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Abstract of the Dissertation 
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by 
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in 
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2015 

 

Research has consistently demonstrated that gay men are at increased risk for internalizing 
symptoms and disorders compared to heterosexual men. Although sexual orientation-related 
stress (SORS) has been identified as a risk factor for internalizing disorders among gay men, 
little is known about how SORS influences mental health. The current study had three main 
aims: (1) to examine the associations between individual attributes (internalized homonegativity 
and rejection sensitivity) and coping strategies used in response to SORS (active and disengaged 
coping); (2) to examine the associations between coping strategies and internalizing symptoms; 
and (3) to examine coping strategies as mediators of the associations between individual 
attributes and internalizing symptoms. A sample of 147 gay men completed a baseline 
questionnaire and weekly questionnaires for the next seven consecutive weeks. In general, results 
indicated that higher internalized homonegativity and rejection sensitivity were associated with 
higher disengaged coping, but not active coping. In turn, higher disengaged coping was 
associated with higher internalizing symptoms and disengaged coping mediated the associations 
between individual attributes and internalizing symptoms. Associations were evident at the 
between- and within-person levels, indicating that both average levels and weekly fluctuations in 
levels are important. Although associations were significant in cross-sectional analyses, they 
were not significant in prospective analyses. Findings underscore the impact of negative thoughts 
and feelings about one’s sexual orientation on internalizing symptoms. Findings also implicate 
disengaged coping as a mechanism through which these individual attributes influence 
internalizing symptoms. Finally, findings demonstrate that gay men’s negative thoughts and 
feelings about their sexual orientation vary from week to week and that this weekly fluctuation 
has an impact on mental health.   



 

iv 
 

Table of Contents 

Introduction ……………………………………………………………………………….............1 

 Increased Internalized Disorders among Gay Men.………………………………….……2 

 Sexual Orientation-Related Stress as a Risk Factor for Psychopathology………..............3 

Mechanisms Underlying the Associations between Sexual Orientation-Related 

 Stress and Psychopathology.………………………................................................8 

 Coping with Stress.…………………………………........................................................10 

 Coping with Stress among Sexual Minorities………………………………………........12 

 Coping with Sexual Orientation-Related Stress…………………………………………15 

 The Current Study………………………………………………………………………..20 

Hypotheses……………………………………………………………………………….22 

Method.…..………………………………………………………………………………………22 

 Participants.………………………………………………………………………………22 

 Procedures....……………………………………………………………………………..23

 Measures.…………………………..…………………………………………………….25 

 Demographics.…….…………………………..………………………………………....25 

 Internalized Homonegativity.………………...……………………………..…………...25 

Rejection Sensitivity………...……………………………..…………………………….26 

Sexual Orientation-Related Stress……………………..………………………………...27 

Coping.………...………..…………………………..……………………… ……………27 

Internalizing Symptoms.…………..……………………………………………………..28 

Data Analyses.…………………………………………………………………………...28 

Intercept Only Models…………………………………………………………………...28 

Cross-sectional Associations…………………………………………………………….29 



 

v 
 

Prospective Associations………………………………………………………………...29 

Mediation Analyses……………………………………………………………………...30 

Results.…..……………………………………………………………………………………….30 

 Descriptives.……………………………………………………………………………...30 

 Intercept Only Models.…………………………………………………………………..31  

Cross-sectional Associations.…………………………..………………………………..32 

 Cross-sectional Mediation Analyses.…………..………………………………………..35 

 Prospective Associations.…...……………………………..…………………………….38 

 Prospective Mediation Analyses…………………………………………………………39 

Discussion.……………………………………………………………………………………….40 

 Predictors of Coping Strategies………………………………………………………….42 

 Predictors of Internalizing Symptoms…………………………………………………...44 

 Mediation Analyses.………………………………………..............................................49 

 Parallels with Other Minority Groups……………………………………………………51 

 Clinical Implications……………………………………………………………………..52 

 Limitations, Strengths, and Future Directions…………………………………………...54 

References.………………………………………………………………………………………58 

 

  



 

vi 
 

 

List of Tables 

Table 1  ............................................................................................................................... 75 

Table 2  ............................................................................................................................... 76 

Table 3  ............................................................................................................................... 77 

Table 4  ............................................................................................................................... 79 

Table 5  ............................................................................................................................... 80 

Table 6  ............................................................................................................................... 81 

Table 7  ............................................................................................................................... 82 

Table 8  ............................................................................................................................... 83 

Table 9  ............................................................................................................................... 84 

Table 10  .............................................................................................................................. 85 

Table 11  .............................................................................................................................. 86 

Table 12  .............................................................................................................................. 87 

Table 13  .............................................................................................................................. 88 

Table 14  .............................................................................................................................. 89 

  



 

vii 
 

Acknowledgments 

First, I would like to acknowledge the American Psychological Association of Graduate 
Students, the National Science Foundation, and the Society for the Psychological Study of Social 
Issues for providing me with funding to support my program of research. Second, I would like to 
acknowledge my labmates, including Vickie Bhatia, Rachel Hershenberg, and Jessica Latack, for 
their support throughout my graduate training. Third, I would like to acknowledge my friend and 
colleague Tony Petruzzella for his instrumental help with data collection. Fourth, I would like to 
acknowledge my dissertation committee, including Marvin Goldfried, Bonita London, Nicholas 
Eaton, and Joseph Schwartz, for invaluable feedback on my dissertation. Fifth, I would like to 
acknowledge my advisor, Joanne Davila, for her encouragement and guidance throughout my 
graduate training. Finally, I would like to acknowledge my parents, Karen and Mark Feinstein, 
for their unconditional love and support.



 

1 
 

Introduction 

Research has consistently demonstrated that gay men are at increased risk for 

internalizing symptoms and disorders (i.e., depression and anxiety) compared to heterosexual 

men. Although sexual orientation-related stress (SORS) has been identified as a risk factor for 

internalizing disorders among gay men, little is known about how SORS influences mental 

health. The main goal of the current study is to gain a better understanding of how gay men cope 

with SORS, including individual attributes that may predict the use of different coping strategies 

in response to SORS and the influence of different coping strategies on internalizing symptoms. 

The current study will assess gay men’s experiences with SORS and their use of different coping 

strategies on a weekly basis for seven weeks. Individual attributes, including internalized 

homonegativity and rejection sensitivity, will be examined as predictors of coping responses, 

given that they have been linked to unassertive interpersonal behavior and internalizing 

symptoms. Thus, these individual attributes may influence internalizing symptoms by 

contributing to maladaptive coping in response to SORS. In addition to the seven-week weekly 

assessments, there was a baseline assessment one week prior to the first weekly assessment. In 

sum, the current study had three aims: (1) to examine the associations between individual 

attributes (internalized homonegativity and rejection sensitivity) and coping strategies used in 

response to SORS (active and disengaged coping); (2) to examine the associations between 

coping strategies and internalizing symptoms; and (3) to examine the extent to which coping 

strategies mediate the associations between individual attributes and internalizing symptoms. 

The current study has the potential to expand our understanding of how gay men cope with 

SORS in an effort to identify risk and resilience factors related to well-being in this population. 
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Increased internalizing disorders among gay men 

 Epidemiological studies have demonstrated that, compared to heterosexual men, gay men 

are at increased risk for mood and anxiety disorders (e.g., Atkinson et al., 1999; Cochran & 

Mays, 2000; Fergusson et al., 1999; Sandfort, de Graaf, Bijl, & Schnabel, 2001). For instance, in 

the California Quality of Life Survey, gay men were 2.2 times more likely to meet criteria for 

major depressive disorder, 2.3 times more likely to meet criteria for generalized anxiety disorder, 

and 2.7 times more likely to meet criteria for panic attacks compared to heterosexual men 

(Cochran & Mays, 2009). Similarly, in the MacArthur Foundation National Survey of Midlife 

Development in the United States, gay and bisexual men were 3.6 times more likely to meet 

criteria for major depressive disorder and 5.1 times more likely to meet criteria for panic disorder 

compared to heterosexual men (Cochran, Sullivan, & Mays, 2003). Using data from the National 

Epidemiological Survey on Alcohol and Related Conditions, Bostwick, Boyd, Hughes, and 

McCabe (2010) found that, compared to heterosexual men, gay men had a higher lifetime 

prevalence of any mood disorder (42.3% versus 19.8% for gay and heterosexual men, 

respectively) and any anxiety disorder (41.2% versus 18.6% for gay and heterosexual men, 

respectively); results were similar for past-year prevalence. Notably, the increased prevalence of 

mood and anxiety disorders among gay men compared to heterosexual men was found regardless 

of how sexual orientation was operationalized (self-identification, sexual attraction, or sexual 

behavior), underscoring the robustness of the findings. Finally, in a meta-analysis of the 

literature on sexual orientation and psychopathology, Meyer (2003) found that the lifetime 

prevalence of mood disorders was 2.7 times higher for gay men compared to heterosexual men 

and the lifetime prevalence of anxiety disorders was 2.4 times higher for gay men compared to 

heterosexual men; again, results were similar for past-year prevalence. Thus, the existing 
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evidence suggests that gay men are, in fact, at increased risk for mood and anxiety disorders, 

compared to heterosexual men. 

Sexual orientation-related stress as a risk factor for psychopathology 

Research has begun to identify the mechanisms that account for these sexual orientation-

related mental health disparities. The most prominent theory that has been proposed to explain 

why sexual minorities are at increased risk for psychological disorders is the minority stress 

theory (Meyer, 2003). The main tenets of minority stress theory are that sexual minorities 

experience stress associated with their stigmatized social status (referred to as minority stress) 

and that such stress accounts for their increased risk for psychological disorders. Meyer (2003) 

identified several types of SORS, including discrimination, the internalization of negative 

societal attitudes about non-heterosexual attractions, behaviors, and identities (or internalized 

homonegativity), and expectations of future rejection based on one’s sexual orientation (or 

rejection sensitivity). 

Of particular concern, SORS is a common experience among sexual minorities. Data 

from a representative sample of sexual minorities in the United States demonstrated that gay men 

reported high rates of SORS during adulthood, including verbal abuse (63.0%), being threatened 

with violence (35.4%), property crime (28.1%), and physical violence (24.9%; Herek, 2009). 

Further, gay men reported the highest rates of SORS compared to other sexual minority groups 

(lesbians, bisexual women, and bisexual men; Herek, 2009). Similarly, in a large sample of 

sexual minorities (N = 2,259), Herek, Gillis, and Cogan (1999) found that sexual minority men 

were significantly more likely than sexual minority women to experience hate crimes, and 

homosexuals were significantly more likely than bisexuals to experience hate crimes. Thus, in 
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addition to being a prevalent problem among sexual minorities, SORS is particularly prevalent 

among gay men. 

In a meta-analysis of the literature on victimization among sexual minorities, Katz-Wise 

and Hyde (2012) aggregated the results of 138 studies with a total of 60,203 participants. In 

addition to finding a high rate of sexual orientation-related discrimination among sexual 

minorities (41%), they also found that sexual minorities reported high rates of other types of 

victimization that may or may not have been related to their sexual orientation, such as verbal 

harassment (55%), sexual harassment (45%), abuse from family members (28-40% depending on 

the type of abuse), threats of violence (37%), school victimization (33%), physical assault (28%), 

and sexual assault (27%). Similar to Herek and colleagues (1999), they found that sexual 

minority men reported significantly higher rates of several types of victimization compared to 

sexual minority women. Additionally, across 65 studies with a total of 398,403 participants 

(13,553 sexual minority and 384,850 heterosexual), they found that sexual minorities reported 

significantly higher rates of 16 out of 18 types of victimization compared to heterosexuals. Thus, 

the existing evidence suggests that sexual minorities – particularly men – experience high rates 

of victimization and that these rates are higher than those for heterosexuals. 

 In addition to the types of victimization noted above, more recent research has identified 

that sexual minorities also experience microaggressions, or “…brief and commonplace daily 

verbal, behavioral, or environmental indignities, whether intentional or unintentional, that 

communicate hostile, derogatory, or negative slights and insults toward members of oppressed 

groups…” (Nadal, 2008, p. 23). Nadal and colleagues (2010) proposed a taxonomy of 

microaggressions toward lesbian, gay, bisexual, and transgender (LGBT) individuals that 

included seven categories: (1) Use of heterosexist terminology (e.g., saying “that’s so gay”); (2) 
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Endorsement of heteronormative or gender-conforming culture/behaviors (e.g., telling a gay 

person to “act straight” in public); (3) Assumption of universal LGBT experience (e.g., assuming 

all gay men are effeminate); (4) Exoticization (e.g., assuming a bisexual person would want to 

engage in a threesome); (5) Discomfort/disapproval of LGBT experience (e.g., staring with 

disgust at a same-sex couple displaying affection in public); (6) Denial of societal 

heterosexism/transphobia (e.g., telling a gay person he is paranoid for thinking that he is being 

discriminated against); and (7) Assumption of sexual pathology/abnormality (e.g., assuming all 

gay men have HIV/AIDS). Given that sexual orientation-related microaggressions are thought to 

be subtle and commonplace, they may be particularly relevant to the well-being of sexual 

minorities. 

Research has consistently demonstrated the pathogenic effects of SORS on sexual 

minorities (e.g., D’Augelli, 1992; Díaz, Ayala, Bein, Henne, & Marin, 2001; Herek, Gillis, 

Cogan, & Glunt, 1997; Hatzenbuehler, McLaughlin, Keyes, & Hasin, 2010; Huebner, Rebchook, 

& Kegeles, 2004; Lewis, Derlega, Berndt, Morris, & Rose, 2001; McCabe, Bostwick, Hughes, 

West, & Boyd, 2010; Meyer, 1995; Waldo, 1999). For instance, sexual minorities who 

experienced sexual orientation-based hate crimes experienced greater anxiety, depression, and 

posttraumatic stress symptoms than those who experienced non-sexual orientation-based crimes 

and those who did not experience any crimes (Herek et al., 1999). Mays and Cochran (2001) 

found that, compared to heterosexual men, gay men were significantly more likely to report that 

discrimination had made life harder and interfered with having a full and productive life. Further, 

they found that perceived discrimination (both lifetime and day-to-day discrimination) was 

positively associated with three indicators of mental health problems, including increased odds 

of having any psychiatric disorder, self-rated “fair” or “poor” current mental health, and high 
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current psychological distress. Notably, the association between sexual orientation and each 

indicator of mental health problems was reduced when perceived discrimination was taken into 

account. Additionally, McLaughlin, Hatzenbuehler, and Keyes (2010) found that, among sexual 

minorities, there were positive associations between past-year discrimination and the 12-month 

prevalence rates of seven out of nine psychiatric disorders assessed. None of these associations 

were significant, but they speculated that this was due to the small sample of sexual minorities, 

given that past-year discrimination was associated with elevated odds of 12-month mood and 

anxiety disorders for members of other minority groups (Black, Hispanic, and female 

individuals). Similar to other types of SORS, research also suggests that sexual orientation-

related microaggressions are associated with negative mental health outcomes (Wright & 

Wegner, 2012). 

Although research has consistently found that SORS is associated with mental health 

problems, studies have typically used cross-sectional designs, precluding the ability to test the 

extent to which SORS influences changes in mental health over time. In an exception, Rosario, 

Schrimshaw, Hunter, and Gwadz (2002) examined the extent to which SORS was associated 

with increases in anxious symptoms, depressive symptoms, and conduct problems over time (six-

months and one-year later). They found that SORS was significantly associated with increases in 

anxious symptoms at the six-month follow-up, but not the one-year follow-up. In contrast, SORS 

was not significantly associated with depressive symptoms or conduct problems at either follow-

up assessment. Thus, they only found partial support for the hypothesis that SORS influences 

changes in mental health over time. They suggested that the non-significant associations between 

SORS and both depressive symptoms and conduct problems may have been the result of 

intervening processes, such as supportive social networks or adaptive coping strategies. Given 
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that participants were recruited from gay-focused organizations, they may have developed 

supportive social networks and learned how to manage SORS. This is consistent with the 

suggestion that lengthy time intervals between assessments of SORS and well-being can 

underestimate the impact of SORS by failing to capture immediate reactions, instead capturing 

longer-term coping responses that restore well-being (Herek et al., 1999). 

To address this issue, Swim and colleagues (Swim et al., 2007; Swim, Johnston, & 

Pearson, 2009) examined the associations between daily experiences with heterosexist hassles 

(defined as comments or behaviors that reflect or communicate hostile, denigrating, or 

stigmatizing attitudes and beliefs about LGB individuals) and psychological well-being using a 

daily diary design. Swim and colleagues noted that daily diary designs have several advantages 

when examining experiences with SORS, such as increasing ecological validity, decreasing 

recall biases, and being less biased toward the over-reporting of severe incidents than recall-

based methods. Swim and colleagues found that participants reported an average of two 

heterosexist hassles over a one-week period, which is consistent with the frequencies reported in 

other diary studies of everyday SORS (Hyers, 2007; Swim et al., 2001; Swim et al., 2003). 

Further, they found that more experiences with heterosexist hassles were associated with 

increased anger and anxious mood, but not depressed mood, and these associations were stronger 

for sexual minority men compared to women. They suggested that increases in anger subsequent 

to heterosexist hassles may be due to heterosexist hassles being attributed to social injustice or 

moral wrongdoing, and increases in anxious mood subsequent to heterosexist hassles may be due 

to heterosexist hassles being attributed to one’s LGB status, which may lead to fear of similar 

hassles or social rejection in the future on the same basis. In contrast, they suggested that the 

non-significant association between heterosexist hassles and depressed mood may be due to 
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heterosexist hassles being attributed to group-related qualities rather than personal qualities, thus 

being less likely to lead to depression, which is a self-directed emotional state. This is consistent 

with previous theorizing that different affective responses are a function of different attributions 

for incidents, and individuals likely make systematically different attributions for hassles they 

perceive to be discriminatory versus those they do not perceive to be discriminatory (Major, 

Kaiser, & McCoy, 2003; Schmitt & Branscombe, 2002; Schmitt, Branscombe, & Postmes, 

2003). 

In sum, research supports the notion that gay men experience high rates of SORS and that 

such stress is associated with mental health problems, at least in cross-sectional studies. 

Although there is less research on the longitudinal associations between SORS and mental health 

problems, the existing research suggests that daily experiences with SORS are associated with 

increases in anxiety and anger and that non-significant associations over six-month and one-year 

time periods may reflect intervening processes, such as supportive social networks or adaptive 

coping strategies.  

Mechanisms underlying the associations between sexual orientation-related stress and 

psychopathology 

Despite considerable data to suggest that gay men are at increased risk for 

psychopathology and that SORS is a robust risk factor for mental health problems, there are two 

significant gaps in the literature. First, very little is known about how SORS influences mental 

health. Hatzenbuehler (2009) extended minority stress theory by proposing potential mechanisms 

to account for the associations between discrimination and negative mental health outcomes, 

such as general psychological processes (e.g., emotion regulation deficits) and sexual minority-

specific processes (e.g., internalized homonegativity). A few studies have begun to provide 
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support for potential mechanisms underlying the associations between SORS and mental health 

problems. Feinstein, Goldfried, and Davila (2012) demonstrated that internalized homonegativity 

and rejection sensitivity both partially mediated the associations between discrimination and both 

depression and social anxiety symptoms among lesbians and gay men. These findings suggest 

that discrimination may lead to mental health problems among sexual minorities by increasing 

negative thoughts about one’s own sexual orientation and expectations of rejection based on 

one’s sexual orientation. Further, a daily diary study with 31 LGB individuals found that 

rumination occurred more on days when SORS was reported and rumination mediated the 

association between SORS and psychological distress (Hatzenbuehler, Nolen-Hoeksema, & 

Dovidio, 2009). Additionally, another study found that rumination mediated the prospective 

association between implicit anti-gay attitudes and psychological distress (Hatzenbuehler, 

Dovidio, Nolen-Hoeksema, & Phills, 2009). 

Second, little attention has been directed at how sexual minorities cope with SORS. 

Initially, Meyer (2003) proposed that coping could moderate the associations between SORS and 

mental health problems. More recently, Hatzenbuehler (2009) proposed that coping may be 

better conceptualized as a mediator of the associations between SORS and mental health 

problems. He noted that the same variables could be considered moderators or mediators 

depending on their operationalization, with the crucial distinction that mediators are 

“…activated, set off, or caused by” stressors (Grant et al., 2003, p. 453). Thus, if coping is 

operationalized as a trait (e.g., coping styles), then it may be considered a moderator, whereas if 

coping is operationalized as a response to a specific stressor (e.g., coping strategies used in 

response to SORS), then it may be considered a mediator. The notion that minority group 

members can respond to prejudice with coping and resilience was initially proposed by Allport 



 

10 
 

(1954). Since then, numerous scholars have echoed the sentiment that minority status is 

associated with important resources that protect minority group members from the adverse 

mental health consequences of minority stress (Branscombe, Schmitt, & Harvey, 1999; Clark et 

al., 1999; Crocker & Major, 1989; Kessler, Price, & Wortman, 1985; Miller & Major, 2000; 

Postmes & Branscombe, 2002; Shade, 1990). In the following sections, I will discuss the role of 

coping in in the broader literature on stress and mental health as well as specific to sexual 

minorities. 

Coping with stress 

Stressors refer to events or conditions that tax or exceed an individual’s abilities to 

manage events or conditions (e.g., Lazarus & Folkman, 1984). In turn, taxing or exceeding an 

individual’s abilities to manage a stressor has the potential to induce mental or somatic illness 

(Dohrenwend, 2000). Transactional models of stress (e.g., Lazarus & Folkman, 1984) emphasize 

that cognitive appraisal and coping efforts can influence the effects of an environmental stressor. 

In these models, coping is conceptualized as constantly changing cognitive and behavioral 

efforts to manage external and/or internal demands that are appraised as taxing or exceeding 

one’s resources (Lazarus & Folkman, 1984). Importantly, research has demonstrated that coping 

mediates the associations between stressors and both psychological and physical health (e.g., 

Pruchno & Resch, 1989; Schroder & Schwarzer, 1998; Holland & Holahan, 2003). 

Several taxonomies have been proposed to group individual coping strategies into higher 

order theoretical constructs (for a review, see Skinner et al., 2003). The two most common 

taxonomies are problem- versus emotion-focused coping and engagement versus disengagement. 

In regard to problem- versus emotion-focused coping (Lazarus & Folkman, 1984), problem-

focused coping involves actions toward the stressor itself and emotion-focused coping involves 
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actions toward reducing distress triggered by the stressor. However, problem- and emotion-

focused coping are interrelated, such that the same behavior can be categorized as problem- or 

emotion-focused coping depending on the function. For instance, support seeking can be 

emotion-focused if the goal is to obtain emotional support or it can be problem-focused if the 

goal is to obtain advice. Further, effective problem-focused coping reduces the stressor, which in 

turn reduces the distress triggered by the stressor. Similarly, effective emotion-focused coping 

reduces the level of distress experienced, which can facilitate engaging in problem-focused 

coping. Thus, problem- and emotion-focused coping are better thought of as complementary 

rather than distinct and independent (Lazarus, 2006). 

The engagement–disengagement distinction focuses on orientation toward or away from 

stress, with engagement coping (also referred to as approach or active coping) involving actively 

dealing with the stressors or related emotions, and disengagement coping (also referred to as 

avoidance coping) involving escaping the stressors or subsequent emotions (e.g., Moos & 

Schaefer 1993; Roth & Cohen 1986; Skinner et al. 2003). Of note, engagement includes 

problem-focused coping strategies and some emotion-focused coping strategies (e.g., support 

seeking, cognitive restructuring). In contrast, disengagement is typically emotion-focused, 

because it involves an attempt to escape unpleasant feelings. Despite the goal of escaping 

distress, disengagement is generally ineffective in reducing distress in the long term, as it does 

not address the stressor or its impact. Disengagement can also promote a paradoxical increase in 

intrusive thoughts about the stressor and an increase in negative emotions (Najmi & Wegner, 

2008). Finally, some kinds of disengagement can generate additional problems, such as 

excessive use of alcohol or drugs, which can create further social and health problems. In 

general, disengagement is associated with negative mental health outcomes and engagement is 
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associated with improved well-being (Compas, Connor-Smith, Osowiecki, & Welch, 1997; 

Compas, Connor-Smith, Saltzman, Thomsen, & Wadsworth, 2001). In the proposed study, I will 

use the engagement and disengagement distinction for two reasons. First, as noted above, 

problem- and emotion-focused coping strategies can be adaptive or maladaptive depending on 

the specific strategy, whereas engagement is generally considered adaptive and disengagement is 

generally considered maladaptive. Second, the limited literature on coping with stress among 

sexual minorities has tended to use the engagement and disengagement distinction. 

Coping with stress among sexual minorities 

 Research on how sexual minorities cope with stress has conceptualized coping in a 

variety of ways. First, it has been suggested that sexual minorities cope with stress by seeking 

support from members of their social networks. Consistent with the broader literature on social 

support, numerous studies have demonstrated that social support is associated with improved 

mental health among sexual minorities (e.g., Doty et al., 2010; Sheets & Mohr, 2009; Vincke & 

Heeringen, 2002; Williams et al., 2005). Second, researchers have proposed that sexual 

minorities make decisions about whether to conceal or disclose their sexual orientation as a way 

to protect them from experiencing stress (e.g., discrimination). Although there may be perceived 

benefits to concealing one’s sexual orientation (e.g., minimizing the chances of being rejected or 

victimized), research has found that concealment is associated with negative mental health 

outcomes (e.g., D'Amico & Julien, 2012; DiPlacido, 1998; Potoczniak, Aldea, & DeBlaere, 

2007; Stall et al., 2001) and difficulty forming a positive sexual minority identity (Frable, 

Wortman, & Joseph, 1997). These findings are consistent with the broader literature on self-

concealment, which finds that self-concealment has deleterious effects on mental health (Larson 

& Chastain, 1990). 
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 Most relevant to the proposed study, there has also been some research on sexual 

minorities that has conceptualized coping in ways that are more consistent with the mainstream 

stress and coping literature, such as coping styles (i.e., traits rather than responses to specific 

events) and coping strategies used in response to specific stressful experiences (e.g., 

discrimination). In regard to coping styles, most studies have focused on the associations 

between coping styles and risky sexual behavior. For instance, Martin, Pryce, and Leeper (2005) 

found that avoidance coping was positively associated with engaging in unprotected anal 

intercourse in the past six months among gay men. In contrast, active cognitive and behavioral 

coping were not associated with unprotected anal intercourse. The association between 

avoidance coping and risky sexual behavior among gay men has been replicated in numerous 

studies (e.g., Barrett et al., 1995; Folkman, Chesney, Pollack, & Phillips, 1992; Robins et al., 

1994; Semple, Patterson, & Grant, 2000; Williams, Elwood, & Bowen, 2000) and it has been 

suggested that this association may reflect the use of unprotected anal intercourse as an 

avoidance strategy (Martin & Knox, 1997). 

Less research has focused on how coping styles relate to mental health among sexual 

minorities. Zea, Reisen, and Poppen (1999) found that higher active coping was associated with 

higher self-esteem and lower depressive symptoms among lesbians and gay men. In contrast, 

active coping was not associated with any aspects of collective self-esteem (i.e., the individual's 

private evaluation of the social group, the individual's beliefs about how others assess the social 

group, the degree to which membership in the social group is important to the individual's 

identity, and the individual's sense of worth as a member of the group). Similarly, DeMarco, 

Ostrow, and DiFranceisco (1999) found that higher involvement-oriented coping was associated 

with lower depressive symptoms, but only among the most severely depressed men in their 
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sample (the upper 15%). Nicholson and Long (1990) found that higher avoidant coping was 

associated with worse mood. Two studies have also found associations between coping and 

substance use among gay men. Greene and Britton (2012) examined the associations between 

different types of shame-focused coping and alcohol use disorders, finding that avoidant coping 

and attack-self coping were positively associated with alcohol use disorders. Similarly, Suprina 

and colleagues (2010) compared gay men in three groups – those with current alcohol problems, 

those without current alcohol problems, and alcoholics who were currently abstaining. They 

found that lower tension control and lower social support were the most significant predictors of 

current alcohol problems (Suprina, Brack, Chang, & Kim, 2010). Finally, Lehavot (2012) found 

that higher maladaptive coping and lower adaptive coping were significantly associated with 

higher depressive symptoms and poorer mental health in a large sample of sexual minority 

women (N = 1,381). Of note, maladaptive coping had a stronger influence than demographics, 

social support, and adaptive coping on depressive symptoms and mental health. Further, greater 

maladaptive coping accounted for increases in depressive symptoms and poorer mental health 

among bisexual women compared to lesbians. In sum, research suggests that active coping is 

associated with positive outcomes (e.g., higher self-esteem, lower depressive symptoms), 

whereas avoidant coping is associated with negative outcomes (e.g., alcohol use disorders, risky 

sexual behavior), which is consistent with the broader literature on active and avoidant coping. 

Further, there has been very little research on individual differences in coping styles 

among gay men. Nicholson and Long (1990) found that higher internalized homophobia and 

lower self-esteem predicted greater avoidance coping among HIV-positive gay men; lower 

internalized homophobia also predicted higher proactive coping. Szymanski and Owens (2008) 

also found that higher internalized heterosexism was associated with higher avoidance coping 
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among lesbians. These findings begin to shed light on factors that may influence the ways in 

which gay men cope with stress. Specifically, gay men who harbor negative feelings toward 

themselves (in general and specific to their sexual orientation) may be more likely to engage in 

avoidant coping and less likely to engage in active coping. 

Coping with sexual orientation-related stress 

A major limitation of the research on how sexual minorities cope with stress is the non-

contextual nature of the measurement of stress, which has been acknowledged by other 

researchers (e.g., David & Knight, 2008). If participants are asked to report on how they cope 

with stress and the type of stress is not specified, then it remains unclear if they are reporting on 

how they respond to general life stress or SORS. It is likely that there are differences between 

how sexual minorities cope with general life stress compared to SORS, given that individuals are 

likely to make different attributions for stressors they perceive to be discriminatory versus non-

discriminatory (Major, Kaiser, & McCoy, 2003; Schmitt & Branscombe, 2002; Schmitt et al., 

2003). Despite the high prevalence of SORS reported by gay men, surprisingly little research has 

focused on how gay men cope with specific incidents of this type of stress. 

There is a larger literature on how other minorities (e.g., racial minorities) cope with 

discrimination compared to sexual minorities. Similar to the broader literature on stress and 

coping, research on how racial minorities cope with racism has conceptualized coping in a 

variety of ways, such as problem- versus emotion-focused coping, approach- versus avoidance-

coping, and support seeking (for a review, see Brondolo, Brady ver Halen, Pencille, Beatty, & 

Contrada, 2009). In their review, Brondolo and colleagues (2009) concluded that there is only 

limited evidence that confrontation coping buffers the effects of racism on psychological distress 

and there is minimal evidence that social support buffers the effects of racism on psychological 
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distress. However, they limited their review to studies that conceptualized coping as a moderator 

of the association between racism and psychological distress, noting that mediation models are 

also plausible. Further, they noted that methodological limitations (e.g., cross-sectional, 

correlational designs) preclude the ability to draw strong conclusions from the existing literature. 

Recently, Szymanski and Obiri (2011) found that religious coping mediated the association 

between racism and psychological distress as well as the association between internalized racism 

and psychological distress. In contrast, no support was found for the moderating role of religious 

coping. In sum, research on how racial minorities cope with discrimination suggests that coping 

strategies may be better conceptualized as mediators than moderators. 

Qualitative research has begun to describe the variety of ways that sexual minorities react 

to and cope with SORS. For instance, Nadal and colleagues (2011) asked 26 LGB individuals 

how they reacted to and coped with sexual orientation-related microaggressions (Nadal, Wong, 

Issa, Meterko, Leon, & Wideman, 2011). Two response domains relevant to coping were 

identified, including behavioral and cognitive reactions. Participants described three types of 

behavioral reactions to sexual orientation-related microaggressions, including passive coping 

(e.g., ignoring discriminatory comments, choosing not to be reactive), confrontational coping 

(e.g., actively speaking up and challenging the people who put them down), and protective 

coping (e.g., maintaining awareness of surroundings and acting cautiously). Three types of 

cognitive reactions were also described, including accepting microaggressions as part of life, 

feeling a need to conform to heterosexual norms, and feeling empowered/resilient. Of note, none 

of the participants reported that they were always confrontational in response to 

microaggressions. Instead, consistent with previous theorizing, they made decisions about 

whether or not to confront the situation by assessing the physical and emotional consequences 
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(Sue, 2010). Further, Nadal and colleagues (2011) noted that LGB individuals are different in 

their coping styles and they suggested that the types of reactions to microaggressions may 

depend on various factors, such as LGB identity, personality type, the context of the situation, 

and the individual’s personal history and experiences. However, they did not assess factors that 

influenced participants’ reactions to microaggressions. 

 Similarly, McDavitt and colleagues (2008) asked 43 gay and bisexual men how they 

coped with heterosexism. They found that responses were best categorized through an emotion 

regulation lens. Consistent with Gross’ (1998) model of emotional regulation, participants 

described different coping strategies that could be categorized as focused on situation selection, 

situation modification, attention deployment, cognitive change, and response modulation. 

Participants commonly engaged in situation selection by approaching or avoiding situations 

based on their anticipated emotional reaction. For instance, participants sought the company of 

gay-affirmative people (both in person and using the internet). When faced with unavoidable 

situations, participants engaged in situation modification by attempting to pass as heterosexual 

(e.g., avoiding the topic of sexual orientation, telling half-truths, keeping a low profile) or 

covering their sexual orientation. Consistent with the literature on sexual orientation concealment 

noted above, participants who reported attempting to pass as heterosexual typically felt they were 

engaging in a protective behavior, but it had negative consequences such as guilt, shame, and 

frustration. Participants also described trying to modify situations by educating people. In 

unavoidable situations where they did not think they could modify the situation (e.g., encounters 

with caregivers), participants reported engaging in attention deployment by listening selectively 

or ignoring provocations. Similarly, in these situations participants reported engaging in 

cognitive change, such as reframing experiences and trying to see the other person’s perspective. 
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Finally, participants reported engaging in response modulation to change their emotional 

experience once it happened in various ways, such as venting, suppressing feelings, and using 

drugs and alcohol. Of note, nearly all participants talked about using multiple strategies to cope 

with heterosexism, often in a single situation. 

Despite some qualitative research on how sexual minorities cope with SORS, there has 

been little quantitative research on this topic as well as on how coping with SORS influences 

mental health. McLaughlin, Hatzenbuehler, and Keyes (2010) used epidemiological data to 

examine the associations between responses to discrimination and psychiatric disorders among 

several minority groups (sexual minorities, racial/ethnic minorities, and women). They assessed 

two types of responses to discrimination – acceptance (accepting it as a fact of life versus trying 

to do something about it) and disclosure (talking to other people about it versus keeping it to 

oneself) – and they created four categories of response styles based on whether or not 

participants endorsed acceptance and disclosure. Among sexual minorities, 45.7% reported not 

accepting discrimination and disclosing it, 37.8% reported accepting discrimination and 

disclosing it, 10.6% reporting accepting discrimination and not disclosing it, and 5.9% reported 

not accepting discrimination and not disclosing it; the order of most to least common response 

styles was the same for racial/ethnic minorities and women. They were not able to look at the 

associations between responses to discrimination and psychiatric disorders among sexual 

minorities due to the small sample, but associations for the other minority groups may shed light 

on the possible associations between these response styles and psychiatric disorders. In general, 

not disclosing discrimination (regardless of whether or not individuals accepted it) was 

associated with increased psychopathology, suggesting that there are psychological benefits to 

disclosure. Results were less clear in regard to acceptance, with it appearing beneficial in some 
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instances and problematic in others. This may be due to the vague response options for this 

variable (accepting it as a fact of life versus trying to do something about it), which could have 

been interpreted differently by different people. 

In a sample of gay and bisexual men, Szymanski (2009) did not find support for social 

support or avoidant coping as moderators of the association between heterosexism and 

psychological distress, but she did not test alternate mediation models. Bianchi and colleagues 

(2004) found that higher sexual orientation-related discrimination was associated with lower 

active coping, and lower active coping was associated with lower health-promoting behavior 

(Bianchi, Zea, Poppen, Reisen, & Echeverry, 2004), which provides support for the possibility 

that coping strategies act as mechanisms through which SORS influences health behavior. 

Additionally, Szymanski and Owens (2008) tested the extent to which avoidance coping and 

problem-solving coping mediated or moderated the association between internalized 

heterosexism and psychological distress among lesbians. They found support for avoidance 

coping as a mediator, suggesting that lesbians who experience high degrees of internalized 

heterosexism may be more likely to engage in avoidant coping strategies, which in turn results in 

poorer mental health. In contrast, they did not find support for problem-solving coping as a 

mediator or for either type of coping as a moderator. Similarly, Szymanski and Kashubeck-West 

(2008) found support for social support as a mediator of the association between internalized 

heterosexism and psychological distress among lesbians and bisexual women. Although these 

two studies focused on internalized heterosexism rather than SORS, they provide preliminary 

support for the notion that coping strategies may mediate the associations between dimensions of 

SORS and mental health. 
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In sum, several important conclusions can be drawn from the literature on stress and 

coping among sexual minorities: (1) consistent with the broader literature on stress and coping, 

an active coping style tends to be associated with improved well-being and an avoidant coping 

style tends to be associated with negative mental health outcomes; (2) the associations between 

coping strategies used in response to SORS and mental health outcomes are similar to those 

between coping styles and mental health outcomes, but few studies have assessed coping in this 

manner; (3) no studies have examined the associations between coping strategies used in 

response to SORS and mental health outcomes using daily or weekly diary designs; and (4) little 

is known about individual differences in coping styles among sexual minorities, although two 

studies suggest that higher internalized homophobia is associated with higher avoidance coping 

and lower proactive coping. These conclusions highlight the need for additional research on 

coping among sexual minorities, particularly research that examines coping strategies used in 

response to SORS as well as individual differences in coping strategies, which the current 

proposal will address. 

The Current Study 

The current study examined a series of hypotheses related to the associations among 

individual differences (internalized homonegativity and rejection sensitivity), coping strategies 

(active and disengaged coping), and internalizing symptoms in a sample of gay men using a 

weekly diary design. Internalized homonegativity and rejection sensitivity were examined as the 

individual differences, because they have been implicated in the psychological functioning of 

gay men. Specifically, a meta-analysis demonstrated a significant association between 

internalized homonegativity and internalizing symptoms (Newcomb & Mustanski, 2010). 

Although less research has been conducted on rejection sensitivity among gay men, one study 
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demonstrated a significant association between rejection sensitivity and internalizing symptoms 

among gay men (Feinstein et al., 2012). Further, although internalized homonegativity and 

rejection sensitivity are related constructs, they are independent and represent distinct concepts 

(Feinstein et al., 2012; Pachankis et al., 2008). Thus, the current study examined these as 

separate individual differences. Additionally, internalizing symptoms were examined as the 

outcome, because ample research supports gay men’s increased risk for internalizing disorders 

(e.g., Atkinson et al., 1999; Bostwick et al., 2010; Cochran & Mays, 2000b; Cochran & Mays, 

2009; Cochran et al., 2003; Fergusson et al., 1999; Meyer, 2003; Sandfort et al., 2001) and 

previous research supports the notions that both internalized homonegativity and rejection 

sensitivity are associated with internalizing symptoms (Feinstein et al., 2012; Newcomb & 

Mustanski, 2010). In contrast, research has yet to examine the association between rejection 

sensitivity and externalizing symptoms. Further, internalizing symptoms were focused on rather 

than depressive and anxious symptoms separately, because research suggests that a latent 

internalizing liability accounts for mood and anxiety disorder comorbidity (Krueger & Markon, 

2006; Watson, 2005) and hypotheses for the current study were identical for depressive and 

anxious symptoms. Finally, a weekly diary design was used in order to increase ecological 

validity, decrease recall biases, and decrease biases toward the over-reporting of severe 

incidents. In a daily diary study, Swim and colleagues (2007) found that participants reported an 

average of two heterosexist hassles over a one-week period. Given that participants are unlikely 

to experience SORS on a daily basis, a weekly diary design is likely to maximize the chances of 

participants experiencing SORS between assessments. A weekly diary design also allows for 

tests of between-person and within-person effects. Between-person effects represent differences 



 

22 
 

between participants, whereas within-person effects represent weekly fluctuations for 

individuals. 

Hypotheses 

1. Between-person effects: Between-person internalized homonegativity and rejection 

sensitivity will be negatively associated with active coping and positively associated 

with disengaged coping and internalizing symptoms. Additionally, between-person 

active coping will be negatively associated with internalizing symptoms and between-

person disengaged coping will be positively associated with internalizing symptoms. 

2. Within-person effects: Within-person internalized homonegativity and rejection 

sensitivity will be negatively associated with active coping and positively associated 

with disengaged coping and internalizing symptoms. Additionally, within-person 

active coping will be negatively associated with internalizing symptoms and within-

person disengaged coping will be positively associated with internalizing symptoms. 

3. Between-person mediation effects: Between-person active coping/disengaged coping 

will mediate the associations between between-person internalized 

homonegativity/rejection sensitivity and internalizing symptoms. 

4. Within-person mediation effects: Within-person active coping/disengaged coping will 

mediate the associations between within-person internalized homonegativity/rejection 

sensitivity and internalizing symptoms. 

Method 

Participants 

 Participants included 147 self-identified gay men who were recruited from gay men’s 

groups and gay bars in New York City as well as websites (e.g., Craigslist) and LGBT listservs. 
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All participants were at least 18 years old, self-identified as gay men, lived in a borough of New 

York City, had regular access to the Internet, could read and write in English, and did not have 

any reading, vision, or motor problems that would preclude completing online questionnaires. Of 

the 147 participants, 131 completed all 8 weeks, 9 completed 7 weeks, 2 completed 6 weeks, 1 

completed 4 weeks, 2 completed 3 weeks, 1 completed 2 weeks, and 1 completed 1 week. The 

mean age of the sample was 37.27 years (SD = 11.42; range = 18-65). Approximately two-thirds 

of the sample identified as White (68.5%) with the rest of the sample identifying as Black 

(11.0%), Asian (9.6%), Latino (5.5%), or multi-racial (3.4%). Further, 18.8% of the sample 

identified as Latino. Income ranged from less than $10,000 to more than $150,000; the modal 

income was $40,000-$49,999. All participants had completed high school; 47.6% had completed 

a four-year degree, 21.8% had completed a master’s degree, and 5.4% had completed a doctoral 

degree. 

Procedures 

 Participants were recruited in-person at gay men’s social groups and at gay bars in 

boroughs of New York City. At gay men’s social groups, study personnel made announcements 

describing the study and interested individuals were screened in-person for eligibility criteria. At 

gay bars, study personnel approached men, described the study, and interested individuals were 

screened in-person for eligibility criteria. Additionally, advertisements were hung at the venues 

where the gay men’s social groups met and at bar gays. The advertisements stated that 

researchers at Stony Brook University were seeking gay men who were at least 18 years old to 

participate in a project to help understand the unique experiences of gay men. Advertisements 

also mentioned that the project involved completing online questionnaires and that participants 

could receive up to $50 as well as the chance to win an additional $500. Interested individuals 
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were instructed to contact the study coordinator by phone or email. The study coordinator 

provided a detailed description of the study procedures and screened interested individuals for 

eligibility criteria. Eligibility criteria included: at least 18 years old, self-identified as gay men, 

lived in a borough of New York City, had regular access to the Internet, could read and write in 

English, and did not have any reading, vision, or motor problems that would preclude completing 

online questionnaires. Those who met the eligibility criteria were asked to choose the day of the 

week that they wanted to complete the weekly online questionnaires. Participation began the 

following week on the day of the week that they chose unless they requested to start on a 

different week. Participants were informed that they had to complete each week’s questionnaires 

on the same day of the week and that the website that they completed the questionnaires on 

would record the date and time of their participation. Participants were also informed that they 

would be compensated $10 for completing the first week’s questionnaires, $5 for completing 

each of the next six weeks’ questionnaires, and $10 for the eight week’s questionnaires. Thus, 

participants who completed all eight assessments were compensated $50. Participants were 

compensated more for the first and last weeks’ questionnaires because they were longer. In an 

effort to increase compliance with the weekly assessments, participants who completed 6 or 7 

weeks received one raffle entry for the chance to win an additional $500 at the end of the study. 

Participants who completed all 8 weeks received two raffle entries. 

 On the morning of the agreed upon start date, participants were emailed a link to a secure 

website (using the program PsychData) to complete a battery of baseline questionnaires. The 

battery of baseline questionnaires included an assessment of demographic information (described 

below) and additional measures that are not part of the current study. Participants were provided 

with a unique three-digit identification number, which they were required to enter before 
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completing any questionnaires. Before viewing the questionnaires, participants were directed to a 

consent letter, which described the study procedures in writing. In order to participate in the 

study, participants were required to indicate that they agreed to the content of the consent letter. 

Those who agreed to participate were directed to the questionnaires. For the next seven 

consecutive weeks, on the mornings of the agreed upon dates, participants were emailed a link to 

a secure website to complete the weekly questionnaires and they were reminded of their unique 

three-digit identification number.  

Measures  

 Demographic information was assessed at baseline (week 1) and all other variables were 

assessed on a weekly basis for seven consecutive weeks (weeks 2-7). 

Demographics. Basic demographic information was assessed at baseline, such as age, 

gender, race/ethnicity, sexual orientation, income, and education. 

Internalized homonegativity (IH). The internalized homonegativity subscale of the 

Lesbian, Gay, and Bisexual Identity Scale (LGBIS – IH; Mohr & Kendra, 2011) was used to 

assess negative feelings about one’s sexual minority identity. The LGBIS is typically used to 

assess traits, rather than states, so it was adapted to refer to the past week. For individuals who 

reported experiencing SORS in the past week, they were asked to rate the extent to which the 

three statements applied to their experience since the event that they described. For those who 

did not report experiencing SORS in the past week, they were asked to rate the extent to which 

the three statements applied to their experience over the course of the past week. The items 

included: (1) If it were possible, I would choose to be straight; (2) I wish I were heterosexual; 

and (3) I believe it is unfair that I am attracted to people of the same-sex. Each item was rated on 

a 1-6 scale (1 = disagree strongly, 2 = disagree, 3 = disagree somewhat, 4 = agree somewhat, 5 = 
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agree, 6 = agree strongly). Total scores were calculated by averaging responses to the three 

items. Total scores could range from 1 to 7, with higher scores indicating more negative feelings 

about one’s sexual minority identity. Mohr and Kendra (2011) reported internal consistencies 

ranging from .86 to .93 and six-week test-retest reliability of .92. 

Rejection sensitivity (RS). Given that existing measures of rejection sensitivity are meant 

to assess the construct as a trait rather than a state, a measure was developed for the current study 

to assess weekly fluctuations in rejection sensitivity. The items developed for the current study 

were modeled after the Gay-Related Rejection Sensitivity Scale (Pachankis et al., 2008) as well 

as a daily assessment of appearance-related rejection sensitivity (Park & Pinkus, 2009). Park and 

Pinkus (2009) asked participants to rate one item (“Today, I felt sensitive to rejection based on 

the way I looked”) on a 1-5 scale (1 = not at all, 5 = extremely). That item was adapted in three 

ways: (1) the time frame was changed from today to since the event that you described (for those 

who reported experiencing SORS) or over the course of the past week (for those who did not 

report experiencing SORS); (2) the item referred to sexual orientation rather than appearance; 

and (3) the word sensitive was changed to worried or anxious to more closely reflect the 

conceptualization of the rejection sensitivity construct. Thus, respondents were asked, “How 

worried or anxious were you about being rejected because of your sexual orientation since the 

event you described [over the course of the past week]? Respondents were also asked: How 

likely was it that you would be rejected because of your sexual orientation since the event you 

described [over the course of the past week]? Items were rated on a 1-5 scale (1 = not at all, 5 = 

extremely) and total scores were computed by multiplying responses to the items. Total scores 

could range from 1 to 25, with higher scores indicating higher anxious expectations of rejection. 
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Sexual orientation-related stress. Participants were provided with a list of eight stressful 

situations related to one’s sexual orientation and they were instructed to indicate which (if any) 

they had experienced over the past week. The eight situations were taken from the Heterosexist 

Harassment, Rejection, and Discrimination Scale (Szymanski, 2009) and included: (1) Were you 

treated unfairly by anyone because of your sexual orientation? (2) Were you denied a raise, a 

promotion, tenure, a good assignment, a job, or other such thing at work that you deserved 

because of your sexual orientation? (3) Were you rejected by anyone because of your sexual 

orientation? (4) Were you verbally insulted because of your sexual orientation or called an anti-

gay name like faggot, sissy, or other names? (5) Were you threatened with harm because of your 

sexual orientation? (6) Were you pushed, shoved, or hit because of your sexual orientation? (7) 

Did you hear anti-gay remarks directed at you or someone else from anyone? (8) Other. 

Participants were also provided with a not applicable option if they had not experienced any 

stressful situations related to their sexual orientation over the past week. If they chose not 

applicable, then they were not asked the subsequent questions about coping (see below). If they 

endorsed more than one stressful experience related to their sexual orientation over the past 

week, then they were asked to identify the one that had the most negative impact on them.  

Coping. The Brief Cope (Carver, 1997) was used to assess coping (see the Appendix for 

the full measure). The Brief Cope is typically used to assess general coping styles, so it was 

adapted to refer specifically to how participants coped with the SORS that they experienced each 

week. The Brief Cope assesses 14 coping strategies, including: (1) active coping; (2) planning; 

(3) positive reframing; (4) acceptance; (5) humor; (6) religion; (7) using emotional support; (8) 

using instrumental support; (9) self-distraction; (10) denial; (11) venting; (12) substance use; 

(13) behavioral disengagement; and (14) self-blame. Each of the 14 coping strategies is assessed 
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with two items for a total of 28 items. Respondents were asked to rate the extent to which they 

used each of the 28 items in response to the SORS that they experienced each week on a 1-4 

scale (1 = I didn’t do this at all, 4 = I did this a lot). Carver (1997) reported internal consistencies 

ranging from .50 to .90, suggesting that all of the subscales met or exceeded the minimally 

acceptable value of .50 (Nunnally, 1978). Consistent with previous use of this measure (e.g., 

Meyer, 2001, Lehavot, 2012), subscales were combined into two subscales – Active Coping 

(including strategies 1-8 listed above) and Disengaged Coping (including strategies 9-14 listed 

above). Total scores were calculated by averaging responses for the items that assessed Active 

Coping (AC) and the items that assessed Disengaged Coping (DC). Total scores can range from 

1 to 4, with higher scores indicating greater use of each type of coping strategy. 

Internalizing symptoms (INT). Internalizing symptoms were assessed with two questions: 

(1) How depressed did you feel since the event you described (for those who reported 

experiencing SORS) or over the course of the past week (for those who did not report 

experiencing SORS)? and (2) How anxious did you feel since the event you described (for those 

who reported experiencing SORS) or over the course of the past week (for those who did not 

report experiencing SORS)? Items were rated on a 1-5 scale (1 = very slightly or not at all, 2 = a 

little, 3 = moderately, 4 = quite a bit, and 5 = extremely). Total scores were computed by 

summing responses to the two questions. 

Data Analyses 

All analyses were conducted using IBM SPSS Statistics Version 22. 

Intercept only models. I estimated separate intercept only models for each variable (IH, 

RS, AC, DC, and INT). No predictor variables are included in intercept only models, thus they 

provide an estimate of the average value of the outcome measure, averaged across participants 
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and time points as well as the between- versus within-person variance decomposition estimates 

needed to calculate intraclass correlations (ICCs). ICCs represent the amount of total variance 

accounted for by between-person variability relative to the total (between-person plus within-

person) variance. Between-person variability represents how much participants’ average levels 

of the outcome differ from one another, whereas within-person variability represents how much 

the momentary responses of a participant fluctuate across time points around his mean value. 

 Cross-sectional associations. I tested the cross-sectional associations between IH/RS and 

AC/DC/INT. To do so, I computed person-mean centered scores and grand-mean centered scores 

for IH and RS (see Enders & Tofighi, 2007). Each person-mean centered score was computed by 

subtracting each weekly observation from a person-level average of their scores across all weeks. 

In this way, each score reflects deviation from a person's own average across the study. The 

grand-mean centered scores were computed by subtracting the person-level average from the 

sample "average of averages." This way, the scores reflect how a person's average level of the 

construct across all observations deviates from the sample’s average. The grand-mean centered 

person means variables represent the between-person components of each variable and the 

person-mean centered variables represent the within-person components of each variable. Then, 

AC, DC, and INT were regressed on IH (in separate analyses) and RS (in separate analyses) to 

examine their associations. Finally, the analyses were repeated with IH and RS in the same 

models to test their relative associations. The between-person and within-person components of 

each variable were entered as fixed effects in all analyses. Models were also tested with the 

within-person components of each variable entered as random effects. The Bayesian Information 

Criteria (BIC) was used to compare models with and without random effects. A difference of 2 
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units in the BIC value is associated with 3:1 posterior odds favoring the superior model (Raftery, 

1995). All models reported in the results are without random effects unless otherwise noted. 

 Prospective associations. Prospective associations were tested in the same way as cross-

sectional associations with one exception. Outcome variables at time t were regressed on 

predictor variables at time t – 1 (i.e., a one-week lag). Doing so pairs outcome variables at each 

week with predictor variables at the previous week. Thus, results can be interpreted as answering 

the question, how is AC/DC/INT at each week related to IH/RS at/during the previous week. In 

these analyses, within-person variability represents the prospective association between the 

predictor one week and the outcome the next week. Between-person variability is not reported, 

given that it is redundant with the cross-sectional analyses. Similar to the cross-sectional 

analyses, the BIC was used to compare models with and without random effects. 

 Mediation analyses. The Monte Carlo Method for Assessing Mediation (MCMAM; 

MacKinnon, Lockwood, & Williams, 2004) was used to test the significance of the indirect 

effects in the mediation analyses. The MCMAM is similar to the parametric bootstrap approach 

(Efron & Tibshirani, 1986) and it can be used to examine mediation in multilevel models (Bauer, 

Preacher, & Gil, 2006). The MCMAM assumes that the a and b parameter estimates have normal 

sampling distributions. Using the inputted parameter estimates and standard errors, random 

draws from the a and b distributions are simulated and the product of these values is computed. 

This procedure was repeated 20,000 times and the resulting distribution of the a*b values was 

used to estimate 95% confidence intervals around the observed values of a*b. Confidence 

intervals that do not include zero are significant at an alpha level of .05. For the cross-sectional 

analyses, between-person and within-person mediation effects were tested. In contrast, only 
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within-person mediation effects were tested for the prospective analyses, given that between-

person mediation effects are redundant with the cross-sectional analyses. 

Results 

Descriptives and Correlations between Predictors 

 Approximately half of participants experienced SORS at least once over the course of the 

seven weeks (n = 76; 51.7%). Out of a possible seven weeks, 47 participants (32.0%) 

experienced SORS one week, 13 participants experienced SORS two weeks (8.8%), 9 

participants experienced SORS three weeks (6.1%), 4 participants experienced SORS four weeks 

(2.7%), 1 participant experienced SORS five weeks (0.7%), and 2 participants experienced 

SORS six weeks (1.4%). Between-person variability in IH was significantly positively associated 

with between-person variability in RS (estimate = 1.45, SE = .26, p < .001). There was also 

significant positive association between within-person IH and within-person RS (estimate = 1.48, 

SE = .20, p < .001). 

Intercept only models 

 IH. In regard to estimates of fixed effects, the mean level of IH (i.e., the estimated mean 

of the person means) was 1.58 (SE = .08) on a 1-6 scale. The estimate of the residual (i.e., 

within-person) variance was .22 (SE = .01) and the estimated variance of the random intercept 

(i.e., person means) was .95 (SE = .12). The ICC was .81 (= .95 / [.95 + .22]), indicating that 

81% of the variability in IH is due to between-person variability and the remaining 19% is due to 

within-person variability (i.e., fluctuations over time of individuals’ scores around their own 

mean).  

RS. The estimated mean level of RS was 3.00 (SE = .28) on a 1-25 scale. The estimate of 

the residual variance was 8.98 (SE = .44) and the estimated variance of the random intercept was 
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9.95 (SE = 1.34). The ICC was .53, indicating that 53% of the variability in RS is due to 

between-person variability and the remaining 47% is due to within-person variability. 

AC. The estimated mean level of AC was 1.94 (SE = .06) on a 1-4 scale. The estimate of 

the residual variance was .16 (SE = .03) and the estimated variance of the random intercept was 

.12 (SE = .04). The ICC was .43, indicating that 43% of the variability in AC is due to between-

person variability and the remaining 57% is due to within-person variability. 

DC. The estimated mean level of DC was 1.61 (SE = .06) on a 1-4 scale. The estimate of 

the residual variance was .16 (SE = .03) and the estimated variance of the random intercept was 

.14 (SE = .04). The ICC was .47, indicating that 47% of the variability in DC is due to between-

person variability and the remaining 53% is due to within-person variability. 

INT. The estimated mean level of INT was 1.85 (SE = .06) on a 1-5 scale. The estimate of 

the residual variance was .42 (SE = .02) and the estimated variance of the random intercept was 

.44 (SE = .06). The ICC was .51, indicating that 51% of the variability in INT is due to between-

person variability and the remaining 49% is due to within-person variability. 

In summary, roughly half of the total variances of RS, AC, DC, and INT are due to 

differences from one person to the next, and the rest is due to week-to-week fluctuation around 

each person’s mean. In contrast, IH is much more “trait-like,” with most of the variance being 

due to individual differences in mean levels and relatively small amounts due to week-to-week 

fluctuations. 

Cross-sectional associations 

 IH/RS and AC. First, I examined the cross-sectional associations between IH and AC as 

well as RS and AC in separate models (for results, see Table 1). Between- and within-person 

variability in IH were not significantly associated with AC. Between-person variability in RS 
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was not significantly associated with AC. In contrast, within-person variability in RS was 

significantly positively associated with AC. For each one unit change (e.g., from one week to the 

next) in RS, there is on average a .03 unit change in AC. Next, I included IH and RS in the same 

model (for results, see Table 1). The positive association between within-person variability in RS 

and AC remained significant. Between- and within-person variability in IH as well as between-

person variability in RS remained non-significant predictors. This indicates that weekly 

fluctuations in RS are significantly associated with AC, such that active coping strategies are 

utilized at a greater rate on weeks when individuals report higher RS than their average levels. 

Although the positive association between RS and AC was unexpected, it may be due to the 

significant positive association between AC and DC. In fact, there was a significant positive 

association between within-person variability in AC and within-person variability in DC 

(estimate = .50, SE = .08, p < .001). Thus, gay men who report engaging in active coping also 

report engaging in disengaged coping, indicating that they are utilizing multiple coping strategies 

that range in the extent to which they are active versus disengaged. As such, the positive 

association between RS and AC may reflect a tendency to utilize coping strategies, both active 

and disengaged, in response to expectations of rejection. 

IH/RS and DC. First, I examined the cross-sectional associations between IH and DC as 

well as RS and DC in separate models (for results, see Table 2). Between-person variability in IH 

was significantly positively associated with DC. For each one unit difference between persons in 

average IH, there is on average a .13 unit difference in the mean level of DC. Within-person 

variability in IH was also significantly positively associated with DC. Between- and within-

person variability in RS were also significantly positively associated with DC. Next, I included 

IH and RS in the same model (for results, see Table 2). Within-person variability in IH as well as 
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between- and within-person variability in RS remained significantly positively associated with 

DC. In contrast, between-person variability in IH was no longer a significant predictor. This 

indicates that individuals who report higher tendencies to expect to be rejected also report greater 

use of disengaged coping strategies. Additionally, weekly fluctuations in IH and RS are both 

significantly associated with DC, such that disengaged coping strategies are utilized at a greater 

rate on weeks when individuals report higher IH and RS than their average levels.  

IH/RS and INT. First, I examined the cross-sectional associations between IH and INT as 

well as RS and INT in separate models (for results, see Table 3). Results reported for these 

models include random effects. Between- and within-person variability in IH were not 

significantly associated with INT. The random effect for within-person variability in IH was 

significant, indicating that the association between IH and INT varied across participants. Thus, 

although within-person variability in IH was not significantly associated with INT, this 

relationship varied across participants. Between- and within-person variability in RS were 

significantly positively associated with INT. The random effect for within-personal variability in 

RS was also significant, indicating that the association between RS and INT varied across 

participants. As such, although within-person variability in RS was significantly positively 

associated with INT, this relationship varied across participants. Next, I included IH and RS in 

the same model (for results, see Table 3). Between- and within-person variability in RS remained 

significantly positively associated with INT and within-person variability in IH became a 

significant predictor. Between-person variability in IH remained a non-significant predictor. This 

indicates that within-person variability in IH and RS as well as between-person variability in RS 

are all significant predictors of INT, but between-person variability in IH is not. Weekly 

fluctuations in IH and RS are both significantly associated with INT, such that higher 
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internalizing symptoms are reported on weeks when individuals report higher IH and RS than 

their average levels. Additionally, regardless of weekly fluctuations, individuals who report 

higher tendencies to expect to be rejected also report higher internalizing symptoms. 

AC/DC and INT. First, I examined the cross-sectional associations between AC and INT 

as well as DC and INT in separate models (for results, see Table 4). Between-person variability 

in AC was significantly positively associated with INT. In contrast, within-person variability in 

AC was not significantly associated with INT. Although the positive association between AC 

and INT was unexpected, I will present evidence below that it is due to the significant positive 

association between AC and DC. Between- and within-person variability in DC were 

significantly positively associated with INT. Next, I included AC and DC in the same model (for 

results, see Table 4). Between- and within-person variability in DC remained significantly 

positively associated with INT. Within-person variability in AC remained a non-significant 

predictor and between-person variability in AC became a non-significant predictor. This 

indicates that individuals who report higher tendencies to utilize disengaged coping strategies 

also report higher internalizing symptoms. Additionally, weekly fluctuations in DC are 

significantly associated with INT, such that higher internalized symptoms are reported on weeks 

when individuals report utilizing disengaged coping strategies more than their average levels. 

The findings that between-person and within-person variability in AC were not significant when 

DC was included in the model supports the notion that the significant positive association 

between AC and INT in the model without DC can be explained by the significant positive 

association between AC and DC. 

IH/RS/AC/DC and INT. Finally, I included IH, RS, AC, and DC in the same model (for 

results, see Table 5). Between- and within-person variability in RS were significantly positively 
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associated with INT. In contrast, between- and within-person variability in IH, AC, and DC were 

not significant predictors. This indicates that individuals who report higher tendencies to expect 

to be rejected also report higher internalizing symptoms. Additionally, higher internalizing 

symptoms are reported on weeks when individuals report higher RS than their average levels. 

When IH, RS, AC, and DC are considered simultaneously, RS is the only significant predictor of 

internalizing symptoms. 

Cross-sectional mediation analyses 

Does AC mediate the associations between IH/RS and INT at the person level? 

 I examined whether person means of AC mediated the associations between person 

means of IH and mean INT as well as person means of RS and mean INT in separate models (for 

results, see Table 6). As noted, between-person variability in IH was not significantly associated 

with AC. In contrast, between-person variability in AC was significantly positively associated 

with INT controlling for IH. Given that the predictor variable was not significantly associated 

with the mediator, between-person AC does not significantly mediate the association between 

between-person IH and INT. In regard to RS, as noted, between-person variability in RS was not 

significantly associated with AC. In contrast, between-person variability in AC was significantly 

positively associated with INT controlling for RS. Again, given that the predictor variable was 

not significantly associated with the mediator, between-person AC does not significantly mediate 

the association between between-person RS and INT. 

Does DC mediate the associations between IH/RS and INT at the person level? 

I examined whether person means of DC mediated the associations between person 

means of IH and mean INT as well as person means of RS and mean INT in separate models (for 

results, see Table 7). As noted, between-person variability in IH was significantly positively 
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associated with DC. Between-person variability in DC was also significantly positively 

associated with INT controlling for IH. The indirect effect was significant, indicating that 

between-person DC significantly mediates the association between between-person IH and INT. 

In regard to RS, as noted, between-person variability in RS was significantly positively 

associated with DC. Between-person variability in DC was also significantly positively 

associated with INT controlling for RS. The indirect effect was significant, indicating that 

between-person DC significantly mediates the association between between-person RS and INT. 

 Does AC mediate the associations between IH/RS and INT at the weekly level? 

 I examined whether week-to-week fluctuations of AC mediated the associations between 

fluctuations of IH and fluctuations of INT as well as between fluctuations of RS and fluctuations 

of INT in separate models (for results, see Table 8). As noted, within-person variability in IH 

was not significantly associated with AC. Within-person variability in AC was also not 

significantly associated with INT controlling for IH. Given that neither of the aforementioned 

effects were significant, within-person AC does not significantly mediate the association 

between within-person IH and INT. In regard to RS, as noted, within-person variability in RS 

was significantly positively associated with AC. In contrast, within-person variability in AC was 

not significantly associated with INT. Given that the mediator was not significantly associated 

with the outcome variable, within-person AC does not mediate the association between within-

person RS and INT. 

 Does DC mediate the associations between IH/RS and INT at the weekly level? 

I examined whether week-to-week fluctuations of DC mediated the associations between 

fluctuations of IH and fluctuations of INT as well as between fluctuations of RS and fluctuations 

of INT in separate models (for results, see Table 9). As noted, within-person variability in IH 
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was significantly positively associated with DC. Within-person variability in DC was also 

significantly positively associated with INT. The indirect effect was significant, indicating that 

within-person DC significantly mediates the association between within-person IH and INT. This 

indicates that higher internalizing symptoms are reported on weeks when individuals report 

higher fluctuations in IH and this is due, in part, to higher fluctuations in utilizing disengaged 

coping strategies. In regard to RS, as noted, within-person variability in RS was significantly 

positively associated with DC. Within-person variability in DC was also significantly positively 

associated with INT. The indirect effect was significant, indicating that within-person DC 

significantly mediates the association between within-person RS and INT. Similar to the 

aforementioned mediation finding, this indicates that higher internalizing symptoms are reported 

on weeks when individuals report higher fluctuations in RS and this is due, in part, to higher 

fluctuations in utilizing disengaged coping strategies more than their average levels. 

Prospective associations 

IH/RS and AC. First, I examined the prospective associations between IH and AC as well 

as RS and AC in separate models (for results, see Table 10). Within-person variability in IH and 

RS one week were not significantly associated with AC the next week. Next, I included IH and 

RS in the same model and the associations remained non-significant (for results, see Table 10). 

The cross-sectional association of within-person variability in IH with AC was not significant in 

the prospective analysis. Thus, although active coping strategies are utilized at a greater rate on 

weeks when individuals report higher RS than their average levels, this effect is cross-sectional 

rather than prospective. 

IH/RS and DC. First, I examined the prospective associations between IH and DC as well 

as RS and DC in separate models (for results, see Table 11). Within-person variability in IH and 
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RS one week were not significantly associated with DC the next week. Next, I included IH and 

RS in the same model and the associations remained non-significant (for results, see Table 11). 

The cross-sectional within-person effects for IH and RS were not significant in the prospective 

analyses. Thus, although disengaged coping strategies are utilized at a greater rate on weeks 

when individuals report higher IH and RS than their average levels, these effects are cross-

sectional rather than prospective. 

IH/RS and INT. First, I examined the prospective associations between IH and INT as 

well as RS and INT in separate models (for results, see Table 12). Within-person variability in 

IH and RS one week were not significantly associated with INT the next week. Next, I included 

IH and RS in the same model and the associations remained non-significant (for results, see 

Table 12). The cross-sectional within-person effects for IH and RS were not significant in the 

prospective analyses. Thus, although higher internalizing symptoms are reported on weeks when 

individuals report higher IH and RS than their average levels, these effects are cross-sectional 

rather than prospective. 

AC/DC and INT. First, I examined the prospective associations between AC and INT as 

well as DC and INT in separate models (for results, see Table 13). Within-person variability in 

AC one week was significantly negatively associated with their INT the next week. Within-

person variability in DC one week was not significantly associated with INT the next week. 

Next, I included AC and DC in the same model. Within-person variability in AC became a non-

significant predictor and within-person variability in DC remained a non-significant predictor. 

The non-significant cross-sectional within-person effect for AC was significant in the 

prospective analysis. This indicates that individuals who report higher tendencies to utilize active 

coping strategies on a given week report lower internalizing symptoms on the subsequent week. 
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However, this significant prospective association became non-significant when both AC and DC 

were included in the model. 

IH/RS/AC/DC and INT. Finally, I included IH, RS, AC, and DC in the same model (for 

results, see Table 14). None of the associations were significant. The significant cross-sectional 

association between within-person variability in RS and INT was not significant in the 

prospective analysis. Thus, although higher internalizing symptoms are reported on weeks when 

individuals report higher RS than their average levels, this effect is cross-sectional rather than 

prospective. 

Prospective mediation analyses 

 In regard to within-person effects, IH and RS were not significantly associated with AC, 

but AC was significantly associated with INT. Given that the predictor variables were not 

significantly associated with the mediators, mediation was not tested. Finally, IH and RS were 

not significantly associated with DC and DC was not significantly associated INT. Thus, the 

predictor variables were not associated with the mediator and the mediator was not associated 

with the outcome variable, so mediation was not tested. 

Discussion 

The current study advanced the literature on minority stress, coping, and mental health 

among gay men by examining associations between coping strategies used in response to sexual 

orientation-related stress and mental health outcomes using a weekly diary design as well as 

examining individual differences in coping styles. Approximately half of participants 

experienced sexual orientation-related stress at least once over the course of the seven weeks. 

Among those who did, most only experienced it during one week. It is somewhat encouraging 

that a substantial proportion of gay men in the current sample did not experience any 
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discrimination. Still, a near equal proportion did, suggesting that gay men continue to be 

discriminated against despite increasing societal acceptance of sexual minorities. Previous 

research has demonstrated that sexual orientation-related stress is a common experience among 

sexual minorities. For instance, in a meta-analysis of 138 studies (N = 60,203), Katz-Wise and 

Hyde (2012) found that 41% of sexual minorities endorsed sexual orientation-related 

discrimination. The current finding that 51.7% of gay men experienced discrimination at least 

once over the course of seven weeks is consistent with this. Swim et al. (2007) examined the 

frequency of heterosexist hassles experienced by LGB individuals (N = 69) over the course of 

one week. Heterosexist hassles refer to verbal or behavioral expressions of “…hostile, 

denigrating, or stigmatizing attitudes and beliefs about [LGB individuals]…” (p. 598). They 

found that LGB individuals reported an average of 2.03 heterosexist hassles over the course of 

one week (SD = 1.74, median = 2.00, range = 0-8). Although it is difficult to compare findings 

across studies that assessed discrimination over different time periods (e.g., one week, seven 

weeks, past year, lifetime), there is general consensus that a sizable proportion of sexual 

minorities endorse recent and lifetime experiences of discrimination. 

The current findings demonstrated that there was stability over time as well as weekly 

fluctuation in internalized homonegativity, rejection sensitivity, coping strategies, and 

internalizing symptoms. Substantial variability in each construct was accounted for by within-

person variability (19% for internalized homonegativity, 47% for rejection sensitivity, 57% for 

active coping, 53% for disengaged coping, and 49% for internalizing symptoms). In other words, 

19-57% of the total variability in each construct was accounted for by an individual’s fluctuation 

from his own mean on a given week. Gay men who report high levels of negative thoughts and 

feelings about their sexual minority identity or high levels of anxious expectations of rejection 
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tend to do so each week. However, these individuals still exhibit variability in their levels of 

internalized homonegativity and rejection sensitivity from week to week and this weekly 

fluctuation has an influence on coping and internalizing symptoms. Similarly, although levels of 

active and disengaged coping tend to be stable from week to week, there is also weekly 

fluctuation in the extent to which coping strategies are used and this fluctuation has an influence 

on internalizing symptoms. In sum, assessing weekly fluctuations in gay men’s thoughts and 

feelings about their sexual minority identities and their use of coping strategies helps to explain 

their levels of internalizing symptoms.  

Predictors of Coping Strategies 

In regard to active coping, it was hypothesized that higher internalized homonegativity 

and rejection sensitivity would be associated with lower active coping. Results did not support 

these hypotheses. The only significant predictor of active coping was within-person variability in 

rejection sensitivity and the direction of the association was opposite the predicted direction. 

Results demonstrated that active coping strategies were utilized more on weeks when individuals 

reported higher rejection sensitivity than their average levels. Rejection sensitivity was not 

significantly associated with active coping in the prospective analysis, indicating that this effect 

is cross-sectional. The unexpected direction of this effect may be due to the fact that active 

coping and disengaged coping were significantly positively associated. Gay men who report 

utilizing active coping strategies also report utilizing disengaged coping strategies, suggesting 

that they are utilizing multiple coping strategies that range in how adaptive they are. Thus, the 

positive association between within-person variability in rejection sensitivity and active coping 

may reflect a tendency to utilize coping strategies, both active and disengaged, in response to 

expectations of rejection. This possibility is consistent with qualitative findings that gay and 
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bisexual men tend to use multiple strategies to cope with heterosexism in a single situation 

(McDavitt et al., 2008). The non-significant association between internalized homonegativity 

and active coping is consistent with Szymanski and Owens’ (2008) finding that internalized 

heterosexism was not associated with problem-solving coping among lesbians. However, it is not 

consistent with Nicholson and Long’s (1990) finding that higher internalized homophobia was 

associated with lower proactive coping among HIV-positive gay men. 

These differences may be the result of different types of samples or different 

operationalizations of active coping. All participants in Nicholson and Long’s (1990) study were 

HIV-positive, which was not the case for the current study or Szymanski and Owens’ (2008) 

study. Thus, it is possible that internalized homonegativity has a stronger influence on active 

coping among HIV-positive individuals. Additionally, the current study’s measure of active 

coping was a brief version of the COPE (Carver et al., 1989) and Szymanski and Owens (2008) 

used three subscales from the COPE to measure problem-solving coping. Thus, it is not 

surprising that two studies that used similar measures of active coping would both find non-

significant associations between internalized homonegativity and active coping. In contrast, 

Nicholson and Long (1990) used a modified version of the Ways of Coping Scale (Folkman, 

Lazarus, Dunkel-Schetter, DeLongis, & Gruen, 1986). Although speculative, it is possible that 

the extent to which these different measures emphasized social support as an active coping 

strategy may have contributed to differences in findings. The modified Ways of Coping Scale 

that Nicholson and Long (1990) used included six items related to social support (half the 

measure), whereas the subscales from the COPE that Szymanski and Owens (2008) used did not 

include any items related to social support and the brief version of the COPE used in the current 

study included two items related to social support. Thus, it is possible that the greater emphasis 
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on social support in the modified Ways of Coping Scale contributed to the differences in findings 

across studies.  

In regard to disengaged coping, it was hypothesized that higher internalized 

homonegativity and higher rejection sensitivity would be associated with higher disengaged 

coping. In contrast to the findings for active coping, results supported all of the hypotheses. 

Between-person variability and within-person variability in internalized homonegativity and 

rejection sensitivity were all significantly associated with disengaged coping. Results 

demonstrated that individuals who reported more negative thoughts and feelings about their 

sexual minority status as well as those who reported higher tendencies to expect to be rejected 

also reported greater use of disengaged coping strategies. These findings are consistent with 

previous findings that internalized homophobia/heterosexism was positively associated with 

avoidant coping among gay men (Nicholson & Long, 1990; Szymanski & Carr, 2008) and 

lesbians (Szymanski & Owens, 2008). Further, disengaged coping strategies were utilized more 

on weeks when individuals reported higher internalized homonegativity and rejection sensitivity 

than their average levels. Internalized homonegativity and rejection sensitivity were not 

significantly associated with disengaged coping in the prospective analyses, indicating that these 

effects are cross-sectional. When internalized homonegativity and rejection sensitivity were 

included in the same model, all of the associations remained significant except for the between-

person effect of internalized homonegativity. Thus, mean levels of rejection sensitivity as well as 

weekly fluctuations in internalized homonegativity and rejection sensitivity appear to influence 

gay men’s use of disengaged coping strategies. 

Predictors of Internalizing Symptoms 
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It was hypothesized that higher internalized homonegativity would be associated with 

higher internalizing symptoms. Results partially supported this hypothesis. Within-person 

variability in internalized homonegativity was marginally significantly associated with 

internalizing symptoms, but between-person variability was not. Thus, there was a trend toward 

higher internalizing symptoms being reported on weeks when individuals reported higher 

internalized homonegativity than their average levels. Of note, the random effect for within-

person variability in internalized homonegativity was also significant, indicating that the 

association between internalized homonegativity and internalizing symptoms varied across 

participants. Thus, while the average association was positive, it ranged from negative to positive 

for individual participants. Within-person variability in internalized homonegativity was not 

significantly associated with internalizing symptoms in the prospective analysis, indicating that 

this effect is cross-sectional.  

The finding for within-person variability in internalized homonegativity is consistent with 

minority stress theory (Meyer, 2003) and previous research that has implicated internalized 

homonegativity in gay men’s psychological functioning (Feinstein et al., 2012; Newcomb & 

Mustanski, 2010). Further, this finding extends previous research by demonstrating that gay 

men’s negative thoughts and feelings about their sexual minority identity fluctuate from week to 

week and these fluctuations influence their mental health. It is noteworthy that 81% of the 

variability in internalized homonegativity was accounted for by between-person variability, but 

this variability was not significantly associated with internalizing symptoms. In contrast, even 

though only 19% of the variability in internalized homonegativity was accounted for by within-

person variability, this variability was significantly associated with internalizing symptoms. In 

sum, these findings suggest that weekly fluctuations in internalized homonegativity have a 
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stronger influence on internalizing symptoms than average levels. Further, the significant 

variability across participants in the association between internalized homonegativity and 

internalizing symptoms suggests that internalized homonegativity may lead to increased 

internalizing symptoms for some people, but decreased internalizing symptoms for other people. 

It is counterintuitive to consider the possibility that internalized homonegativity would be 

associated with decreased internalizing symptoms for some people. Although speculative, it is 

possible that some people who harbor negative thoughts and feelings about their sexual 

orientation push themselves to excel in other areas of their lives, which leads to better mental 

health. Consistent with this possibility, Pachankis and Hatzenbuehler (2013) found that young 

sexual minority men reported deriving their self-worth from achievement-oriented domains, such 

as academics, appearance, and competition, more so than heterosexual men. Additionally, those 

who concealed their sexual orientation for longer invested more of their self-worth in these 

domains. Thus, if internalized homonegativity has positive consequences for some people, it may 

be a consequence of the ways in which those people cope with their negative thoughts and 

feelings about their sexual orientation. It will be important for future research to consider both 

the potential benefits and consequences of internalized homonegativity, and to identify the 

circumstances under which internalized homonegativity is adaptive versus maladaptive. 

It was also hypothesized that higher rejection sensitivity would be associated with higher 

internalizing symptoms. Results supported this hypothesis. Between-person and within-person 

variability in rejection sensitivity were significantly associated with internalizing symptoms. 

This demonstrates that gay men who reported higher tendencies to expect to be rejected also 

reported higher internalizing symptoms. Further, higher internalizing symptoms were reported on 

weeks when individuals reported higher rejection sensitivity than their average levels. The 
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random effect for within-personal variability in rejection sensitivity was also significant, 

indicating that the association between rejection sensitivity and internalizing symptoms varied 

across participants. Thus, while the average association was positive, it ranged from negative to 

positive for individual participants. Within-person variability in rejection sensitivity was not 

significantly associated with internalizing symptoms in the prospective analysis, indicating that 

this effect is cross-sectional.  

These findings are also consistent with minority stress theory (Meyer, 2003) and previous 

research that has implicated rejection sensitivity in gay men’s psychological functioning 

(Feinstein et al., 2012). Additionally, these findings extend previous research by demonstrating 

that gay men’s anxious expectations of rejection fluctuate from week to week and these 

fluctuations influence their mental health. In a daily diary study, Swim and colleagues (Swim et 

al., 2007; Swim, Johnston, & Pearson, 2009) found that more experiences with heterosexist 

hassles were associated with increases in anxious mood. They suggested that this might be due to 

fear of similar hassles or social rejection in the future. Although the current study did not 

specifically test this hypothesis, the findings lend support to the notion that increases in 

expectations of rejection contribute to increases in anxious mood. Further, the significant 

variability across participants in the association between rejection sensitivity and internalizing 

symptoms suggests that rejection sensitivity may lead to increased internalizing symptoms for 

some people, but decreased internalizing symptoms for other people. It is again counterintuitive 

to consider the possibility that rejection sensitivity would be associated with decreased 

internalizing symptoms for some people. Although speculative, it is possible that some people 

who anxiously expect to be rejected because of their sexual orientation choose to place 

themselves in environments that they know are going to be supportive of their sexual orientation, 



 

48 
 

thus surrounding themselves with supportive people. It will be important for future research to 

consider both the potential benefits and consequences of rejection sensitivity, and to identify the 

circumstances under which rejection sensitivity is adaptive versus maladaptive. 

It was also hypothesized that lower active coping would be associated with higher 

internalizing symptoms. Results did not support this hypothesis. Within-person variability in 

active coping was not significantly associated with internalizing symptoms. In contrast, between-

person variability in active coping was, but the direction of the association was opposite the 

predicted direction. Gay men who reported higher tendencies to use active coping strategies also 

reported higher internalizing symptoms. Similar to the unexpected positive association between 

rejection sensitivity and active coping, this finding may be due to the significant positive 

association between active and disengaged coping.  In other words, the positive association 

between between-person variability in active coping and internalizing symptoms may reflect the 

use of multiple coping strategies in response to discrimination, which contributed to internalizing 

symptoms even though some of the coping strategies may have been adaptive. Consistent with 

this possibility, between-person variability in active coping became non-significant when 

disengaged coping was included in the model. This is inconsistent with previous findings that 

higher active coping was associated with lower depressive symptoms (DeMarco, Ostrow, & 

DiFranceisco, 1999; Lehavot, 2012; Zea, Reisen, & Poppen, 1999) and lower psychological 

distress (Szymanski & Henrichs-Beck, 2014) among sexual minorities. However, Lehavot 

(2012) found that maladaptive coping had a stronger influence on depressive symptoms than 

adaptive coping. Although speculative, it is possible that when adaptive and maladaptive coping 

strategies are used in response to the same situation, the use of maladaptive coping strategies 

determines the extent to which depressive symptoms will be experienced. This possibility is 
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consistent with the current finding that active coping became non-significant when disengaged 

coping was included in the model. The cross-sectional between-person effect for active coping 

was not significant in the prospective analysis, whereas the non-significant within-person effect 

for active coping was significant in the prospective analysis. This suggests that individuals who 

report higher tendencies to utilize active coping strategies on a given week report lower 

internalizing symptoms on the subsequent week. However, this significant prospective 

association became non-significant when both active coping and disengaged coping were 

included in the model. 

Finally, it was hypothesized that higher disengaged coping would be associated with 

higher internalizing symptoms. Between-person and within-person variability in disengaged 

coping were significantly associated with internalizing symptoms. This demonstrates that 

individuals who reported higher tendencies to utilize disengaged coping strategies also reported 

higher internalizing symptoms. Additionally, higher internalizing symptoms were reported on 

weeks when individuals reported utilizing disengaged coping strategies more than their average 

levels. These findings are consistent with studies that have demonstrated that higher avoidant 

coping was associated with worse mood (Nicholson & Long, 1990), higher depressive symptoms 

(Lehavot, 2012), and higher psychological distress (Szymanski & Henrichs-Beck, 2014) among 

sexual minorities. The cross-sectional between-person effect for disengaged coping was not 

significant in the prospective analyses, indicating that this effect is cross-sectional. 

Mediation Analyses 

It was hypothesized that both active and disengaged coping would mediate the 

association between internalized homonegativity and internalizing symptoms as well as the 

association between rejection sensitivity and internalizing symptoms. Results supported the 
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hypotheses for disengaged coping, but not for active coping. Between-person disengaged coping 

significantly mediated the associations between between-person variability in internalized 

homonegativity/rejection sensitivity and internalizing symptoms. This suggests that gay men 

who reported more negative thoughts and feelings about their sexual minority status as well as 

those who reported higher tendencies to expect to be rejected also reported higher internalizing 

symptoms due, in part, to their tendency to use disengaged coping strategies in response to 

discrimination. Additionally, within-person variability in disengaged coping significantly 

mediated the associations between within-person variability in internalized 

homonegativity/rejection sensitivity and internalizing symptoms. Thus, higher internalizing 

symptoms were reported on weeks when individuals reported higher internalized homonegativity 

and rejection sensitivity than their average levels and this was due, in part, to utilizing 

disengaged coping strategies more than their average levels. Thus, internalized homonegativity 

and rejection sensitivity influence internalizing symptoms in part by contributing to maladaptive 

coping in response to discrimination. 

These findings are consistent with Hatzenbuehler (2009), who proposed that coping 

might mediate the associations between discrimination and mental health problems. 

Additionally, these findings are consistent with previous research that has demonstrated that 

maladaptive coping mediated the associations between discrimination and psychological distress 

(Hatzenbuehler, Nolen-Hoeksema, & Dovidio, 2009), implicit anti-gay attitudes and 

psychological distress (Hatzenbuehler, Dovidio, Nolen-Hoeksema, & Phills, 2009), and 

internalized homophobia/heterosexism and psychological distress (Kaysen et al., 2014; 

Szymanski & Henrichs-Beck, 2014; Szymanski & Owens, 2008) among sexual minorities. 

Further, consistent with the current findings, previous research has demonstrated that adaptive 
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coping did not mediate the associations between internalized heterosexism and psychological 

distress among sexual minority women (Szymanski & Henrichs-Beck, 2014; Szymanski & 

Owens, 2008). In sum, consistent with previous research, findings suggest that maladaptive 

coping styles are more important than adaptive coping styles in predicting mental health 

outcomes (Clarke & Goosen, 2009; Dyson & Renk 2006; Felsten, 1998; Lehavot, 2012; 

Szymanski & Henrichs-Beck; 2014; Szymanski & Obiri, 2011; Szymanski & Owens 2009). 

Although disengaged coping significantly mediated the associations between internalized 

homonegativity/rejection sensitivity and internalizing symptoms in the cross-sectional analyses, 

it did not significantly mediate these associations in the prospective analyses. In other words, the 

associations between internalized homonegativitiy/rejection sensitivity and the current week’s 

internalizing symptoms are due, in part, to disengaged coping, but this does not extend to the 

next week’s internalizing symptoms. Thus, the associations among internalized 

homonegativity/rejection sensitivity, coping, and internalizing symptoms may be short-lived. It 

will be important for future research to examine these associations using a daily diary design in 

order to assess their temporal order over shorter time intervals. However, Swim and colleagues 

(2007) found that sexual minorities reported an average of two heterosexist hassles over a one-

week period, indicating that sexual minorities are unlikely to experience discrimination on a 

daily basis. It is possible that using a daily diary design with a sample that is at higher risk for 

frequent discrimination (e.g., sexual minorities in rural areas) will allow for more powered tests 

of daily associations. 

Parallels with Other Minority Groups 

 The current findings are also consistent with findings from studies on other minority 

groups. For instance, research has consistently demonstrated that internalized racism is 
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associated with negative mental health outcomes among African Americans (Carter, 1991; Jones 

et al., 2007; Szymanski & Gupta, 2009; Szymanski & Obiri, 2011; Tomes, Brown, Semenya, & 

Simpson, 1990; Vandiver, Cross, Worrell, & Fhagen-Smith, 2002; Williams & Williams-Morris, 

2000). Research has also demonstrated that rejection sensitivity is associated with negative 

mental health outcomes among women (London et al., 2012), Asian-Americans (Chan & 

Mendoza-Denton, 2008), and African-Americans (Mendoza-Denton et al., 2002). Finally, 

Szymanski and Obiri (2011) found that negative religious coping (but not positive religious 

coping) partially mediated the relationship between internalized racism and psychological 

distress among African Americans. In sum, research has demonstrated that internalized negative 

attitudes, anxious expectations of rejection, and maladaptive coping are associated with negative 

mental health outcomes across a variety of minority groups. The parallels between the current 

findings and the literature on other minority groups suggest that there are similar risk factors for 

psychopathology across different minority groups. However, it is also important to consider the 

differences between minority groups that can influence coping and mental health. As an 

example, sexual minorities make decisions about whether to conceal or disclose their sexual 

orientation as a way to cope discrimination. In turn, sexual orientation concealment is associated 

with negative mental health outcomes (e.g., D'Amico & Julien, 2012; DiPlacido, 1998; 

Potoczniak, Aldea, & DeBlaere, 2007; Stall et al., 2001). Thus, sexual orientation concealment is 

a unique risk factor for psychopathology among sexual minorities. It will be important for future 

research to simultaneously examine general coping strategies as well as those that are unique for 

sexual minorities in order to understand their relative impacts on mental health. 

Clinical Implications 
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The current findings expand our understanding of how gay men cope with sexual 

orientation-related stress and elucidate risk and resilience factors related to well-being in this 

population. Given that gay men are at increased risk for mood and anxiety disorders compared to 

heterosexual men (e.g., Atkinson et al., 1999; Cochran & Mays, 2000; Fergusson et al., 1999; 

Sandfort, de Graaf, Bijl, & Schnabel, 2001), it is important to identify risk factors for 

internalizing disorders in this population. Doing so has the potential to influence the 

development of effective prevention and intervention programs that address the unique stressors 

that gay men experience and their subsequent mental health difficulties. Findings underscore the 

roles of internalized homonegativity and rejection sensitivity in how gay men cope with 

discrimination as well as their mental health. Whether or not someone experiences 

discrimination is largely out of one’s control, but negative thoughts and feelings about one’s 

sexual minority identity and anxious expectations of rejection can be reduced through clinical 

interventions, such as cognitive-behavioral therapy (CBT). Cognitive techniques from CBT can 

be used to help clients develop and utilize more realistic ways of thinking about the self and 

others, such as how they feel about their sexual orientation and the accuracy of their expectations 

of rejection. Additionally, behavioral techniques from CBT, such as exposure, can be used to 

help clients tolerate their anxiety in situations that trigger expectations of rejection. While 

internalized homonegativity and rejection sensitivity are generally associated with negative 

outcomes, findings also suggest that they may be associated with decreased internalizing 

symptoms for some people. As such, it is important that clinicians not only assess negative 

thoughts and feelings about one’s sexual orientation, but also the extent to which they vary and 

influence mental health for each individual client. 
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Findings also emphasize the negative consequences of utilizing maladaptive coping 

strategies in response to sexual orientation-related stress. If gay men are aware of the possibility 

that certain coping strategies are likely to increase their distress, they may be less likely to utilize 

those strategies. Clinicians can work with gay men to develop alternative ways of coping with 

discrimination that are not going to maintain and exacerbate distress. Of note, when internalized 

homonegativity, rejection sensitivity, active coping, and disengaged coping were all entered in 

the same model as predictors of internalizing symptoms, the only significant effects that 

remained were for between-person and within-person variability in rejection sensitivity. This 

suggests that weekly fluctuations and average levels of rejection sensitivity may have a stronger 

influence on internalizing symptoms than internalized homonegativity and coping strategies. 

Anxious expectations of rejection may be particularly important treatment targets for gay men 

who are experiencing internalizing problems. As such, teaching gay men how to identify these 

expectations and their consequences, as well as helping them cope with them in more effective 

ways, may lower risk for feelings of depression and anxiety. 

Scholars have described the potential benefits of providing CBT in the context of an 

LGB-affirmative therapeutic environment to address the unique stressors experienced by sexual 

minorities (Balsam, Martell, & Safren, 2006; Martell, 2008; Martell, Safren, & Prince, 2004; 

Safren, Hollander, Hart, & Heimberg, 2001; Safren & Rogers, 2001; Walsh & Hope, 2010). 

Recently, Pachankis (2014) developed a cognitive-behavioral intervention to address the effects 

of minority stress on mental health and risky sexual behavior among gay and bisexual men. The 

intervention – Effective Skills to Empower Effective Men (ESTEEM) – was developed by 

adapting the Unified Protocol for the Transdiagnostic Treatment of Emotional Disorders (Barlow 

et al., 2011) to address the unique stressors that gay and bisexual men experience. Specifically, 
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ESTEEM sought to improve coping with minority stress, reduce depression and anxiety, and 

reduce risky sexual behavior. It attempted to do so using techniques to achieve six goals: (1) 

normalize the consequences of minority stress; (2) challenge negative thoughts stemming from 

minority stress; (3) empower assertive communication; (4) validate gay and bisexual men’s 

unique strengths; (5) affirm healthy expressions of sexuality; and (6) facilitate supportive 

relationships. The efficacy of ESTEEM is currently being tested in a randomized controlled trial. 

Limitations, Strengths, and Future Directions 

The current findings should be interpreted in light of several limitations. First, the mean 

levels of minority stress and internalizing symptoms were relatively low, suggesting that the 

sample was relatively well adjusted and minimally symptomatic. The low levels of minority 

stress may be due to participants living in a large urban area. It remains unclear if findings would 

generalize to gay men who endorse higher levels of minority stress and internalizing symptoms. 

However, it is noteworthy that most hypotheses were supported despite relatively low levels of 

minority stress and internalizing symptoms, and it is likely that similar findings would emerge in 

a more severe sample. To examine the generalizability of the current findings, future studies 

could focus on samples of gay men who are at higher risk for minority stress and internalizing 

symptoms, such as those who live in rural areas or those who endorse specific risk factors (e.g., 

parental rejection).  

Second, although the total sample size was 147, the analytic sample size was reduced to 

76 for cross-sectional analyses that included coping variables, because only 76 participants 

endorsed at least one week of discrimination and coping questions were only asked if 

participants endorsed experiencing discrimination. Further, the analytic sample size was reduced 

to 29 for prospective analyses that included coping, because at least two weeks of coping data 
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were required to be included in these analyses. It will be important for future research to use 

larger samples to increase statistical power, especially for within-person analyses. Future studies 

could also focus on micro-aggressions in addition to explicit experiences of discrimination. A 

focus on micro-aggressions is likely to lead to higher rates of endorsement, given that micro-

aggressions are subtler and, as such, tend to be more frequent than explicit instances of 

discrimination.  

Third, the measure of internalized homonegativity was adapted for the weekly diary 

design and the measures of weekly rejection sensitivity and internalizing symptoms were 

developed for the current study. Although findings suggest that these measures captured weekly 

fluctuations in minority stress and internalizing symptoms, it will be important for future 

research to replicate the current findings. The measure of coping strategies also aggregated 

multiple coping strategies into the broad categories of active and disengaged coping and it is 

possible that specific coping strategies have different associations with minority stress and 

internalizing symptoms. The aggregate approach used in the current study is consistent with 

previous research, but researchers are encouraged to examine the differential effectiveness of 

specific coping strategies in response to SORS.  

Fourth, given that stress and symptoms were both assessed at the same time, it is unclear 

if stress preceded symptoms. To address this limitation, participants were instructed to report 

their symptoms since the stressful event that they endorsed. Still, it is possible that their 

symptom reports were influenced by their symptoms before the stressful event as well. It will be 

important for future research to consider the extent to which internalizing symptoms influence 

perceptions of discrimination and coping strategies used in response to discrimination. Fifth, 

numerous hypotheses were tested in the current study and a statistical correction for multiple 
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analyses was not used. As such, the chances of obtaining false-positive results (type I errors) are 

increased. Finally, approximately two-thirds of the sample identified as White, all participants 

had completed high school, and approximately three-quarters of the sample had completed a 

four-year college degree or higher. It will be important for future research to replicate the current 

findings in more diverse samples, including more ethnic/racial minorities, less educated 

individuals, and individuals who identify as bisexual or alternate sexual orientations (e.g., queer). 

It will also be important for future studies to follow participants for longer periods of time in 

order to gain a better understanding of how fluctuations in minority stress and coping influence 

internalizing symptoms over extended periods of time (e.g., one year). 

Despite limitations, the current study had several strengths. The use of a weekly diary 

design has advantages over cross-sectional studies and longitudinal studies with long follow-up 

periods, including increasing ecological validity, decreasing recall biases, and decreasing biases 

toward the over-reporting of severe incidents. Additionally, it allows for tests of between-person 

and within-person effects, which separates the overall effects into the parts accounted for by 

differences between people and the parts accounted for by an individual’s fluctuation from his 

own mean on a given week.  

In conclusion, the current study demonstrates that negative thoughts and feelings about 

one’s sexual orientation as well as expectations of rejection are associated with increased use of 

maladaptive coping strategies in response to sexual orientation-related stress. In turn, 

maladaptive coping is associated with increased internalizing symptoms. Additionally, the 

current study demonstrates that internalized homonegativity, rejection sensitivity, and use of 

maladaptive coping strategies fluctuate from week to week, and this weekly fluctuation has a 

significant impact on gay men’s mental health.   



 

58 
 

References 

Allport, G. W. (1954). The nature of prejudice. Reading, MA: Addison-Wesley. 

Atkinson, J. H., Grant, I., Kennedy, C. J., Richman, D. D., Spector, S. A., & McCutchan, A. 

(1988). Prevalence of psychiatric disorders among men infected with human 

immunodeficiency virus: A controlled study. Archives of General Psychiatry, 45, 859-

864. 

Balsam, K. F., Martell, C. R., & Safren, S. A. (2006). Affirmative cognitive-behavioral therapy 

with lesbian, gay, and bisexual people. In P. A. Hays & G. Y. Iwamasa (Eds.), Culturally 

responsive cognitive- behavioral therapy: Assessment, practice, and supervision (pp. 

223– 243). Washington, DC: American Psychological Association. doi: 10.1037/11433-

010  

Barrett, D. C., Bolan, G., Joy, D., Counts, K., Doll, L., & Harrison, J. (1995). Coping strategies, 

substance use, sexual activity, and HIV sexual risks in a sample of gay male STD 

patients. Journal of Applied Social Psychology, 25, 1058-1072. 

Bianchi, F. T., Zea, M., Poppen, P. J., Reisen, C. A., & Echeverry, J. J. (2004). Coping as a 

mediator of the impact of sociocultural factors on health behaviour among HIV-positive 

Latino gay men. Psychology & Health, 19, 89-101. 

Bostwick, W. B., Boyd, C. J., Hughes, T. L., & McCabe, S. (2010). Dimensions of sexual 

orientation and the prevalence of mood and anxiety disorders in the United States. 

American Journal of Public Health, 100, 468-475. 

Branscombe, N. R., Schmitt, M. T., & Harvey, R. (1999). Perceiving pervasive discrimination 

among African Americans: Implications for group identification and well-being. Journal 

of Personality and Social Psychology, 77, 135-149. 



 

59 
 

Brondolo, E., Brady ver Halen, N., Pencille, M., Beatty, D., & Contrada, R. J. (2009). Coping 

with racism: A selective review of the literature and a theoretical and methodological 

critique. Journal of Behavioral Medicine, 32, 64-88. 

Carter, R. T. (1991). Racial identity attitudes and psychological functioning. Journal of 

Multicultural Counseling & Development, 19, 105-114. 

Carver, C. S. (1997). You want to measure coping but your protocol's too long: Consider the 

Brief COPE. International Journal of Behavioral Medicine, 4, 92-100. 

Chan, W.Y., & Mendoza-Denton, R. (2008). Status-based rejection sensitivity among Asian 

Americans: Implications for psychological distress. Journal of Personality, 76, 1317-

1348. 

Clark, R., Anderson, N. B., Clark, V. R., & Williams, D. R. (1999). Racism as a stressor for 

African Americans: A biopsychosocial model. American Psychologist, 54, 805-816. 

Clarke, D., & Goosen, T. ( 2009). The mediating effects of coping strategies in the relationship 

between automatic negative thoughts and depression in a clinical sample of diabetes 

patients. Personality and Individual Differences, 46, 460– 464. 

Cochran, S. D., & Mays, V. M. (2000). Relation between psychiatric syndromes and 

behaviorally defined sexual orientation in a sample of the US population. American 

Journal of Epidemiology, 151, 516-523. 

Cochran, S., & Mays, V. (2009). Burden of psychiatric morbidity among lesbian, gay, and 

bisexual individuals in the California Quality of Life Survey. Journal of Abnormal 

Psychology, 118, 647-658. 



 

60 
 

Cochran, S.D., Sullivan, J.G. & Mays, V.M. (2003). Prevalence of mental disorders, 

psychological distress, and mental health services use among lesbian, gay and bisexual 

adults in the United States. Journal of Consulting and Clinical Psychology, 71, 53-61. 

Compas, B. E., Connor-Smith, J. K., Osowiecki, D., & Welch, A. (1997). Effortful and 

involuntary responses to stress: Implications for coping with chronic stress. In B. H. 

Gottlieb (Ed.), Coping with chronic stress (pp. 105-130). New York: Plenum. 

Compas, B. E., Connor-Smith, J. K., Saltzman, H., Thomsen, A. H., & Wadsworth, M. E. ( 

2001). Coping with stress during childhood and adolescence: Progress, problems, and 

potential in theory and research. Psychological Bulletin, 127, 87-127. 

Crocker, J., & Major, B. (1989). Social stigma and self-esteem: The self-protective properties of 

stigma. Psychological Review, 96, 608-630. 

D'Amico, E., & Julien, D. (2012). Disclosure of sexual orientation and gay, lesbian, and bisexual 

youths’ adjustment: Associations with past and current parental acceptance and rejection. 

Journal of GLBT Family Studies, 8, 215-242. 

D’Augelli, A. (1992). Lesbian and gay male undergraduates’ experiences of harassment and fear 

on campus. Journal of Interpersonal Violence, 7, 383-395. 

David, S., & Knight, B. G. (2008). Stress and coping among gay men: Age and ethnic 

differences. Psychology and Aging, 23, 62-69. 

DeMarco, F. J., Ostrow, D. G., & DiFranceisco, W. (1999). General and AIDS-specific stress, 

coping, and psychological distress in the biracial coping & change study cohort of gay 

men. AIDS And Behavior, 3, 177-186. 



 

61 
 

Díaz, R. M., Ayala, G., Bein, E., Henne, J., & Marin, B. V. (2001). The impact of homophobia, 

poverty, and racism on the mental health of gay and bisexual Latino men: Findings from 

3 US cities. American Journal of Public Health, 91(6), 927-932. 

DiPlacido, J. (1998). Minority stress among lesbians, gay men, and bisexuals: A consequence of 

heterosexism, homophobia, and stigmatization. In G. M. Herek (Ed.), Stigma and sexual 

orientation: Vol. 4. Understanding prejudice against lesbians, gay men, and bisexuals 

(pp. 138-159). Thousand Oaks, CA: Sage. 

Dohrenwend, B. P. (2000). The role of adversity and stress in psychopathology: Some evidence 

and its implications for theory and research. Journal of Health and Social Behavior, 41, 

1-19. 

Doty, N., Willoughby, B. B., Lindahl, K. M., & Malik, N. M. (2010). Sexuality related social 

support among lesbian, gay, and bisexual youth. Journal of Youth and Adolescence, 39, 

1134-1147.  

Dyson, R., & Renk, K. (2006). Freshmen Adaptation to University Life: Depressive Symptoms, 

Stress, and Coping. Journal Of Clinical Psychology, 62(10), 1231-1244. 

doi:10.1002/jclp.20295 

Enders, C. K., & Tofighi, D. (2007). Centering predictor variables in cross-sectional multilevel 

models: A new look at an old issue. Psychological Methods, 12, 121-138. 

Feinstein, B. A., Goldfried, M. R., & Davila, J. (2012). The relationship between experiences of 

discrimination and mental health among lesbians and gay men: An examination of 

internalized homonegativity and rejection sensitivity as potential mechanisms. Journal of 

Consulting and Clinical Psychology, 80, 917-927. 



 

62 
 

Felsten, G. ( 1998). Gender and coping: Use of distinct strategies and associations with stress and 

depression. Anxiety, Stress, and Coping: An International Journal, 11, 289– 309. 

Fergusson, D. M., Horwood, J. L., & Beautrais, A. L. (1999). Is sexual orientation related to 

mental health problems and suicidality in young people? Archives of General Psychiatry, 

56, 876-880. 

Frable, D. E., Wortman, C., & Joseph, J. (1997). Predicting self-esteem, well-being, and distress 

in a cohort of gay men: The importance of cultural stigma, personal visibility, community 

networks, and positive identity. Journal of Personality, 65, 599-624. 

Folkman, S., Chesney, M. A., Pollack, L., & Phillips, C. (1992). Stress, coping, and high-risk 

sexual behavior. Health Psychology, 11, 218-222. 

Garson, G. D. (2009). Linear mixed models: Hierarchical linear, random effects, multilevel, 

random coefficients, and repeated measures models. Retrieved April 18, 2013, from 

http://faculty.chass.ncsu.edu/garson/PA765/multilevel.htm 

Grant, K. E., Compas, B. E., Stuhlmacher, A. F., Thurm, A. E., McMahon, S. D., & Halpert, J. 

A. (2003). Stressors and child and adolescent psychopathology: Moving from markers to 

mechanisms of risk. Psychological Bulletin, 129, 447-466. 

Greene, D. C., & Britton, P. J. (2012). Lesbian, gay, bisexual, and transgender smokers: 

Correlations with external health control, health expectations, and shame-focused coping 

strategies. Journal of LGBT Issues in Counseling, 6, 202-228. 

Gross, J. (1998). The emerging field of emotion regulation: An integrative review. Review of 

General Psychology, 2, 271-299. 

Hatzenbuehler, M. L. (2009). How does sexual minority stigma “get under the skin”? A 

psychological mediation framework. Psychological Bulletin, 135, 707-730. 



 

63 
 

Hatzenbuehler, M. L., Dovidio, J. F., Nolen-Hoeksema, S., & Phills, C. E. (2009). An implicit 

measure of anti-gay attitudes: Prospective associations with emotion regulation strategies 

and psychological distress. Journal of Experimental Social Psychology, 45, 1316-1320.  

Hatzenbuehler, M. L., McLaughlin, K. A., Keyes, K. M., & Hasin, D. S. (2010). The impact of 

institutional discrimination on psychiatric disorders in lesbian, gay, and bisexual 

populations: A prospective study. American Journal of Public Health, 100, 452-459. 

Hatzenbuehler, M. L., Nolen-Hoeksema, S., & Dovidio, J. (2009). How does stigma 'get under 

the skin'?: The mediating role of emotion regulation. Psychological Science, 20, 1282-

1289.  

Herek, G. (2009). Hate crimes and stigma-related experiences among sexual minority adults in 

the United States: Prevalence estimates from a national probability sample. Journal of 

Interpersonal Violence, 24, 54-74. 

Herek, G., Gillis, J., & Cogan, J. (1999). Psychological sequelae of hate crime victimization 

among LGB adults. Journal of Consulting and Clinical Psychology, 67, 945-951. 

Herek, G., Gillis, J., Cogan, J., & Glunt, E. (1997). Hate crime victimization among lesbian, gay, 

and bisexual adults: Prevalence, psychological correlates, and methodological issues. 

Journal of Interpersonal Violence, 12, 195-215. 

Holland, K.D., & Holahan, C.K. (2003). The relationship of social support and coping to positive 

adaptation to breast cancer. Psychology and Health, 18, 15-29. 

Huebner, D. M., Rebchook, G. M., & Kegeles, S. M. (2004). Experiences of Harassment, 

Discrimination, and Physical Violence Among Young Gay and Bisexual Men. American 

Journal of Public Health, 94, 1200-1203. 



 

64 
 

Hughes, A. A., Heimberg, R. G., Coles, M. E., Gibb, B. E., Liebowitz, M. R., & Schneier, F. R. 

(2006). Relations of the factors of the tripartite model of anxiety and depression to types 

of social anxiety. Behaviour Research and Therapy, 44, 1629-1641.   

Hyers, L. L. (2007). Resisting prejudice every day: Exploring women's assertive responses to 

anti-Black racism, anti-semitism, heterosexism, and sexism. Sex Roles, 56, 1-12.  

Jones, H. L., Cross, W. E., Jr., & DeFour, D. C. (2007). Race-related stress, racial identity 

attitudes, and mental health among black women. Journal of Black Psychology, 33, 208-

231.  

Katz-Wise, S. L., & Hyde, J. S. (2012). Victimization experiences of lesbian, gay, and bisexual 

individuals: A meta-analysis. Journal of Sex Research, 49, 142-167. 

Kaysen, D. L., Kulesza, M., Balsam, K. F., Rhew, I. C., Blayney, J. A., Lehavot, K., & Hughes, 

T. L. (2014). Coping as a mediator of internalized homophobia and psychological distress 

among young adult sexual minority women. Psychology Of Sexual Orientation And 

Gender Diversity, 1(3), 225-233. doi:10.1037/sgd0000045 

Kessler, R. C., Price, R. H., & Wortman, C. B. (1985). Social factors in psychopathology: Stress, 

social support, and coping processes. Annual Review of Psychology, 36, 572. 

Krueger, R. F., & Markon, K. E. ( 2006). Reinterpreting comorbidity: A model-based approach 

to understanding and classifying psychopathology. Annual Review of Clinical 

Psychology, 2, 111-133. 

Lazarus, R. S. (2006). Emotions and interpersonal relationships: Toward a person-centered 

conceptualization of emotions and coping. Journal of Personality, 74, 9-46 

Larson, D. G., & Chastain, R. L. (1990). Self-concealment: Conceptualization, measurement, 

and health implications. Journal of Social and Clinical Psychology, 9, 439-455. 



 

65 
 

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. New York: Springer. 

Lewis, R. J., Derlega, V. J., Berndt, A., Morris, L. M., & Rose, S. (2001). An empirical analysis 

of stressors for gay men and lesbians. Journal of Homosexuality, 42, 63-88. 

Lehavot, K. (2012). Coping strategies and health in a national sample of sexual minority women. 

American Journal of Orthopsychiatry, 82, 494-504. 

London, B., Downey, G., Romero-Canyas, R., Rattan, A., & Tyson, D. (2012). Gender-based 

rejection sensitivity and academic self-silencing in women. Journal of Personality and 

Social Psychology. doi: 10.1037/a0026615 

Major, B., Kaiser, C. R., & McCoy, S. K. (2003). It's not my fault: When and why attributions to 

prejudice protect self-esteem. Personality and Social Psychology Bulletin, 29, 772-781. 

Martell, C. R. (2008). Lesbian, gay, and bisexual women and men. In M. A. Whisman (Ed.), 

Adapting cognitive therapy for depression: Managing complexity and comorbidity (pp. 

373–393). New York, NY: Guilford Press.  

Martell, C. R., Safren, S. A., & Prince, S. E. (2004). Cognitive-behavioral therapies with lesbian, 

gay, and bisexual clients. New York, NY: Guilford Press.  

Martin, J. I., & Knox, J. (1997). Loneliness and sexual risk behavior in gay men. Psychological 

Reports, 81, 815-825. 

Martin, J. I., Pryce, J. G., & Leeper, J. D. (2005). Avoidance Coping and HIV Risk Behavior 

among Gay Men. Health & Social Work, 30, 193-201. 

Mays, V. M., & Cochran, S. D. (2001). Mental health correlates of perceived discrimination 

among lesbian, gay, and bisexual adults in the United States. American Journal of Public 

Health, 91, 1869-1876.  



 

66 
 

McCabe, S., Bostwick, W. B., Hughes, T. L., West, B. T., & Boyd, C. J. (2010). The relationship 

between discrimination and substance use disorders among lesbian, gay, and bisexual 

adults in the United States. American Journal of Public Health, 100, 1946-1952. 

McDavitt, B., Iverson, E., Kubicek, K., Weiss, G., Wong, C. F., & Kipke, M. D. (2008). 

Strategies used by gay and bisexual young men to cope with heterosexism. Journal Of 

Gay & Lesbian Social Services: Issues In Practice, Policy & Research, 20(4), 354-380. 

McLaughlin, K. A., Hatzenbuehler, M. L., & Keyes, K. M. (2010). Responses to discrimination 

and psychiatric disorders among Black, Hispanic, female, and lesbian, gay, and bisexual 

individuals. American Journal of Public Health, 100, 1477-1484. 

Mendonza-Denton, R., Downey, G., Purdie, V., Davis, A., & Pietrzak, J. (2002). Sensitivity to 

status-based rejection: Implications for African American students’ college experiences. 

Journal of Personality and Social Psychology, 83, 896-918. 

Meyer, B. (2001). Coping with severe mental illness: Relations of the Brief COPE with 

symptoms, functioning, and well-being. Journal of Psychopathology and Behavioral 

Assessment, 23, 265-277. 

Meyer, I. (1995). Minority stress and mental health in gay men. Journal of Health and Social 

Behavior, 36, 38-56. 

Meyer, I. (2003). Prejudice, social stress, and mental health in lesbian, gay, and bisexual 

populations: Conceptual issues and research evidence. Psychological Bulletin, 129, 674-

697. 

Miller, C. T., & Major, B. (2000). Coping with stigma and prejudice. In T. F. Heatherton, R. E. 

Kleck, M. R. Hebl, & J. G. Hull (Eds.), The Social Psychology of Stigma (pp. 243-272). 

New York: The Guilford Press. 



 

67 
 

Mohr, J. J., & Kendra, M. S. (2011). Revision and extension of a multidimensional measure of 

sexual minority identity: The Lesbian, Gay, and Bisexual Identity Scale. Journal of 

Counseling Psychology, 58, 234-245.  

Moos, R. H., & Schaefer, J. A. (1993). Coping resources and processes: Current concepts and 

measures. In L. Goldberger & S. Breznitz (Eds.), Handbook of Stress: Theoretical and 

Clinical Aspects, 2nd ed. (pp. 234-257). New York: Free Press. 

Muthén, L. K., & Muthén, B. O. (1998). Mplus User's guide. New York: Muthén & Muthén. 

Nadal, K. L. (2008). Preventing racial, ethnic, gender, sexual minority, disability, and religious 

microaggressions: Recommendations for promoting positive mental health. Prevention in 

Counseling Psychology: Theory, Research, Practice and Training, 2, 22-27. 

Nadal, K. L., Rivera, D. P., & Corpus, M. J. (2010). Sexual orientation and transgender 

microaggressions in everyday life: Experiences of lesbians, gays, bisexuals, and 

transgender individuals. In D. W. Sue (Ed.), Microaggressions and marginality: 

Manifestation, dynamics, and impact (pp. 217–240). New York, NY: Wiley & Sons. 

Nadal, K. L., Wong, Y., Issa, M., Meterko, V., Leon, J., & Wideman, M. (2011). Sexual 

orientation microaggressions: Processes and coping mechanisms for lesbian, gay, and 

bisexual individuals. Journal of LGBT Issues in Counseling, 5, 21-46. 

Najmi, S., & Wegner, D. M. (2008). Thought suppression and psychopathology. In A. Elliott 

(Ed.), Handbook of Approach and Avoidance Motivation (pp. 447-459). Mahwah, NJ: 

Erlbaum. 

Newcomb, M. E., & Mustanski, B. (2010). Internalized homophobia and internalizing mental 

health problems: A meta-analytic review. Clinical Psychology Review, 30, 1019-1029. 



 

68 
 

Nicholson, W. D., & Long, B. C. (1990). Self-esteem, social support, internalized homophobia, 

and coping strategies of HIV+ gay men. Journal Of Consulting And Clinical Psychology, 

58(6), 873-876. 

Nunnally, J. C. (1978). Psychometric theory. New York: McGraw-Hill. 

Pachankis, J. E. (2014). Uncovering clinical principles and techniques to address minority stress, 

mental health, and related health risks among gay and bisexual men. Clinical Psychology. 

Pachankis, J., Goldfried, M., & Ramrattan, M. (2008). Extension of the rejection sensitivity 

construct to the interpersonal functioning of gay men. Journal of Consulting and Clinical 

Psychology, 76, 306-317. 

Pachankis, J. E., & Hatzenbuehler, M. L. (2013). The social development of contingent self-

worth in sexual minority young men: An empirical investigation of the 'Best little boy in 

the world' hypothesis. Basic And Applied Social Psychology, 35, 176-190. 

Park, L. E., & Pinkus, R. T. (2009). Interpersonal effects of appearance-based rejection 

sensitivity. Journal of Research in Personality, 43, 602-612.  

Postmes, T., & Branscombe, N. R. (2002). Influence of long-term racial environmental 

composition on subjective well-being in African Americans. Journal of Personality and 

Social Psychology, 83, 735-751. 

Potoczniak, D. J., Aldea, M. A., & DeBlaere, C. (2007). Ego identity, social anxiety, social 

support, and self-concealment in lesbian, gay, and bisexual individuals. Journal of 

Counseling Psychology, 54, 447-457. 

Pruchno, R. A., & Resch, N. L. (1989). Mental health of caregiving spouses: Coping as mediator, 

moderator, or main effect. Psychology and Aging, 4, 454-463. 



 

69 
 

Robins, A. G., Dew, M. A., Davidson, S., Penkower, L., Becker, J. T., & Kingsley, L. (1994). 

Psychosocial factors associated with risky sexual behavior among HIV-seropositive gay 

men. AIDS Education and Prevention, 6, 483-492. 

Rosario, M., Schrimshaw, E. W., Hunter, J., & Gwadz, M. (2002). Gay-related stress and 

emotional distress among gay, lesbian and bisexual youths: A longitudinal examination. 

Journal of Consulting and Clinical Psychology, 70, 967-975. 

Roth, S., & Cohen, L. J. (1986). Approach, avoidance, and coping with stress. American 

Psychologist, 41, 813-819.  

Safren, S. A., Hollander, G., Hart, T. A., & Heimberg, R. G. (2001). Cognitive-behavioral 

therapy with lesbian, gay, and bisexual youth. Cognitive and Behavioral Practice, 8, 

215–223. doi:10.1016/S1077- 7229(01)80056-0  

Safren, S. A., & Rogers, T. (2001). Cognitive-behavioral therapy with gay, lesbian, and bisexual 

clients. Journal of Clinical Psychology, 57, 629– 643. doi:10.1002/jclp.1033  

Sandfort, T. G., de Graaf, R., Bijl, R. V., & Schnabel, P. (2001). Same-sex sexual behavior and 

psychiatric disorders: Findings from the Netherlands Mental Health Survey and Incidence 

Study (NEMESIS). Archives of General Psychiatry, 58, 85-91. 

Schmitt, M. T., & Branscombe, N. R. (2002). The internal and external causal loci of attributions 

to prejudice. Personality and Social Psychology Bulletin, 28, 620-628. 

Schmitt, M. T., Branscombe, N. R., & Postmes, T. (2003). Women’s emotional responses to the 

pervasiveness of gender discrimination. European Journal of Social Psychology, 33, 297-

312. 

Schroder, K. E. E., & Schwarzer, R. (1998). Coping as a mediator in recovery from cardiac 

surgery. Psychology and Health, 13, 83-97. 



 

70 
 

Semple, S. J., Patterson, T. L., & Grant, I. (2000). Psychosocial predictors of unprotected anal 

intercourse in a sample of HIV positive gay men who volunteer for a sexual risk 

reduction intervention. AIDS Education and Prevention, 12, 416-430. 

Shade, B. J. (1990). Coping with color: The anatomy of positive mental health. In D. S. Ruiz 

(Ed.), Handbook of mental health and mental disorders among Black Americans (pp. 

273-289). New York: Greenwood Press. 

Sheets, R. r., & Mohr, J. J. (2009). Perceived social support from friends and family and 

psychosocial functioning in bisexual young adult college students. Journal of Counseling 

Psychology, 56, 152-163.  

Shrout, P. E., & Bolger, N.  (2002). Mediation in experimental and nonexperimental studies: 

New procedures and recommendations. Psychological Methods, 7, 422-445. 

Skinner, E. A., Edge, K., Altman, J., & Sherwood, H. (2003). Searching for the structure of 

coping: a review and critique of category systems for classifying ways of coping. 

Psychological Bulletin, 129, 216-269. 

Stall, R., Paul, J. P., Greenwood, G., Pollack, L. M., Bein, E., Crosby, G. M., et al. ( 2001). 

Alcohol use, drug use and alcohol-related problems among men who have sex with men: 

The urban men's health study. Addiction, 96, 1589-1601. 

Starr, L. R., & Davila, J. (2012). Temporal patterns of anxious and depressed mood in 

generalized anxiety disorder: A daily diary study. Behaviour Research and Therapy, 50, 

131-141. 

Sue, D. W. (Ed.). (2010). Microaggressions in everyday life: Race, gender, and sexual 

orientation. New York, NY: Wiley & Sons. 



 

71 
 

Suprina, J. S., Brack, C. J., Chang, C. Y., & Kim, J. (2010). Differences of lifestyle and coping 

resources between gay men with and without alcohol problems. The Journal Of 

Individual Psychology, 66, 166-187. 

Swim, J. K., Hyers, L. L., Cohen, L. L., & Ferguson, M. J. (2001). Everyday sexism: Evidence 

for its incidence, nature, and psychological impact from three daily diary studies. Journal 

of Social Issues, 57, 31-53. 

Swim, J. K., Hyers, L. L., Cohen, L. L., Fitzgerald, D. C., & Bylsma, W. H. (2003). African 

American college students' experiences with everyday racism: Characteristics of and 

responses to these incidents. Journal of Black Psychology, 29, 38-67. 

Swim, J. K., Johnston, K., & Pearson, N. B. (2009). Daily experiences with heterosexism: 

Relations between heterosexist hassles and psychological well-being. Journal Of Social 

And Clinical Psychology, 28, 597-629. 

Swim, J. K., Pearson, N. B., & Johnston, K. E. (2007). Daily encounters with heterosexism: A 

week in the life of lesbian, gay and bisexual individuals. Journal of Homosexuality, 53, 

18-31. 

Szymanski, D. M. (2009). Examining potential moderators of the link between heterosexist 

events and gay and bisexual men's psychological distress. Journal of Counseling 

Psychology, 56, 142-151. 

Szymanski, D. M., & Carr, E. R. (2008). The roles of gender role conflict and internalized 

heterosexism in gay and bisexual men’s psychological distress: Testing two mediation 

models. Psychology of Men and Masculinity, 9, 40-54. 



 

72 
 

Szymanski, D. M., & Gupta, A. (2009). Examining the relationship between multiple 

internalized oppressions and African American lesbian, gay, and bisexual persons’ self-

esteem and psychological distress. Journal of Counseling Psychology, 56, 110-118. 

Szymanski, D. M., & Kashubeck-West, S. (2008). Mediators of the relationship between 

internalized oppressions and lesbian and bisexual women's psychological distress. The 

Counseling Psychologist, 36, 575-594.  

Szymanski, D. M., & Obiri, O. (2011). Do religious coping styles moderate or mediate the 

external and internalized racism-distress links? The Counseling Psychologist, 39, 438-

462. 

Szymanski, D. M., & Henrichs-Beck, C. (2014). Exploring sexual minority women’s experiences 

of external and internalized heterosexism and sexism and their links to coping and 

distress. Sex Roles, 70, 28-42. 

Szymanski, D., & Owens, G. (2008). Do coping styles moderate or mediate the relationship 

between internalized heterosexism and sexual minority women's psychological distress? 

Psychology of Women Quarterly, 32, 95-104. 

Tomes, E., Brown, A., Semenya, K., & Simpson, J. (1990). Depres- sion in Black women of low 

socioeconomic status: Psychological factors and nursing diagnosis. Journal of National 

Black Nurses Association, 4, 37–46. PMid:2134697  

Vandiver, B. J., Cross, W. E., Worrell, F. C., & Fhagen-Smith, P. E. (2002). Validating the Cross 

Racial Identity Scale. Journal of Counseling Psychology, 49, 71-85.  

Venable, V. L., Carlson, C. R., & Wilson, J. (2001). The role of anger and depression in 

recurrent headache. Headache: The Journal of Head and Face Pain, 41, 21-30. 



 

73 
 

Vincke, J., & Heeringen, K. (2002). Confidant support and the mental wellbeing of lesbian and 

gay young adults: A longitudinal analysis. Journal of Community & Applied Social 

Psychology, 12, 181-193. 

Waldo, C. R. (1999). Working in a majority context: A structural model of heterosexism as 

minority stress in the workplace. Journal of Counseling Psychology, 46, 218-232. 

Walsh, K., & Hope, D. A. (2010). LGB-affirmative cognitive behavioral treatment for social 

anxiety: A case study applying evidence-based practice principles. Cognitive and 

Behavioral Practice, 17, 56–65. doi:10.1016/j.cbpra.2009.04.007  

Watson, D. B. (2005). Rethinking the mood and anxiety disorders: A quantitative hierarchical 

model for DSM-V. Journal of Abnormal Psychology, 114, 522-536. 

Watson, D. B., & Clark, L. A. (1991). Mood and Anxiety Symptom Questionnaire – Short Form. 

Unpublished instrument, University of Iowa, Iowa City. 

Watson, D., Clark, L.A., Weber, K., Assenheimer, J.S., Strauss, M.E., & McCormick, R.A. 

(1995a). Testing a tripartite model: II. Exploring the symptom structure of anxiety and 

depression in student, adult, and patient samples. Journal of Abnormal Psychology, 104, 

15-25. 

Watson, D., Weber, K., Assenheimer, J.S., Clark, L.A., Strauss, M.E., & McCormick, R.A. 

(1995b). Testing a tripartite model. I. Evaluating the convergent and discriminant validity 

of anxiety and depression symptom scale. Journal of Abnormal Psychology, 104, 3-14. 

Williams, M. L., Elwood, W. N., & Bowen, A. M. (2000). Escape from risk: A qualitative 

exploration of relapse to unprotected anal sex among men who have sex with men. 

Journal of Psychology & Human Sexuality, 11, 25-49. 



 

74 
 

Williams, T., Connolly, J., Pepler, D., & Craig, W. (2005). Peer victimization, social support, 

and psychosocial adjustment of sexual minority adolescents. Journal of Youth and 

Adolescence, 34, 471-482. 

Williams, D. R., & Williams-Morris, R. (2000). Racism and mental health: The African 

American experience. Ethnicity and Health, 5, 243–268. doi:10.1080/713667453  

Wright, A., & Wegner, R. T. (2012). Homonegative microaggressions and their impact on LGB 

individuals: A measure validity study. Journal of LGBT Issues in Counseling, 6, 34-54. 

Zea, M. C., Reisen, C. A., & Poppen, P. J. (1999). Psychological well-being among Latino 

lesbians and gay men. Cultural Diversity & Ethnic Minority Psychology, 5, 371-379. 

  



 

75 
 

Table 1 

Cross-sectional associations between IH/RS and AC. 

Predictor Estimate 95% CI SE P 

 IH predicting AC 

Between-person 
variability in IH 

.03 -.07, .13 .05 .576 

Within-person 
variability in IH 

.08 -.02, .18 .05 .108 

 RS predicting AC 

Between-person 
variability in RS 

.02 -.01, .04 .01 .153 

Within-person 
variability in RS 

.03 .02, .05 .01 .000 

 IH and RS predicting AC 

Between-person 
variability in IH -.05 -.17, .07 .06 .422 

Within-person 
variability in IH 

.04 -.06, .14 .05 .427 

Between-person 
variability in RS 

.02 -.01, .05 .01 .104 

Within-person 
variability in RS 

.03 .01, .05 .01 .000 

Note. IH = internalized homonegativity; RS = rejection sensitivity; AC = active coping; CI = 

confidence interval; SE = standard error; N (participants) = 76; N (events) = 140. 
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Table 2 

Cross-sectional associations between IH/RS and DC. 

Predictor Estimate 95% CI SE p 

 IH predicting DC 

Between-person 
variability in IH 

.13 .03, .23 .05 .009 

Within-person 
variability in IH 

.21 .12, .30 .05 .000 

 RS predicting DC 

Between-person 
variability in RS 

.05 .02, .07 .01 .000 

Within-person 
variability in RS 

.04 .02, .05 .01 .000 

 IH and RS predicting DC 

Between-person 
variability in IH .02 -.08, .13 .05 .696 

Within-person 
variability in IH 

.17 .09, .26 .04 .000 

Between-person 
variability in RS 

.04 .02, .07 .01 .001 

Within-person 
variability in RS 

.03 .02, .04 .01 .000 

Note. IH = internalized homonegativity; RS = rejection sensitivity; DC = disengaged coping; CI 

= confidence interval; SE = standard error; N (participants) = 76; N (events) = 139. 
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Table 3 

Cross-sectional associations between IH/RS and INT. 

Predictor Estimate 95% CI SE p 

 IH predicting INT 

Between-person 
variability in IH 

.10 -.02, .22 .06 .103 

Within-person 
variability in IH 
(fixed effect) 

.14 -.01, .30 .08 .064 

Within-person 
variability in IH 
(random effect) 

.10 .04, .25 .05 .037 

 RS predicting INT 

Between-person 
variability in RS 

.08 .05, .12 .02 .000 

Within-person 
variability in RS 
(fixed effect) 

.03 .01, .05 .01 .014 

Within-person 
variability in RS 
(random effect) 

.003 .001, .01 .001 .016 

 IH and RS predicting INT 

Between-person 
variability in IH 

-.03 -.15, .09 .06 .618 

Within-person 
variability in IH 

.13 .03, .22 .05 .008 

Between-person 
variability in RS 

.09 .05, .12 .02 .000 

Within-person 
variability in RS 

.04 .02, .05 .01 .000 
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Note. IH = internalized homonegativity; RS = rejection sensitivity; INT = internalizing 

symptoms; CI = confidence interval; SE = standard error; N (participants) = 144; N (events) = 

965-967. 
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Table 4 

Cross-sectional associations between AC/DC and INT. 

Predictor Estimate 95% CI SE p 

 AC predicting INT 

Between-person 
variability in AC 

.82 .38, 1.27 .22 .000 

Within-person 
variability in AC 

.43 -.10, .96 .27 .108 

 DC predicting INT 

Between-person 
variability in DC 

1.11 .70, 1.53 .21 .000 

Within-person 
variability in DC 

.95 .49, 1.41 .23 .000 

 AC and DC predicting INT 

Between-person 
variability in AC .36 -.11, .83 .24 .134 

Within-person 
variability in AC 

-.08 -.64, .47 .28 .768 

Between-person 
variability in DC 

.93 .45, 1.41 .24 .000 

Within-person 
variability in DC 

.98 .46, 1.51 .26 .000 

Note. AC = active coping; DC = disengaged coping; INT = internalizing symptoms; CI = 

confidence interval; SE = standard error; N (participants) = 76; N (events) = 139-140. 
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Table 5 

Cross-sectional associations between IH/RS/AC/DC and INT. 

Predictor Estimate 95% CI SE p 

 IH, RS, AC, and DC predicting INT 

Between-person 
variability in IH 

-.002 -.22, .22 .11 .983 

Within-person 
variability in IH 

.15 -.04, .33 .09 .123 

Between-person 
variability in RS 

.07 .01, .12 .03 .020 

Within-person 
variability in RS 

.07 .04, .10 .02 .000 

Between-person 
variability in AC 

.44 -.04, .91 .24 .070 

Within-person 
variability in AC 

-.36 -.86, .14 .25 .152 

Between-person 
variability in DC 

.42 -.14, .98 .28 .137 

Within-person 
variability in DC 

.50 -.03, 1.04 .27 .065 

Note. IH = internalized homonegativity; RS = rejection sensitivity; AC = active coping; DC = 

disengaged coping; INT = internalizing symptoms; CI = confidence interval; SE = standard 

error; N (participants) = 76; N (events) = 139. 

 

  



 

81 
 

Table 6 

Does AC mediate the associations between IH/RS and INT at the person level? 

Predictor Estimate 95% CI SE p 

 Does AC mediate the association between IH and INT at the person level? 

Between-person 
variability in IH 
predicting AC 

.03 -.07, .13 .05 .576 

Between-person 
variability in AC 
predicting INT 
controlling for IH 

.78 .35, 1.20 .21 .000 

Indirect effect of 
IH on INT via AC 

.02 -.06, .11   

 Does AC mediate the association between RS and INT at the person level? 

Between-person 
variability in RS 
predicting AC 

.02 -.01, .04 .01 .153 

Between-person 
variability in AC 
predicting INT 
controlling for RS 

.62 .21, 1.04 .21 .004 

Indirect effect of 
RS on INT via AC 

.01 -.004, .03   

Note. IH = internalized homonegativity; RS = rejection sensitivity; AC = active coping; INT = 

internalizing symptoms; CI = confidence interval; SE = standard error; N (participants) = 76; N 

(events) = 140. 
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Table 7 

Does DC mediate the associations between IH/RS and INT at the person level? 

Predictor Estimate 95% CI SE p 

 Does DC mediate the association between IH and INT at the person level? 

Between-person 
variability in IH 
predicting DC 

.13 .03, .23 .05 .009 

Between-person 
variability in DC 
predicting INT 
controlling for IH 

.99 .55, 1.42 .22 .000 

Indirect effect of 
IH on INT via DC 

.13 .03, .26   

 Does DC mediate the association between RS and INT at the person level? 

Between-person 
variability in RS 
predicting DC 

.05 .02, .07 .01 .000 

Between-person 
variability in DC 
predicting INT 
controlling for RS 

.72 .24, 1.20 .24 .004 

Indirect effect of 
RS on INT via DC 

.04  .01, .06   

Note. IH = internalized homonegativity; RS = rejection sensitivity; DC = disengaged coping; 

INT = internalizing symptoms; CI = confidence interval; SE = standard error; N (participants) = 

76; N (events) = 139. 
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Table 8 

Does AC mediate the associations between IH/RS and INT at the weekly level? 

Predictor Estimate 95% CI SE p 

 Does AC mediate the association between IH and INT at the weekly level? 

Within-person 
variability in IH 
predicting AC 

.08 -.02, .18 .05 .108 

Within-person 
variability in AC 
predicting INT 
controlling for IH 

.30 -.21, .81 .26 .25 

Indirect effect of 
IH on INT via AC 

.02 -.02, .09   

 Does AC mediate the association between RS and INT at the weekly level? 

Within-person 
variability in RS 
predicting AC 

.03 .02, .05 .01 .000 

Within-person 
variability in AC 
predicting INT 
controlling for RS 

-.15 -.64, .33 .24 .54 

Indirect effect of 
RS on INT via AC 

-.004 -.02, .01   

Note. IH = internalized homonegativity; RS = rejection sensitivity; AC = active coping; INT = 

internalizing symptoms; CI = confidence interval; SE = standard error; N (participants) = 76; N 

(events) = 140. 
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Table 9 

Does DC mediate the associations between IH/RS and INT at the weekly level? 

Predictor Estimate 95% CI SE p 

 Does DC mediate the association between IH and INT at the weekly level? 

Within-person 
variability in IH 
predicting DC 

.21 .12, .30 .05 .000 

Within-person 
variability in DC 
predicting INT 
controlling for IH 

.79 .29, 1.30 .26 .003 

Indirect effect of 
IH on INT via DC 

.17 .05, .31   

 Does DC mediate the association between RS and INT at the weekly level? 

Within-person 
variability in RS 
predicting DC 

.04 .02, .05 .01 .000 

Within-person 
variability in DC 
predicting INT 
controlling for RS 

.53 .05, 1.00 .24 .03 

Indirect effect of 
RS on INT via DC 

.02 .002, .04   

Note. IH = internalized homonegativity; RS = rejection sensitivity; DC = disengaged coping; 

INT = internalizing symptoms; CI = confidence interval; SE = standard error; N (participants) = 

76; N (events) = 139. 

 

  



 

85 
 

Table 10 

Prospective associations between IH/RS and AC. 

Predictor Estimate 95% CI SE p 

 IH predicting AC 

Within-person 
variability in IH 

-.05 -.16, .06 .06 .35 

 RS predicting AC 

Within-person 
variability in RS 

.004 -.01, .02 .01 .63 

 IH and RS predicting AC 

Within-person 
variability in IH -.05 -.17, .06 .06 .37 

Within-person 
variability in RS .004 -.01, .02 .01 .63 

Note. IH = internalized homonegativity; RS = rejection sensitivity; AC = active coping; CI = 

confidence interval; SE = standard error; N (participants) = 31; N (events) = 106. 
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Table 11 

Propsective associations between IH/RS and DC. 

Predictor Estimate 95% CI SE P 

 IH predicting DC 

Within-person 
variability in IH 

.03 -.11, .17 .07 .69 

 RS predicting DC 

Within-person 
variability in RS 

.01 -.01, .03 .01 .35 

 IH and RS predicting DC 

Within-person 
variability in IH .05 -.09, .19 .07 .51 

Within-person 
variability in RS .01 -.01, .03 .01 .36 

Note. IH = internalized homonegativity; RS = rejection sensitivity; DC = disengaged coping; CI 

= confidence interval; SE = standard error; N (participants) = 31; N (events) = 105. 
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Table 12 

Prospective associations between IH/RS and INT. 

Predictor Estimate 95% CI SE P 

 IH predicting INT 

Within-person 
variability in IH 

-.02 -.12, .08 .05 .68 

 RS predicting INT 

Within-person 
variability in RS 

.01 -.01, .02 .01 .38 

 IH and RS predicting INT 

Within-person 
variability in IH -.04 -.14, .07 .05 .50 

Within-person 
variability in RS .01 -.01, .03 .01 .32 

Note. IH = internalized homonegativity; RS = rejection sensitivity; INT = internalizing 

symptoms; CI = confidence interval; SE = standard error; N (participants) = 143; N (events) = 

822-825. 
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Table 13 

Prospective associations between AC/DC and INT. 

Predictor Estimate 95% CI SE p 

 AC predicting INT 

Within-person 
variability in AC 

-.65 -1.26, -.04 .31 .04 

 DC predicting INT 

Within-person 
variability in DC 

-.45 -.97, .08 .26 .09 

 AC and DC predicting INT 

Within-person 
variability in AC -.27 -.95, .41 .34 .44 

Within-person 
variability in DC -.34 -.93, .24 .29 .25 

Note. AC = active coping; DC = disengaged coping; INT = internalizing symptoms; CI = 

confidence interval; SE = standard error; N (participants) = 31; N (events) = 105-106. 
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Table 14 

Prospective associations between IH/RS/AC/DC and INT. 

Predictor Estimate 95% CI SE p 

 IH, RS, AC, and DC predicting INT 

Within-person 
variability in IH 

-.20 -.46, .05 .13 .12 

Within-person 
variability in RS 

.02 -.02, .06 .02 .30 

Within-person 
variability in AC 

-.26 -.98, .45 .36 .46 

Within-person 
variability in DC 

-.38 -1.05, .29 .34 .26 

Note. IH = internalized homonegativity; RS = rejection sensitivity; AC = active coping; DC = 

disengaged coping; INT = internalizing symptoms; CI = confidence interval; SE = standard 

error; N (participants) = 31; N (events) = 105. 

 

 

 

 

 

 

 

 


