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Abstract

The minority stress model has been influential in guiding research on sexual and gender minority 

health and well-being in psychology and related social and health sciences. Minority stress has 

theoretical roots in psychology, sociology, public health, and social welfare. Meyer provided 

the first integrative articulation of minority stress in 2003 as an explanatory theory aimed 

at understanding the social, psychological, and structural factors accounting for mental health 

inequalities facing sexual minority populations. This article reviews developments in minority 

stress theory over the past two decades, focusing on critiques, applications, and reflections on its 

continued relevance in the context of rapidly changing social and policy contexts.

Keywords

Stress; Sexual minority; Gender minority; Lesbian; Gay; Bisexual; Transgender; Health; Well-
being

The minority stress model has been influential in guiding research on sexual and gender 

minority health and well-being in psychology and related social and health sciences [1]. 

With theoretical roots in psychology, sociology, public health, and social welfare, Meyer [2] 

provided the first integrative articulation of minority stress as an explanatory theory aimed 

at understanding the social, psychological, and structural factors accounting for mental 

health inequalities facing sexual minority populations (Figure 1). Here we review recent 

developments in minority stress theory over the past two decades, focusing on critiques, 

applications, and reflections on its continued relevance in the context of rapidly changing 

social and policy contexts.

Overview

The foundation of minority stress theory lies in the hypothesis that sexual minority health 

disparities are produced by excess exposure to social stress faced by sexual minority 
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populations due to their stigmatized social status (relative to heterosexual populations). 

Since its introduction, which focused on sexual minorities, minority stress theory has been 

expanded to include gender minorities [3–5] in particular describing the role of gender 

non-affirmation as a stressor for transgender and nonbinary people [6].

Minority stress is distinguished from general stress—stress that all people may experience—

by its origin in prejudice and stigma. Thus, a stressor, such as losing one’s job, could be a 

general stressor or a minority stressor depending on whether it was motivated by prejudice 

against sexual and gender minority people as opposed to, for example, economic downturns 

that impact all people regardless of sexual and gender identity.

Meyer [2] described both distal and proximal stress processes. Distal stressors include 

stressors that originate from people or institutions that impact the LGBT person. These 

include discriminatory policies and laws [7] acute major life events (e.g., losing a job, 

being victimized by violence) [8], chronic stressors (e.g., living in poverty) [9], more minor, 

“everyday” experiences of discrimination or microaggressions (e.g., being treated unfairly or 

with disrespect) [10], or even non-events—expected positive experiences or events that were 

thwarted due to stigma and prejudice [11].

Proximal stressors arise from a socialization process in which sexual and gender minority 

people learn to reject themselves for being LGBT (internalized stigma) [12,13], develop 

expectations to be stigmatized due to awareness of prevailing social stigma (expectations 

of rejection) [14], and/or hide their LGBT identity as a way to protect themselves against 

distal minority stressors (identity concealment) [15]. Concealment may be protective in 

some environments, but it also limits access to social support and affirmation, complicating 

its role in minority stress theory [15].

Collectively, these minority stressors constitute the excess stress burden that places sexual 

and gender minority people at greater risk for negative health outcomes compared with 

cisgender straight people. Against these stressors, there are individual- and group-level 

coping mechanisms that can reduce the negative impact of minority stress. Thus, the overall 

health impact in the minority stress model is determined by the negative impact of stressful 

experiences and the ameliorative impact of coping, social support, and resilience.

Extensions

Since its publication [2], several important extensions have been made to minority stress 

theory. As noted, the theory has been applied to gender minorities [16]. For example, 

scholars have noted the importance of recognising the unique role of cisnormativity in 

shaping the minority stress experiences of gender minority individuals along with how 

misgendering and identity invalidation represent unique minority stressors for nonbinary 

people [17,18] that were not originally accounted for in the model designed to explain 

mental health inequalities based on sexual orientation.

The minority stress model has been expanded [19] to include consideration of psychological 

mediation processes that explain how stigma “gets under the skin.” Stigma-related stress 

leads to increase in emotion dysregulation, social/interpersonal problems, and cognitive 
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processes conferring risk for psychopathology. For example, rumination—a component of 

emotion dysregulation in the psychological mediation framework—has been demonstrated 

to mediate the impact of minority stressors on depression in a recent longitudinal study [20].

Minority stress has also been applied more widely to understand physical health outcomes 

via physiological stress pathways [21–23]. This literature is still young and showing 

mixed results. A recent systematic review found that less than half of the studies testing 

relationships between minority stressors and physical health found statistically significant 

associations between an indicator of minority stress and a biological outcome [21]. These 

mixed results are possibly due to lack of theoretical understanding of the stress—health 

relationship and lack of specification of which measures best capture this relationship. 

For example, different studies have used limited to measures of only one or a few forms 

of minority stress and health outcomes. Thus, the examination of varied outcomes and 

stress processes across several studies may obscure some important associations that greater 

specification may show [21].

While stress has traditionally been studied as an individual variable, an important expansion 

to understanding how stress proliferates in dyadic relationships has developed in the 

application of minority stress to the study of couples [24,25]. For example, LeBlanc 

and Frost [24] showed that couple-level minority stress was associated with multiple 

mental health outcomes through minority stress expansion and minority stress contagion 

between partners in same-sex couples. Further, minority stress experienced at the couple-

level predicted mental health outcomes above and beyond individual-level minority stress 

experienced by each partner as individuals [24].

Applications

The hypothesized causal pathways in the minority stress model can be used to guide 

targeted interventions at multiple levels [26]. For example, the model has been applied 

to interventions in both public policy—aimed at reducing stigma and exposure to minority 

stress—and clinical/counseling protocols—aimed at improving individuals’ abilities to resist 

and increase resilience in the face of minority stress [27]. At the policy level, evidence 

from research on minority stress has been used in several high-impact court cases and 

legislative efforts in the US and elsewhere. Minority stress theory—along with the growing 

body of evidence that supports its central premises—has been used in a variety of ways 

to demonstrate the harm caused by stigma, prejudice, and discrimination against sexual 

and gender minority individuals (e.g., employment discrimination), couples (e.g., same-sex 

marriage), and families (e.g., same-gender parent adoption). This has taken the form of 

expert witness testimony provided by psychologists and other social scientists [28]. It has 

also featured in briefs submitted by professional organizations and research collectives 

[29,30] that have been cited by judges in providing the foundation for their rulings.

Minority stress has informed important clinical and counseling interventions designed 

specifically to target the mechanisms specified in the minority stress model in order to 

interrupt the deleterious impact of minority stress on sexual and gender minority health 

and well-being and inform school-based interventions [31,32]. Pachankis [33] identified 
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“overarching treatment principles” stemming from the minority stress model, which 

have been successfully used in interventions designed to address syndemic conditions 

experienced by gay and bisexual men and alcohol misuse among sexual minority women 

[34,35]. For example, the first principle that “mood and anxiety symptoms are normal 

responses to minority stress” informs the first of a 10-module protocol designed to 

“normalize the experience of depression and anxiety for sexual minorities by explaining 

that research suggests they are more likely to experience depression and anxiety than 

heterosexual persons given their disproportionate exposure to stigma-related stress” (p. 

287) [36]. The minority stress model has also featured prominently in the American 

Psychological Association’s guidance for practice with sexual minority persons [37], 

providing the theoretical foundation for the guidance along with intersectionality and 

affirmative psychology.

Although most of the research on minority stress theory has been conducted in the US 

and other Western contexts, a growing body of research has extended the theory to explain 

health and well-being outcomes among sexual and gender minority populations in other 

regions and cultural contexts. Comparative research using a cross-cultural perspective has 

provided initial evidence for the robustness of the minority stress model in explaining mental 

health outcomes for gay and bisexual men [38]. However, research has also highlighted 

the need to incorporate culturally specific processes and components into the model in 

order to improve its relevance outside of Western context. For example, Sun and colleagues 

[39] demonstrated how “certain collectivistic values (e.g., norm conformity) may exacerbate 

minority stress” (p. 534) for sexual minority men China, echoing calls for further work into 

cultural variability in the experience of minority stress and its association with health and 

well-being [40].

Critiques

Despite the many applications and extensions previously discussed, the minority stress 

model has also been subject to some critiques over the past two decades. Although the 

model did originally include positive health outcomes and the role of coping and stress 

buffering processes at the individual, social, and group levels, one critique suggests that 

the theory operates from a deficit-based approach without sufficient attention to positive 

outcomes and resilience among sexual and gender minority populations [41]. Scholars have 

noted that the model does not address key components of positive well-being and resilience 

resources, which are receiving an increased amount of attention in the field of sexual 

and gender minority health [42]. In response to this critique, Meyer [43] has noted that 

“researchers should also be cognizant of perils of a positive psychology perspective when it 

focuses too strongly on individual strengths and less on the institutional investments required 

to support individuals” (p. 349).

A similar line of criticism has been advanced by Diamond and Alley [44] who suggested 

that researchers consider not minority stress but the lack of social safety as a cause of 

sexual and gender minority health inequalities. Social safety refers to “social connection, 

social inclusion, social protection, social recognition, and social acceptance” (p. 5). Social 

safety is an important potential determent of well-being, which can be compromised by 
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stigma. This represents is an augmentation of aspects of the stress processes originally 

specified in the minority stress model. Diamond and Alley contend that their suggested 

social safety processes are different than the social support and coping processes described 

in the minority stress model because they do not consider them as ameliorative (interactive) 

effects but as having a direct impact on health. Others have also noted the direct effect 

of social support and other forms of coping—including the group-level coping resource of 

community connectedness—on health suggesting the original model be expanded to include 

these pathways [45].

A genetic hypothesis argues that there is a common genetic cause underlying both sexual 

minority status and elevated mental health problems, which is, at least in part, responsible 

for the observed health inequalities based on sexual orientation [46]. It is important to 

note that this critique does not suggest that a genetic explanation replaces minority stress 

entirely as an explanation of health inequalities [47]. Although this debate continues, the 

evidence for a genetic role in sexual orientation and mental health is circumstantial and 

no evidence has been provided demonstrating a causal influence of genetic factors on both 

sexual orientation and mental health [48].

Continued relevance

Critics have also argued that the many improvements in the U.S. and other countries’ 

social climates (e.g., increasing acceptance and positive attitudes towards sexual and gender 

minorities) and policy (e.g., marriage equality, legal recognition of gender identities that 

differ from sex assigned at birth) have rendered minority stress less impactful. For example, 

McCormack [49] argued that homophobia is on the decline, citing policy changes, data 

from opinion polls, and ethnographic research in UK schools concluding that homophobia 

is discouraged resulting in positive experiences for sexual and gender minority youth. 

Similarly, drawing on interviews with sexual minority men in the US, Savin-Williams 

[50] argued that sexual minority men have experiences of developing sexual minority 

identities that involve some difficulties in managing heteronormativity and homophobia, 

but are largely characterized by resilience, positive mental health and well-being, and the 

normalization of being “gay” as only one aspect of their identities rather than a central or 

defining characteristic. Arguments such as these suggest the social environment for sexual 

and gender minorities is becoming one characterised by normalization and inclusion, and 

further suggests a largely positive experience for young people coming of age in such 

environments compared to previous generations.

However, there is little evidence from population studies that suggests this to be the case. 

Studies have shown that young sexual minority people experience as much or more minority 

stressors as did their older peers and suffer related mental health outcomes [8]. Health 

inequalities persist between sexual and gender minority populations and their cisgender 

straight peers with some studies showing that health inequalities are even more pronounced 

for younger sexual and gender minorities than they have been for previous generations [51]. 

Further evidence indicates that exposure to minority stress remains a significant concern in 

the lives of sexual and gender minority individuals. For example, federal monitoring shows 

an increase in hate crimes against sexual and gender minorities [52,53] and anti-transgender 
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laws and violence have been on the rise in the U.S. in recent years. School surveys also show 

young sexual and gender minority individuals continue to experience high levels of bullying 

and name calling [54].

Despite the continued threat of minority stress, sexual and gender minority people are 

coming out about their sexual and gender identities at early ages as compared with their 

older peers [8]. This leads to a “developmental collision” [55] wherein younger sexual 

minorities can be exposed to minority stress at young ages when they may be more 

vulnerable to its negative effects on health and well-being than were their older peers when 

they were exposed to similar stressors.

Researchers have cautioned against being overly optimistic after improvements in the 

social and policy climates take effect. As Fish [56] and other scholars have noted, recent 

successes in improving the social and policy climate are necessary for promoting inclusion 

and protecting the health and well-being of sexual minorities, but these successes are 

not sufficient to eliminate minority stress and related health and well-being inequalities. 

The need for more research and effective interventions designed to reduce minority stress 

and protect and promote sexual and gender minority health remains urgent despite these 

important social changes. This will require continued attention to minority stress theory, 

along with further development and refinement as an explanatory framework for sexual and 

gender minority health and well-being in the context of social change.

Conclusions

In the 20 years since its articulation in Psychological Bulletin [2], minority stress theory 

has been highly influential in guiding research about sexual and gender minority health 

and well-being. It has generated international impact in guiding policy reform, alongside 

community and individual health interventions. Work on minority stress and health 

continues to innovate and address new and understudied areas. Among these are research 

specifying the role of community connectedness as a stressor, health enhancing factor, or 

moderator of stress [45,57], and understanding minority stressors at the intersection of 

race/ethnicity and other social statuses [58]. Despite significant social changes in the more 

than 50 years since Stonewall and the beginning of the modern LGBT rights movements, 

stigma, prejudice, and discrimination continue to impact the lives of LGBT people. Thus, 

minority stress theory continues to be a relevant and useful framework for understanding and 

improving the health and well-being of sexual and gender minority populations.

Data availability

No data was used for the research described in the article.
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Figure 1: 
The minority stress model (Meyer, 2003).
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