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Abstract

Sexual and gender minority (SGM) youth experience high rates of victimization leading to health 

disparities. Community size and community climate are associated with health outcomes among 

SGM youth; however, we lack studies that include them as covariates alongside victimization 

to understand their collective impact on health. This study utilized minority stress theory to 

understand how community context shapes experiences of victimization and health among SGM 

youth. SGM youth in one Midwestern U.S. state completed an online survey (n = 201) with 

measures of physical health, mental health, community context, and victimization. Data were 

analyzed via multiple regression using a path analysis framework. Results indicate that perceived 

climate was associated with mental, but not physical, health; Community size was unrelated to 

health outcomes. Victimization mediated the association between community climate and mental 

health.
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Sexual and gender minority (SGM) youth—14- to 18-year olds who identify as lesbian, 

gay, bisexual, transgender, queer, or questioning (LGBTQ)—experience higher rates of 

adverse mental and physical health outcomes than heterosexual and cisgender youth 

(Connolly, Zervos, Barone, Johnson, & Joseph, 2016; Kann et al., 2011; Lick, Durso, 

& Johnson, 2013). SGM youth in nonmetropolitan communities are at risk of higher 

rates of poor outcomes than urban SGM youth and nonmetropolitan non-SGM youth 

(Ballard, Jameson, & Martz, 2017; Cohn & Leake, 2012; Palmer, Kosciw, & Bartkiewicz, 
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2012; Poon & Saewyc, 2009). Minority stress theory (MST; Meyer, 2003) contends that 

health disparities are the result of minority-specific stressors SGM youth face. Numerous 

studies illustrate that discrimination or victimization based on SGM identity contributes to 

higher levels of depression and suicidality among SGM youth (Almeida, Johnson, Corliss, 

Molnar, & Azrael, 2009; Burton, Marshal, Chisolm, Sucato, & Friedman, 2013), including 

nonmetropolitan youth (Ballard et al., 2017).

Nonmetropolitan communities represent complex contexts in which many SGM youth are 

situated. Research suggests that nonmetropolitan SGM youth experience hostility toward 

their SGM identities (O’Connell, Atlas, Saunders, & Philbrick, 2010; Swank, Fahs, & Frost, 

2013; Yarbrough, 2003). They also report greater victimization than urban SGM youth 

(Ballard et al., 2017; Kosciw, Greytak, Zongrone, Clark, & Truong, 2018; Palmer et al., 

2012; Poon & Saewyc, 2009). Geographic region may also affect SGM youth’s experiences 

such that SGM people in the Midwest and Southern U.S. are more likely than SGM youth in 

other regions to experience harassment and discrimination (Kosciw, Greytak, Giga, Villenas, 

& Danichewski, 2016). Alternatively, nonmetropolitan communities may enable strengths or 

resources to promote resilience. Wienke and Hill (2013) examined differences in health 

and happiness between nonmetropolitan and urban sexual minority adults; participants 

in nonmetropolitan communities reported higher levels of happiness and better perceived 

health. In addition, nonmetropolitan SGM youth have identified supportive aspects of their 

towns, challenging the dominant narrative of hostile rural communities (Paceley, Thomas, 

Toole, & Pavicic, 2018). These studies illustrate the importance of examining SGM youths’ 

communities beyond community size. For example, community climate—the support for or 

hostility toward SGM people in a community (Oswald, Cuthbertson, Lazarevic, & Goldberg, 

2010)—is also associated with anxiety, stress, and suicide attempts among SGM people 

(Hatzenbuehler, 2011; Woodford, Paceley, Kulick, & Hong, 2015).

To promote well-being among nonmetropolitan SGM youth, we must understand the 

relationships between community characteristics, victimization, and health. We lack studies 

illustrating the independent and shared effects of community size and climate on SGM 

youths’ health. In addition, the relationship between community climate and youths’ 

experiences of victimization is complex; we do not have research illustrating how these 

factors intersect to shape the health of nonmetropolitan SGM youth. Similarly, there is 

a dearth of community-based SGM youth research testing mediating factors of context 

and health. This study tests tenets of MST to understand how community context shapes 

experiences of victimization and health among SGM youth.

MST

MST proposes that SGM people face distal or proximal “minority stressors” that account 

for disparities in health outcomes (Meyer, 2003). Distal stressors are embedded in the 

social environment and include discrimination and victimization. Proximal stressors are 

within the individual and include anticipation of rejection, concealment of one’s identity, 

and internalized homonegativity. Distal and proximal stressors may work independently or 

together to impact health outcomes. Distal stress has a direct effect on health outcomes, 
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but is also internalized and thus operates indirectly through proximal stressors (Mereish & 

Poteat, 2015).

The social environment is another critical component of MST (Goldbach & Gibbs, 2017; 

Meyer, 2003). Minority stressors shape the perception of whether social climates may 

be affirming of or harmful to people with SGM identities (Meyer, 2003). Affirming 

environments may disrupt discrimination and victimization, whereas harmful ones can 

reinforce minority stressors, leading to compromised health. The social environment may be 

especially critical to the health of SGM youth as they have less autonomy over the settings 

and contexts they occupy than do adults (Goldbach & Gibbs, 2017). Given the increase 

in social acceptance of SGM people in the United States, SGM youth are coming out 

earlier than in past years; thus, many may remain dependent on contexts that are oppressive 

(Russell & Fish, 2019).

SGM Health and Victimization

SGM youth have health disparities when compared with non-SGM youth. Using meta

analysis, Marshall et al. (2011) found that sexual minority youth (SMY) have significantly 

greater rates of suicidality and depression than heterosexual youth. When compared with 

non-SGM youth, SGM youth engage in higher rates of substance use, risky sexual behavior, 

and limited physical activity (Day, Fish, Perez-Brumer, Hatzenbuehler, & Russell, 2017; 

Fish, Schulenberg, & Russell, 2019; Goldbach, Tanner-Smith, Bagwell, & Dunlap, 2014; 

Kann et al., 2011; Rosario et al., 2014; Zaza, Kann, & Barrios, 2016). These adverse health 

behaviors are associated with heightened long-term risks of physical health issues, including 

cancer and heart disease (Rosario et al., 2014). Additional research points to disparately 

high rates of HIV and STIs (sexually transmitted infections) among SGM youth (Centers 

for Disease Control and Prevention, 2018). Finally, some evidence indicates that subsets of 

SMY, particularly bisexual and female youth, as well as gay males, have higher prevalence 

of unhealthy weight, obesity, and weight management practices compared with heterosexual 

peers (Rosario et al., 2014; Watson et al., 2018).

SGM youth are more likely than non-SGM youth to experience victimization in their 

schools (Poteat, Aragon, Espelage, & Koenig, 2009; Robinson & Espelage, 2011) and 

homes (Ryan, Huebner, Diaz, & Sanchez, 2009). Victimization may take the form of 

physical acts of violence as well as anti-SGM discrimination or threats. GLSEN found 

that 98.5% of SGM students indicated they overheard anti-SGM language used in school, 

70% reported experiencing verbal harassment based on their sexual orientation, and over 

half reported harassment based on gender identity or expression (Kosciw et al., 2018). 

In addition, SGM youth may experience rejection in their own homes due to a lack of 

acceptance toward SGM identities (Ryan et al., 2009).

A few studies have documented the relationship between SGM identity, victimization, and 

health outcomes. Nonphysical victimization, such as overhearing anti-SGM comments or 

being teased, is associated with increased depression, anxiety (Paceley, Goffnett, & Gandy

Guedes, 2017a; Tucker et al., 2016), and stress (Woodford, Paceley, Kulick, & Hong, 2015) 

among SGM youth. Perceived discrimination mediates the relationship between sexual 

orientation and symptoms of depression (Almeida et al., 2009), heavy alcohol use (Fish 
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et al., 2019; Pollitt, Mallory, & Fish, 2018), and self-reported physical health (Mereish 

& Poteat, 2015). In a study of transgender youth, Hatchel, Valido, De Pedro, Huang, and 

Espelage (2019) found that victimization was associated with greater depression and suicidal 

ideation. In a population-based study of transgender youth, Day et al. (2017) reported that 

victimization was mediated by the association between gender identity and substance use.

Community Context

The community context for SGM youth includes two factors: size and climate. Community 

size has often been conceptualized as nonmetropolitan versus metropolitan, although some 

SGM research includes small metropolitan communities—which have greater population 

than rural communities, but are outside a major metropolitan area—to examine community 

size across a continuum (Oswald et al., 2010; Paceley, Okrey-Anderson, Heumann, 

2017b). In addition, community climate is an important component of SGM youths’ 

contexts. Climate may include the presence or absence of supportive policies, open-and 

affirming churches, other SGM people, anti-SGM rhetoric, and visibility of SGM identities 

(Hatzenbuehler, 2011; Oswald et al., 2010; Paceley et al., 2018; Woodford et al., 2015).

Community size and climate may intersect. Some research on nonmetropolitan SGM youth 

indicates that they experience hostile social climates, anti-SGM stigma (Swank et al., 

2013), and teachers with hostile attitudes toward sexual minority students (O’Connell et 

al., 2010). In a study of transgender youth, no nonmetropolitan participants rated their 

community as supportive (Paceley et al., 2017b). Alternatively, SGM youth have identified 

supportive aspects of the small towns in which they live (Paceley et al., 2018), suggesting 

the relationship between community size and climate may be more variable than previous 

research has considered.

Community context and SGM health.—Although there is limited research on 

the health experiences of nonmetropolitan SGM youth, a few studies indicate that 

nonmetropolitan SGM youth have health disparities when compared with metropolitan SGM 

youth and nonmetropolitan non-SGM youth. SGM youth report greater suicide risk and 

drug use (Ballard et al., 2017) and greater affective distress (Cohn & Leake, 2012) than 

nonmetropolitan, heterosexual and cisgender youth. Yet, when compared with metropolitan 

SGM youth, nonmetropolitan SGM youth report more suicidal thoughts and substance use 

(Poon & Saewyc, 2009). Community climate is also associated with health outcomes among 

SGM youth. A supportive climate is associated with fewer symptoms of alcohol abuse and 

sexual partners (Olson, Cadge, & Harrison, 2006); a hostile climate is associated with the 

increased risk of suicide attempts (Hatzenbuehler, 2011), anxiety, and stress (Woodford et 

al., 2015). Importantly, these studies examine the relationship between community context 

and SGM youth health through either community size or climate, not both together. Such 

approaches may miss important distinctions in how size and climate operate together to 

influence SGM youths’ experiences and health.

Community context and victimization.—Research on victimization of 

nonmetropolitan SGM youth suggests that they experience victimization at rates greater 

than urban SGM youth (Ballard et al., 2017). In schools, nonmetropolitan SGM youth 
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report overhearing more homophobic language than metropolitan SGM youth (Palmer et 

al., 2012). In addition, SGM students living in small towns reported greater school-based 

anti-SGM rhetoric, victimization, and discrimination than urban SGM youth (Kosciw et al., 

2018). Research examining the association between victimization and climate among SGM 

youth has primarily focused on schools. These studies suggest that a more supportive school 

climate is associated with lower rates of bullying and victimization (De Pedro, Lynch, & 

Esqueda, 2018; Gower et al., 2018). Studies examining community climate have primarily 

focused on SGM adults and health. However, some studies have used victimization as an 

indicator of a hostile climate toward SGM individuals (Duncan & Hatzenbuehler, 2014; 

Russell, Ryan, Toomey, Diaz, & Sanchez, 2011) rather than as an outcome of a hostile 

climate. Thus, we currently do not have an adequate understanding of how community 

climate and victimization operate for SGM youth.

Community Context, Victimization, and SGM Health Disparities

Few studies have examined community size, climate, and victimization together to 

understand their individual and collective impacts on SGM youth health. One study 

examined the association between victimization and SMY health disparities by community 

size and found that nonmetropolitan SMY experienced greater amounts of victimization 

than nonmetropolitan heterosexual youth, and that experiences of victimization mediated the 

relationship between SMY identity and drug use, but not suicide risk (Ballard et al., 2017). 

This study draws important conclusions about the relationship between victimization and 

health among nonmetropolitan SMY; however, it did not examine the relationship between 

community and health. One prior work using data from the current study examined the 

collective impact of victimization, community size, and climate on mental health outcomes 

among SGM youth and found that only nonphysical victimization predicted increases in 

depression, anxiety, and stress, whereas community size predicted increases in stress only 

(Paceley et al., 2017a). Community climate was not significant in these findings. Although 

few, these studies suggest that the contexts in which youth are situated are important to their 

well-being.

Gaps in the Literature

Research demonstrates that nonmetropolitan youth are at elevated risk of victimization 

and poor health outcomes. However, we lack studies that attempt to untangle the complex 

relationships between community size, climate, victimization, and health outcomes among 

SGM youth. Among nonmetropolitan SGM youth, research has yet to identify the 

independent and shared effects of community size and climate on health outcomes; we know 

little about whether it is the smaller population of a community or a lack of support toward 

SGM people contributing to health outcomes. Furthermore, we know that victimization 

mediates the relationship between SGM identity and health, yet the relationship between 

victimization and community climate, and how these factors are related to health, remains 

unclear. Victimization has been measured as a component of climate as well as an outcome, 

obscuring the relationships among victimization, community context, and health. Therefore, 

this study tests tenets of MST to understand the relationship between community context, 

victimization, and health among SGM youth. We contend that victimization should be 
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driven by context rather than studied as a separate predictor and aim to test this hypothesis in 

the current study. We extend previous work by testing whether youth reports of victimization 

mediate the relationship between community factors and health. We sought to answer the 

following research questions:

Research Question 1: Do community size and climate affect the health and mental 

health of SGM youth?

Research Question 2: Does victimization mediate the relationship among health, 

mental health, and community size and climate among SGM youth?

Method

Data Source and Sample

We used data from the quantitative survey of a mixed-methods study. The online survey 

measured perceived physical health, mental health, victimization, community context (size 

and climate), and demographics. SGM youth (aged 14–18 years) across one Midwestern 

state were eligible to participate. Participants were recruited via in-person fliers and social 

media advertisements. Youth completed the survey on their own time after reading an online 

informed assent/consent. The survey took 20 to 40 minutes to complete, and participants 

could enter a drawing for a US$20 gift card. All ethical research standards, including a 

waiver of parental consent, were reviewed and approved by the (University of Illinois at 

Urbana-Champaign) Institutional Review Board.

The sample for the current study was restricted to youth who were not missing on at 

least one health-related outcome; however, most youth who completed one health outcome 

completed all three. This resulted in a final analytic sample of n = 201.

The sample was majority youth assigned female at birth (81.41%), cisgender (72.14%), 

and non-Latinx, White (76.50%) relative to assigned male, transgender, and all other race/

ethnicities, respectively. One quarter (25.63%) of youth reported a gay/lesbian identity, 

24.62% bisexual, 18.09% questioning, and 3.66% pansexual or queer. Youth were on 

average 16.28 years (SD = 1.24). Almost half (47.40%) reported receiving free and 

reduced lunch at schools. Among youth in the sample, 38.30% lived in a medium or large 

metropolitan area, 33.83% in a small metropolitan area, and 26.87% in a nonmetropolitan 

area. Roughly 63% perceived their community climate as tolerant, 22.50% as supportive, 

and 14.50% as hostile.

Measures

Perceived physical health.—Youth’s self-reported health was measured with a single 

question derived from the National Longitudinal Study of Adolescent to Adult Health 

(Harris, 2009): “How good is your health?” Response options ranged from “poor” (0) to 

“excellent” (4). Single-item measures of self-reported health are well-validated strategy to 

assess correlates of overall health (Ahmad, Jhaji, Stewart, Burghardt, & Bierman, 2014; 

DeSalvo et al., 2006). Youth in our sample had a mean score of physical health of M = 2.05 

(SD = 1.02).
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Mental health.—We assessed mental health using the depression and anxiety subscales 

from the depression, anxiety, and stress scale, short version (DASS-21, Lovibond & 

Lovibond, 1995). Participants indicated how often they experienced each symptom on a 

4-point Likert-type scale ranging from “did not apply to me at all” (0) to “all of the time” 

(3). Each subscale consists seven items and demonstrated good reliability with our sample 

(depression, α = .88 and anxiety, α = .81) and has shown good validity and reliability in 

other studies (e.g., Henry & Crawford, 2005: depression, α = .88, 95% confidence interval, 

CI = [.87, .89] and anxiety, α = .90, 95% CI = [.89, .91]). Mean levels of anxiety and 

depression for the current sample were M = 1.16 (SD = .73) and M = 1.45 (SD = .80), 

respectively.

Anti-SGM victimization.—Victimization was measured using a 13-item scale, which 

asked how frequently youth had experienced various forms of victimization based on their 

SGM identity in the past year (Oswald & Holman, 2013). Scale items included overheard 

anti-SGM comments, teased, threatened, pushed, sexually assaulted, asked to leave, kicked 

out of the house, damaged property, and so on. Response options ranged from “never” (0) to 

“daily” (7). Items were summed and averaged so that higher scores reflect more anti-SGM 

victimization. The scale showed adequate reliability with our sample (α = .90). The overall 

sample mean for victimization was M = 2.37 (SD = .88).

Community context.—Community context included community size and perceived 

community climate. Participants were asked to include their zip code or town. Community 

size was calculated at the county level using categories delineated by the National Center 

for Health Statistics (NCHS, 2014) Urban-Rural Classification Scheme for Counties. 

NCHS determines a county’s classification based on population size and relationship to 

metropolitan statistical areas (MSA). Community size was collapsed into nonmetropolitan 

(< 250,000, outside of an MSA), small metropolitan (< 250,000, within an MSA), and 

medium/large metropolitan (> 250,000, within an MSA). Perceived community climate was 

measured by asking “What is the climate toward LGBTQ people where you live?” with the 

answer options of hostile, tolerant, or supportive (Oswald & Holman, 2013).

Demographics.—Participants were asked to include their age, race/ethnicity, gender 

identity, sex assigned at birth, sexual identity, and whether they received free/reduced lunch 

from a list of options, including write-in options. Participants rated their level of outness 

about their SGM identity to various people, with answer choices ranging from “no one 

knows” (0) to “everyone knows” (4; Oswald & Holman, 2013). A mean score was derived to 

indicate their overall level of outness.

Analytic Approach

First, we conducted bivariate analyses, testing whether health-related outcomes varied across 

community context using analysis of variance (ANOVA). Next, we estimated the association 

between community context and health-related outcomes in a multivariable regression 

using a path-analysis framework. All outcomes were modeled simultaneously to account 

for shared variance and to estimate independent effects between independent, dependent, 

and mediating variables. First, we estimated the main effects among community size and 
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climate on self-reported health, anxiety, and depression (see unconditional model, Figure 

1), adjusting for race/ethnicity, sex assigned at birth, gender identity, sexual identity, age, 

and receipt of free and reduced lunch. We then tested whether victimization mediated the 

association between climate and health-related outcomes (see mediational model, Figure 1). 

Indirect effects were tested using 5,000 bootstrap draws to provide bias-corrected 95% CIs 

for effects (Hayes, 2009).

Although we hypothesized that associations between perceived climate and health are 

mediated by victimization, we tested a plausible alternative model to this hypothesis. That 

is, in contrast to our hypothesis, victimization may influence youths’ perceptions of their 

community climate and subsequently their health. In other words, perceived climate may 

mediate the association between victimization and health. Given this possibility, and because 

our data are cross-sectional, we tested this alternative model to see if it fit the data better 

than our original model.

Data management and bivariate analysis were conducted in Stata 15.1 (StataCorp, 2017). 

Multivariable path-analysis regression models, mediational models, and the testing of 

indirect effects were estimated using Mplus 8.1 (Muthén & Muthén, 1998–2017). We used 

full-information likelihood estimation methods in Mplus to account for missing values.

Results

Preliminary bivariate analysis, which tests differences in health outcomes by indicators of 

climate, is shown in Table 1. Community climate indicators were unrelated to self-reported 

health. However, levels of anxiety, F(2, 194) = 5.59, p = .004, and depression, F(2, 193) 

= 10.27, p < .001, statistically differed on the basis of community climate: Youth who 

perceived their community climate as supportive reported statistically less anxiety and 

depression compared with youth who perceived their communities as hostile or tolerant. 

Experiences of victimization also differed for youth on the basis of community size, F(2, 

198) = 3.50, p = .032, and perceived climate, F(2, 197) = 18.44, p < .001. Specifically, 

nonmetropolitan youth reported more victimization than youth in small or medium/large 

metropolitan areas. Youth in supportive climates reported significantly lower levels of 

victimization than those in hostile or tolerant climates. Furthermore, youth in tolerant 

communities reported less victimization than youth in hostile communities.

Main Effects: Community Climate and Health

Results from unconditional multivariable path models (Table 2) indicated that community 

climate was associated with anxiety and depression but not physical health—although this 

association approached significance. Specifically, youth who perceived their community to 

be tolerant or hostile reported greater anxiety and depression than youth who perceived their 

community as supportive. Community size was unrelated to health outcomes.

Mediating Effects of Victimization

Direct, indirect, and total effects of victimization as a mediator between community climate 

and health outcomes are presented in Table 3. As hypothesized, victimization statistically 

mediated the association between perceived climate and anxiety and depression. Experiences 
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of victimization partially explained the difference in anxiety and depression for youth 

who perceived their community to be hostile or tolerant, in comparison with youth who 

perceived their community to be supportive. No other significant mediating effects were 

noted. Interestingly, when victimization was added to the model, the direct effects between 

community climate and anxiety and depression were no longer significant for youth who 

perceived their community to be hostile or tolerant relative to youth who perceived their 

community as supportive.

Finally, we assessed whether an alternative model fit our data better than our hypothesized 

model. Specifically, we tested whether perceived community climate mediated the 

association between community size, victimization, and our health outcomes. Results of 

chi-square and log-likelihood difference tests indicated that this alternative model was a 

statistically worse fit to the data (Δχ2 = 85.82, Δdf = 9, p < .0001; ΔLL = 42.91, df = 2, p < 

.0001), suggesting that our hypothesized model fit the data better.

Discussion

This study tested tenets of MST to understand how SGM youth’s community context 

is associated with health. In addition, we examined victimization as a mediator between 

community climate and health. Results indicated that climate was a more robust indicator 

than size in the relationship between community context and health among SGM youth. 

SGM youth in hostile or tolerant communities reported more anxiety and depression than 

SGM youth who lived in supportive communities. As hypothesized, victimization mediated 

this relationship, such that for youth in tolerant or hostile communities, experiences of 

victimization partially explained their elevated rates of anxiety and depression, relative 

to youth in supportive communities. Our hypothesis is strengthened by our testing of 

an alternative model that victimization mediates the relationship between community 

climate and health, rather than a driving force behind youths’ perceptions of their 

community. Neither community size nor climate predicted physical health; however, youth 

in nonmetropolitan and in hostile or tolerant communities reported more incidence of 

victimization than youth in metropolitan and supportive communities, respectively.

These findings provide important contributions to our understanding of how minority stress 

and its association with health outcomes varies by community context for SGM youth. 

Previous research has identified that living in a nonmetropolitan (Ballard et al., 2017; 

Cohn & Leake, 2012; Palmer et al., 2012; Poon & Saewyc, 2009) or hostile climate 

(Hatzenbuehler, 2011; Woodford et al., 2015) increases SGM young people’s risks of poor 

mental health. Few studies have examined climate in tandem with size to determine their 

individual or collective impacts on mental health. The findings from this study suggest 

that, after accounting for community size, climate is both directly and indirectly related to 

depression and anxiety among SGM youth. These findings do not diminish the relevance 

of community size. Multiple studies have illustrated a connection between size and climate; 

nonmetropolitan SGM youth generally report more hostile climates than youth in larger 

communities (O’Connell et al., 2010; Paceley et al., 2018; Swank et al., 2013). In addition, 

the bivariate results from this study found SGM youth reported greater victimization in 

nonmetropolitan communities. Given the connection between victimization and mental 
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health in this and other studies (Almeida et al., 2009; Hatchel et al., 2019; Tucker et al., 

2016), results emphasizes the confluence of community size, climate, and mental health. 

The results of this study underscore the value of examining community context in a more 

complex manner including checking assumptions about associations between community 

size and climate and the importance of broader community climate as a factor for SGM 

youths’ well-being.

These findings enhance our understanding of the complex interaction between community 

climate and victimization and how they affect SGM youth’s mental health. Previous research 

examined victimization as a component of community climate, rather than as a separate 

predictor (Duncan & Hatzenbuehler, 2014; D’Augelli, Hershberger, & Pilkington, 1998; 

Russell et al., 2011). Our findings indicate that victimization helps explain why SGM youth 

in hostile climates report worse mental health than SGM youth in supportive contexts. 

Importantly, adjusting for youths’ experiences of victimization attenuated differences in 

depression and anxiety between SGM youth in supportive and hostile climates. Mental 

health differences between youth in tolerant and hostile climates remained, which suggests 

that there may be additional factors for youth in tolerant climates that place them at 

increased risk of poor mental health.

It is important to note that we found no statistical relationship between perception of 

physical health and community context. This may be related to our single measure of 

self-perception of physical health rather than a measure of symptoms. It could also be that 

stress-related indicators of health are more likely to manifest over time or at later stages of 

the life course.

Limitations

This study contributes meaningfully to our knowledge about SGM youth health; however, 

it is not without limitation. The study sample is drawn from a nonprobability sample and 

is not generalizable to SGM youth more broadly. The study relies on a single, self-reported 

measure of physical health, which may have response bias and does not provide the more 

detailed, symptom-based information available in measures of mental health. Data are cross

sectional and cannot be used to make claims of temporality or causality. Our alternative 

modeling testing strengthens our inferences, but longitudinal data would be a more robust 

test of the time-ordered relationship between these variables.

Implications for Research and Practice

Our findings have notable implications for research and practice with SGM youth. Results 

provide evidence highlighting the necessity of considering community climate in addition to 

community size when assessing the relationship between community and health. Findings 

support a conceptual distinction between community climate and size, emphasizing the 

importance of qualitative features of communities in supporting the health of SGM youth. 

We need more qualitative understandings of what influences SGM youths’ perceptions of 

their community climate within various community sizes. Future studies could identify 

factors that may shift a community climate from hostile to supportive and then test 

interventions to reduce victimization and promote acceptance. Theoretical work is necessary 
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to define and operationalize the complex relationship between community climate and 

victimization. Researchers attending to community climate among SGM youth may want to 

consider a multidomain indicator of climate that includes victimization as a component (e.g., 

latent construct) of climate.

Future research should also attend to the role of community size and geographic region in 

studies with SGM youth by examining climate and size together, alongside other relevant 

factors such as the presence and/or utilization of SGM resources. It will be important for 

research to consider community size on a continuum rather than solely as a dichotomy, 

which may leave out smaller communities that are not rural, but lack SGM resources 

(Paceley et al., 2018).

Finally, there are established physical health disparities between SGM and non-SGM adults, 

but little is known about the physical health of SGM youth. Our findings join a small set of 

studies to examine SGM youth physical health outcomes, and much more research is needed 

in this area. It may be useful for researchers to employ more complex measures of physical 

health including youth-specific measures for health indicators of stress (e.g., psychosomatic 

symptomology).

Coupled with a robust and growing body of research examining SGM youth outcomes, 

our findings suggest the urgency of researcher and practitioner action toward intervention 

and change. The results of this study emphasize the importance of developing, testing, and 

implementing interventions to support the health of SGM youth, with particular emphasis 

on the role of community as an important point of intervention. Results suggest there 

may be distinct needs of SGM youth on the basis of community characteristics, and this 

might inform context-specific intervention efforts. Prior research suggests that supportive 

community climates for nonmetropolitan SGM youth may include supportive people, SGM 

visibility, SGM resources and education, and SGM-inclusive policies (Paceley et al., 2018). 

Although additional research is needed in this area, these represent concrete interventions 

social workers, activists, and other practitioners can implement to shift a community’s 

climate from hostile or tolerant to supportive.

Given our finding that victimization mediates the relationship between climate and 

mental health, it is important to implement interventions to reduce victimization toward 

SGM people. This may mean enacting and enforcing nondiscrimination and antibullying/

victimization policies that are inclusive of diverse sexual orientations and gender identities. 

Trainings or community awareness campaigns may provide opportunities to educate other 

professionals or the general public on issues affecting SGM youth. Our findings make a 

clear case for supportive community climates as a viable vehicle for the promotion of 

SGM youth health. By better understanding the role of communities in diminishing or 

enabling health, we can identify and test community-level interventions to reduce stigma 

and victimization and promote well-being among SGM youth. Doing so places the onus of 

change on social systems enacting stigma, rather than on the youth being affected by their 

social environments.
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Figure 1. 
Conceptual model testing the association between metropolitan size and perceived 

community climate with self-reported health, depression, and anxiety (unconditional model) 

and the mediating effect of victimization (mediational model).
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Table 1.

Mean Differences in Self-Reported Health, Anxiety, Depression, and Victimization by Community Size and 

Community Climate.

Health Anxiety Depression Victimization

M (SE) M (SE) M (SE) M (SE)

Community size

Medium or large metro 2.08 (.11) 1.07 (.08) 1.32 (.09) 2.19 (.10)a

Small metro 2.13 (.12) 1.24 (.09) 1.51 (.10) 2.39 (.10)

Nonmetro 1.96 (.14) 1.17 (.10) 1.58 (.11) 2.59 (.12)a

Perceived community climate

Supportive 1.83 (.19) 0.85 (.11)ab 1.83 (.14)ab 1.91 (.12)bc

Hostile 2.01 (.09) 1.32 (.13)a 1.51 (.07)a 3.07 (.15)ab

Tolerant 2.40 (.15) 1.23 (.06)b 1.05 (.11)b 2.37 (.07)ac

Note. Values with the same subscript denote significant differences at p < .05. Multiple comparisons adjusted for family wise error rate using 
Bonferonni post hoc adjustments.
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Table 3.

Total, Indirect, and Direct Effects of Victimization as a Mediator Between Community Size, Community 

Climate, and Health-Related Outcomes.

Health Anxiety Depression

β (95% CI) p β (95% CI) p β (95% CI) p

Subjective community climate

Supportive (reference)

Hostile

 Total −.17 [−.35, .01] .061 .22 [.06, .38] .007 .30 [.14, .46] .000

 Indirect −.02 [−.11, .06] .618 .20 [.10, .29] .000 .15 [.06, .24] .001

 Direct −.15 [−.33, .03] .100 .03 [−.14, .20] .749 .15 [−.04, .34] .114

Tolerant

 Total −.16 [−.33, .01] .066 .26 [.11, .42] .001 .27 [.11, .42] .001

 Indirect −.01 [−.06, .04] .616 .11 [.04, .18] .002 .08 [.03, .14] .005

 Direct −.15 [−.31, .02] .085 .15 [.00, .31] .057 .18 [.03, .34] .024

Note. Indirect effects were estimated using 5,000 bootstrap draws to provide bias-correct 95% confidence intervals. CI = confidence interval.
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