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Abstract

Gender minority (GM) youth are at heightened risk for psychopathology, purportedly due to 

their experiences of GM stressors. However, few studies have examined how GM stressors are 

associated with depression and anxiety among GM youth. Furthermore, no prior studies have 

investigated how experiences of GM stressors differ across gender identity and race/ethnicity 

within a diverse sample of GM youth. A nationwide online cross-sectional survey of 1,943 

14- to 18-year-old GM adolescents (66.91% White, 11.73% multiracial, 8.49% Latinx, 7.10% 

Black, 3.09% Asian, 1.49% American Indian/Alaskan Native) in the U.S. assessed GM stressors 

(prejudice events, expectations of rejection, internalized transnegativity, and concealment) and 

mental health. Structural equation modeling was used to examine how GM stressors, and 

depressive and anxiety symptoms, differ across gender identity and race/ethnicity. Higher levels 

of each GM stressor were related to higher depressive symptoms. Prejudice events, expectations 

of rejection, and concealment were related to higher anxiety symptoms. Transmasculine and 

transfeminine youth reported higher levels of GM prejudice events and expectations of rejection, 

and higher mental health symptoms, than nonbinary youth. Findings were relatively consistent 

across racial/ethnic identities, with the exception that Black GM adolescents reported fewer 

GM prejudice events and expectations of rejection and indirectly exhibited lower mental health 

symptoms as compared to White GM youth. Researchers and clinicians should be attuned to 

how intersectional identities are related to stress and mental health among diverse GM youth. 

Recommendations for individual and structural-level interventions are discussed.
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Empirical work documents that gender minority (GM) youth (youth whose gender identity 

differs from their sex assigned at birth) are more likely to experience depression and anxiety 

than their cisgender peers (Becerra-Culqui et al., 2018). Over half of GM youth meet 
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diagnostic criteria for a depressive disorder (Becerra-Culqui et al., 2018). Similarly, 37% 

to 48% of GM youth meet criteria for an anxiety disorder (Becerra-Culqui et al., 2018; 

Chodzen et al., 2019). The minority stress model posits that disparities among sexual 

and gender minority (SGM) individuals are related to persistent stressors associated with 

a marginalized identity (Brooks, 1981; Meyer, 2003; Meyer, 2010). Despite mounting 

evidence of high risk for mental health problems among GM adolescents (Chodzen et al., 

2019; Veale et al., 2017), prior research has not systematically examined how GM stressors 

are related to internalizing mental health symptoms among GM adolescents. Furthermore, 

little work has examined how minority stress experiences differ across gender and racial/

ethnic identities.

Minority Stress Theory and Intersectionality

Minority stress theory proposes that mental health disparities related to SGM identities are 

explained by exposure to minority stressors (Brooks, 1981; Meyer, 2003; Meyer, 2010). 

The minority stress model was originally developed for sexual minority adults but has 

been adapted for GM populations (Hendricks & Testa, 2012). Stressors experienced by 

SGM individuals have been theorized as two distinct types: distal and proximal. Distal 

stressors are those that occur in the environment and include prejudice events—experiences 

of discrimination or victimization due to one’s GM status. Proximal stressors refer to 

three types of internal processes. First, GM individuals may experience expectations of 
rejection, including persistent worries about whether they will be safe, rejected, or accepted 

by strangers, peers, family members, and systems in their daily lives (e.g., healthcare 

facilities). Secondly, GM individuals may struggle with internalized transnegativity, or the 

internalization of negative beliefs about GM individuals, leading to negative self-perceptions 

and attitudes, such as a deeply felt sense that one is “wrong” or “bad” for being transgender. 

Realizing one’s GM identity necessitates a brave unlearning of these beliefs, which can be 

an arduous and ever-evolving process. Lastly, concealment involves hiding one’s current 

GM identity, sex assigned at birth, or gender history, often to avoid discrimination, rejection, 

or stigmatization. Concealment can be affirming by allowing GM individuals to “pass” 

or blend in as cisgender but can also be stressful because it may precipitate feelings of 

inauthenticity, worries about being “found out,” and sadness or frustration around not being 

accepted (Rood et al., 2017a). The minority stress model proposes that all four minority 

stressors work in concert to drive mental health disparities among SGM individuals (Brooks, 

1981; Meyer, 2003; Meyer, 2010).

It is important to note that minority stress occurs not only on individual and interpersonal but 

also systemic levels. For example, anti-transgender legislation targeting youth is increasing, 

with more than 300 anti-LGBTQ+ pieces of legislation being considered across the U.S. as 

of September 2022 (“Anti LGBTQ+ Bills”, 2022). Anti-LGBTQ+ legislation has been found 

to have negative effects on the health and well-being of GM individuals (Horne et al, 2022) 

and is a particular concern for GM youth and their parents (Abreu et al., 2022; Barbee et al., 

2022). Therefore, when GM youth encounter minority stressors in their daily lives, they are 

doing so within the context of a broader society which is not structured to support them and, 

in some places, is actively working to undermine them.
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Many prior studies of GM youth have operationalized GM youth as one monolithic, 

homogenous population. However, recent evidence indicates psychosocial experiences and 

mental health symptoms vary across gender identity subgroups. Some studies have found 

that nonbinary/genderqueer youth (youth whose gender identity falls outside the male–

female binary) generally experience more mental health symptoms than GM individuals 

with binary identities, including transmasculine and transfeminine youth (Grossman et al., 

2016; Lefevor et al., 2019; Thorne et al., 2019). However, more evidence is needed to 

understand how minority stress experiences differ across gender identity subgroups.

Intersectionality theory (Collins, 2000; Crenshaw, 1989), a Black feminist framework that 

has increasingly been integrated across psychological research (Buchanan & Wiklund, 2020; 

Cole, 2009), provides a framework for contextualizing the unique experiences of GM 

youth across multiple social identities (e.g., gender, race/ethnicity, class). Multiple forms 

of minority stressors, both distal and proximal, are perpetuated by interlocking structural 

systems of power, privilege, and oppression (Brooks, 1981; Collins, 2000; Crenshaw, 1989) 

that shape GM youth’s experiences. Such stressors uniquely contribute to the mental health 

of GM youth of color (youth who identify with a marginalized racial/ethnic identity), both in 

terms of risk and resiliency.

Some research suggests that SGM adolescents of color report higher depressive symptoms 

compared to heterosexual adolescents (Bostwick et al., 2014). Studies have also found 

that SGM people of color are more likely to experience discrimination and victimization 

and also experience it more frequently, leading to higher depressive symptoms than White 

SGM adults (Calabrese et al., 2015; Everett et al., 2019). Systematic reviews focused 

exclusively on race-related experiences among adolescents indicate that racial discrimination 

is associated with increased psychopathology (Priest et al., 2013; Stirling et al., 2015). These 

experiences likely intersect with GM-related discrimination to create unique intersectional 

experiences (Mereish et al., 2022) for GM youth of color. Nonetheless, other studies have 

found that SGM youth of color have lower rates of psychopathology than White SGM 

youth (Toomey et al., 2017). For example, prior analyses of the current dataset found 

fewer depressive symptoms and self-injurious thoughts and behaviors among Black SGM 

adolescents compared to White SGM adolescents (Fox et al., 2020). Given mixed findings, 

additional investigations of how minority stressors are related to mental health symptoms 

among GM adolescents of color are required.

In this study, we systematically evaluate the original minority stress model (Brooks, 1981; 

Meyer, 2003; Meyer, 2010) by assessing the role of gender-specific forms of minority stress 

in the mental health of racially/ethnically diverse GM adolescents. Notably, we do not 

directly assess intersectional minority stressors (e.g., gendered racial discrimination) that 

may reflect unique experiences for GM youth of color. However, this study provides an 

important step toward understanding gender-related minority stressors among diverse GM 

youth, particularly because most prior studies of GM stress have not considered GM youth 

of color, resulting in discrepant findings related to their experiences.
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GM Stressors Among GM Youth

Studies of GM adolescents are necessary because experiences of GM stressors during 

adolescence may differ from other life stages in several important ways. First, although 

no studies have examined when mental health disparities between GM and cisgender 

youth begin, disparities between heterosexual and sexual minority youth begin in early 

adolescence (Marshal et al., 2013), so investigating adolescence may provide more insight 

into the origin of disparities. Second, adolescence is a period of identity formulation and 

social development. Uncovering and accepting one’s GM identity may itself be a stressful 

experience. SGM youth often report losing social support after coming out, and a third 

of GM youth report being victimized due to their gender identity (Hatchel et al., 2019). 

Third, most adolescents live with and financially rely on parents or other family members, 

and half of all GM youth experience stress related to parental rejection (Grossman et al., 

2021). Higher parental support is associated with better health and academic outcomes, 

fewer depressive symptoms, and less SGM-identity disclosure stress (Grossman et al., 2021; 

Johns et al., 2018). For these reasons, experiences of GM stressors during adolescence may 

differ from–and in some cases, be more severe than–these experiences in adulthood.

Distal Stressors

Most of the literature on GM stressors and mental health focuses on distal stressors. 

GM prejudice events are related to higher psychological distress, depressed mood, and 

suicidal ideation among youth (Veale et al., 2017; Wilson et al., 2016). The likelihood 

of discrimination and its subsequent impact on youth mental health appears to differ 

across GM identities. Some studies have found that nonbinary and genderqueer youth are 

harassed, abused, and experience traumatic events at higher rates than binary GM youth 

(Lefevor et al., 2019). Others have found that binary GM adults report more discrimination 

than nonbinary adults (Poquiz et al., 2021). More research is needed to determine which 

subgroups of GM youth are at greatest risk of discrimination-related harm.

Similarly, rates of discrimination and subsequent mental health symptoms may differ for 

GM youth with different racial/ethnic identities. In a study of GM adolescents, being a 

person of color did not moderate the relationship between peer victimization and mental 

health issues (Hatchel et al., 2019). Yet, research examining the impact of racial/ethnic 

discrimination and gender victimization among SGM adolescents found that exposure to 

stressors based on race/ethnicity and SGM status predicted negative mental health outcomes, 

indicating that SGM adolescents of color could experience poorer mental health (Swann et 

al., 2020).

Proximal Stressors

Preliminary evidence suggests proximal stressors contribute to mental illness above and 

beyond the effect of distal stressors among SGM adults (Cogan et al., 2021; Meyer, 

2003); however, studies tend to focus on SGM samples broadly rather than GM samples 

in particular, use composite measures of stressors, or examine a single proximal stressor 

in isolation. For example, higher composite proximal stressor scores, as well as a latent 

minority stress construct incorporating both proximal and distal stressors, have been linked 
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to higher depressive symptoms in samples of SGM youth and young adults (Fulginiti et 

al., 2021; Hunter et al., 2021). Only one study has investigated the relationship between 

expectations of rejection and depression and anxiety symptoms among an all-GM sample 

of youth and found that the association did not reach significance (Chodzen et al., 2019). 

In the same sample, GM youth reporting higher levels of internalized transnegativity were 

more likely to meet criteria for depression and anxiety. To date, no studies have investigated 

concealment among a sample of GM youth.

Furthermore, very few studies have attended to heterogeneity within samples of GM youth, 

often due to small sample sizes. Regarding gender identity, limited evidence suggests that 

transfeminine and nonbinary adolescents report more negative future expectations and less 

pride than transmasculine adolescents (Poquiz et al., 2021), suggesting different proximal 

stress experiences among these groups that have not yet been linked to mental health 

outcomes. Additionally, in a previous study of the current dataset which did not examine the 

full minority stress model, Black and Latinx youth were less likely to have disclosed their 

gender identity to parents and reported lower gender-related expectations of rejection than 

White youth (Fox et al., 2020). However, researchers have not previously examined how 

differential levels of stressors relate to mental health symptoms among GM youth in this 

sample. Furthermore, no prior studies have concurrently measured expectations of rejection, 

internalized transnegativity, and concealment among GM youth of color.

The Current Study

Little attention has been paid to how specific GM stressors could confer risk for mental 

health symptoms among diverse GM youth, and proximal GM stressors are particularly 

under-addressed. Furthermore, few studies have explored differences in GM youth’s 

experiences across intersecting social identities (e.g., gender identity and race/ethnicity). 

Intersectionality theory demands that gender minority youth are not treated as a homogenous 

group. Therefore, the aims of the current study are threefold. First, we examine the full 

minority stress model (Brooks, 1981; Meyer, 2003; Meyer, 2010) among GM youth for 

the first time, and hypothesize that gender-related minority stressors will be related to 

mental health symptoms. Second, we explore differences in the experiences of adolescents 

with different GM identities (e.g., transmasculine, transfeminine, nonbinary, and questioning 

youth). Third, we investigate how the associations between GM stressors and mental health 

symptoms differ for GM youth across racial/ethnic identities, including Black, Asian, 

Latinx, American Indian/Alaskan Native, multiracial, and White GM youth. Due to the 

exploratory nature of the second and third aims, no hypotheses are specified.

We use cross-sectional data to address our research questions. While examining mediation 

with cross-sectional data has limitations, we believe the study makes a critical preliminary 

contribution to the existing literature on mental health among GM youth as the first to 

examine GM stressors and mental health symptoms with an intersectional lens. GM youth 

are a highly stigmatized and hidden population that have been underexamined in prior 

research because they are difficult to recruit into research studies, especially when parental 

permission is required. Given these challenges, few high-quality datasets exist focusing 

on the health of GM adolescents and, to our knowledge, no extant longitudinal studies of 
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GM adolescents focus on minority stress. Because of these limitations inherent in existing 

literature, our cross-sectional data make a needed contribution.

Method

Participants

Participants were 1,943 GM adolescents from the U.S. (ages 14–18, Mage = 15.91, SDage = 

1.22). Data were collected as part of a large nationwide, cross-sectional study of adolescent 

health which included both cisgender and GM adolescents (see Salk et al., 2020). The 

current analytic sample includes only participants who self-identified as GM and included 

6.79% transfeminine, 50.95% transmasculine, 32.94% nonbinary assigned female at birth 

(AFAB), 4.32% nonbinary assigned male at birth (AMAB), and 4.99% questioning youth. 

Most participants (66.91%) self-identified as White, 7.10% as Black, 8.49% as Latinx, 

3.09% as Asian, 11.73% as multiracial, 1.49% as American Indian/Alaskan Native, and 

0.51% as another racial/ethnic identity. Most participants (96.7%) identified as sexual 

minority, with 18.9% identifying as gay or lesbian, 47.9% as bisexual or pansexual, 28.6% 

as queer, questioning, or another SM identity, and only 3.3% identifying as straight or 

heterosexual. The average subjective social status of participants was 5.40 (range = 1–10; 

SD = 1.54).

Procedure

Recruitment advertisements were posted on Facebook and Instagram in the summer and 

fall of 2018, inviting adolescents ages 14–18 to participate in an anonymous online study. 

Multiple steps were performed to ensure high quality data (see Supplementary Material A 

and Salk et al., 2020 for details). The final sample included adolescents from all 50 states, 

Washington, D.C., and Puerto Rico. To oversample GM youth, some advertisements were 

presented to users associated with interest tags such as “Genderqueer” and “Transgender.” 

The study received a waiver of parental consent from the University of Pittsburgh Human 

Research Protection Office to ensure the safety of transgender teens who were not out to 

their parents.

Measures

Sociodemographic Identity Variables.—Participants indicated their gender by 

checking all that apply from a list of 17 options; they indicated their assigned sex at birth 

by indicating “male”, “female”, or “intersex.” Participants were categorized as transfeminine 

if they identified as male to female transgender/MTF, trans female/trans feminine, and/or 

a combination of male sex assigned at birth and “female” gender identity. Participants 

were categorized as transmasculine if they identified as female to male transgender/FTM, 

trans male/trans masculine, and/or a combination of female sex assigned at birth and 

“male” gender identity. Those who identified with one or more nonbinary identities 

(e.g., genderqueer, gender expansive, androgynous, nonbinary, two-spirited, agender) but 

no binary identities were included in the nonbinary AMAB or nonbinary AFAB group, 

depending on their sex assigned at birth. Regardless of sex assigned at birth, if an adolescent 

only indicated “not sure” for their gender identity, they were categorized as questioning.
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Participants indicated their race/ethnicity by checking all that apply from a list including 

White, Black, Hispanic/Latino, Asian/Pacific Islander, American Indian/Alaskan Native, 

or “other” race/ethnicity. Participants who indicated multiple racial/ethnic groups were 

categorized as “multiracial.” The “another racial/ethnic identity” group included only 

participants who could not be recategorized into another group based on their lack of a 

clear write-in response. Although these respondents were retained in the model, we do not 

report parameter estimates for this group because they are not interpretable, due to small cell 

size and heterogeneity within the group. As a proxy for socioeconomic status, participants 

completed the MacArthur Ladder of subjective social status (SSS) for youth (Goodman et 

al., 2001). Participants were presented with a picture of a ladder with 10 rungs and asked 

to “imagine that this ladder pictures how American society is set up” with those at the top 

having relatively more money, higher education, and high-status jobs than those lower down. 

Participants indicated where on the ladder (1 = worst off, 10 = best off) they and their family 

would be.

Prejudice Events.—Four items captured the frequency (in the past six months) of four 

transgender-specific bullying or harassment victimization experiences: “teased or bullied,” 

“hit or beaten up,” “treated rudely or unfairly,” and “called bad names” (Burton et al., 2013; 

α = 0.83). Items were adapted from a measure of sexual orientation-specific victimization 

and reworded to address prejudice events experienced due to one’s actual or assumed 

transgender identity. Responses included 1 = Never, 2 = Once or twice, 3 = A few times, 4 = 

Many times.

Expectations of Rejection.—Participants indicated agreement with four statements 

about expecting social rejection based on their gender identity, including wondering about 

being judged by others, feeling uncomfortable being judged, thinking a lot about how one’s 

gender identity affects others’ perceptions of oneself, and expecting poor treatment because 

of one’s gender identity (α = 0.81). Items were adapted from the acceptance concerns 

subscale of the Lesbian, Gay, and Bisexual Identity Scale (Mohr & Kendra, 2011) and 

rephrased to focus on gender identity rather than sexual orientation. Responses ranged from 

1 = Strongly disagree to 6 = Strongly agree. Higher scores indicated greater expectations of 

rejection.

Internalized Transnegativity.—The 3-item Gender Identity Acceptance subscale of the 

Transgender Congruence Scale (Kozee et al., 2012) was used to assess participants’ feelings 

about their gender identity (α = 0.85). Participants responded to three statements about 

feelings of pride and acceptance (e.g., “I have accepted my gender identity”) on a scale from 

1 = Strongly disagree to 5 = Strongly agree. One edit was made to the original scale to 

phrase all items positively (i.e., “I am proud of my gender identity” rather than “I am not 

proud…”) to improve readability and comprehension for adolescents (Omrani et al., 2019). 

Higher scores reflected higher pride in gender identity or lower internalized transnegativity.

Concealment.—Participants were asked “Who knows about your gender identity?” and 

checked all that applied from a list including: Parents/primary caregivers, friends, teachers, 

and “no one knows about my gender identity.” Participants were coded as 0 if they reported 
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no one knew about their gender identity, 1 if they reported friends were aware of their 

gender identity, and 2 if parents and/or teachers were aware, with higher scores indicating 

lower concealment. Differentiating concealment and disclosure across different categories of 

relationships is a common approach to assessing identity disclosure among LGBTQ+ adults 

and adolescents (Mohr & Fassinger, 2000; Watson et al., 2015).

Mental Health Symptoms.—Depressive symptoms were measured with the 20-item 

Center for Epidemiologic Studies Depression Scale (CES-D; (Radloff, 1977), which has 

been used previously with adolescents (Garrison et al., 1991). Participants indicated how 

frequently in the past week they experienced depressive symptoms on a four-point Likert 

scale. The CES-D was reduced to a 10-item version while fitting the measurement model (α 
= 0.83; see Supplementary Material B). Anxiety symptoms were assessed with the 7-item 

Generalized Anxiety Disorder-7 (GAD-7; Spitzer et al., 2006), which has been validated 

among adolescents (Mossman et al., 2017). Participants indicated how frequently in the past 

two weeks they have experienced anxiety symptoms on a four-point Likert scale (α = 0.91).

Analysis Plan

Bivariate associations between all variables were examined, including differences across 

gender identity subgroups and race/ethnicity for continuous variables. Structural equation 

modeling was used in Mplus Version 8 (Muthén & Muthén, 2017). A measurement 

model was calculated and modified as necessary (see Supplementary Material B for 

measurement model approach and results). A structural model was fit to examine 

hypothesized associations between latent constructs and measured variables. Paths from 

sociodemographic identity variables, including age, SSS, gender identity, sexual orientation, 

and race/ethnicity, to each of the four minority stressors were estimated. Paths between each 

minority stressor and mental health symptoms were estimated separately for depressive 

and anxiety symptoms while also including sociodemographic covariates within each 

path (see Figure 1 for key hypothesized paths). Paths were estimated using maximum 

likelihood estimation, and missing data were accounted for using full information maximum 

likelihood (FIML). Missingness was almost exclusively due to early termination of the 

survey, so missing data should be considered missing at random. Under FIML, all cases 

are included and contribute to estimates within the model regardless of missingness (Enders 

& Bandalos, 2001). Gender identity, race/ethnicity, and sexual orientation were coded with 

transmasculine youth, White youth, and bisexual and pansexual youth as reference groups, 

respectively, because they were the largest subgroups.

Indirect effects between gender identity, race/ethnicity, and mental health symptoms via 

level of each minority stressor were assessed. To assess the significance of indirect effects, 

95% confidence intervals were estimated using a bootstrapping procedure with 20,000 

iterations that was not bias-corrected (Fritz et al., 2012). Indirect effects were considered 

significant if the confidence interval did not include zero. Importantly, in all analyses, gender 

and race/ethnicity are used to represent the interpersonal and contextual experiences of 

members of each social identity group, rather than presumed direct causes of psychosocial 

phenomena. In addition to examining indirect effects of subgroup identities on mental health 

symptoms via minority stressors within the structural equation model, we also conducted 
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post hoc sensitivity analyses to examine moderation of associations between minority 

stressors and mental health symptoms by both gender identity subgroup and race/ethnicity 

(see Supplementary Material C).

Transparency and Openness

We describe data exclusions, manipulations, and measures in the study in Salk et al. (2020). 

Due to the risk of deductive disclosure with the minoritized population studied, deidentified 

data are only available from the study team through a data sharing agreement. Study analysis 

code is available from the authors upon request. This study was not preregistered.

Results

Preliminary Analyses

Correlations between continuous variables, as well as means, standard deviations, and 

missingness for each variable are included in Table 1. See Supplementary Material D for a 

description of bivariate associations. Age, SSS, and SM status were significantly associated 

with variables of interest and were included as covariates within the structural model.

Direct Effects in Structural Model

Significant direct effects are represented in Figure 1, and all direct effects are reported 

within Table 2. Within the structural model, higher levels of GM prejudice events, 

expectations of rejection, and concealment of gender identity were related to higher levels 

of both depressive and anxiety symptoms. Higher levels of internalized transnegativity 

were related to higher depressive symptoms but were unrelated to anxiety symptoms. 

Because temporality between minority stressors and mental health symptoms cannot be 

firmly established with cross-sectional data, we also tested an alternative structural model 

with minority stressors as mediators and mental health symptoms as outcomes. Our 

original model evidenced stronger fit to our observed data than this alternative model (see 

Supplementary Material E).

Nonbinary and questioning youth reported lower levels of GM prejudice events and 

expectations of rejection than transmasculine youth, and post hoc analyses indicated these 

groups reported lower levels of these stressors than transfeminine youth. Transmasculine 

youth reported lower levels of concealment than all other gender identity subgroups. 

Transmasculine youth also reported higher levels of internalized transnegativity than 

other subgroups with the exception of questioning youth, who reported higher levels 

than transmasculine youth. Black youth reported lower levels of GM prejudice events, 

expectations of rejection, and internalized transnegativity than White youth, and American 

Indian/Alaskan Native youth reported higher levels of GM prejudice events than White 

youth. Asian youth also reported lower levels of GM expectations of rejection and higher 

concealment than White youth. In the model predicting anxiety symptoms while controlling 

for all GM stressors and covariates, nonbinary youth AFAB reported higher levels of anxiety 

symptoms than transmasculine youth. See Supplementary Material F for a discussion of 

direct effects with respect to SSS and SM status. No other direct effects were found.
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Indirect Effects in Structural Model

Transfeminine youth exhibited higher depressive and anxiety symptoms than transmasculine 

youth via higher levels of concealment. Both subgroups of nonbinary youth (AFAB and 

AMAB) exhibited higher depressive and anxiety symptoms via higher levels of concealment 

and lower levels of depressive and anxiety symptoms via lower levels of GM prejudice 

events and expectations of rejection. Nonbinary youth AMAB exhibited lower levels of 

depressive symptoms via lower levels of internalized transnegativity than transmasculine 

youth. Questioning youth exhibited higher levels of concealment and internalized 

transnegativity as well as lower levels of GM prejudice events and expectations of rejection 

compared to transmasculine youth. In turn, higher levels of concealment predicted higher 

depressive and anxiety symptoms. Higher levels of internalized transnegativity predicted 

higher levels of depressive symptoms, and lower GM prejudice events and expectations 

of rejection predicted lower depressive and anxiety symptoms. With regard to racial/ethnic 

subgroup indirect effects, Black youth exhibited lower depressive and anxiety symptoms 

via lower GM prejudice events and expectations of rejection than White youth. Asian 

youth exhibited higher levels of depressive and anxiety symptoms via higher concealment. 

No other indirect effects between racial/ethnic subgroup membership and mental health 

symptoms via GM stressors were detected. All indirect effects are reported in Table 3.

Discussion

The primary aim of our study was to examine the full minority stress model among 

a nationwide sample of GM adolescents for the first time (Brooks, 1981; Meyer 

2003; Meyer 2010). We found that GM stressors were systematically associated with 

depressive and anxiety symptoms. Adolescents who reported higher GM prejudice events, 

expectations of rejection, internalized transnegativity, and concealment reported higher 

depressive symptoms. Similarly, each GM stressor, with the exception of internalized 

transnegativity, was significantly associated with anxiety symptoms. These results are in 

line with past evidence that GM stressors, when examined in isolation, are associated with 

psychopathology among SGM youth (Chodzen et al., 2019; Hunter et al., 2021; Veale et al., 

2017; Wilson et al., 2016). Direct effects between GM stressors and mental health outcomes 

were significant in the context of the full model, highlighting that the different components 

of the minority stress model explain unique variance in depressive symptoms and anxiety. 

Thus, research that examines only one type of GM stressor, or aggregates across distinct 

stressors, may miss important contributors to GM adolescents’ mental health.

Differences Across Gender Identity

We observed significant differences in minority stress experiences and, in turn, mental 

health symptoms across GM youth of diverse gender identities. Although past work has 

been mixed (Lefevor et al., 2019; Poquiz et al., 2021; Sterzing et al., 2017), in the current 

study, transmasculine and transfeminine youth reported more GM prejudice events and 

GM expectations of rejection than nonbinary youth, and higher levels of these stressors 

were indirectly related to higher depressive and anxiety symptoms. This difference could 

be explained by a higher level of outness among transmasculine and transfeminine youth 

(Caba et al., 2022), leading them to experience more stigmatization earlier on. Meanwhile, 
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nonbinary youth may be more likely to conceal their identity during adolescence and 

therefore may be more likely to be perceived as maintaining a gender expression consistent 

with their sex assigned at birth (Poquiz et al., 2021). Given higher cultural visibility of 

binary GM identities, it is also possible that transmasculine and transfeminine youth realize 

they are transgender at an earlier age, allowing for transition—and associated gender-related 

discrimination—at an earlier age. Thus, although transitioning earlier is associated with 

better mental health outcomes (dickey et al., 2022), it may also be associated with greater 

stigmatization during a developmental period where social acceptance is key to adjustment 

(Hatchel et al., 2019). Nevertheless, we found that youth AFAB who have nonbinary 

identities reported higher anxiety symptoms than youth AFAB who are transmasculine in 

multivariate analyses accounting for GM stressors, so it is possible that a psychosocial 

process outside of GM stressors is related to heightened anxiety symptoms among nonbinary 

youth AFAB. These disparities could be related to nonbinary-specific forms of minority 

stress, such as lower cultural visibility and the structural invalidation of nonbinary identities. 

More research is needed to determine the mechanisms of these disparities.

Transmasculine youth reported higher internalized transnegativity than nonbinary (AFAB 

and AMAB) and transfeminine youth and reported the lowest levels of concealment. If 

transmasculine youth are more likely to come out during adolescence, they might experience 

stigmatization earlier, which could increase their internalized transnegativity while still early 

in their gender development. Qualitative work with GM adults has similarly demonstrated 

that negative social messages can have a negative impact on one’s feelings about their 

gender (Rood et al., 2017b).

Youth in the current study who were questioning their gender identity reported the highest 

levels of internalized transnegativity across GM subgroups. To date, there has been a dearth 

of literature on youth who are questioning their gender identity. Nevertheless, the findings 

are intuitive—youth who are not sure of their GM identity may be more likely to report 

higher levels of negative internalized beliefs about transgender identities. Given the cross-

sectional design of the current study, the opposite may be true: higher levels of internalized 

transnegativity may lead to less self-trust and self-efficacy around recognizing and affirming 

one’s GM identity. Because almost all transgender people were at one point questioning 

their identity, future longitudinal research should focus on how the process of moving from 

questioning to recognizing one’s gender identity affects GM youth’s mental health.

Differences Across Race/Ethnicity

Overall, results of the structural equation model were consistent across racial/ethnic 

identities, with some notable exceptions. First, significant direct and indirect effects were 

found for Black youth’s experiences of GM stressors, depressive symptoms, and anxiety 

symptoms. Compared to White GM youth, Black GM youth reported lower levels of 

GM prejudice events, expectations of rejection, and internalized transnegativity and also 

exhibited lower depressive and anxiety symptoms via these lower GM stressors. Prior 

research has identified factors that may promote resilience among Black youth, including 

that parents of Black youth provide racial socialization preparing them to cope with 

experiences of discrimination (Hughes et al., 2006; Neblett et al., 2012). Asian GM 
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youth reported lower expectations of rejection and higher concealment of gender identity 

than White GM youth and exhibited lower depressive and anxiety symptoms via lower 

GM concealment compared to White youth. Higher levels of concealment—and thus 

opportunities to experience discrimination—among Asian GM youth may explain lower 

expectations of rejection. American Indian/Alaskan Native GM youth reported higher levels 

of GM prejudice events than White GM youth. These findings are supported by prior work 

indicating that American Indian/Alaskan Native GM adults are more likely to report elevated 

experiences of major discrimination than White GM adults (Miller & Grollman, 2015), and 

more frequent mental distress than White cisgender adults (Robertson et al., 2021). There 

were no other significant indirect effects for racial/ethnic differences in mental health via 

minority stressors.

Importantly, analyses in the present study used gender and racial/ethnic identity as proxies 

for unique, identity-dependent sociocultural experiences. In other words, identities do not 

cause minority stressors or mental health outcomes—differences in these experiences by 

gender and race/ethnicity are the result of a complex set of interpersonal and contextual 

factors, including stereotypes, stigma, and histories of oppression differentially affecting 

social groups (Lett et al., 2022). Addressing differences in psychological outcomes across 

social identity groups is a useful tool for understanding how these sociocultural forces 

manifest differently for youth with diverse intersecting marginalized identities. However, 

results from the present study should not be interpreted as indicating that gender or racial/

ethnic identities directly cause mental health experiences.

Additionally, this study did not assess GM youth of color’s appraisal of stressors related 

to having a marginalized racial/ethnic identity and a marginalized gender identity. In 

addition to GM stressors, GM youth of color—and Black GM youth in particular—may 

be further impacted by racism-based stressors that are associated with depressive symptoms 

among adolescents of color (Carter et al., 2017). Mereish and colleagues (2022) found that 

subtle and intersectional forms of minority stress (factoring in youth’s intersectional racial/

ethnic and gender identities) may increase risk for internalizing symptoms among SGM 

adolescents of color. Future research with GM youth of color should assess experiences of 

discrimination related to both gender identity and race/ethnicity to capture the full range of 

Black GM adolescents’ proximal and distal stressors and related mental health outcomes. 

Furthermore, protective factors among GM youth of color are an important avenue for future 

research.

Implications

Individual-Level Interventions—Despite their high risk for experiencing mental health 

symptoms during adolescence, almost no interventions have been developed to help GM 

youth cope with GM stressors. Only one study has evaluated such an intervention, finding 

that cognitive-behavioral approaches have the potential to improve depressive symptoms 

by increasing coping skills in the face of discrimination and stigmatization (Austin et al., 

2018). Nevertheless, potentially promising treatments include those developed to decrease 

internalized transnegativity among GM adults (Israel et al., 2021) as well as treatments for 

decreasing mental health symptoms among GM youth in general, such as mindfulness-based 
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(Iacono et al., 2022), Internet-based (Steinke et al., 2017), and parent-based interventions 

(Matsuno & Israel, 2021). Interventions specifically designed to augment the coping 

capacity of GM youth in the face of GM stressors could have the potential to reduce mental 

health symptoms in this vulnerable population.

Importantly, all treatments for GM youth must incorporate understandings of 

intersectionality to effectively support diverse GM populations. GM youth’s experiences 

are shaped by their social positionality as it relates to power, privilege, and oppression 

across race/ethnicity, gender identity and sexual orientation, class, and ability or disability, 

among other identity statuses. GM youth’s unique social positions result in benefits (e.g., 

resiliency) as well as risks. For example, SGM youth generally report lower rates of mental 

healthcare service utilization than heterosexual peers, and SM youth of color report more 

difficulty accessing mental health services than white peers (Cook et al, 2016; Macapagal et 

al., 2016). Marginalized youth may have difficulty accessing care due to structural barriers 

(Roulston et al., 2022) and experiences of heteronormativity or racism in therapy (Williams 

& Fish, 2017). Improving access to care could attenuate the potentially deleterious effects of 

minority stress among GM youth.

Structural Interventions—While mental health treatments can help individual GM 

adolescents cope with GM stressors, structural interventions can work to eradicate gender-

based oppression and structural stigma that contribute to the GM stressors youth are exposed 

to, thereby potentially improving their mental health. Structural stigma refers to the societal 

norms (e.g., cisnormativity—or the expectation that all people are or ought to be cisgender) 

and institutional policies that limit access to resources among GM populations. GM 

youth consistently report experiencing high levels of structural stigma (Hatzenbuehler & 

Pachankis, 2016). The internalization of structural stigma by cisgender and GM individuals 

likely contributes to the perpetuation of prejudice events and related increased levels 

of expectations of rejection, internalized transnegativity, identity concealment, and health 

disparities for GM youth. For example, the recent onslaught of anti-transgender legislation 

targeting U.S. GM youth (e.g., the criminalization of gender-affirming medical care) may 

have a broad range of negative impacts for GM youth, including increased mental health 

symptoms, suicide risk, and internalized stigma (Abreu et al., 2022).

However, promising findings indicate that GM youth who experience gender-affirming 

support across multiple contexts (e.g., home, school, work) are less likely to experience 

negative mental health symptoms such as depressive symptomatology and suicidality 

(Russell et al., 2018). It is critical that GM youth receive protections and support that affirm 

their gender identity and expression through policy interventions that target educational, 

healthcare, and legal systems. For example, policies and practices that support and protect 

GM youth can include allowing name and gender changes on legal documentation, school 

files, and medical records. In school-based settings, policymakers and school personnel 

can enact and uphold non-discriminatory and anti-bullying policies that provide GM youth 

with equitable access to school facilities and resources (e.g., gender-affirming bathrooms, 

gender and sexuality alliances). Further, policymakers can support GM youth’s well-being 

in healthcare contexts by prohibiting discriminatory policies that ban or limit access to 
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developmentally appropriate, gender-affirming healthcare. It is important to work directly 

with GM youth by centering their voices to elucidate the issues most relevant to them.

Limitations

The current study had several limitations. Importantly, the current study included a majority 

White sample (66.91%) and did not directly assess intersectional minority stressors (e.g., 

gendered racial discrimination) that are uniquely related to being a GM person of color. 

Future studies should assess minority stressors at the intersection of multiple axes of 

oppression (e.g., heterosexism, sexism, racism, classism) within GM and racial/ethnic 

communities. Our study also incorporated measures of internalized transnegativity and 

concealment that evidenced psychometric reliability and validity in this sample yet may 

not be perfect approximations of the constructs (Jackson & Mohr, 2016). Future work should 

focus on developing and validating scales to assess minority stress constructs among GM 

adolescents.

Second, all results were based on cross-sectional data, and caution should be taken when 

interpreting the directions of some associations within the SEM model. We have taken 

multiple steps to address these limitations within our SEM model, including using stationary 

variables as the “predictor” variables in our models, including gender identity and race and 

ethnicity. Prior research has shown that mediation analyses using cross-sectional data can 

produce biased parameter estimates when all three variables are changing over time, but 

this limitation does not apply when the “predictor” variable is constant over time (Maxwell 

& Cole, 2007). In addition, because our “predictor” variables were minority identities, 

these variables logically precede the occurrence of minority stress temporally. However, 

bidirectional effects or an opposite direction of effects cannot be ruled out between 

minority stress experiences and mental health symptoms. For example, youth reporting 

depressive symptoms might be more likely to report expectations of future rejection due to 

depressive cognitions and biases towards negative events. We tested an alternative model 

which provided evidence that our original model is a stronger fit to our observed data 

than this hypothesized alternative model. From a clinical perspective, clinicians should be 

cautious when attempting to restructure thoughts surrounding minority stressors so as to 

not invalidate GM youth’s lived experiences. Future studies of longitudinal cohorts should 

assess how minority stressors change over time and influence long-term mental health 

outcomes.

Furthermore, our limited findings related to indirect effects between racial/ethnic identity 

and mental health symptoms via GM stressors could be due to relatively low statistical 

power in some subgroups. Future studies with larger samples of GM youth of color are 

needed to determine the stability of these effects. Finally, and critically, future work is 

needed not only to understand the associations between intersectional minority stressors 

and internalizing symptoms, but also to explore racially/ethnically diverse GM adolescents’ 

resilience and resistance to experiences of oppression (Singh et al., 2014).
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Conclusion

This is the first study to apply the minority stress model (Brooks, 1981; Meyer, 2003; Meyer, 

2010) in a nationwide sample of GM adolescents. We found significant support for the 

minority stress model, as GM stressors were systematically associated with internalizing 

symptoms. Furthermore, our results suggest that some GM youth could be more vulnerable 

to mental health symptoms because they experience more GM stressors, although temporal 

precedence cannot be determined in this cross-sectional study. Future longitudinal studies 

should assess intersectional forms of minority stress among GM youth, and culturally 

informed individual and structural interventions should be developed to address minority 

stress among GM adolescents.
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General Scientific Summary

Gender minority youth are at heightened risk for depression and anxiety compared to 

cisgender peers. This study supports the theory that mental health symptoms among 

gender minority youth are associated with unique stressful experiences related to having 

a marginalized gender identity during adolescence. Risk for these stressful experiences 

and related mental health symptoms vary by gender identity and, to some extent, race/

ethnicity.
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Figure 1. 
Structural model from sociodemographic identity variables to gender minority (GM) 

stressors to depressive and anxiety symptoms.

Note: For readability, not all covariatcs are shown. Direct effects from sociodemographic 

identity variables to GM stressors are available in Table 2. AFAB = assigned female at birth; 

AMAB = assigned male at birth; AIAN = American Indian/Alaskan Native.
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Table 2.

Direct effects of sociodemographic identity variables, gender minority stressors, and depressive and anxiety 

symptoms.

Parameter Estimate SE p

Prejudice events

Age −0.06 0.02 .01

SSS (Subjective Social Status) −0.10* 0.02 <.01

Transfeminine 0.03 0.11 .78

Nonbinary (AFAB) −0.47* 0.06 <.01

Nonbinary (AMAB) −0.32* 0.13 .01

Questioning −0.71* 0.12 <.01

Black −0.20* 0.10 .04

Latinx 0.01 0.09 .87

Asian −0.10 0.16 .52

American Indian/Alaskan Native 0.56* 0.24 .02

Multiracial 0.03 0.08 .66

Gay/lesbian 0.03 0.07 .66

Queer, questioning, or another SM 0.03 0.06 .65

Heterosexual −0.27 0.15 .07

Expectations of rejection

Age −0.04* 0.02 .03

SSS −0.05 0.02 <.01

Transfeminine 0.09 0.10 .39

Nonbinary (AFAB) −0.30* 0.05 <.01

Nonbinary (AMAB) −0.37* 0.12 <.01

Questioning −0.69* 0.12 <.01

Black −0.24* 0.09 .01

Latinx 0.04 0.09 .68

Asian −0.28* 0.14 .05

American Indian/Alaskan Native 0.10 0.20 .60

Multiracial −0.04 0.07 .55

Gay/lesbian −0.02 0.06 .80

Queer, questioning, or another SM 0.03 0.05 .58

Heterosexual −0.15 0.14 .28

Pride (internalized transnegativity)

Age 0.07* 0.02 <.01

SSS −0.04* 0.02 .03

Transfeminine 0.30* 0.13 .02

Nonbinary (AFAB) 0.18* 0.06 <.01
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Parameter Estimate SE p

Nonbinary (AMAB) 0.47* 0.15 <.01

Questioning −0.58* 0.14 <.01

Black 0.24* .11 .03

Latinx 0.16 0.10 .13

Asian 0.24 0.17 .16

American Indian/Alaskan Native 0.08 0.24 .73

Multiracial −0.01 0.09 .89

Gay/lesbian 0.02 0.08 .80

Queer, questioning, or another SM 0.17* 0.07 <.01

Heterosexual −0.22 0.17 .19

Outness (concealment)

Age 0.05* 0.01 <.01

SSS −0.01 0.01 .32

Transfeminine −0.16* 0.06 .01

Nonbinary (AFAB) −0.43* 0.03 <.01

Nonbinary (AMAB) −0.46* 0.07 <.01

Questioning −0.97* 0.07 <.01

Black −0.08 0.05 .15

Latinx −0.10 0.05 .05

Asian −0.18* 0.08 .02

American Indian/Alaskan Native −0.08 0.11 .49

Multiracial −0.03 0.04 .47

Gay/lesbian 0.04 0.04 .31

Queer, questioning, or another SM 0.04 0.03 .16

Heterosexual 0.14 0.08 .08

Depressive symptoms (CES-D 10)

Age 0.02 0.01 0.14

SSS −0.03* 0.01 <.01

Transfeminine −0.04 0.05 .40

Nonbinary (AFAB) 0.04 0.03 .19

Nonbinary (AMAB) 0.004 0.06 .95

Questioning 0.12 0.07 .07

Black 0.06 0.05 .18

Latinx −0.03 0.05 .49

Asian 0.004 0.08 .95

American Indian/Alaskan Native −0.08 0.10 .40

Multiracial 0.04 0.04 .32

Gay/lesbian −0.01 0.03 .83

Queer, questioning, or another SM −0.05 0.03 .10

Heterosexual −0.13 0.07 .07
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Parameter Estimate SE p

Prejudice events 0.12* 0.02 <.01

Expectations of rejection 0.15* 0.02 <.01

Pride (internalized transnegativity) −0.03* 0.01 .02

Outness (concealment) −0.10* 0.02 <.01

Anxiety symptoms (GAD-7)

Age 0.03 0.02 .18

SSS −0.03 0.02 .09

Transfeminine −0.10 0.10 .32

Nonbinary (AFAB) 0.13* 0.05 .02

Nonbinary (AMAB) 0.07 0.11 .53

Questioning 0.22 0.12 .06

Black 0.11 0.08 .20

Latinx −0.15 0.08 .08

Asian −0.06 0.14 .63

American Indian/Alaskan Native 0.05 0.20 .79

Multiracial −0.02 0.07 .69

Gay/lesbian −0.07 0.06 .27

Queer, questioning, or another SM −0.13* 0.05 .01

Heterosexual −0.11 0.13 .39

Prejudice events 0.24* 0.03 <.01

Expectations of rejection 0.22* 0.03 <.01

Pride (internalized transnegativity) −0.01 0.02 .59

Outness (concealment) −0.13* 0.04 <.01

Note.

*
p < .05. SM = sexual minority identity.
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