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a b s t r a c t

Despite its centrality to social stress theory, research on the social patterning of stress ex-
posure and coping resources has been sparse and existing research shows conflicting
results. We interviewed 396 gay, lesbian and bisexual, and 128 heterosexual people in
New York City to examine variability in exposure to stress related to sexual orientation,
gender, and race/ethnicity. Multiple linear regressions showed clear support for the social
stress hypothesis with regard to race/ethnic minority status, somewhat mixed support
with regard to sexual orientation, and no support with regard to gender. We discuss this
lack of parsimony in social stress explanations for health disparities.

� 2008 Elsevier Ltd. All rights reserved.

Introduction

Healthy People 2010 identified eliminating health dispar-
ities in the United States as a goal for the first decade of the
21st century. Health disparities, and the efforts to reduce
them, focus on social groups that have a higher prevalence
of morbidity or mortality than would be expected if dis-
eases were randomly distributed. Socioeconomic status,
race/ethnicity, gender and sexual orientation are among
the characteristics used to define these social groups (U.S.
Department of Health and Human Services, 2000).

Social stress theory provides a useful theoretical frame-
work to explain health disparities (Dressler, Oths, & Grav-
lee, 2005). Aneshensel, Rutter, and Lachenbruch (1991)
described this framework as a sociological paradigm that

views social conditions as a cause of stress for members
of disadvantaged social groups. This stress, in turn, can
cause disease. The authors noted that, as Pearlin (1989)
had observed, ‘‘the various structural arrangements in
which individuals are embedded determine the stressors
they encounter’’ (p. 167) as well as their coping resources.

Fig. 1 depicts this sociological model: social structure
(A)dand the specific component of interest here, social sta-
tusdinfluences exposure to stress (B). We distinguish two
components of stressdgeneral stress and stress that is at-
tributable to prejudice. Stress, in turn, is a potential cause
of disease (D). In addition, the figure shows that coping re-
sources (C), such as personal resources and social support,
are also socially distributed. These resources can moderate
the impact of stress on disease, acting as stress buffers
(Wheaton, 1985). (This schema omits elaborations of the
stress and coping process [see Dohrenwend, 1998, 2000]
because, despite their significance in understanding stress
and illness, they are immaterial to the aims of this paper.)

In statistical language, social stress theory describes
a mediator in the relationship of social structure and illness
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(Fig. 1): it explains ‘‘how structured risks become actualized
in the lives of individuals as stressful experiences’’ (Thoits,
1999, p. 137). Noting the difference between viewing
stressful events as random conditions and viewing them
as patterned by social structure, Aneshensel and Phelan
(1999) explained: ‘‘The question is not whether there will
be unemployment-related disorder, but rather who is at
greatest risk for unemployment and, hence, disorder.’’
That is, the stress model aims to show that ‘‘high levels of
disorder among certain groups can be attributed to their
extreme exposure to social stressors or limited access to
ameliorative psychosocial resources’’ (p. 12).

To test this sociological model, researchers need to ex-
amine whether stress and coping act as mediators in the
causal relationship between social structure and disease
(Aneshensel et al., 1991). This implies at least two testable
hypotheses: that social structure patterns stress exposures
and coping resources and that this stress, in turn, causes
disease with coping serving as a buffer.

Surprisingly, despite its centrality to social stress theory,
explicit tests of the first elementdthe social patterning of
stress exposuredhave been sparse (Hatch & Dohrenwend,
2007; Kessler, Mickelson, & Williams, 1999; Turner & Avi-
son, 2003; Turner & Lloyd, 1999; Turner, Wheaton, & Lloyd,
1995). Studies of health disparities have, instead, generally
focused on the outcomedshowing that disease prevalence
varies by social status or stress exposuredproviding sup-
port for the hypothesis that social status or stress is related
to the patterning of disease (A and D or B and D in Fig.1). But
to fully test the causal hypotheses implied by the sociolog-
ical paradigm, researchers also need to establish that stress
exposure is socially patterned (A and B). As Turner et al.
(1995, p. 106) noted, this test would examine ‘‘a fundamen-
tal hypothesis in sociology that differences in stress experi-
ence arise, at least partially, from patterned differences in
life circumstances that directly reflect the effects of social
inequality on allocations of resources, status, and power.’’

This paper examines this element of the stress paradigm
and thus adds a crucial test of social stress theory to the
existing stress literature. This paper also adds a unique as-
pect in that it explores the question of stress exposure
among lesbian, gay, and bisexual (LGB) individualsda
group that has not been sufficiently studied in this context.

Disadvantaged social groups

There is a long history of inquiry into the impact of so-
cial class on health and well-being. This work has produced
strong and consistent evidence (Evans, Barer, & Marmor,
1994; Kawachi, Kennedy, & Wilkinson, 1999; Wilkinson,

1996). In this paper, we focus on forms of group disadvan-
tage that stem primarily from prejudice, discrimination,
and stigma. The United States law noted (a) ‘‘that the op-
portunity for full participation in our free enterprise system
by socially and economically disadvantaged persons is
essential if we are to obtain social and economic equality
for such persons and improve the functioning of our na-
tional economy’’; and (b) ‘‘that many such persons are
socially disadvantaged because of their identification as
members of certain groups that have suffered the effects
of discriminatory practices or similar invidious circum-
stances over which they have no control’’ [15 U.S.C. x
631(f)]. The European Union and the World Health Organi-
zation use the term social exclusion to denote a similar con-
cept. Using this term to expand beyond poverty and
socioeconomic concerns, social exclusion refers to many
resources that people may be excluded from, including ‘‘a
livelihood; secure, permanent employment; earnings;
property credit, or land; housing; minimal or prevailing
consumption levels; education, skills, and cultural capital;
the welfare state; citizenship and legal equality; demo-
cratic participation; public goods; the nation or the domi-
nant race; family and sociability; humanity, respect,
fulfillment and understanding’’ (Silver, 1995, in Popay,
Enoch, Johnston, & Rispel, 2006, p. 5).

Our interest is grounded in classical social theory on the
impact of social stratification on the lives of individuals,
with roots in the works of Merton, Durkheim and others
(Aneshensel & Phelan, 1999). The most basic idea is that so-
cial position confers benefits and disadvantages that may
impact well-being and health (Thoits, 1999). Here, we test
social stress hypotheses among social groups defined by
sexual orientation, race/ethnicity, and genderdsignificant
social categories in American society (Collins, 1998; Han-
cock, 2007). That sexual minorities (lesbians, gay men,
and bisexuals), race/ethnic minorities, and women have
been disadvantaged, albeit different ways, is documented
in legislation (e.g., related to discrimination and hate crimes
[Nolan, Akiyama, & Berhanu, 2002]); public health planning
and research, (e.g., as described in Healthy People 2010); and
in psychosocial theory (Clark, Anderson, Clark, & Williams,
1999; Kessler et al., 1999; Krieger, 2003; Meyer, 2003b).

That race/ethnicity and gender have been important so-
cial categories in sociological investigation needs little jus-
tification. Vega and Rumbaut (1991) noted in the Annual
Review of Sociology that the study of racial/ethnic minori-
ties and health addresses ‘‘core theoretical and empirical’’
issues in sociology (p. 352). In discussions of race/ethnicity,
investigators from the stress tradition have focused on prej-
udice and discrimination to which members of racial/eth-
nic minorities are exposed (Allison, 1998; Clark et al., 1999).

Gender has been one of the most enduring categories of
stratification in sociological analysis (Massey, 2007). The
most dominant theoretical orientation regarding gender
and stress explains women’s disadvantage in terms of
role theoryde.g., dual role occupancy (work and family)
or role overload (Barnett & Baruch, 1987; Gove & Tudor,
1973)drather than prejudice and discrimination per se.
But some writers reject the notions of role strain, claiming
that gender, like race, should be discussed in terms of prej-
udice and discrimination (Lopata & Thorne, 1978). Others
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Fig. 1. The sociological paradigm: a causal model of social structure and
health.

I.H. Meyer et al. / Social Science & Medicine 67 (2008) 368–379 369



see role stress as significant but only (or mainly) because it
explains why women experience more stressful events and
strains than men: ‘‘it is not role occupancy per se that is
critical to the stress process. It is, rather, that role
occupancy increases the chances of exposure to some
stressors and precludes the presence of others’’ (Aneshen-
sel & Pearlin, 1987, p. 78).

Sexual orientation does not have as rich a history in so-
ciological investigation. Sexuality had been largely ignored
until the 1960s and 1970s (Epstein, 1994; Seidman, 1996).
Nonetheless, as Epstein (1994, p. 189) observed, the rele-
vance of sexuality to sociological inquiry is apparent.
‘‘Even a moment’s reflection,’’ he said, ‘‘suggested that the
domain of sexualityda domain of elaborate and nuanced
behavior, potent and highly charged belief systems, and
thickly woven connections with other arenas of social lifedwas
deeply embedded in systems of meaning and was shaped by
social institutions.’’ Despite debates within sociologyd

mostly from the queer theory perspectivedabout the valid-
ity and utility of gay and lesbian as discrete categories in
sociology, researchers agree that gay and lesbian popula-
tions are an important focus of sociological study (Green,
2002). As policy and civil rights issues regarding lesbian
and gay individuals emergedmarriage and service in the
military, for exampledand are shaping major political and
social battles, and as disparities between LGBs and hetero-
sexuals in health outcomes have become a focus of concern,
sexual orientation has come to define an important social
category in American and other western societies.

The approach we take for social categorization repre-
sents a cornerstone of sociological thinking. But, in recent
years it has come under review with the introduction of,
on one hand, postmodernist thinking that questions the le-
gitimacy of all categories (Brubaker, 2004; Lamont & Mol-
nar, 2002), and on the other hand, intersectionality, which
criticizes unitary categories, such as those based on sexual
orientation, race/ethnicity, or gender, because they obscure
important within-group distinctions (Glenn, 2000; Jackson,
2005). Researchers from this perspective point out that
more nuanced understanding can be gained if we think
about group intersections. The argument is that a single
category (e.g., gender) obscures important differences that
intersectionality highlights, for example between black
and white women. We return to this issue when we discuss
our results regarding gender.

Despite such critiques, the social strata we use are still
among the most common and influential categories in so-
cial and political science, in health research, as well as in
popular discourses (Massey, 2007). As a result, many of
our theories, in particular stress theory, have proposed test-
able hypotheses about these groups (Aneshensel & Phelan,
1999; Meyer, 2003b; Thoits, 1999; Vega & Rumbaut, 1991).
The sociological hypotheses about the impact of disadvan-
taged social statuses we test ask whether a disadvantaged
status on averagedregardless of variability among group
membersdimposes a greater burden on group members
than on the relevant comparison group. Specifically, we
investigate whether as a group sexual minorities, racial/
ethnic minorities, and women, by virtue of their disadvan-
taged location in the stratification system, experience more
stressors than heterosexuals, whites, and men, respectively.

Our tests of stress hypotheses may also have implications
for the very question of group categorization. To the extent
that the social categories we use evidence the hypothesized
effects, they demonstrate their explanatory power and,
therefore, their continued utility.

The stress construct

Stress theory is a useful, and often-used, sociological
model to explain the relationship between social disadvan-
tage and health (Aneshensel & Phelan, 1999; Scheid &
Horwitz, 1999). We distinguish between two types of stress
conferred by social disadvantage, experiential stress and
structural stress. Experiential stress includes events and con-
ditions that tax the individual’s capacity to cope (e.g., being
fired from a job). These events are typically experienced as
stressful by most people, although they do not have to be
appraised as stressful by all individuals experiencing them.
For example, Dohrenwend (2006) advocates for an objective
definition of stressors. According to him, it is the event’s ca-
pacity to induce change, and its typical, or average, stressful-
ness that defines it as a stressor. This definition, and
corresponding measurement methods, disregard, and, in-
deed, aim to circumvent, the individual’s own assessment
of these events or conditions. This is distinct from Lazarus
and Folkman’s (1984) more subjective approach to stress,
which defines as stressors only those events and conditions
that are appraised by individuals as stressful (Meyer, 2003a).

A relatively recent application of this social stress model
has been to the study of stress related to prejudice (Allison,
1998). Prejudice can be stressful in many ways, most nota-
bly in that it can lead to discrimination and unfair treat-
ment. For example, Kessler et al. (1999) noted that
‘‘perceived discrimination is one of the most important sec-
ondary stresses associated with major stressor events such
as job loss and exposure to violence’’ (pp. 209, 210). Other
manifestations of prejudice are hate crimes ranging from
harassment to violence (Allport, 1954).

In addition to experiential stressdwhether defined ob-
jectively or subjectivelydthere are structural or institutional
conditions that impact disadvantaged populations even in
the absence of specific identifiable events (Adams, 1990;
Link & Phelan, 2001; Meyer, 2003b; Wheaton, 1999). For
example, Adams (1990) described racism as a structural
stressorda general condition of black individuals in Ameri-
can societydindependent of life events that are associated
with these conditions. He noted that that as a structural
stressor, racism thwarts prosperity, esteem and honor, and
power and influence. For example, inferior school systems
(or other noxious environmental conditions) that result
from racism impact the lives of many black individuals. But
such conditions are not necessarily associated with stressful
events and are not typically experienced as stressors.

Stress and coping by sexual orientation, race/ethnicity, and
gender

Few studies have explicitly examined the distribution of
exposure to stress related to sexual orientation. Mays and
Cochran (2001) found LGB individuals reported greater ex-
posure to both lifetime and day-to-day experiences with
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discrimination than heterosexuals. And few studies exam-
ined variation in stress exposure among LGB subgroups.
They found a gender pattern similar to that found in het-
erosexual populations: gay men had more stress related
to HIV/AIDS and violence than women, but women had
more stress related to family reactions to their partners
(Lewis, Derlega, Berndt, Morris, & Rose, 2001; Mays &
Cochran, 2001). In another study, Lewis, Derlega, Grifiin,
and Krowninski (2003) found no differences between gay
men and women in exposure to either general or gay-
related stressors. In terms of race/ethnicity, Krieger and
Sidney (1997) found that black lesbians reported more
gay-related discrimination than black or white gay men.

Regarding race, although there are some exceptions
(Norris, 1992), most researchers have found that blacks,
and often other ethnic/racial minorities, are exposed to
greater stress (Turner & Lloyd, 2004) and, specifically,
greater exposure to discrimination than non-Hispanic
whites (Kessler et al., 1999). Indeed, researchers have noted
that the ‘‘patterns of findings . are uniform and striking in
their clarity’’ (Turner & Avison, 2003, p. 495).

Evidence with regard to stress and gender has been
mixed for decades (Thoits, 1983; Hatch & Dohrenwend,
2007). Although Turner and Lloyd (1999) found that
women were exposed to more stress than men, today,
most researchers agree that women, as a group, are not ex-
posed to more stress than men. Rather, they conclude that
women and men are exposed to different types of stressors.
For example, women are exposed to more stressors associ-
ated with the cost of caring, such as having greater respon-
sibilities for social network members or experiencing more
deaths of friends (Turner & Lloyd, 2004; Turner et al, 1995).
Consistently, Kessler et al. (1999) found that men and
women did not differ in exposure to acute discrimination
events. Although women were more likely than men to
have been denied/received inferior services (e.g., from
a mechanic), men were more likely to have been discour-
aged by a teacher from seeking higher education, denied
a bank loan, and hassled by police. On their measure of
chronic, more minor (‘‘everyday’’) discrimination, men
were more likely than women to have experienced discrim-
ination often.

Mastery and social support
Coping resources, such as mastery and mobilization of

social support, are an integral part of the stress process.
They have both stress-buffering and direct salutogenic
effects on health (Dohrenwend, 1998; Wheaton, 1985).
Coping resources, like stress exposure, are individual vari-
ables that can be socially patterned. For example, mastery
and sense of control appear to be lower among people in
lower socioeconomic strata, which may be ‘‘reflective of
the actual variations in life situations among social class
groups’’ (Lachman & Weaver, 1998, p. 771). Evidence regard-
ing race is scarce: although some studies found that among
older adults, African Americans had a lower sense of mas-
tery than whites (Jang, Borenstein-Graves, Haley, Small, &
Mortimer, 2003), other studies did not confirm this associa-
tion (Heckman et al., 2000). Studies of self-esteem, which is
associated with mastery, have found that blacks have
a higher self-esteem than whites, although the results for

Latinos is mixed (Twenge & Crocker, 2002). The evidence re-
garding gender is also mixed but it is generally believed that,
as with socioeconomic status, the lower status and power
that women are allotted would lead to lesser sense of per-
sonal mastery but that women have more and better social
support than men (Turner & Lloyd, 1999).

In the context of stress related to prejudice and discrim-
ination, coping resources can also be conceived as a group-
level resource that is accessible to members of stigmatized
groups by identification and participation in their commu-
nity (Crocker & Major, 1989). For example, by identifying as
lesbian or gay and participating in the gay community, gay
people can benefit from gay affirmative values and norms
(Meyer & Dean, 1998).

Rationale for the current study

We test a fundamental premise of social stress the-
orydthat disadvantaged social status confers excess stress
and fewer coping resources. We thus hypothesize that, in
addition to and independently of social class, disadvan-
taged social statuses related to sexual orientation (LGB in-
dividuals), race/ethnicity (blacks and Latinos), and gender
(women) would be associated with greater exposure to
stressors and fewer coping resources. Further, following
writers who have described added burden associated
with multiple minority identities (Cochran & Mays, 1994;
Diaz, Ayala, Edward, Jenne, & Marin, 2001) we augment
the stress hypothesis, above, with the hypothesis that
each disadvantaged social status will be related to an incre-
ment in exposure to stress related to the unique prejudice
and stigma attached to it.

Methods

Sampling and recruitment

We used a venue-based sampling of both LGB and
straight respondents. Sampling venues were selected to en-
sure a wide diversity of cultural, political, ethnic, and sexual
representation within the demographics of interest and in-
cluded business establishments, such as bookstores and
cafes, social groups, outdoor areas, such as parks, as well
as snowball referrals (respondents were asked to nominate
up to four potential participants). To reduce bias, venues
were excluded from our venue-sampling frame if they
were likely to over- or underrepresent people receiving
support for mental health problems (e.g., 12-step programs,
HIV/AIDS treatment facilities) or people with a history of
significant life events (e.g., organizations that provide ser-
vices to people who have experienced domestic violence).
Outreach workers received training regarding the geo-
graphic and ethnographic aspects of the types of venues
targeted for recruitment before beginning work in the field.

Between February 2004 and January 2005, 25 outreach
workers visited a total of 274 venues in 32 different New
York City zip codes. In each venue, outreach workers who
approached potential study participants invited them to
participate in the study. They described the study as con-
cerning the health of ‘‘New York City communities,’’ in
venues that were primarily non-gay (e.g., a Barnes and
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Noble bookstore) or the health of ‘‘lesbian, gay, and bisex-
ual communities,’’ in venues that catered primarily to LGB
individuals (e.g., Brooklyn gay pride event). At the venues,
outreach workers completed a brief screening form for
each potential participant to determine his/her eligibility.
Respondents were eligible if they were 18–59 years old,
resided in New York City for 2 years or more and self-
identified as (a) heterosexual or lesbian, gay, or bisexual;
(b) male or female (and their identity matched sex at
birth); and (c) white, black or Latino, but they could have
used other labels referring to these identities. Because the
study design called for a comparison of LGB groups with
white heterosexuals, no black or Latino heterosexual
respondents were included.

To select respondents from among eligible individuals,
we used quota sampling to ensure approximately equiva-
lent numbers of respondents of similar age, across sexual
orientation, race/ethnicity, and gender groups. Selected el-
igible respondents were contacted by trained research
interviewers and invited to participate in the study. Inter-
views were conducted in person at the research office;
they lasted 3.8 h on average (SD¼ 55 min).

The cooperation rate for the study was 79% and the re-
sponse rate was 60% (AAPOR, formula COOP2 and RR2, re-
spectively). Response and cooperation rates did not vary
greatly by sexual orientation, race/ethnicity, or gender. Re-
cruitment efforts were successful at reaching individuals
who resided in diverse New York City neighborhoods and
avoiding concentration in particular ‘‘gay neighborhoods’’
that is often characteristic of sampling of LGB populations.
Respondents resided in 128 different New York City zip
codes and no more than 3.8% of the sample resided in
any one zip code area. (Detailed information about the
study’s methodology is available online at http://www.
columbia.edu/wim15/.)

Respondents

A total of 524 eligible individuals were interviewed. The
396 LGB respondents included equal numbers of white
(34%, n¼ 134), black (33%, n¼ 131), and Latino (33%,
n¼ 131) respondents and equal numbers of men (50%,
n¼ 198) and women. The heterosexual comparison group
consisted of 128 white men (51%, n¼ 65) and women
(49%, n¼ 63). The sample’s mean age was 32 years
(SD¼ 9); 19% had education equal to or less than a high
school diploma (n¼ 97); 52% (n¼ 267) had a negative net
worth (they owed more than their total assets); and 16%
(n¼ 83) were unemployed. The Latina lesbian/bisexual
women were the least educated (30%, n¼ 20 having
a high school diploma or less); the black lesbian/bisexual
women had the highest proportion of negative net worth
(73%, n¼ 45); and the straight white men had the highest
rate of unemployment (25%, n¼ 18).

Measures

Predictor variables
Social statuses. Social statuses were assigned based on self-
report of sexual orientation (straight, gay/lesbian, or bisex-
ual), race/ethnicity (white, black, or Latino), and gender

(male or female). Respondents may have used other iden-
tity terms (‘‘African American,’’ ‘‘queer’’) in referring to
these identities.

Outcome variables
Chronic stress.

Stigma (6 items, a¼ 0.88). This measure was based on
a scale developed by Link (1987) to assess stigma of mental
illness. We adopted the scale so that the stigmatized condi-
tion was not mental illness and so that it could be applied to
multiple social categories at once. Interviewers first read
the following instructions: ‘‘These next statements refer
to ‘a person like you’; by this I mean persons who have
the same gender, race, sexual orientation, nationality, eth-
nicity, and/or socioeconomic class as you.. I would like
you to respond on the basis of how you feel people regard
you in terms of such groups.’’ Respondents answered ques-
tions such as: ‘‘Most people would willingly accept some-
one like me as a close friend’’ on a 4-point scale ranging
from 1 ‘‘agree strongly’’ to 4 ‘‘disagree strongly.’’

Experiences of everyday discrimination (8 items,
a¼ 0.84). This measure was modified from Williams, Yu,
Jackson, and Anderson (1997) so that it could be applied
to a racially diverse sample. It assessed the frequency of
the following eight types of day-to-day experiences: being
treated with less courtesy, less respect, receiving poorer
services, being treated as not smart, people acting like
they are afraid of you, people acting like you are dishonest,
people acting like they are better than you, and being called
names or insulted. One item from the original measure ‘‘be-
ing threatened or harassed’’ was not included in the current
study as these experiences were assessed as part of the
stressful life event measure. Lifetime frequency of occur-
rence was coded on a 4-point scale (1¼ ‘‘often’’ through
4¼ ‘‘never’’). For each item that they endorsed, after en-
dorsing it, respondents were asked whether the experience
was related to their sexual orientation, gender, ethnicity,
race, age, religion, physical appearance, income level/social
class, or some other form of discrimination.

Chronic strains (28 items, a¼ 0.73 for the total scale, as for
subscales with more than 2 items are reported below). This
scale is based on Wheaton’s (1999) conceptualization of
chronic strain. In compiling items for the scale, we followed
the procedure used by Turner et al. (e.g., Turner & Avison,
2003; Turner, Wheaton, & Lloyd, 1995) aiming to make
the items culturally relevant to our respondents. Although
most items were from scales developed by Turner et al., ad-
ditional items were developed or adjusted to apply to the
diverse target population (e.g., Lewis et al., 2001). Items in-
quired about sources of chronic strain in 13 areas of life:
Job/Work (5 items, a¼ 0.80); Unemployment (1 item); Fi-
nances (1 item); Education (1 item); Parenting (1 item);
Residence (2 items); Relationships (7 items, a¼ 0.84);
Loneliness (3 items, a¼ 0.59); Significant Other’s Illness/
Health (1 item); Caretaking Responsibilities (1 item); Rela-
tionship with Parents (1 item); Wanting Children (1 item);
and General Strain (3 items, a¼ 0.57). Respondents were
asked to indicate whether statements such as ‘‘You’re try-
ing to take on too many things at once’’ (General Strains)
or ‘‘You are alone too much’’ (Loneliness) were presently
‘‘not true,’’ ‘‘somewhat true,’’ or ‘‘very true.’’
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Acute stress.
Life events. The life events measure was designed to ar-

rive at a more objective description than is provided by
the measures above that completely rely on the respon-
dent’s subjective assessment of the event and his/her attri-
bution regarding prejudice and discrimination. This limits
confounding of reports of prejudice with correlates of per-
ception (e.g., strength of group identity or the impact the
event has had) (Meyer, 2003a).

Stressful life events were measured by first asking a re-
spondent whether or not he/she experienced at any time in
his/her life any of 47 classes of events (e.g., loss of a job,
death of a loved one, childhood abuse) and then carefully
probing each experienced event to produce a brief event
narrative. Each event narrative was later read and rated
by two independent raters following Dohrenwend et al.’s
(1993) strategy to assess the event’s dimensions, including
the magnitude of change the event typically produces in
everyday activities of people who experience it (ratings
ranged from 0 [‘‘no change’’] to 4 [‘‘a major amount of
change’’]); and whether the event involved prejudice
(‘‘yes’’ or ‘‘no’’). If an event was assessed to involve preju-
dice, the raters also coded the type of prejudice that was in-
volved (age, gender, race/ethnicity, sexual orientation, SES,
physical appearance, religion, or other). To assess reliability,
we evaluated the consistency between the raters. Of all
possible event ratings (N¼ 77,085), only 2% were discrep-
ant (defined as greater than 1 unit on the scale of 0–4 or
any disagreement on the 0/1 scale), indicating a high
degree of reliability. In cases where disagreement had oc-
curred, ratings were reconciled at a consensus meetings
attended by at least three raters. Two measures of stress
were derived from data collected using this measure: Large
magnitude events (counting only events with a magnitude
rating of 3 or higher) and Prejudice events (counting all prej-
udice-involved events).

Coping.
Mastery (7 items, a¼ 0.64). We used the mastery scale

developed by Pearlin and Schooler (1978) to tap percep-
tions of control through items such as ‘‘You have little con-
trol over the things that happen to you’’ and ‘‘You often feel
helpless in dealing with problems in life.’’ Respondents
rated their agreement with these statements on a 3-point
scale (‘‘not true,’’ ‘‘somewhat true,’’ and ‘‘very true’’).

Social support networks. We used a measure developed
by Fisher (1977) and adapted by Martin and Dean (1987)
for use in gay/bisexual men. Respondents were first asked
if they received support in the year prior to interview in
10 areas, including, help with household projects or tasks,
social companionship, and borrowing money. For each
area of support, a respondent identified individuals who
provided support and their basic demographic information.
The current analyses use measures of network size defined
as the total number of individuals mentioned in the
respondent’s social support network.

Prominence of LGB identity. Respondents rated each iden-
tity that they had nominated on a set of 70 attributes (e.g.,
talented, guilty, unhappy). HICLAS method was used to an-
alyze the identities and identity attribute ratings (Deboeck
& Rosenberg, 1988). The prominence of the identity was

coded on a range from 0 (low) to 4 (high). (See Stirratt,
Meyer, Ouellette, & Gara, 2008, for details on this
approach for the measurement of identity).

Connectedness to the LGBT community (8 items,
a¼ 0.80). Using questions from Mills et al. (2001) to apply
to the communities of interest, respondents are asked to
assess on a 4-point scale (1¼ ‘‘agree strongly’’ through
4¼ ‘‘disagree strongly’’) how ‘‘connected’’ they felt to the
gay community (e.g., ‘‘I really feel that any problems faced
by NYC’s LGBT community are also my problems).

LGB group participation. This instrument was developed
by Mills et al. (2001) and tapped nine organizational mem-
berships and activities such as professional or business
meetings, a gym, and religious congregation. For each orga-
nization or activity endorsed, respondents indicated (‘‘yes’’
or ‘‘no’’) whether it was heavily attended by other LGB peo-
ple. The scale’s score was the total number of groups a re-
spondent participated in that were heavily attended by
other LGBs.

Control variables
Education. Education was a coded as a dichotomous vari-
able indicating whether respondents had obtained less
than or equal to a high school diploma (¼ 1) or higher ed-
ucation (¼ 0).

Negative net worth. Respondents calculated how much they
would owe, or have left over after converting all assets to
money and paying all debts (Conger et al., 2002). Responses
were coded into a dichotomous net worth variable, with
‘‘1’’ indicating negative net worth.

Unemployment. Respondents were asked to state their cur-
rent employment status.

Analytic approach
To test our hypotheses, we examined different sets of

contrasts that feature our selected social statuses. We first
tested the hypothesis that minority sexual orientation,
and the stigma, prejudice, and discrimination directed at
sexual minorities, confers unique stress exposure. We hy-
pothesized that white gay and bisexual men would be ex-
posed to more stress than white heterosexual men.
Testing the hypothesis about gender, we predicted that
white heterosexual women would be exposed to more
stress than white heterosexual men. Consistent with the in-
cremental stress (added burden) hypothesis, we further
expected that lesbians and bisexual women would be ex-
posed to greater stress than heterosexual women due to
their added disadvantaged sexual minority status, and
that lesbian and bisexual women would be exposed to
greater stress than gay and bisexual men due to their added
disadvantaged gender status. Finally, we hypothesized that
black and Latino LGBs would be exposed to greater stress
than white LGBs because of the added minority racial/
ethnic status.

Despite important cultural differences between blacks
and Latinos, and, indeed, among subgroups within those
groups, we combined them into a single racial/ethnic minor-
ity category consistent with social stress theory. The differ-
ences between blacks and Latinos are not pertinent for
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testing our sociological model, which is concerned with
disadvantage in general (Schwartz & Meyer, 2006). Despite
this conceptual rationale, we tested whether our combined
category hides statistically significant differences and
found no differences in patterns of stress exposure between
blacks and Latinos.

We used multiple linear regressions to test the impact of
social status on exposure to stress and coping resources.
We began each regression model by contrasting the refer-
ence categoryddefined as white heterosexual malesdwith
the disadvantaged categories simultaneously: sexual mi-
nority status (LGB¼ 1), race/ethnic minority (black or Lat-
ino¼ 1), and gender (female¼ 1). It is important to recall
that the sample does not include black and Latino hetero-
sexuals, so the category of racial/ethnic minority refers to
LGBs who are of racial/ethnic minority compared with
white LGBs. We controlled for socioeconomic status and
unemployment in all models.

These analyses were repeated after excluding the het-
erosexual men and women to test whether racial/ethnic
minority LGBs had significantly more stress exposure
than white LGBs. Additional models tested the interaction
between gender and sexual orientation in explaining the
outcomes. In a series of additional analyses, we tested the
extent to which race/ethnic minority LGBs differed from
white LGBs in the nature of discrimination that they expe-
rienced by conducting t-tests comparing the two groups on
exposure to everyday discrimination and stressful events
involving prejudice related to sexual orientation, race/
ethnicity, and gender separately.

Missing data were minimal on all the measures. The
maximum number of participants with missing data was
for the measure of net worth (15) followed by chronic strain
(8), connectedness to the LGB community (6), stigma (5),
and mastery (1). To address missing data, we first tested
subgroup differences in missing items and found no sys-
tematic error based on groups defined by sexual orienta-
tion, race/ethnicity, gender, and age. We then used mean
substitution by replacing missing values with the mean
for the measure of other participants with the same race/
ethnicity, gender, and sexual orientation. That is, if a gay
black man was missing a value on mastery, we substituted
the missing value with the mean for other gay black men.
For net worth, we substituted the mode.

Results

Exposure to stressors

Being a woman was not associated with an excess of
perceived everyday discrimination, chronic strains, number
of general or prejudice-related stressful events (Table 1). In-
deed, women were exposed to fewer prejudice events than
men. In the models shown in this table, women seem to
have somewhat higher levels of expectations of stigma.
We tested the interaction of gender and sexual orientation.
(Because the addition of this interaction term did not alter
the interpretation of results for any of the other outcomes,
these models are not shown.) In the model that included
the interaction along with the predictor and control vari-
ables shown in Table 1, the regression coefficient for the Ta
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interaction term was appreciable (B¼ 0.27, SE¼ 0.14,
p¼ 0.06). In the model without the interaction term, the re-
gression coefficients for gender and LGB orientation were
B¼ 0.10 (SE¼ 0.06, p¼ 0.09) and B¼ 0.26 (SE¼ 0.08,
p< 0.01), respectively. In the model with the interaction
term, these coefficients were B¼�0.10 (SE¼ 0.12,
p¼ 0.42) and B¼ 0.13 (SE¼ 0.11, p¼ 0.25). There was little
change in the magnitude of the coefficients for the inter-
cept and control variables. This interaction suggests that
the gender effect for stigma was mostly attributed to les-
bians and bisexual women.

LGB status was related to greater exposure to large mag-
nitude life events and to prejudice-related life events but
not to perceived everyday discrimination or chronic strains.
The results (Table 1) suggest that LGB status was associated
with increased expectations of stigma, but, as noted above,
the inclusion of an interaction term suggests that the effect
was largely attributable to lesbians and bisexual women
and the effect for gay and bisexual men was not
appreciable.

The data in Table 1 also show that racial/ethnic minority
LGB individuals had consistently higher levels of exposures
to both general and prejudice-related stressors than white
heterosexual men. In all analyses, racial/ethnic minority
status added substantial stress exposure to the stress asso-
ciated with sexual minority status. In subsequent analyses
(not shown) in the LGB sample only (with the white LGB re-
spondents as the referent group), we examined whether
racial/ethnic minority status was related to a statistically
significant increment in stress exposure (we used the vari-
ables shown in Table 1 except for LGB status, which was in-
variant in these analyses). In each of the five analyses
corresponding to the outcomes listed in Table 1, the
black/Latino LGBs had appreciably and significantly more
stress than the white LGBs.

We also examined the source of the increase in stress
exposure among black and Latino LGBs as compared with
the white LGBs. We tested whether the excess stress expo-
sure in black and Latino LGBs was related to prejudice di-
rected at sexual orientation or racial/ethnic identity. To
determine the source of prejudice, we used independent

raters’ assessment (for prejudice events) or self attributions
(for everyday discrimination). We found no differences
between racial/ethnic minority and white LGBs in exposure
to anti-gay prejudice, but racial/ethnic minority LGBs were
exposed to significantly more racial/ethnic prejudice than
white LGBs (both life events and everyday discrimination,
t¼�14.25, df¼ 394, p< 0.001; t¼�3.92, df¼ 388,
p< 0.001; respectively).

As noted above, racial/ethnic minority status, but not
being female and sexual minority status, was related to
a higher level of chronic strain. However, there was signif-
icant variation in the types of strains to which members of
these groups were exposed (see Table 2). For example,
while women and LGBs did not have higher scores of total
chronic strain than men and heterosexuals, respectively,
they did have more strains in some specific domains: com-
pared with men, women had somewhat elevated levels of
chronic strains related to parenting, relationships, caretak-
ing, and residence. Compared with white heterosexuals,
LGBs had somewhat elevated chronic strains related to
wanting kids, education, caretaking, and relationships
with parents. Compared with whites, LGBs of ethnic/racial
minority had elevated strains related to finances, parenting,
relationships, residence, and general strains (i.e., ambient
strains like trying to take on too many things at once).

Coping resources

Table 3 shows social status differences in exposure to
coping resources: racial/ethnic minority status was related
to disadvantages in general forms of coping measured as
a smaller social network and a lesser sense of mastery.
But women and white LGBs did not have fewer coping re-
sources than men and heterosexuals, respectively; indeed,
women had significantly larger social support networks
than their male counterparts.

We also tested whether black and Latino LGBs differed
from white LGBs in utilization of gay-related coping re-
sources. Table 3 shows that racial/ethnic minority LGBs
did not differ from white LGBs in the prominence of their
sexual orientation identity, their sense of connectedness

Table 2
Gender, race/ethnic minority, and sexual minority statuses as predictors of chronic strains (N¼ 524)

Independent predictors / Women
(vs. men)

Black or Latino LGB
(vs. white LGB)

LGB
(vs. heterosexual)

Outcomes B SE p B SE p B SE p

Job related �0.04 0.04 0.41 0.09 0.05 0.11 0.03 0.06 0.68
Finances 0 0.06 0.98 0.23 0.08 0.00 �0.03 0.09 0.74
Education 0.1 0.06 0.11 �0.02 0.08 0.83 0.17 0.09 0.07
General 0.05 0.05 0.33 0.17 0.06 0.00 0 0.07 0.98
Parenting 0.11 0.04 0.01 0.23 0.05 0.00 �0.04 0.06 0.47
Residence 0.13 0.05 0.01 0.18 0.06 0.00 �0.02 0.07 0.79
Unemployment �0.02 0.03 0.48 0 0.04 0.96 0.02 0.04 0.6
Relationships 0.08 0.03 0.00 0.07 0.03 0.03 �0.01 0.04 0.81
Loneliness �0.07 0.05 0.13 0.09 0.06 0.11 0.01 0.07 0.89
Significant other’s health 0.05 0.05 0.35 �0.04 0.07 0.58 0.05 0.08 0.54
Caretaking 0.07 0.04 0.09 0.04 0.05 0.47 0.1 0.06 0.06
Relationship with parents 0.1 0.06 0.11 �0.02 0.08 0.83 0.17 0.09 0.07
Wanting kids �0.08 0.05 0.09 0.02 0.06 0.7 0.18 0.07 0.01

Note: The table presents Bs, standard errors, and significance levels from multiple regression analyses regressing each chronic strain outcome on indepen-
dent predictors of being female, a racial/ethnic minority, and lesbian, gay or bisexual. Regression coefficients are controlled for net worth, education, and
unemployment as well as the three social status predictors (gender, race/ethnic minority, sexual minority).
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to the LGB community, or the number of LGB groups to
which they belonged. Lesbians’ and bisexual women’s sex-
ual orientation identities tended to be more prominent
than gay and bisexual men’s. However, lesbians and bisex-
ual women participated in significantly fewer LGB groups
or organizations than the gay and bisexual men.

Discussion

We tested the general hypothesis, derived from social
stress theory, that disadvantaged social statuses related to
sexual orientation, race/ethnicity, and gender increase ex-
posure to stress and reduce availability of coping resources.
Furthermore, following the added-burden hypothesis, we
predicted that membership in each disadvantaged social
group would independently add stress exposure and re-
duce availability of coping resources. Overall, we found
support for the theory, but also significant inconsistencies
across the social strata we examined. Most importantly,
we found no parsimony in social stress evidence, which
should concern stress researchers seeking to improve pre-
dictions based on social stress theory, and could lead to
articulation of better refined hypotheses.

With regard to sexual orientation minority status, we
found support for social stress theory only in measures of
acute stressors. Compared with their heterosexual peers,
LGBs were exposed to more acute stressors including prej-
udice-related life events. But the hypothesis was not sup-
ported in analyses involving chronic stressors among
white LGBs. The findings regarding race/ethnic minority
status were unequivocal and consistent with social stress
predictions: they clearly showed that across a variety of
stress measures, black and Latino LGBs were exposed to
more stress and had fewer available coping resources
than whites (both heterosexual and LGB). Furthermore,
these findings showed that, as hypothesized, the excess in
overall stress and chronic strain was accompanied by an in-
crease in exposure to the prejudice-specific stressors. This
suggests that the increase in overall stress exposure was
related, at least in part, to prejudice-related events and
conditions.

An important limitation concerns the study design,
which did not include black and Latino heterosexuals. To
study added burden by each of the social strata in the
most economical way, the study which focused on LGB
populations, was designed so that white heterosexual
men were the reference group, with sexual minority status,
race/ethnicity minority status, and female gender as added
contrasts. The burden of race/ethnicity was conceptualized
as a burden added to sexual orientation minority status
across gender categories. Thus, we hypothesized that LGB
black/Latino individuals would evidence greater stress
than white LGB individuals (race/ethnicity variable added)
and both groups would evidence greater stress than white
heterosexuals (sexual orientation variable added).

Clearly, there is considerable prejudice toward black and
Latino heterosexuals in our society, and research has shown
that this is associated with greater exposure to social
stressors including chronic and acute events and preju-
dice-related events (Kessler et al., 1999). Nevertheless, be-
cause we did not assess stress exposure of black andTa
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Latino heterosexuals, we are limited in our interpretation
in that we cannot determine whether the effect seen for
black and Latino lesbians, gay men, and bisexuals is greater
than the effect we would have seen for black and Latino
heterosexuals had they been included in the study. Our as-
sumption at the outset has been that because of their sex-
ual minority status, black and Latino LGBs would have
greater exposure to stress than black and Latino heterosex-
uals in the same way that white LGBs would evidence
greater exposure to stress than white heterosexuals. But
we cannot verify this assumption.

A related limitation is that we cannot infer whether the
black and Latino LGBs suffer from more stress than white
LGBs because of greater homophobia in the black and
Latino community or because of racism in the general
community. Both hypotheses have been proposed
(Cochran & Mays, 1994; Diaz et al., 2001; Mays, Cochran,
& Rhue, 1993). Nonetheless, our study sheds some light
on this question supporting the latter hypothesis: we
found that black and Latino LGBs did not differ from white
LGBs in exposure to prejudice related to their sexual iden-
tity but they did experience more prejudice due to their
race/ethnicity.

The findings regarding gender were unequivocal, but
they did not support the social stress model. Gender
alonedthat is, women as a group compared with men as
a groupdwas not related to stress exposure in any of the
measures we used. Indeed, contrary to the sociological
stress model we tested, white heterosexual women had
significantly fewer prejudice-related life events than white
heterosexual men and, in the area of coping resources, they
had larger social networks than the men.

General vs. prejudice-specific stress

One advantage of this study is that we used measures that
tap different aspects of the stress construct. This allows us to
test how components of stress, specifically, prejudice-related
vs. general sources of stress, are distributeddsomething that
has been lacking in the literature (Kessler et al.,1999). Consis-
tent with social stress theory, we showed that sexual orienta-
tion and race/ethnic minority statuses are associated with an
increase in overall stressors as well as exposure to the subset
of prejudice-related stressors.

It is important to note, however, that our separation of
the types of stressors is not perfect. Some of the stressors
we called general are also likely to be related to prejudice.
Measures of stress used in survey research typically tap
experiential stressorsdevents and conditions that were ex-
perienced as stressful and are typically interpersonal (e.g.,
being attacked because of bias of the perpetrator, being dis-
criminated against). But, as we noted in the Introduction,
disadvantaged groups suffer also from structural stressors
that are largely unidentified by such measures (Krieger,
2003; Meyer, 2003b). The general stress category captures
some residuals of structural stressors, e.g., being fired
from a job when the respondent had no knowledge that
it was related to prejudice.

Another limitation of stress research is that in studying
stress related to prejudice, researchers rely on the respon-
dent’s judgment about whether an event occurred due to

prejudicedwe referred to these as subjective assessments.
Such measures are biased because responses are related
not only to the occurrence of the event, but also to other
factors that affected its perception and reporting (Meyer,
2003a). To address this limitation in this study, we
employed a more objective assessment of stress along
with the more subjective measures.

These and other problems make the classification of
prejudice-related stress difficult (Schwartz & Meyer,
2006). It is a limitation of our study but is also a limitation
of stress research in general. Researchers need to develop
measures that capture some of the more distal prejudice-
related stressors (Clark et al., 1999; Meyer, 2003a).

Gender and stress

We concluded that there was no support for social stress
theory regarding gender. This raises important questions
about how we understand gender disadvantage. Specifi-
cally, is disadvantaged gender status similar to race/ethnic-
ity and sexual orientation in terms of our discussion of
prejudice and discrimination?

We found that although women are exposed to different
types of stressors and coping resources than men, they have
similar levels of overall stress, and do not have more stress
related to prejudice than men. This should be considered in
view of potential limitations in the study. Bias is possible,
for example, if our measure of stress exposures underrepre-
sented stressors that women are more likely to experience
than men (Kwate, Davis, Hatch, & Meyer, 2006). Another
limitation is that we used nonrandom sampling: it is possi-
ble that unknown selection bias led to a sample of women
with less exposure to stress than the men. However, we do
not believe that these are plausible explanations for our
findings. First, our study included a more varied represen-
tation of the stress construct than most other studies,
including measures that specifically inquire about gender-
related prejudice. The consistency of our findings across
measures suggests that further enrichment of the stress
construct is not likely to change the results. Second, our
study replicates previous research, including studies using
random samples, suggesting a robust gender pattern
(Hatch & Dohrenwend, 2007; Kessler et al., 1999; Turner
& Lloyd, 2004).

An interpretation that is consistent with these results is
that gender has declined as an important category for social
stratification (Goldin, 2006). This perspective invites us to
consider that gender per se is not (or no longer) a category
of relevance to understanding disadvantage in the area of
stress. That is, that women, as a group, are not disadvan-
taged in the sense addressed by stress theory. Such a con-
clusion does not mean that women may not be
disadvantaged in other ways and certainly it does not
mean that gender does not matter, but it does mean that
gender may not matter in the way that social scientists
and health researchers have studied it for the past few
decades; that it does not matter in the way that the pre-
dominant social stress models describe.

Moreover, even if women as a group are not exposed to
more stress than men, it is plausible that some subgroups
of womendpoor women, black women, and single
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mothersdare disadvantaged in very significant ways. In-
deed, researchers using intersectionality approach have
called for such specification in discussing social categories
(Acker, 2000; Collins, 1998; Hancock, 2007; McCall, 2005;
Schulz & Mullings, 2006). But if researchers move to an
intersectionality perspective, it is important to note the
shift in construct from gender (women vs. men) to intersec-
tional gender categories (e.g., black single mothers). And it
is important to indicate if the shift occurs because the new
intersectional categories provide greater insight into stress
or because the original category has declined in impor-
tance. Thus, even as stress researchers shift toward inter-
sectional gender categories they should reflect on the
state of the sociological categories on which theories and
hypotheses were developed.

Conclusions regarding stress theory and health disparities

Stress theory provides a useful approach to understand-
ing the relationship between pervasive prejudice and dis-
crimination and health outcomes, but predictions based
on the theory need to be carefully investigated. A first
step is to demonstrate that stress distribution is socially
patterned, but this question has been largely overlooked
by researchers. Our results regarding race/ethnicity and
sexual orientation show that members of disadvantaged
groups experience more stressors than members of advan-
taged groups. Of course, as we demonstrated in the Intro-
duction and in Fig. 1, these results address only one
element of the stress paradigm. Researchers need to evalu-
ate these results in the context of patterns of disease out-
comes (Schwartz & Meyer, 2006). It is beyond the scope
of this paper to explore these issues, but we note that there
are serious challenges to the stress paradigm in this area as
well. For example, despite our and others’ findings that
blacks experience more stress, recent studies have shown
that, inconsistent with the stress hypothesis, they do not
have higher rates of mental disorders than whites (Kessler
et al., 1999; Williams et al., 2007) and indeed may fair
better than whites in psychological well-being and self-es-
teem (Ryff, Keyes, & Hughes, 2003; Twenge & Crocker, 2002).

We provided both confirmation of and inconsistencies
with stress theory expectations. A theory is strengthened
not only by confirmations of its hypotheses but also by at-
tempts to falsify it (Platt, 1964). Ignoring negative results
renders the theory unfalsifiable and therefore empirically
weak. Further studies need to consider inconsistencies in
the evidence regarding stress theory head on so that they
can offer elaborations and further development of our un-
derstanding about the relationship between stress and
health. As social scientists revisit conceptual elements of
social stress theory, insights may be gained that would
lead to new testable hypotheses and a better understand-
ing of health disparities.
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