the wellbeing of sexual 

minority older adults, especially those living in the Netherlands.  Despite the numerous strengths 

of Kuyper and Fokkema’s study, it is important to note some of its limitations, including use of a 

convenience sample that was likely biased, a lack of representation of bisexual older adults, and 

a smaller sample size.  The exclusive use of Dutch participants also limits the generalizability of 

results to the US population, as sexual minority older adults in different countries likely have 

significantly different experiences based on the climate of tolerance both socially and politically. 

 Finally, the role of ageism as a stressor in the lives of sexual minority older adults is a 

under-researched domain.  David and Knight (2008) provided one of the only studies that 

assessed ageism and its correlates within this population.  Specifically, utilizing a sample of 383 

gay men who were categorized into racial categories of Black (n = 188) and White (n = 195) and 

self-described age categories of “younger,” “middle,” and “older” adults, David and Knight 

assessed links among race-, age-, and sexual orientation-based stigmatization, coping skills, and 

mental health outcomes.  Study findings indicated that both Black and White older adults 

endorsed some experiences of ageism, but its prevalence was significantly higher in the Black 

sample, which supports Crenshaw’s (1991) theory on the compounding influence of intersections 

of multiple minority identities.  However, David and Knight did not find a significant link 

between ageism, coping, and mental health outcomes for the Black sample in their study, which 
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was contrary to their proposed hypotheses.  The authors posited that the lack of support for the 

link between ageism, coping style (active or disengaged), and mental health outcomes may 

reflect that the Black sample utilizes coping strategies not assessed in the research methodology, 

or the sample may be less willing to disclose emotional struggles.  The current study also 

assesses the link between ageism, stress-ameliorating factors, and psychosocial outcomes; 

however, rather than assessing coping style, stress-buffering factors are measured through social 

support, social network, and self-esteem, which may yield differing results from David and 

Knight’s study.  Despite the numerous limitations in the existing sexual minority older adult 

research literature, the studies explored here indicate that this population is likely to face unique 

challenges in line with Meyer’s (2003) Minority Stress Model.  Sexual minority older adults face 

rampant discrimination due to ageist beliefs and practices, heterosexist beliefs and practices, as 

well as difficulties associated with the natural aging process and resulting stressors.  However, 

the additive impacts of stressors and ameliorating factors associated with these multiple minority 

identities on wellbeing has yet to be addressed within scientific literature.  Therefore, the current 

study will fill a major gap in research that will hopefully shed light on the ways in which service 

providers, professionals, caregivers, family members, and social support networks can provide 

multiculturally-informed caring practices for sexual minority older adults in the US. 
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Chapter III 

Method 

Sample 

 Participants for the study were recruited through online survey collection.  The online 

survey was advertised through social media outlets, sexual minority group listservs, chat rooms, 

and other relevant online groups.  For a sample recruitment advertisement, see Appendix A.   

Because many relevant studies focusing on sexual minority older adults have utilized a 

minimum age of 50 for study participation (see Fredriksen-Goldsen, 2011, for a review), eligible 

participants for the current study were defined as community-dwelling adults aged 50 and older 

who identified as having a sexual identity as anything other than heterosexual, assessed through 

an initial demographic question.  Recruiting efforts were made to include participants from a 

variety of ages of 50 years and older, socioeconomic backgrounds, locations, sexual orientations, 

levels of ability, gender identities, and degrees of outness.  According to Cohen (1988), to 

achieve the desired power of .80, assuming an effect size of f
2
 = 0.06 (R

2
 = .20) with an alpha 

level of 0.05 for the 23-predictor multivariate regression with four outcome variables, a 

minimum of 173 participants was needed. 

The analysis sample included 189 participants with valid data.  For graphical descriptions 

of the distributions of age, gender, and sexual orientation, see Figures 2, 3, and 4 (respectively).  

The average age of the study participants was 60.41 years old (SD = 7.76), with reported ages 

ranging from 50 to 86 years.  Participants aged 50 to 60 years old represented 53.4% of the 

sample, 61-70 years old represented 37.1%, 71-80 years represented 6.9%, and 81-90 years 

represented 2.6%. In terms of biological sex, 61.9% of the sample identified as female, and 

38.1% of the sample identified as male. Two participants identified their biological sex as 
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“intersex,” but were excluded from the analysis sample due to insufficient cell sizes.  This 

sample represented a range of gender identities; participants were offered an eight-point 

continuum on which they could rate the degree to which they identified as a woman, a man, or 

somewhere in between.  When dichotomized, 115 (60.8%) of the participants identified as more 

toward “woman,” while 74 (39.2%) identified themselves as more toward “man.”  However, 

when considering gender as non-dichotomous, 58.7% of the participants identified themselves as 

cisgender (i.e., fully “woman” or fully “man”), and 41.3% of participants felt their gender fell 

somewhere along the continuum, highlighting the dynamic nature of gender identity.   

Similarly, participant sexual orientations represented a range of attraction along an eight-

point scale.  When dichotomized, 111 (58.7%) participants identified as exclusively gay or 

lesbian, while 78 (41.3%) identified as having some degree of attraction to both men and women.  

When considering ethnic identity, the participants were rather homogenous, with 89.9% of 

respondents identifying as Caucasian/White.  Other ethnic identities represented included 

Hispanic/Latino(a) (4.2%), Biracial or Multiracial (3.7%), Jewish (1.1%), Black/African 

American (0.5%), and Asian/Indian Subcontinent (0.5%).  Average household yearly income 

displayed a fairly even distribution, with 43.6% of participants reporting an income of up to 

$50,000, 42% reporting an income between $50,001 and $100,000, and 14.4% having an income 

over $100,000.  The sample was generally highly educated, with 65.6% of participants having a 

graduate or professional degree, 18.5% having a bachelor’s degree, 6.3% having an associate’s 

or technical degree, 6.9% having some college experience, 1.1% having a GED, and 1.6% 

having a high school diploma.  The sample was evenly split for partner status, with 51.9% of 

participants not currently in a partnered relationship, and 48.1% in a partnered relationship.   
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Procedure 

Participants provided informed consent prior to beginning the survey online (see 

Appendix B).  The survey data were anonymous as no identifying information was requested.  

The demographic survey was the initial section of the questionnaire.  Respondents were 

considered ineligible for participation if they indicated that their age was less than 50 years old 

(Appendix C, Question 2) or that in general, they reported that they were attracted exclusively to 

the opposite sex (i.e., a response of “0” on Appendix C, Question 11).  To enhance the validity of 

the online survey tool, the participants were instructed to type in the current time at the start of 

the survey, halfway through the survey, and again at the end.  Surveys completed in less than 10 

minutes were not included in the participant pool (n = 24); this number was based on trial survey 

completions that indicated a minimum of approximately 15 minutes to complete the survey.  

This procedure is further validated by the fact that these participants who were eliminated due to 

survey completion timing also failed to complete the full set of survey items.  To increase sample 

size, a snowball-sampling technique was utilized; in line with recommendations by Kalton and 

Anderson (1986), participants received a request to share the survey link with other sexual 

minority older adults in their social network, who were then also encouraged to refer others. 

Measures 

Demographics.  Variables including age, sex, gender identity along a continuum, 

ethnicity, income, education, cohabitation status, marital status, sexual orientation in general, 

sexual orientation emotionally, sexual orientation physically, sexual orientation of most recent 

sexual activity, age of coming out to close family/friends, and age of coming out to others were 

assessed in a demographic questionnaire.  Items exploring different dimensions of sexual 

orientation identity reflected DeBlaere, Brewster, Sarkees, and Moradi’s (2010) 
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recommendations to assess multiple dimensions of sexuality while also utilizing culturally-

neutral language.  In addition, question and answer construction for the items related to 

cohabitation and marital status reflected recommendations set forth by Bates, DeMaio, Robins, 

and Hicks (2010) to best represent appropriate choices for those in either opposite- and same-sex 

relationships.  For analysis, responses to marital status were converted into a dichotomous 

variable of partnered or not partnered.  Sexual orientation was dichotomized into bisexual-

identified (i.e., scale responses other than 100% attracted to the same sex) and primarily gay or 

lesbian-identified (i.e., those that responded 100% attracted to the same sex).  Gender identity 

was dichotomized into “mostly male” and “mostly female.”  The demographic survey is located 

in Appendix C. 

Ageism.  Perception of experienced ageist events was assessed using the Ageism Survey 

(Palmore, 2000).  The Ageism Survey consists of 20 items assessing frequency of experienced 

ageist events.  Respondents were instructed to reflect on how often they have experienced each 

event.  Sample items include “I was called an insulting name related to my age” and “I was sent 

a birthday card that pokes fun at old people.”  The scale of the item responses used on the 

original survey was altered for the present study.  The original response options included Never, 

Once, and More than Once on a three-point Likert scale.  In light of Preston and Colman’s 

(2000) findings that scales with greater numbers of response options increase the assessment’s 

validity, reliability, and discriminating power, the response options were expanded to include 

Never, Once in a While, Sometimes, A Lot, Most of the Time, and Almost all of the Time, with 

scores falling on a six-point Likert scale.  The edited version of the survey is shown in Appendix 

D.  The total score for frequency of perceived ageist events was calculated as the average of 

individual item responses. 
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Palmore (2000) found that the original Ageism Survey has adequate levels of reliability 

and validity; the scale appears to have one factor with an eigenvalue of 4.74, Cronbach’s alpha of 

.81, and the items seemed to have high face validity based on results from a panel of older adults 

and colleagues of the scale’s author.  The original survey was tested for reliability and validity 

with a convenience sample of 84 older adults aged 60 and older from local churches and senior 

centers; the sexual orientation of the participants was not reported (Palmore, 2000).  With a 

sample of 383 Black and White younger, middle aged, and older adult gay men, David and 

Knight (2008) found the Ageism Survey to have Cronbach’s alphas of .89 and .77 for the older 

Black and White groups, respectively.  For the current study, the Ageism Survey demonstrated 

adequate reliability with Cronbach’s alpha of .91.   

Heterosexism.  Perception of heterosexist events was assessed using the lesbian, gay, 

and bisexual inclusive form of the Heterosexist Harassment, Rejection, and Discrimination Scale 

(HHRDS; Szymanski, 2006; see Appendix E).  The HHRDS was developed for use with sexual 

minority adults and includes 14 items.  Respondents were instructed to think about events that 

have occurred in the past year, and response options included six Likert scale items ranging from 

the event has never happened to me (1) to the event happened almost all the time; more than 

70% of the time (6).  Scores were calculated through averaging valid item responses, with higher 

scores indicating more frequent experiences of discrimination.  For the four items related to 

workplace and school, participants will have the option to select “N/A” to account for those who 

may not have been involved in work or school during the past year.  Sample items included 

“How many times have you heard anti-lesbian/anti-gay remarks from family members?” and 

“How many times have you been treated unfairly by teachers or professors because you are a 

gay/lesbian/bisexual person?”.  Validity for the scale within the sample of lesbian and bisexual 
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women was assessed through correlations between the HHRDS and measures of psychological 

distress; results indicated correlations mirroring expected pathways between greater scores on 

HHRDS and greater levels of psychological distress (Szymanski, 2006).  Szymanski (2009) 

found support for reliability of the full scale score with a sample of gay and bisexual men (α = 

.91), and Feinstein, Goldfried, and Davila (2012) found similar results with a sample of gay men 

and lesbians (α = .94).  For the current study, the HHRDS demonstrated adequate reliability with 

Cronbach’s alpha of .88. 

Outness.  Degree of outness was assessed using the Outness Inventory (OI; Mohr & 

Fassinger, 2000; see Appendix F).  The OI includes 11 items that assess to what degree the 

respondent is open about his or her sexual orientation to different people; however, based on 

analyses by Mohr and Fassinger, only items 1-10 are used in the calculation of the total score.  

Individual items include names of different types of people (e.g., siblings, my work peers, 

members of my religious community), with Likert-scale response options ranging from person 

definitely does NOT know about your sexual orientation status (1) to person definitely knows 

about your sexual orientation status, and it is OPENLY talked about (7), with an additional 

option of not applicable to your situation; there is no such person or group of people in your life 

(0).  Scores on the OI are determined through averaging items 1-10, where higher scores indicate 

higher degrees of outness.  The OI was originally normed by Mohr and Fassinger with a sample 

of 590 lesbians and 414 gay men ranging between 18 and 69 years of age.  Confirmatory factor 

analyses show support for the reliability of the subscales of the OI, however, the authors do not 

report reliability for the full scale, which will be used for the current study (Mohr & Fassinger, 

2000).  Validity studies also showed support for the psychometric properties of the OI; the scale 

demonstrated convergent validity with assessments of individual involvement within the sexual 
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minority community, where higher degrees of outness were associated with greater involvement 

in the community.  Mohr and Fassinger do note some limitations to the OI as a result of a use of 

a convenience sample for the norm data, the high mean scores for outness across participants, 

and all participants reporting having been in same-sex relationships for at least three months.  

Additionally, the sample included a limited number of older adults and also did not include 

bisexual individuals.   The outness inventory demonstrated adequate reliability for use in full-

scale form with the current study, with Cronbach’s alpha of .88. 

 Internalized Homonegativity.  Internalized homonegativity (IH) was assessed using the 

Internalized Homonegativity subscale of Mohr and Kendra’s (2011) Lesbian, Gay, and Bisexual 

Identity Scale (see Appendix G).  The subscale includes three items with responses ranging from 

disagree strongly (1) to agree strongly (6), with high scores indicating a higher degree of IH.  

Scores on the subscale are computed through a mean of responses to each item.  A sample item 

from the measure is “if it were possible, I would choose to be straight.”  Mohr and Kendra 

(2011) found that the IH subscale demonstrated adequate validity, as it was positively correlated 

with another measure of IH (r = .85) and negatively correlated with a measure of connection 

between sexual minority individuals and their sexual minority identity (r = -.43), a measure of 

life satisfaction (r = -.21), and a measure of self-esteem (r = -.33).  The IH subscale was also 

found to have strong reliability through confirmatory factor analysis (Cronbach’s α = .86) and 

test-re-test reliability (r = .92).  It is important to note that the IH subscale was normed with a 

sample of 654 college students whose ages ranged from 18 to 52 years (Mohr & Kendra, 2011); 

the subscale’s efficacy for use with older adults has yet to be established.  However, the scale’s 

reliability was also found to be adequate for use with the current study’s population with 

Cronbach’s alpha of .80.  
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Perceived General Social Support.  Perceived quality of social support was assessed 

using the Multidimensional Scale of Perceived Social Support (MSPSS; Zimet, Dahlem, Zimet, 

& Farley, 1988; see Appendix H).  The MSPSS is a 12-item assessment measuring the level of 

social support within different interpersonal domains.  The MSPSS includes three subscales – 

Family, Friends, and Significant Other – as well as a total score for perceived social support.  

The current study utilized the total score of the MSPSS, which was calculated as the average of 

the 12 item responses, with higher scores indicating stronger perceived social support.  Likert-

scale response options range from very strongly disagree (1) to very strongly agree (7).  Sample 

items include “my family really tries to help me,” and “there is a special person in my life who 

cares about my feelings.”  Zimet et al. (1988) found adequate internal reliability for the full scale 

(α = .91); additionally, their factor analysis found support for the three-factor structure of the 

MSPSS.  Tests for correlations between the MSPSS and a depression inventory for individuals 

with either high or low levels of stress lend preliminary support for the MSPSS as an assessment 

for the buffering effect of social support.  Although the MSPSS has not been used with sexual 

minority older adults specifically, it has been utilized with a sample of sexual minority youth 

(Cronbach’s α = .92; D’Augelli, Grossman, & Starks, 2005), a sample of men aged 16-24 who 

have sex with men (Cronbach’s α = .91; Dowshen, Binns, & Garofalo, 2009), and a sample of 

older adults 55 years of age and older (Cronbach’s α = 0.88; Oxman, Freeman, Jr., & 

Manheimer, 1995).  The MSPSS was demonstrated to have adequate reliability in the current 

sample, with Cronbach’s alpha of .92. 

Sexual Minority Older Adult Social Networks.  Mirroring Kuyper and Fokkema’s 

(2010) approach (see Appendix I), quantity of in-network social support was assessed through a 

question of whether the participant has regular contact with other adults 50 years of age or older 
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who also identify as non-heterosexual, and if so, with how many different individuals.  To reduce 

potential skewness of the data, responses to this question were capped at a maximum of 50 

contacts.  Regular contact was described similarly to Kuyper and Fokkema’s definition as 

including visits both at place of residence and out of the house, telephone contact, e-mail contact, 

or one-on-one social network contact.    

Self-esteem.  Self-esteem was assessed using the Single-Item Self Esteem Scale (SISE; 

Robins, Hendin, & Trzesniewski, 2001; see Appendix J).  The item offers responses on a five-

point Likert scale, ranging from (1) not very true of me to (5) very true of me.  The SISE was 

developed as a shortened measure of self-esteem to compare with the Rosenberg Self-Esteem 

Scale (RSE), which has been found to have strong reliability and validity (Rosenberg, 1989).  

When comparing the SISE to the RSE, Robins et al. found the SISE to be an equally strong 

measure of self-esteem; the SISE and RSE were highly correlated (r = 0.80) in a sample of 

community dwelling adults ranging in age from 21 to 61.  The SISE item states, “I have high 

self-esteem.” 

Loneliness.  Loneliness was assessed using the third version of the University of 

California Los Angeles (UCLA) Loneliness Scale (Russell, Peplau, & Cutrona, 1980; see 

Appendix K).  The UCLA Loneliness Scale consists of 20 items with four-point Likert scale 

responses ranging from never (1) to always (4).  Total scores for loneliness are created through 

averaging individual responses, where higher scores indicate more loneliness. Russell et al. 

(1980) found the scale to have strong reliability (Cronbach’s αs ranged from 0.89 to 0.94) and 

had a test-retest correlation of 0.73 in a sample of older adults.  Sample items include “How 

often do you feel you lack companionship?” and “How often do you feel that people are around 
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you but not with you?”.  The scale demonstrated adequate reliability with the current sample, 

with a Cronbach’s alpha of .93. 

Life satisfaction.  Global life satisfaction was assessed using the Satisfaction with Life 

Scale (SWLS; Diener, Emmons, Larsen, & Griffen, 1985; see Appendix L).  The SWLS is a 

brief five-item measure with responses to each item ranging from strongly disagree (1) to 

strongly agree (7).  A sample item is “the conditions of my life are excellent.”  The SWLS has 

been administered to sexual minority college students, with Cronbach’s alpha of .88 (Mohr & 

Kendra, 2011), and with a large sample of sexual minority adults, with Cronbach’s alpha of .91 

(Balsam, Beauchaine, Mickey, & Rothblum, 2005).  The SWLS demonstrated adequate 

reliability for use in the current sample with Cronbach’s alpha of .91.  

Quality of life. Quality of life was assessed using the Quality of Life-Alzheimer’s 

Disease (QOL-AD) survey (Logsdon et al., 1999, 2002; see Appendix M).  The QOL-AD was 

originally designed to assess quality of life in older adults who have cognitive impairment.  

However, Revell, Caskie, Willis, and Schaie (2009) utilized the QOL-AD in a sample of older 

adults without cognitive impairment, and internal consistency was strong (α = 0.83).  

Additionally, Revell et al. found support for a three-factor model (Psychological, Social, and 

Physical Well-being) that explained a total of 54.4% of the variance in Quality of Life.  The 

scale consists of 13 items with four response choices, ranging from 1 = “poor” to 4 = “excellent.”  

Participants are instructed to consider their current quality of life according to different domains, 

with examples including “physical health,” “mood,” “family,” and “ability to do chores around 

the house.”  Scores are created as the sum of the items, with a possible range of 13 to 52.  Similar 

to the procedure used in Revell et al., the current study used written instructions to facilitate the 

online survey process rather than the interview format used in the original QOL-AD (Logsdon et 
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al., 1999).  Also, item seven, which focuses on the domain “marriage,” was altered to read 

“romantic relationship (if partnered), or closest personal relationship (if not partnered)” to utilize 

more inclusive language.  This alteration reflects similar verbal instructions administered to 

unmarried participants in Logsdon’s et al. (2002) study.  This modified QOL-AD demonstrated 

adequate reliability in the current study, with Cronbach’s alpha of .87. 

Psychological distress.  Psychological distress was assessed using the Kessler 

Psychological Distress Scale (K10; Kessler et al., 2002; see Appendix N).  The K10 is a brief 10-

item assessment of affective- and anxiety-related psychological distress with response options on 

a five-point Likert scale ranging from (1) none of the time to (5) all of the time, with answer 

summed for a total score of psychological distress ranging from 10 to 50.  Andrews and Slade 

(2001) found that the K10 has strong validity through demonstration of significant correlations 

with other measures of general psychological distress and psychological diagnostic criteria.  

Sample items include “In the past 30 days, how often did you feel nervous?” and “In the past 30 

days, how often did you feel worthless?”.  The K10 demonstrated adequate reliability for use in 

the current sample, with Cronbach’s alpha of .94. 

Analysis Plan 

 Analysis variables were first assessed for normality, including skewness and kurtosis, as 

well as for any issues with multicollinearity among minority stress and ameliorating factors.  

Benchmarks for excessive skewness and kurtosis values for this data reflected standards set by 

West, Finch, and Curran (1995), who proposed that skewness should be limited to between ±2 

and kurtosis should be limited to between ±7.  Multicollinearity was assessed through examining 

correlations among predictor variables, with correlations ±.5-.6 or higher identified as 

problematic (Leech, Barrett, & Morgan, 2011).  
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The main research questions were examined through a hierarchical multivariate multiple 

linear regression (MMLR) to test the relationships between the predictor variables and the 

outcome variables of psychological distress, loneliness, life satisfaction, and quality of life.  

Model 1 tested the relationships of the minority stress variables of perceptions of heterosexist 

events, outness, internalized homonegativity, and perceptions of ageist events to the four 

outcome variables of loneliness, life satisfaction, quality of life, and psychological distress.  

Model 2 added the demographic variables of sexual orientation identity, gender identity, age, and 

partner status to the first model.  Finally, Model 3 examined the ameliorating factors of general 

perception of social support, size of sexual minority older adult social network, and self-esteem 

to test whether these variables would moderate the relationships of the minority stress variables 

to the outcomes.  The moderating factors were included both as predictors as well as interaction 

variables following the procedures outlined in Aiken and West (1991).  Specifically, after 

centering all variables, twelve interaction terms were created as the products of the three 

moderating variables and the four minority stress predictor variables.  Significant results for any 

interaction terms were interpreted using simple slope plots. 

 For inclusion in the hierarchical MMLR, all continuous predictor variables were mean-

centered, and demographic categorical variables (i.e., partner status, gender identity, and sexual 

orientation) were coded with dummy codes of “0” and “1.”  For an explanation of 

dichotomization for categorical variables, refer to the Demographics section of the Method.  

Each of the three models was tested for multivariate significance using Wilks’ , and the 

variance explained by each model was obtained through the multivariate R
2
, calculated as 1 -  

(Cohen, 1988, p. 470).  The multivariate R
2
, or the coefficient of determination, represents the 
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degree to which the model’s data fits the regression line; in other words, it reflects the amount of 

variance in the outcome variables explained by the model.   

For any model that had a significant multivariate result, the univariate significance of 

each model was assessed through individual follow-up F-tests for the four outcome variables, 

and the variance explained in each outcome variable was obtained through the univariate R
2
 

value.  Third, for any outcome variable that had a statistically significant univariate model, the 

significance of the individual relationship of each predictor with the outcome variable (i.e., the 

regression weights) was examined through univariate t-tests.  A key component of the 

hierarchical approach to regression is the assessment of change in variance explained between 

each new (here, fuller) model and the prior one, as this study’s hypotheses assume that each 

subsequent model should improve the amount of variance explained by the prior model.  To test 

the significance of the change in multivariate R
2
 between the models in the hierarchical MMLR, 

the procedures described in Leichman (2013) were followed.  In brief, utilizing the Wilks’  

values from the two models being compared, a Wilks’  value for the difference between the two 

regression models (i.e., Model 1 vs. Model 2 and then Model 2 vs. Model 3) was computed by 

hand, and its Rao’s F approximation value was computed to obtain the statistical significance 

level (i.e., the p-value) for the change between the two models.  Unlike univariate hierarchical 

regression analysis, the procedure for multivariate hierarchical regression in traditional statistical 

analysis programs does not automatically produce information regarding significance in change 

in Wilks’ ; thusthese values were calculated by hand using the formulae in Leichman (2013).   
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Chapter IV 

Results 

Preliminary Analysis 

 Normality of variables was assessed through examination of skewness and kurtosis as 

well as assessing the presence of multicollinearity among predictor variables.  All analysis 

variables met criteria for skewness and kurtosis according to West et al. (1995) with the 

exception of Internalized Homonegativity, which demonstrated a skewness statistic of 2.197.  

For ease of interpretation for this variable, it was not transformed due to its mild positive skew.  

However, results should be interpreted with caution.  Correlations among the predictor variables 

were small to moderate (with Pearson’s r ranging from .022 to .513), indicating that 

multicollinearity was not a concern.  For full descriptive data and correlation values, see Table 1.   

Hierarchical Multivariate Multiple Linear Regression 

Results of the full three-step hierarchical multivariate multiple linear regression (MMLR) 

are presented in Table 2.  In line with Aiken and West’s (1991) guidelines, the unstandardized 

regression weights are presented due to potential miscalculations of standardized beta weights 

for the interaction terms in regression models. 

Model 1: Minority Stress Predictors.  The first MMLR model utilized predictor 

variables of perceived ageism, perceived heterosexism, degree of outness, and degree of 

internalized heterosexism and outcome variables of psychological distress, loneliness, life 

satisfaction, and quality of life.  The multivariate test of the regression model was significant, 

with Wilks’  = .68, F(16, 554) = 4.74, p < .001.  This model had a multivariate R
2 

value of .32, 

indicating that this model explained 32% of the variance in this set of outcomes. 
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Univariate follow-up F-tests indicated that these four predictors as a set explained a 

significant amount of the variance in psychological distress (R
2
 = .22, or 22% of variance, p < 

.001), quality of life (R
2
 = .12, or 12% of variance, p < .001), and loneliness (R

2
 = .10, or 10% of 

variance, p = .001) but not in life satisfaction (R
2
 = .03, or 3% of variance, p = .239).  For the 

outcome variables with a significant R
2
 (i.e., psychological distress, quality of life, and 

loneliness), the regression weights of the four predictor variables were examined to determine 

which were statistically significant.  Results indicated that perceived ageism (b = .31, p = .005), 

perceived heterosexism (b = .18, p = .014), and internalized homonegativity (b = .18, p = .003) 

were significantly and positively related to psychological distress, so that higher levels of 

perceived heterosexism, perceived ageism, and internalized homonegativity were associated with 

greater psychological distress. For the outcome measure of quality of life, perceived 

heterosexism was the only significant predictor (b = -.17, p = .003), indicating that higher levels 

of perceived heterosexism were associated with lower quality of life.  For the outcome measure 

of loneliness, despite the set of four predictors together explaining a significant amount of the 

variance in loneliness, no individual predictors were significantly related to loneliness.   

Model Two: Addition of Demographic Controls of Age, Gender, Partner Status, and 

Sexual Orientation.  The second MMLR model took into account the demographic variables of 

gender identity, age, sexual orientation, and partner status related to the relationships among 

ageism, heterosexism, outness, internalized homonegativity and psychological distress, 

loneliness, life satisfaction, and quality of life.  The multivariate test of this regression model was 

statistically significant, with Wilks’ Λ = .48, F(32, 654) = 4.49, p < .001.  This second model had 

a multivariate R
2
 of .52, indicating that the model explained 52% of the variance in the outcome 

set, which represents a change in multivariate R
2 

of .20, or 20%, between the first and second 
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models. To assess whether this change in multivariate R
2 

was significant, Rao’s F approximation 

was calculated and tested for significance.  Results indicated that the change between the two 

models was statistically significant, with Rao’s F = 10.19, p < .001.  A significant change 

between the two models indicates that Model 2 explained a significantly greater amount of 

variance in the data when compared with Model 1. 

Univariate F-tests indicated that Model 2 explained a significant amount of variance in 

all four outcome variables (all ps < .001), which include psychological distress (28%), quality of 

life (22%), life satisfaction (19%), and loneliness (29%).  Individual tests for the regression 

weights of the predictor variables in the psychological distress model indicated that perceived 

ageism (b = .37, p = .001), perceived heterosexism (b = .19, p = .013), internalized 

homonegativity (b = .16, p = .010), age (b = -.02, p = .011), and partner status (b = -.24, p = 

.031) were significantly associated with psychological distress.  Perceived heterosexism (b = -

.21, p < .001) and partner status (b = .37, p < .001) were significantly associated with quality of 

life.  For life satisfaction, age (b = .04, p = .005) and partner status (b = 1.23, p < .001) were 

significant predictors.  For loneliness, perceived heterosexism (b = .15, p = .002), age (b = -.01, p 

= .004), and partner status (b = -.44, p < .001) were significantly related to the outcome variable.  

Overall, the inclusion of the demographic control variables, particularly age and partner status, 

improved the amount of variance explained by the first model. 

Model Three: Addition of Moderating Variables of Self-Esteem, Social Support, and 

Social Network.  The third MMLR model assessed whether the links of perceived heterosexist 

events, ageism, outness, and internalized homonegativity with the outcome variables of 

psychological distress, life satisfaction, quality of life, and loneliness were moderated by social 

support, social network, and self-esteem while controlling for the demographic variables that 
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were added in Model 2.  The overall multivariate test for Model 3 was significant, with Wilks’  

= .11, F(92, 643) = 5.32, p < .001, and the multivariate R
2 

of .89 indicated that this model 

explained 89% of the variance in the outcome set.  Change in multivariate R
2 

between the second 

and third models was significant, with Rao’s F approximation = 12.40, p < .001, ΔR
2
 = .37 or 

37%, indicating that the addition of the moderating variables and their corresponding interaction 

terms significantly increased the amount of variance explained in the four outcome variables.  

Univariate F-tests indicated that the third model explained a significant amount of variance for 

all four outcome variables, which include psychological distress (57%, p < .001), quality of life 

(52%, p < .001), life satisfaction (52%, p < .001), and loneliness (70%, p < .001).  

 For psychological distress, perceived ageism (b = .37, p < .001), perceived heterosexism 

(b = .14, p = .046), and internalized homonegativity (b = .13, p = .008) continued to be 

significant predictors; in addition, the moderator variable self-esteem (b = -.22, p < .001) was 

significantly related to psychological distress.  The significant interaction of perceived 

heterosexism with social network size (b = .01, p = .027) indicated that social network size 

moderated the relationship of heterosexism and psychological distress (see Figure 5), and the 

significant interaction of internalized homonegativity with social support (b = .08, p = .043) 

indicated that social support moderated the relationship of internalized homonegativity with 

psychological distress (see Figure 6).  For those with larger social networks, heterosexism was 

associated positively with psychological distress; in contrast, for those with smaller social 

networks, heterosexism was unrelated to psychological distress.  For those with greater social 

support, internalized homonegativity was positively related to psychological distress, but for 

those with weaker social support, internalized homonegativity was unrelated to psychological 

distress.  However, it is important to note that the predicted psychological distress of those with 
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lower levels of social support were consistently higher than those with higher levels of social 

support until the highest level of internalized homonegativity, where psychological distress was 

similar regardless of the amount of social support. 

For quality of life, perceived ageism (b = -.19, p = .010) became a significant predictor 

after controlling for the moderator variables, and the minority stress variable of perceived 

heterosexism (b = -.12, p = .016) remained significant even after controlling for the moderator 

variables.  In addition, two moderators --- self-esteem (b = .13, p < .001) and social support (β = 

.13, p < .001) --- were significantly associated with quality of life.  However, no interaction 

effects were statistically significant. 

When considering life satisfaction, perceived ageism (b = -.45, p = .034) became a 

significant predictor in this model that controlled for the set of moderator variables.  In addition, 

the moderators self-esteem (b = .40, p < .001) and social support (b = .34, p < .001) were 

statistically significant predictors, though only the interaction of internalized homonegativity 

with social network (b = -.02, p = .038) was significant (see Figure 7).  Figure 7 shows that, for 

those with larger social networks, internalized homonegativity was negatively associated with 

life satisfaction; in contrast, for those with smaller social networks, internalized homonegativity 

was positively associated with life satisfaction.  At higher levels of internalized homonegativity, 

this interaction effect diminished, with similar life satisfaction being reported by participants 

regardless of social network size.  

Finally, outness (b = .04, p = .038) became a significant predictor of loneliness in this 

model, but heterosexism was no longer significant.  The demographic variable of partner status 

(b = -.12, p = .034) remained significant, but age was non-significant after the addition of the 

moderating variables.  Three moderators --- self-esteem (b = -.11, p < .001), social network (β = 
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-.01, p = .005), and social support (b = -.20, p < .001) --- were statistically significant predictors 

of loneliness, and the interaction of internalized homonegativity with social network (b = .01, p = 

.008) was also significantly associated with loneliness.  As shown in Figure 8, the significant 

interaction effect suggested that, for those with smaller social networks, internalized 

homonegativity was negatively associated with loneliness; in contrast, for those with larger 

social networks, internalized homonegativity had a positive relationship with loneliness.  

However, at the highest levels of internalized homonegativity, this interaction effect lessened as 

participants with all social network sizes reported similar levels of loneliness. 
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Chapter V 

Discussion 

 Efforts to better understand the unique experience of individuals who identify as a 

member of a sexual minority group, as well as those with multiple minority identities, have 

become more prevalent in research trajectories at present.  Specifically, Meyer’s (2003) Minority 

Stress Theory proposes a model that explains how having a minority identity – specifically, a 

sexual minority identity – results in additional stressors in daily life, as well as notable stress-

buffering factors, that shape the experience of sexual minority-identified individuals. Research 

has begun to explore how having multiple minority identities can influence an individual’s 

experience using samples exploring gender, race, and sexual identities, such as Black lesbian 

women (Bowleg et al., 2003) and Asian American sexual minority individuals (Szymanski & 

Sung, 2010), and some have explored the experiences of older sexual minority adults (D’Augelli 

& Grossman, 2001; Grossman, D’Augelli, & O’Connell, 2001; Herek, 2008). However, research 

has yet to explore how the intersection of ageist and heterosexist minority stress may influence 

the experience of sexual minority older adults.  

 Theories on aging --- and, specifically Baltes and Baltes's (1990) theory of optimal aging 

---allude to the ability of the aging adult to live a fulfilled and successful life through adaptation 

to challenges that may arise in various domains, including physical, emotional, and social areas 

of functioning.  In line with Meyer’s (2003) model, the older adult identity combined with the 

LGB identity is not a necessary precursor to distress; older adults can still age optimally or 

function successfully with minority stress through the utilization of stress-ameliorating factors or 

adaptations to challenges they face. Baltes and Baltes theorize that optimal aging occurs through 

the process of adaption to stressors that often come with age (e.g., loss of social network, loss of 
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functional ability, financial stress), just as Meyer’s model suggests the utilization of stress-

buffering and supportive factors (social support, resilience) as strategies for coping with minority 

stress.  The missing component in these theories for the sexual minority older adult population, 

however, relates to whether or not minority stress theory is applicable for this population in 

particular and whether ageism serves as an additional minority stressor for sexual minority older 

adults.  In light of this gap in research, the current study explored minority stress predictors of 

perceived ageist events, perceived heterosexist events, internalized homonegativity, and outness 

in relation to outcome variables of psychological distress, quality of life, life satisfaction, and 

loneliness.  Additionally, potential stress-buffering moderating variables of self-esteem, social 

support, and social network size were assessed. 

 Participants for the present study were found through web-based data collection.  Online 

survey links were distributed to relevant listservs, social network pages, and agencies, resulting 

in a final sample of 189 individuals aged 50 years and older who identified their sexual 

orientation as anything other than heterosexual.  The resulting sample reflected a range of sexual, 

gender, and age identities, but a primarily White-identified and middle- to upper-class sample.  

Utilizing hierarchical multivariate multiple regression, the present study indicated important 

findings supporting the utilization of Meyer’s (2003) theory for sexual minority older adults.  

This section reports findings for the four outcome variables across the three hierarchical 

regression models, an interpretation of findings within the context of the larger body of relevant 

literature, a discussion of study limitations and future directions, as well as implications for 

research and practice. 
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Findings 

Minority Stress Predictors (Ageism, Heterosexism, Outness, and Internalized 

Homonegativity).  The present study provided support for the utility of Meyer’s (2003) minority 

stressors, with the addition of ageism, in understanding sexual minority older adults’ reports of 

psychological distress, quality of life, life satisfaction, and loneliness.  This study’s hypothesis 

that greater perceived discrimination (heterosexist and ageist) and greater internalized 

homonegativity would be related to greater psychological distress, lower life satisfaction, and 

greater loneliness, and that greater degrees of outness would be related to lower psychological 

distress, higher life satisfaction, and less loneliness was only partially supported. 

Across each of the three hierarchical regression models, ageism, heterosexism, and 

internalized homonegativity were significantly related to psychological distress, with all 

relationships reflecting hypothesized directions.  Specifically, experiencing greater ageism, 

heterosexism, and internalized homonegativity was associated with more psychological distress.  

In contrast, the relationships of these minority stress predictors were less consistent for the other 

outcomes.  For quality of life, heterosexism was consistently significant across each of the three 

regression models, with lower heterosexism related to greater quality of life, but ageism only 

became a significant predictor of quality of life in the third model after controlling for the set of 

demographic characteristics, the three moderators, and the interaction terms.  Similarly, ageism 

was only a significant predictor of life satisfaction in the third regression model; thus after 

controlling for demographic characteristics, the moderators, and their interaction terms, having 

experienced less ageism was found to be associated with greater life satisfaction.  Finally, 

loneliness was also minimally linked to the stress variables, demonstrating significant 

relationships with heterosexism in the second model and outness in the third. 
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 On the whole, links of minority stress variables to psychological distress and quality of 

life were most notable in the study findings.  These findings are consistent with Grossman, 

D’Augelli, and O’Connell (2001), who found a significant negative relationship between 

incidents of victimization and mental health in a sample of older sexual minority adults.  The 

significant relationship between heterosexism and psychological distress also aligns with 

research that has found support for the link between lifetime sexual orientation-based 

victimization and depression in lesbian, gay, and bisexual older adults (Fredriksen-Goldsen et al., 

2013) and with Waldo’s (1999) findings that indicated a link between workplace heterosexism 

and psychological distress in lesbian, gay, and bisexual adults.  The significant relationship 

between ageism and psychological distress across all three models provides ample support for 

the additional stressor of age-related discrimination in the lives of sexual minority older adults to 

this model.   

Internalized homonegativity was also tied with psychological distress across all three 

models; in fact, internalized homonegativity was not related to any other outcome variable 

besides psychological distress.  The significant association of internalized homonegativity and 

psychological distress supports Meyer’s (2003) minority stress theory, as internalized 

homonegativity reflects an individual’s proximal response to a more distal stressor (i.e., stigma 

around having a sexual minority identity).  Additionally, the link between internalized 

homonegativity and psychological distress aligns with findings from Fredriksen-Goldsen et al. 

(2013), who found internalized stigma to significantly predict depression in a similar sample.  

However, the lack of significant links between internalized homonegativity and quality of life, 

loneliness, or life satisfaction contradicts the study hypotheses.  For example, Fredriksen-Golden 

et al.’s study found that internalized stigma explained a significant amount of variance in 
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disability level in sexual minority older adults, which would likely be related to similar variables 

of quality of life and life satisfaction.  However, the lack of a significant relationship between 

internalized homonegativity and loneliness does align with Kuyper and Fokkema’s (2009) 

findings that also did not find support for this link in a sample of LGB adults.  An important 

consideration in understanding the findings of the present study is the low level of internalized 

homonegativity reported by the sample (M = 1.49; range = 1.00 – 5.00); this low mean suggests 

that the present findings may not have accurately captured the true range of experienced 

internalized homonegativity for sexual minority older adults. 

 When quality of life is considered, ageism and heterosexism were the only significant 

minority stress predictors, with heterosexism significantly related to quality of life across all 

three models and ageism only in the third model.  This set of findings offers support for Meyer’s 

(2003) minority stress model; Meyer proposes that the more frequent experiences of identity-

based stigma that come with having a minority identity can negatively influence well-being and 

mental health.  The current study’s quality of life assessment reflects general well-being across 

many aspects of daily life, including health, mood, and energy; as a result, findings indicate that 

experiences of sexual identity- and age-related discrimination may correlate with quality of life 

for sexual minority older adults more generally.  Quality of life has rarely been included as a 

study variable in sexual minority research; however, the current study’s findings align with 

results from Mays and Cochran (2001), indicating a significant negative relationship between 

perceived sexual orientation-based discrimination and quality of life in a sample of LGB adults.  

Additionally, Utsey, Chae, Brown, and Kelly (2002) found that cultural racism was significantly 

and negatively associated with quality of life in a sample of ethnically diverse adults.  These 

findings, along with the results of the current study, seem to suggest that identifying with a 
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minority group and its associated stigma-related stressors are linked with individuals’ quality of 

life.  Ageism only became a significant predictor of quality of life after controlling for the 

moderating variables of self-esteem, social network, and social support in the third hierarchical 

model.  This finding may suggest that LGB older adults’ experience of ageism is only related to 

their quality of life when both stress-buffering resiliency factors and demographic characteristics 

are also considered. 

For life satisfaction and loneliness, minority stress variables were less salient as 

predictors.  Ageism was the only minority stress predictor significantly related to life 

satisfaction, and only in the third hierarchical model, indicating that ageism plays a role only 

when accounting for stress-buffering factors.  Similarly, loneliness demonstrated few significant 

relationships with minority stress predictors; heterosexism was significantly related to loneliness, 

but only in the second model, and outness was related only in the third model.  The link between 

heterosexism and loneliness aligns with findings from Grossman et al. (2000) and Kuyper and 

Fokkema (2010), which demonstrated similar results in related samples.  On the whole, minority 

stressors seem to be most influential to psychological distress and quality of life rather than life 

satisfaction and loneliness for sexual minority older adults.   

 Demographic Variables (Gender, Age, Partner Status, and Sexual Orientation).  The 

results of the present study including notable findings related to the links between the 

demographic variables of gender, age, partner status, and sexual orientation and the four outcome 

variables.  Specifically, of the four demographic variables, only age and partner status were 

significantly associated with any of the outcome variables.  Age was significantly and negatively 

associated with psychological distress and loneliness and positively associated with life 

satisfaction, suggesting that older participants were more likely to be more satisfied with life and 
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have lower rates of psychological distress and loneliness than younger participants.  These 

findings align with some prior research findings but deviate from others.  The link between older 

age and lower levels of psychological distress seem to be in alignment with Jorm’s (2000) study 

assessing for age differences in adults’ susceptibility to anxiety and depression across the 

lifespan; specifically, their results indicated that when risk factors were controlled, older 

participants were less susceptible to anxiety and depression than younger participants, potentially 

due to increased emotional control with advancing age.  The findings of age’s positive 

relationship with the psychosocial outcomes may also reflect Carstensen’s (1995) theory of 

socioemotional selectivity, which suggests that as individuals feel that their time before death is 

more limited, they pursue different social goals and may be more likely to prune down their 

social support networks to include only those who offer the most support, thereby managing their 

emotional experiences. However, the findings linking older age and lower levels of loneliness 

seem contrary to prior research.  To illustrate, Barg et al. (2006) utilized a mixed-methods 

approach to explore older adults’ understanding of loneliness, and the findings suggested that 

older adults anticipate increased loneliness as they age, attributing that increase to loss of social 

contacts and support systems to illness and mortality factors, as well as social withdrawal.   

The differing results related to age in the current study might be attributed to the 

concentration of younger older adults in the participant pool, as 90.5% of the sample was 

between 50 and 70 years old.  Higher rates of mortality and loss of social contacts may not be 

quite as salient for adults in the 50-70 age range when compared with those over the age of 70.  

The findings indicating a positive relationship between older age and greater life satisfaction also 

seems to reflect the younger age range of the present sample.  Though the current study’s 

findings align with Hamarat et al.’s (2001) study, indicating that older adults (66+) had 
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significantly greater life satisfaction than their middle-aged and young adult counterparts, it also 

highlights some of the within-group differences in life satisfaction among older adults indicated 

in Gerstorf, Ram, Röcke, Lindenberger, and Smith’s (2008) study, suggesting that once older 

adults are closer to their death, their life satisfaction substantially increases.  Thus, had the 

present sample included more participants who were more advanced in age, the findings related 

to age and life satisfaction may have reflected a different relationship.  

Partner status was significantly and negatively associated with psychological distress and 

loneliness and positively associated with quality of life and life satisfaction.  These findings 

indicate that those who were in a partnered relationship reported less psychological distress and 

loneliness and greater quality of life and life satisfaction.  These findings align with Grossman, 

D’Augelli, and O’Connell’s (2001) findings that gay, lesbian, and bisexual older adults who 

were cohabitating with their partners were less likely to be lonely and more likely to report better 

mental and physical health.  Additionally, Kuyper and Fokkema (2010) found similar results in a 

sample of LGB older adults in the Netherlands, indicating that participants who had a steady 

partner, regardless of cohabitation status, had lower levels of emotional loneliness than non-

partnered participants; specifically, those without partners were significantly more likely to feel 

as though they had a sense of emptiness in their lives. 

It is important to note that neither gender nor sexual orientation were significantly related 

to any of the four outcome measures in either Model 2 or Model 3.  This lack of significant 

findings indicates that gender and sexual orientation did not have a significant influence on 

psychological well-being, loneliness, life satisfaction, or quality of life for the participants when 

considered along with both minority stress factors as well as stress-buffering moderators.  These 

findings suggest that the relationship of minority stress and stress-ameliorating factors on the 
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psychological well-being of sexual minority older adults may be similar regardless of these 

individuals’ gender (mostly male or mostly female) and sexual orientation (gay/lesbian or 

bisexual) identities.  Kertzner, Meyer, Frost, and Stirratt (2009) found a similar pattern, as 

gender was not a significant predictor for social or psychological wellbeing in a sample of LGB 

adults.  However, the authors did find that a bisexual identity was associated with decreased 

social well-being – a relationship that was mediated by the participants’ connectedness within 

their community and positive attitudes about their sexual identity.  This difference in the current 

study’s results may be explained by the age differences in the two samples; Kertzner et al. found 

that younger age was also associated with decreased social well-being; therefore, the older adult 

sample in the present study may account for the lack of significant associations among sexual 

orientation and the outcome measures.  Additionally, the sample methodology for the present 

study was likely biased toward participants who were comfortable disclosing their sexual identity 

and likely involved in the LGB community, which speaks to the mediating factors for bisexuality 

and well-being from Kertzner et al.’s study. 

The inclusion of the four demographic variables in the second regression model also 

served the purpose of controlling for these factors in the relationships among the minority stress 

variables and the social and psychological outcome variables from Model 1.  For psychological 

distress, quality of life, and life satisfaction, no differences were observed in which relationships 

were statistically significant or nonsignificant after controlling for demographic variables, 

suggesting that these relationships are still salient even when gender, age, partner status, and 

sexual orientation are accounted for.  For loneliness, one change in the statistical significance of 

links between minority stressors and loneliness was found when demographic variables were 

considered; in Model 2, heterosexism became significantly and positively related to loneliness, 
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suggesting that when demographic variables are accounted for, higher rates of heterosexist 

events were associated with higher levels of loneliness. 

Moderator Variables (Social Support, Social Network, and Self-Esteem).  The 

current study explored the utility of potential stress-buffering moderator variables within a 

sample of sexual minority older adults.  Specifically, social support, social network size, and 

self-esteem were assessed for their potential roles as protective factors against minority stress for 

this population.  This approach reflects Meyer’s (2003) minority stress model, which includes 

not only stressful factors but also stress-ameliorating factors for coping with minority stress-

related stigma.  Meyer’s model focuses on both personal and group-level coping, including 

personal traits of hardiness and resilience and group-level traits related to social support and 

embeddedness.  The present study utilized self-esteem as a potential personal coping factor and 

social support and social network size as group-level protective moderators. 

 In general, the protective variables in this study seemed to be important factors for sexual 

minority older adults.  Self-esteem was significantly associated with all four outcome variables, 

indicating that higher levels of self-esteem were linked with lower rates of psychological 

distress, greater quality of life, greater life satisfaction, and lower levels of loneliness.  The role 

of self-esteem in connection with the four outcome variables bolsters the findings of prior 

research.  Specifically, Fokkema and Kuyper (2009) found a significant negative relationship 

between self-esteem and loneliness in a sample of LGB older adults, and Cassidy, O’Connor, 

Howe, and Warden (2004) found that personal self-esteem was significantly and negatively 

related to depression and anxiety in a sample of mixed-age LGB adults. 

Social network was significantly and negatively associated with loneliness, indicating 

that, for greater social network size, lower loneliness was reported.  Social support was 
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significantly and positively associated with quality of life and life satisfaction and negatively 

associated with loneliness, indicating that higher rates of social support was linked with better 

quality of life and greater life satisfaction and lower loneliness.  These findings align with 

Fokkema and Kuyper’s (2007) study on LGB older adults in the Netherlands, which indicated 

that social embeddedness, which is a construct that assessed quantity and frequency of social 

contact rather than quality of relationships, was significantly and negatively related to loneliness.  

Additionally, in a sample of adults 65 and older, Golden, Conroy, and Lawlor (2009) found that 

social engagement protected against depression and anxiety, and social engagement was also 

positively associated with self-rated happiness and quality of life.  It is interesting to note that in 

the present study, social support was more strongly associated with outcome variables than social 

network size was, which may indicate that the quality of social relationships plays a larger role in 

the overall psychological and social well-being of sexual minority older adults.  Finally, this 

study’s findings regarding social support are in line with Pinquart and Sorenson’s (2001) 

findings that in a meta-analysis of older adult research, the quality of social support was more 

strongly tied to loneliness than the quantity of social contacts. 

When considering the interaction effects for the moderating variables, social network size 

moderated the relationship between perceived heterosexism and psychological distress, such that 

those with larger social networks were better protected against psychological distress when 

experiencing lower levels of heterosexism.  The interaction effect seemed to diminish as the 

level of heterosexism increased, such that social network became less of a protective factor 

against psychological distress.  In general, this finding may suggest that sexual minority older 

adults with higher quantities of social contacts may find their psychological health better 

protected against more infrequent acts of heterosexism than those with smaller social groups.  
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Social network also significantly moderated the relationship of internalized 

homonegativity to both life satisfaction and loneliness, such that those with larger social 

networks and lower levels of internalized homonegativity had higher levels of life satisfaction 

and lower levels of loneliness than those with smaller social networks, effects that diminished for 

those with higher levels of internalized homonegativity.  These significant interactions suggest 

that having a larger quantity of social contacts supports life satisfaction and protects against 

loneliness in the face of mild levels of internalized homonegativity, though higher levels of 

internalized homonegativity are associated with lower life satisfaction and higher levels of 

loneliness regardless of social network size.  

Finally, social support was found to moderate the relationship between internalized 

homonegativity and psychological distress, such that those with greater quality of social support 

had lower levels of psychological distress than those with lower quality of social support at mild 

levels of internalized homonegativity.  This effect diminished at higher rates of internalized 

homonegativity, suggesting that higher quality social support may protect sexual minority older 

adults from lower levels of internalized homonegativity-related psychological distress.  This 

finding is consistent with Masini and Barrett’s (2008) study that indicated that in a sample of 220 

lesbian, gay, and bisexual adults aged 50-79, participants reported that their social support from 

their friends was associated with lower levels of depression, anxiety, and internalized 

homonegativity.  

When considering the moderation effects hypothesized in these models, it is notable that 

social support was only involved in one significant interaction despite being significantly related 

to three of the four outcome variables, and self-esteem was not involved in any significant 

interaction terms despite being significantly associated with all four outcome variables.  These 
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results indicate that social support and self-esteem, though tied with the outcome variables 

independently, did not serve the moderating role that was expected based on Meyer’s (2003) 

Minority Stress theory. It is possible, however, that these variables may have stronger 

moderating roles for other stressors not assessed by the current study.  For this sample, social 

network received the most support for its role as a stress-buffering factor for minority stress, 

suggesting that the quantity of social contacts rather than the quality of those relationships may 

be most important within the minority stress model for this population.  Additionally, 

internalized homonegativity was involved in three of the four significant moderation effects, 

twice with social network (for life satisfaction and loneliness) and once with social support (for 

psychological distress), suggesting that a sense of having a larger and more supportive social 

group may dissipate stress resulting from negative views about one’s self due to having a sexual 

minority identity. 

It is also important to note what was not supported with the current study’s findings in 

terms of the moderation factors in particular.  Specifically, ageism was not involved in any 

significant interaction terms, while heterosexist-related stressors were significant.  The lack of 

involvement of social support, social network size, and self-esteem in the relationships among 

ageist discrimination and psychological distress and quality of life implies that this population 

either may utilize other forms of stress coping to buffer against ageism, or they may have no 

buffers at all to protect them.  Due to how rampant and implicitly tolerated ageist discrimination 

is in US society, it seems likely that there are limited resources for older adults to cope with it, as 

many may not have the language, resources, or support to work against it.  However, older adults 

may also utilize more individual forms of coping with stress to support them against negative 

outcomes associated with ageist discrimination. 
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In general, the significant interactions terms seemed to imply that social support and 

social network size may protect against lower levels of heterosexist-related minority stress, but 

not at higher levels.  This trend suggests that as minority stress increases, sexual minority older 

adults’ social coping is not as effective for ameliorating stress.  This population may turn to other 

strategies for stress coping not assessed by the current study when heterosexist stress increases.  

Meyer’s (2003) full model includes, in addition to social support, individual coping strategies as 

a potential stress-ameliorating variable.  Sexual minority older adults may indeed shift their 

coping more inward rather than outward when heterosexism increases; it is conceivable that 

because discrimination can be socially derived, it might feel more difficult to reach out to others 

when discrimination is at its worst. 

Limitations 

 This study may have faced some limitations due to the characteristics of the sample as 

well as the research design.  This study’s sample demonstrated unique qualities related to 

demographic variables, such as gender identity, sexual orientation, age, and partner status, as 

well as some key study variables.  In terms of gender and sexual orientation identities, nearly 

half of the sample identified outside of traditional binary male/female gender identities and 

somewhere in between gay/lesbian and bisexual.  However, for analysis purposes, gender data 

were dichotomized into “mostly male” and “mostly female” categories, and sexual orientation 

data were split into “gay/lesbian” and “bisexual” categories.  Although both sets of data around 

the gender and sexual orientation identities of the sample point to the utility of a continuum 

rather than categorical approach to understanding how sexual minority older adults identify their 

gender and sexual orientations, the limitations of the study’s research design did not incorporate 

these nuances in identity demonstrated by the sample. 
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 It is also important to note the age of the participants, as the sample as a whole 

represented a younger segment of the older adult population. Although the chosen minimum age 

reflects practices of prior research (e.g., Fredriksen-Goldsen, 2011), grouping in adults in their 

50s with adults through their mid-80s can hold some important implications regarding sexual and 

age discrimination.  In terms of sexual discrimination, the Stonewall Riots in New York, which 

are often considered the start of the LGB acceptance movement, occurred in 1969; the youngest 

study participants (i.e., those reporting being 50 years old) were born just five years prior to the 

riots, while the oldest participant (86 years old) was 41 years old at the time of the riots.  The 

average participant --- at 60 years old --- was 15 years old at the time of the riots and the start of 

the movement toward LGB acceptance.  As a result, the higher presence of younger older adults 

in this sample may play a role in the study outcomes.    

Additionally, the participants likely also experienced survey items related to ageism in 

unique ways depending on their age.  The types of ageism experienced by someone in their 50s 

may be different than someone in the 70s; moreover, when you consider the overlapping 

identities of being older as well as being part of the sexual minority community, ageism may be 

experienced in different ways.  To highlight, Brotman, Ryan, and Cormier (2002) report that 

older sexual minority adults face some unique challenges within the gay community related to 

their age.  The authors speak to the LGB community as often being youth-oriented, which can 

make accessing that community more difficult for older members.  Moreover, Brotman et al. 

share that participants reflected on a sense of some pervasive ageist views that dominate the 

LGB community in general, with beauty, youth, and ageist attitudes especially valued by the 

community.  Considering the current study, although one may question how salient ageism is for 
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adults in their 50s, the intersection of age and sexual identity for this population may add weight 

to the presence and impact of ageist discrimination for these individuals. 

Additional cohort effects related to time since coming out openly as gay, lesbian, 

bisexual, or other sexual identity may also be important to consider here.  Mohr and Fassinger 

(2000) explored links between outness and lesbian/gay identity development and found 

significant positive relationships between commitment to lesbian/gay identity and level of 

outness, indicating that those who were further along in their lesbian/gay identity development 

were more likely to be more out to others.  The current study’s sample was notably out overall, 

which may reflect to some degree the participants’ understanding of their sexual identities as 

well as the age of the participants, and some potential biases in sampling online and within LGB-

active communities.  As a result, participants who are in their 60s who may have had 30 or 40 

years exploring their LGB identity and sharing it with others would have different experiences 

related to sexual identity discrimination than an individual who is 20 who may have just began 

their identity development. 

 The participants of the current study were also limited to individuals from primarily 

middle and higher income brackets and who also identified as White/Caucasian.  The 

homogeneity of the ethnic and class identities of the sample may have impacted the study 

findings as well as how accurately the findings may generalize to those of other class and ethnic 

backgrounds.  Specifically, people of color as well as people from working-class backgrounds 

who also identified as having a sexual minority identity and older age would likely experience 

not only different types of additional minority stress due to their ethnic and class identities, but 

also experience heterosexism and ageism in different ways due to the intersection of their 

identities.  As an example, identifying as an older lesbian within the White community may be 
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very different than identifying as an older lesbian within the Black community.  Different types 

of minority stress could be more salient with other identities for this population.  Moreover, 

individuals may find support from other communities with whom they identify which could 

offset other experiences of minority stress.  In terms of social class, Carr (2010) found that social 

class moderated the relationship between age and psychological distress, such that older adults 

living in poverty were at a high risk of psychological distress than those above the poverty line.  

This finding provides further evidence that class may play an integral role in access to mental 

health care and stress-buffering support for older adults, which may not be captured by the 

current study. 

The current study has some additional limitations due to potential threats to validity, as 

outlined by Heppner, Kivlighan, and Wampold (2008) and Shadish, Cook, and Campbell (2002).  

In terms of internal validity, a threat may exist in the selection procedures for the proposed 

sample.  The use of online data sampling enhanced the convenience of recruitment for this study; 

however, sexual minority older adults who do not use the internet, or do not complete surveys 

online, were excluded from participating.  Online data recruitment may have also resulted in a 

biased pool of participants who may be more socially engaged and more likely to be open with 

their sexual orientation identity, including involvement in LGB groups, they may have additional 

resources for support, and may have had fewer experiences of discrimination, which could have 

facilitated their willingness to participate in this study.  Additionally, older adults with certain 

physical limitations or disabilities may not have been able to access or complete the survey. 

 In terms of construct validity, the use of all self-report measures represents a mono-

method bias.  In other words, a participant who tends to answer self-favorably or in a self-

deprecating way to survey questions will have a full set of biased results, as all items are self-
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report.  It is important to note that certain measures used in this study that were chosen over 

longer measures to be sensitive to testing fatigue, including the Single-Item Self Esteem Scale 

(SISE; Robins et al., 2001) and the Quality of Life – Alzheimer’s Disease survey (QoL-AD; 

Logsdon et al., 1999, 2002), may have had some limitations.  Although Robins et al. found the 

SISE to be highly correlated with a longer, validated measure of self-esteem, the fact that it 

consisted of only one item to assess self-esteem may have limited its ability to fully assess self-

esteem, which may be a more multidimensional and complex construct that the single item could 

assess.  Additionally, the quality of life measure was originally developed as a brief measure for 

adults with Alzheimer’s; although the survey has been successfully utilized with populations 

who do not have Alzheimer’s (e.g., Revell et al., 2009), the brevity of the measure may have 

resulted in too general of an assessment of quality of life for the present study.  To illustrate, the 

World Health Organization’s Quality of Life assessment (The WHOQOL Group, 1998) is widely 

used and has 100 items assessing quality of life on a broader scale when compared with the QoL-

AD assessment.  In addition, some of the QoL-AD items may not have been as relevant to 

assessment of quality of life for the younger participants in this sample (e.g., memory; ability to 

do chores).  A different measure may have yielded more dynamic results for this population.  

External validity may also be threatened due to difficulties with generalizing the relationships 

within the current study to individuals and settings outside of the tested sample.  Although 

diverse in gender and sexual orientation identity, the sample for the present study lacked in 

diversity across ethnic, socio-economic, and educational statuses within the sexual minority 

older adult community. 

It is important to note that several participants offered useful commentary and feedback 

regarding the applicability of the survey items to their individual experiences.  For example, one 
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participant noted that some of the items regarding family did not apply, due to this person’s 

status as the last surviving family member.  Similarly, other participants shared that the way they 

define “family” was in a less traditional sense and rather in terms of “families of choice”, which 

may have added some unexplained variation in interpretation and response to some survey items.  

Additionally, some participants spoke to other potential sources of minority stress that were not 

assessed by the current study; to illustrate, one person commented, “Many things I have not 

experienced, or do not believe had to do with my being a lesbian, I have experienced as a 

woman.  A femme woman.  My answers would have been different if you asked if I felt attacked, 

overlooked or in danger as a woman.”  In effect, these comments suggest that a quantitative, 

survey-based approach, while useful for statistical purposes can indeed limit the depth and 

complexity of the data, especially given how nuanced each participants’ various identities and 

experiences appear to be. 

Implications and Future Directions 

 This study offers several important implications on many levels --- from the individual to 

society --- within the fields of aging and sexual minority research and services.  Primarily, the 

study offers partial support for the utility of Meyer’s (2003) Minority Stress theory for sexual 

minority older adults along with the additional minority stressor of age-related discrimination.  

Meyer’s theory highlights that sexual minority older adults face additional stressors and 

associated psychological and social struggles in relation to their minority identities.  The current 

study findings were consistent with Meyer’s theorized links between variables related to the 

sexual minority identity (i.e., heterosexism, outness, and internalized homonegativity) and 

psychological outcomes and also supports the current study’s consideration of ageism as an 



83 

additional challenge in the lives of sexual minority older adults, which is an often over-looked 

area of discrimination. 

At the individual level, the findings of the study call on friends, partners, companions, 

family members, and caregivers of sexual minority older adults to heighten their sensitivity to 

and awareness of the role of age- and sexual identity-related discrimination for these individuals.  

By being curious about others with diverse identities and maintaining a mindful approach to how 

sexual minority older adults are spoken to and treated, minority stress may be reduced and 

coping strategies can be enhanced within this population.  Moreover, researchers and service 

providers for older adults may benefit from considering the role of minority discrimination based 

on both age and sexual orientation when assessing the overall functioning and well-being of this 

population.  Better attending to the unique experiences of this population may require service 

providers to move past stigma or hesitation related to inquiring about older adults’ sexuality, 

instead understanding these individuals within a more holistic and culturally sensitive 

framework.  

 This study also found some support for the usefulness of considering stress-buffering 

constructs for sexual minority older adults.  In particular, self-esteem, social support, and social 

network size were all related to some aspects of psychosocial well-being for this group.  

Additionally, the social constructs were especially noteworthy as they were significant 

moderators, reducing some of the association between minority stress and well-being.  These 

findings imply that sexual minority older adults may find a great deal of support through their 

social endeavors.  Service providers may improve the lives of sexual minority older adults by 

encouraging them to join social groups or take part in social activities as a way to improve their 

well-being and reduce the impact of minority stress. 
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 The findings of this study also speak to societal concerns related to discrimination in the 

lives of sexual minority older adults.  Ageism was found to have clear ties with well-being for 

this population; however, ageist discrimination is rarely spoken of, addressed, or challenged in a 

visible way.  Individuals can become more aware of their own ageist biases and behaviors, and 

those with societal agency can press media outlets and other forms of communication to spread 

the word about the implications of ageism in the US.  Additionally, findings support the need for 

ongoing efforts toward eradicating heterosexist discrimination, especially within the older adult 

population, which often goes unaddressed. 

This study also has implications for researchers in the fields of ageing and sexuality.  In 

particular, the findings of this study support the use of more inclusive and continuum-based 

items in survey research, particularly in terms of demographic variables, to more accurately 

assess the complexities of sexual minority older adults’ sexual orientation identities.  The diverse 

responses to questions related to sexual orientation and gender in this study highlighted the 

complexities of sexual minority older adults’ understanding of who they are and how they 

describe themselves.  The use of binary “male” and “female” responses and limited categories 

for sexual orientation in effect mute the wider scope of identity that sexual minority older adults 

embrace.  

This study also highlights some important areas for future research.  In particular, future 

studies may consider replicating a similar assessment of Meyer’s (2003) model with a sample 

that is more diverse in terms of ethnicity and education backgrounds, as well as a sample that 

includes more adults over the age of 70.  To do so, researchers may need to do more in-person or 

telephone surveying to access a more diverse population.  Additionally, the current study did not 

test Meyer’s model in full; future research may explore aspects of the original model not 
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included in this study, such as general stress variables, the minority stressor of expectations of 

rejection, characteristics of the minority identity, as well as other coping strategies, such as 

personal resilience.  Further research may also test the utility of other theoretical models for this 

population, such as Hatzenbuehler’s (2009) mediational model, which suggests that 

psychological processes (e.g., emotion regulation) mediate the relationship between stigma and 

psychological outcomes.  

Future research may also consider exploring other important aspects of identity for this 

population.  Exploring minority stress related to gender diversity, ethnic identity, and disability 

status may be especially important for this population.  The use of a qualitative approach may 

also aid in capturing the complexities of the sexual minority older adult identity and their unique 

experiences with discrimination.  As described above in the limitations section, many 

participants in the current study shared that some of the quantitative measures did not serve as an 

accurate match for their experiences; therefore, a qualitative approach might allow those 

experiences to be understood and explored in a what that may be less typical with a quantitative 

methodology. 

Research may also expand this study’s findings by exploring more directly the 

intersectionality of older age and sexual identity as a source of stress.  In particular, this study’s 

design and methodology, though considering both aspects of identity, did not assess for areas of 

overlap between the two.  It is likely that being older and identifying with a sexual minority 

group at the same time has some unique implications for how individuals may experience 

minority stress.  Bowleg (2008) reflects on the need for research to consider true intersections of 

identity rather than using an additive approach.  For instance, rather than asking about different 

identities separate from others, a true assessment of intersectionality would simply ask about 
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one’s experiences not limited to one identity or another, as a way to consider the participant as a 

whole person.  Bowleg offers suggestions for qualitative approaches to take to better assess 

intersectionality, such as more open-ended questions around participant experiences without the 

use of “and” to separate different aspects of identities, but suggestion for quantitative options are 

less clear. 

In general, the creation of strong quantitative measures of intersecting identities would be 

a useful development in the field of social science research.  Potential survey items could utilize 

language such as “I have found social support within the LGB community as an older adult” or 

“I have had experiences of discrimination within the older adult community due to my sexual 

identity.” Moreover, for the older adult sexual minority population, future research may consider 

exploring intersectionality through a moderation model utilizing age or ageism as a moderator 

for heterosexism and psychosocial outcomes, which may provide somewhat more information 

around intersectionality than a purely additive model. 

Conclusion 

 This study provides some insight into the experiences of the growing population of 

sexual minority older adults in the United States.  In particular, this group may be at risk for 

experiencing greater levels of stress due to their sexual- and age-related minority statuses, which 

may relate to their overall psychological and social well-being.  However, this population is 

resourceful and resilient, as noted by the importance of social support and personal self-esteem 

related to their quality of life and well-being.  This population is also striving for optimal aging 

through adaptation to stressors and challenges that come with older age (Baltes & Baltes, 1991). 

Moreover, this study highlights the presence of discrimination in the lives of sexual 

minority older adults, in terms of both age- and sexual orientation-related prejudiced views, 
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actions, and policies.  These aspects of stigma are tangible and have potential to be deleterious 

for this population, especially without the support of individual and group coping resources.  

Finally, this study highlights the complexity of identity related to sexual orientation and gender, 

which is often hidden due to the use of a traditional gender and sexual orientation binary 

approach.  In sum, the sexual minority older adult population is comprised of complex and 

unique individuals with likewise unique needs due to their sexual orientation and age identities, 

reinforcing the call for more culturally-sensitive practices to reduce stigma and discrimination 

while bolstering this population’s coping and resilience. 
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Figure 1 

Conceptual Model 
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Figure 2 

Participant Age Distribution 
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Figure 3 

Participant Gender Identity Distribution  
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Figure 4  

Participant Sexual Orientation Distribution  
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Figure 5 

Social Network as a Moderator for Heterosexism and Psychological Distress  
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Figure 6 

Social Support as a Moderator for Internalized Homonegativity and Psychological Distress 
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Figure 7 

Social Network as a Moderator for Internalized Homonegativity and Life Satisfaction 
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Figure 8 

Social Network as a Moderator for Internalized Homonegativity and Loneliness 
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Table 1 

Descriptive Data and Correlations of Study Variables 

 

Measure 1 2 3 4 5 6 

1. Ageism 1.000      

2. Heterosexism .516*** 1.000     

3. Outness -.101 -.041 1.000    

4. Internal. Homon. (IH) .321*** .245** -.206** 1.000   

5. Gender .184* .105 .080 -.042 1.000  

6. Age .058 -.151* -.057 -.132 .069 1.000 

7. Partner Status  .028 .224** .208** .048 .123 -.267*** 

8. Sexual Orientation .063 -.007 .098 -.110 -.065 -.006 

9. Self-Esteem (SE) -.099 -.057 .047 -.089 .079 .098 

10. Social Network (SN) -.051 -.041 .245* -.103 -.069 .121 

11. Social Support (SS) -.117 -.232** .207** -.134 .127 .049 

12. Loneliness .247** .250** -.117 .183* -.108 -.122 

13. Psych. Distress .386*** .355*** -.021 .321*** -.067 -.183* 

14. Quality of Life -.264*** -.314*** .075 -.067 .006 .059 

15. Life Satisfaction -.153* -.113 .068 -.053 .103 .104 

M 1.67 1.93 5.71 1.48 0.61 60.49 

SD 0.56 0.81 1.30 0.91 0.49 7.75 

Skewness 1.89 1.23 -1.06 2.20 -4.60 0.80 

Kurtosis 4.13 1.66 1.00 4.30 -1.81 0.51 

(table continues) 
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Table 1, continued 

 

Measure 7 8 9 10 11 

7. Partner Status  1.000     

8. Sexual Orientation .072 1.000    

9. Self-Esteem (SE) .130 .054 1.000   

10. Social Network (SN) .174* .026 -.003 1.000  

11. Social Support (SS) .395*** -.001 .308*** .177*  1.000 

12. Loneliness -.341*** -.071 -.536*** -.243** -.703*** 

13. Psych. Distress -.045 -.080 -.546*** -.070 -.335*** 

14. Quality of Life .238** .036 .507*** .061 .511*** 

15. Life Satisfaction .325*** -.023 .529*** .139 .512*** 

M 0.49 0.42 5.06 14.16 5.27 

SD 0.50 0.50 1.58 13.55 1.27 

Skewness 0.03 0.31 -0.89 1.47 -0.71 

Kurtosis -2.02 -1.92 0.09 1.32 0.22 

(table continues) 
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Table 1, continued 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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

  

Measure 12 13 14 15 

12. Loneliness 1.000    

13. Psych. Distress .565*** 1.000   

14. Quality of Life -.680*** -.623*** 1.000  

15. Life Satisfaction -.650*** -.514*** .723*** 1.000 

M 2.171 1.844 2.943 4.736 

SD .503 .781 .543 1.520 

Skewness .320 1.449 -.734 -.696 

Kurtosis -.064 1.444 .329 -.456 
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Table 2 

Univariate Results from the Hierarchical Multivariate Regression: Unstandardized Regression 

Weights 

  

 Psychological Distress  Quality Of Life 

Step/Predictor 1 2 3  1 2 3 

Step 1: Minority 

Stress 

Predictors 

   
    

Ageism .312** .368** .374***  -.141 -.133 -.193* 

Heterosexism .182* .187* .136*  -.166** -.210*** -.121* 

Outness .033 .052 .058  .026 -.003 -.019 

Inter. Homon. (IH) .184** .155* .135**  .032 .033 .036 

Step 2: Demographics 

Gender  -.167 -.086   .018 -.049 

Age  -.017* -.009   .008 .003 

Partner Status   -.235* .027   .367*** .097 

Sexual Orientation  -.071 -.049   .007 .008 

Step 3: Moderators 

Self-Esteem (SE) 

 
  -.221***    .132*** 

Social Network (SN) 

 
  -.003    .000 

Social Support (SS) 

 
  -.076    .128*** 

Ageism*SE   -.098    .013 

Ageism*SN   -.003    -.007 

Ageism*SS   .009    -.033 

Heterosexism*SE   -.075    -.017 

Heterosexism*SN   .009*    -.004 

Heterosexism*SS   -.046    .073 

Outness*SE   .002    -.009 

Outness*SN   .000    -.001 

Outness*SS   -.031    .004 

IH*SE   .017    -.019 

IH*SN   -.001    -.005 

IH*SS   .083*    -.045 

Univariate R
2 

.22*** .28*** .57***  .12*** .22*** .52*** 

(table continues)  
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Table 2, continued 

 

 Life Satisfaction  Loneliness 

Step/Predictor 1 2 3  1 2 3 

Step 1: Minority 

Stress Predictors 

       

Ageism -.343 -.393 -.446*  .130 .125 .092 

Heterosexism -.088 -.205 .063  .055 .147** .041 

Outness .065 -.024 -.111  .269 .005 .039* 

Internal. Homon. .018 .038 .096  .255 .038 .020 

Step 2: Demographics        

Gender  .233 .122   -.092 -.064 

Age  .039** .019   -.013** -.004 

Partner Status   1.230*** .417   -.443*** -.122* 

Sexual Orientation  -.165 -.135   -.028 -.039 

Step 3: Moderators        

Self-Esteem 

 

  .402***    -.107*** 

Social Network 

 

  .010    -.005** 

Social Support 

 

  .342***    -.195*** 

Ageism*SE   -.070    .064 

Ageism*SN
 

  -.003    -.006 

Ageism*SS   .248    -.047 

Heterosexism*SE   -.055    -.031 

Heterosexism*SN   -.011    .001 

Heterosexism*SS   -.012    .033 

Outness*SE   .011    -.006 

Outness*SN   -.009    .003 

Outness*SS   .042    .000 

IH*SE   -.102    -.005 

IH*SN   -.019*    .007** 

IH*SS   .059    -.008 

Univariate R
2 

.03 .19*** .52***  .10** .29*** .70*** 

* p < .05.  ** p < .01.  *** p < .001. 
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Appendix A 

Study Recruitment Advertisement 

Dear Participant, 

 

My name is Bethany Perkins, M.Ed., and I am a doctoral candidate in the Counseling 

Psychology program at Lehigh University, under the guidance of Grace I. L. Caskie, Ph.D.  I am 

working on a research project examining the wellbeing of lesbian, gay, and bisexual (LGB) older 

adults.  The survey will take approximately 20-30 minutes to complete.  I hope that this study 

will bring to light the unique experiences of LGB older adults while also informing future 

research and clinical practice.  As a thank you for participating in this study, you will have an 

opportunity to receive one of two $25 Amazon gift cards that will be given to the 20
th

 and 40
th

 

people who complete the survey.  Your involvement is crucial for the success of this study, and I 

hope that you will participate.   

 

In order to participate, you must:  

 

a) Be 50 years of age or older 

 

b) Identify your sexual orientation as anything other than heterosexual/straight 

 

c) Live either independently or in assisted living 

 

If you meet these criteria and are interested in participating, please click the following link or 

copy and paste it into your browser to complete the online survey: (link).   

 

Thank you kindly for your interest and participation.  If you have questions about this study, 

please contact Bethany Perkins at blp209@lehigh.edu or Grace Caskie at caskie@lehigh.edu.  

This research has been approved by the Lehigh University Institutional Review Board (Number). 

 

Sincerely, 

Bethany Perkins, M.Ed. 

  

mailto:blp209@lehigh.edu
mailto:caskie@lehigh.edu
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Appendix B 

 

Participant Informed Consent 

 

Consent Form 

Exploring Minority Stress: Ageism, Heterosexism, and Social Support in the Sexual Minority 

Older Adult Population 

 

You are invited to be in a research study of the well-being of older adults who identify as non-

heterosexual.  We ask that you read this form and ask any questions you may have before 

agreeing to be in the study. 

 

This study is being conducted by: Bethany L. Perkins, M.Ed., Counseling Psychology doctoral 

candidate at Lehigh University, under the direction of Grace I. L. Caskie, Ph.D., Counseling 

Psychology associate professor at Lehigh University. 

 

Background Information 
 

The purpose of this study is to explore the unique experiences of older lesbian, gay, and bisexual 

(sexual minority) adults and their well-being.  You were invited to participate in this study based 

on your association with databases, groups, listservs, or events related to sexual minorities and/or 

older adults.   

 

Procedures 
 

If you agree to be in this study, we would ask you to fill out a 119-item questionnaire that will 

ask for some personal information (e.g., age, sex, partner status), information about your social 

experiences, and your general well-being.  This questionnaire will take approximately 20-30 

minutes to complete.   

 

Risks and Benefits of Participation 
 

We estimate that the potential risks for participating in this study are minimal.  However, you 

may experience some psychological discomfort when answering questions about your personal 

life, social habits, and psychological well-being.  Also, some questions may ask you to think 

about difficulties you have experienced in the past (e.g., experiences of discrimination), which 

may cause additional discomfort.   

 

It is not anticipated that you will receive any direct benefits from participating in the study.  

Nevertheless, your participation in this research will help the investigators better understand the 

needs of sexual minority older adults to inform clinical care, policies, and future research for this 

population. 
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Compensation 
 

As a thank you for participating in this study, you have an opportunity to receive one of two $25 

Amazon gift cards that will be given to the 20
th

 and 40
th

 people who complete the survey.   

 

Confidentiality 
 

The records of this study will be kept confidential and any information collected through this 

research project that personally identifies you will not be voluntarily released or disclosed 

without your separate consent, except as specifically required by law.  If you choose to disclose 

your contact information to be included in the gift card opportunity, this information will be kept 

separate from your survey data.  In any sort of report we might publish, we will not include any 

information that will make it possible to identify a subject.  Research records will be stored 

securely and only researchers will have access to the records.  Information about you will be 

electronically coded and your name will not appear on the questionnaire, as you will be assigned 

a unique numeric identification code.   

 

Voluntary Nature of the Study 
 

Participation in this study is voluntary.  Your decision whether or not to participate will not 

affect your current or future relations with Lehigh University.  If you do decide to participate, 

you are free to not answer any question or withdraw at any time without affecting those 

relationships. 

 

Contacts and Questions 
 

The researchers conducting this study are: Bethany L. Perkins, M.Ed. and Grace I. L. Caskie, 

Ph.D.  You may ask any questions you may have now (if in person) or via email or phone: 

 

Bethany Perkins: blp209@lehigh.edu 

Grace Caskie: caskie@lehigh.edu, 610-758-6094 

 

If in person, you will be given a copy of this information to keep for your records, or if online, 

please print a copy for your records. 

 

Statement of Consent 
 

If completing online, by clicking “I accept,” or if in person, by signing below, I am indicating 

that I have read the above information.  I have had the opportunity to ask questions and have my 

questions answered.  I consent to participate in the study. 

 

 

Signature:______________________________________________     Date:________________ 

 

 

Signature of Investigator:__________________________________     Date:________________ 
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Appendix C 

Demographic Survey 

1. What is the time? __:__ 

2. What is your age?  ____  

3. What is your biological sex? 

a. Female 

b. Male 

c. Intersex 

4. At which point on a continuum most accurately reflects how you describe your gender 

identity? 

0 1 2 3 4 5 6  

Exclusively                                  Equally Male                                           Exclusively  

Male                                             and Female                                              Female 

 

5. How do you describe your ethnicity? 

a. African American/Black 

b. Asian/Indian Subcontinent 

c. Caucasian/White 

d. Hispanic/Latino/a 

e. Native American 

f. Pacific Islander 

g. Biracial or Multiracial 

h. Other – please specify:___________________ 

6. Which of the following options best describes your yearly income  at present: 

a. Less than $10,000 

b. $10,001-20,000 
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c. $20,001-30,000 

d. $30,001-40,000 

e. $40,001-50,000 

f. $50,001-60,000 

g. $60,001-70,000 

h. $70,001-80,000 

i. $80,001-90,000 

j. $90,001-100,000 

k. More than $100,000 

7.  Which of the following best reflects your highest degree of education: 

a. Elementary or middle school 

b. Some high school 

c. High school diploma 

d. GED 

e. Some college 

f. Associate’s or technical degree 

g. Bachelor’s degree 

h. Graduate or professional degree 

8. Which of the following best describes your current cohabitation status: 

a. Living with legally married spouse 

b. Living with domestic/civil union partner 

c. Living with partner – no legal recognition 

d. Living apart from married spouse/registered partner 

e. Not currently in a cohabitating relationship 

9. Which of the following best describes your current marital status: 
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a. Now legally married 

b. In a legalized civil union/domestic partnership 

c. In a committed relationship with no legal recognition 

d. Divorced 

e. Separated 

f. Widowed 

g. Not currently in a committed relationship 

10. Do you live in a state that currently allows legally recognized same-sex marriage? 

a. Yes 

b. No 

c. I don’t know 

11. At which point on a continuum most accurately reflects who you are attracted to in 

general? 

0 1 2 3 4 5 6  

  Exclusively                           Equally individuals of                              Exclusively  

the opposite sex                              both sexes                                        the same sex 

 

12. At which point on a continuum most accurately reflects who you are attracted to 

physically? 

0 1 2 3 4 5 6  

  Exclusively                           Equally individuals of                              Exclusively  

the opposite sex                              both sexes                                        the same sex 

 

13. At which point on a continuum most accurately reflects who you are attracted to 

emotionally? 

0 1 2 3 4 5 6  

  Exclusively                           Equally individuals of                              Exclusively  

the opposite sex                              both sexes                                        the same sex 
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14. At which point on a continuum most accurately reflects with whom you have most 

recently had physical sexual activity? 

0 1 2 3 4 5 6  

  Exclusively                           Equally individuals of                              Exclusively  

the opposite sex                              both sexes                                        the same sex 

 

15. If applicable, at what age did you disclose your sexual orientation to close family or 

friends: _____  

16. If applicable, at what age did you begin disclosing your sexual orientation to others 

outside close family or friends: ____ 
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Appendix D 

Edited version of The Ageism Survey 

(Palmore, 2000; permission to use scale given by author) 

 

Please select the number that shows how often you have experienced that event.  “Age” 

means older age.  

0 = Never  

1 = Event happened once in a while (less than 10% of the time) 

2 = Event happened sometimes (10-25% of the time) 

3 = Event happened a lot (26-49% of the time) 

4 = Event happened most of the time (50-70% of the time) 

5 = Event happened almost all of the time (more than 70% of the time)  

 

 

 

 

 

 

 

Copyrighted text removed from this page by the dissertation author. 

 

See original article for the scale text. 
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Appendix E 

Heterosexist Harassment, Rejection, and Discrimination Scale 

(Szymanski, 2006; permission to use scale given by the author) 

 

Please think carefully about your life as you answer the questions below. If the way you identity 

your sexual orientation does not fit with the options of gay/lesbian/bisexual, please switch 

“gay/lesbian/bisexual” with your chosen identity in your mind when reading each item.  Read 

each question and then circle the number that best describes events in the PAST YEAR, using 

these rules.  

 

 Circle 1—If the event has NEVER happened to you 

 Circle 2—If the event happened ONCE IN A WHILE (less than 10% of the time) 

 Circle 3—If the event happened SOMETIMES (10–25% of the time) 

 Circle 4—If the event happened A LOT (26–49% of the time) 

 Circle 5—If the event happened MOST OF THE TIME (50–70% of the time) 

 Circle 6—If the event happened ALMOST ALL OF THE TIME (more than 70% of the 

time) 

 

 

 

 

Copyrighted text removed from this page by the dissertation author. 

 

See original article for the scale text. 
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Copyrighted text removed from this page by the dissertation author. 

 

See original article for the scale text. 
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Appendix F 

 

Outness Inventory 

(Mohr & Fassinger, 2000; used by permission, see http://mason.gmu.edu/~jmohr/measures.html) 

 

Use the following rating scale to indicate how open you are about your sexual orientation to the 

people listed below. Try to respond to all of the items.  If an item does not apply to you, please 

choose “0.” 

 

1 = person definitely does NOT know about your sexual orientation status 

2 = person might know about your sexual orientation status, but it is NEVER talked about 

3 = person probably knows about your sexual orientation status, but it is NEVER talked about 

4 = person probably knows about your sexual orientation status, but it is RARELY talked about 

5 = person definitely knows about your sexual orientation status, but it is RARELY talked about 

6 = person definitely knows about your sexual orientation status, and it is SOMETIMES talked 

about 

7 = person definitely knows about your sexual orientation status, and it is OPENLY talked about 

 

0 = not applicable to your situation; there is no such person or group of people in your life 

 

 

 

 

 

 

Copyrighted text removed from this page by the dissertation author. 

 

See original article for the scale text. 
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Appendix G 

Internalized Homonegativity Subscale of the Lesbian, Gay, and Bisexual Identity Scale 

(Mohr & Kendra, 2011; permission to use scale granted in original publication) 

 

For each of the following questions, please mark the response that best indicates your current 

experience as an LGB person. Please be as honest as possible: Indicate how you really feel now, 

not how you think you should feel. There is no need to think too much about any one question. 

Answer each question using the following scale according to your initial reaction and then move 

on to the next. 

 

1 = Strongly disagree 

2 = Disagree 

3 = Disagree somewhat 

4 = Agree somewhat 

5 = Agree 

6 = Strongly agree 

 

 

 

 

 

 

Copyrighted text removed from this page by the dissertation author. 

 

See original article for the scale text. 
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Appendix H 

Multidimensional Scale of Perceived Social Support 

(Zimet, Dahlem, Zimet, & Farley, 1988; scale available in public domain, see 

http://www.parqol.com/page.cfm?id=123) 

 

We are interested in how you feel about the following statements. Read each statement carefully. 

Indicate how you feel about each statement. The word “family” should describe whomever you 

consider to be part of your family at present.  

 

 

1 = Very Strongly Disagree  

2 = Strongly Disagree  

3 = Mildly Disagree  

4 = Neutral  

5 = Mildly Agree  

6 = Strongly Agree  

7 = Very Strongly Agree 

 

 

 

 

 

 

 

Copyrighted text removed from this page by the dissertation author. 

 

See original article for the scale text. 
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Appendix I 

 

Sexual Minority and Older Adult Within-Group Social Network Assessment 

(Based on Kuyper & Fokkema, 2010) 

 

1.  Do you have regular contact (at least once per month) with other adults 50 years of age or 

older who also who identify as non-heterosexual (i.e., other gay, lesbian, or bisexual 

individuals)? 

 

Yes   No 

 

1a.  If so, with how many different non-heterosexual individuals do you have regular 

contact? _____ 
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Appendix J 

 

Single-Item Self Esteem Scale 

(Robins, Hendin, & Trzesniewski, 2001; used with permission, see 

http://www.bsos.umd.edu/socy/research/rosenberg.htm) 

 

Please respond to the following statement. 

 

 

 

 

 

 

 

 

 

 

 

Copyrighted text removed from this page by the dissertation author. 

 

See original article for the scale text. 



131 

Appendix K 

 

The UCLA Loneliness Scale  

(Version 3; Russell, 1996; used with permission from the author) 

 

The following statements describe how people sometimes feel.  For each statement, please 

indicate how often you feel the way described by choosing the appropriate response: 

 

1 = Never 2 = Rarely 3 = Sometimes 4 = Always 
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Appendix L 

 

Satisfaction with Life Scale 

(Diener, Emmons, Larsen, & Griffin, 1985; permission to use scale granted at 

http://internal.psychology.illinois.edu/~ediener/SWLS.html) 

 

Below are five statements that you may agree or disagree with. Using the 1 - 7 scale below, 

indicate your agreement with each item by placing the appropriate number on the line preceding 

that item. Please be open and honest in your responding. 

 

 7 - Strongly agree  

 6 - Agree  

 5 - Slightly agree  

 4 - Neither agree nor disagree  

 3 - Slightly disagree  

 2 - Disagree  

 1 - Strongly disagree 
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Appendix M 

 

Quality of Life – Alzheimer’s Disease (QOL-AD) Survey 

(Logsdon et al., 1999, 2002; used with permission from first author) 

 

Please consider each item as it relates to your quality of life.  Then rate your current situation, as 

you see it, using one of the four response choices (poor, fair, good, excellent). 
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Appendix N 

 

Kessler Psychological Distress Scale 

(Kessler et al., 2003; used with permission, see 

http://www.hcp.med.harvard.edu/ncs/k6_scales.php) 

 

Please use this scale to respond to the following items: 

 

1 = None of the time 

2 = A little of the time 

3 = Some of the time 

4 = Most of the time 

5 = All of the time 
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