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Abstract

Purpose: Lesbian, gay, bisexual, and transgender (LGBT) youth show increased risk for a number of negative
mental health outcomes, which research has linked to minority stressors such as victimization. Further, social
support promotes positive mental health outcomes for LGBT youth, and different sources of social support
show differential relationships with mental health outcomes. However, little is known about how combinations
of different sources of support impact mental health.
Methods: In the present study, we identify clusters of family, peer, and significant other social support and then
examine demographic and mental health differences by cluster in an analytic sample of 232 LGBT youth be-
tween the ages of 16 and 20 years.
Results: Using k-means cluster analysis, three social support cluster types were identified: high support (44.0%
of participants), low support (21.6%), and non-family support (34.5%). A series of chi-square tests were used to
examine demographic differences between these clusters, which were found for socio-economic status (SES).
Regression analyses indicated that, while controlling for victimization, individuals within the three clusters
showed different relationships with multiple mental health outcomes: loneliness, hopelessness, depression, anx-
iety, somatization, general symptom severity, and symptoms of major depressive disorder (MDD).
Conclusion: Findings suggest the combinations of sources of support LGBT youth receive are related to their
mental health. Higher SES youth are more likely to receive support from family, peers, and significant others.
For most mental health outcomes, family support appears to be an especially relevant and important source of
support to target for LGBT youth.
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Introduction

LGBT youth face multiple mental health disparities,
including increased depressive symptoms, hopelessness,

self-harm, and suicidality1–4 as well as alcohol misuse5,6 and
substance use.7,8 Several recent reports (e.g., Institute of
Medicine9,10) identify the extent of these disparities and
advocate research on risk and protective factors for this pop-
ulation. Research has established that experiencing victimi-
zation places LGBT youth at risk for a number of negative
mental health outcomes.1,8,10–14 In terms of sources of resil-
iency, social support (i.e., perceived support from members
in one’s social networks) has been linked to lower levels of
suicidal ideation, psychological distress, hopelessness, and
depressive symptoms.3,12–14 In studies including both hetero-
sexual and LGBT youth, these effects were especially strong
among LGBT youth.3 Thus, although victimization places
LGBT youth at risk for negative mental health outcomes, re-

search supports the potential of social support to reduce these
outcomes for LGBT youth.14

However, research is just beginning to examine the role of
different sources of social support, such as family, peers, or
significant others. Much of this work for LGBT youth has
focused on family support, which has been negatively asso-
ciated with hopelessness, depressive symptoms, suicidal-
ity,13,15 and alcohol misuse.5 Conversely, family rejection
has been associated with increased suicide attempts, depres-
sion, and risk behaviors.15 Research has also found family
support to be more protective than peer or significant-other
support for non-suicidal self-injury and alcohol use among
adolescents16 and for school performance among multiethnic
sexual minority youth.17

Thus, different sources of social support may differentially
shape mental health outcomes for LGBT youth. In addition
to considering the separate effects of different sources of so-
cial support, it is important to acknowledge LGBT youth
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may experience different relative levels of these forms of
support (e.g., high levels of peer support, but low levels of
family support). We consider the unique role of combina-
tions of sources of social support in predicting mental health
outcomes for LGBT youth in order to increase understanding
of the protective effects of social support for this population.

Present Investigation

In the present study, we identified clusters of three sources
of social support: family, peer, and significant other. We then
examined demographic differences across these clusters, as
well as cluster differences across mental health outcomes.
By creating cluster types based on relative levels of these sour-
ces of social support, we were able to document the preva-
lence of cluster types within a sample of LGBT youth and
examine the relationship between these cluster types and a
number of mental health outcomes, including hopelessness,
loneliness, and symptoms of depression, anxiety, somatiza-
tion, suicidality, and global severity. As victimization is im-
portant in predicting mental health outcomes for LGBT
youth, we examined the effect of social support cluster on
mental health outcomes over and above lifetime victimization.

Method

Participants and procedures

Participants were a community sample of 248 youth aged
16 to 20 who lived in the Chicago area and self-identified as
LGBT, ‘‘queer,’’ ‘‘questioning,’’ or attracted to the same
gender. Participants were recruited via email, distributing
flyers in LGBT-identified neighborhoods and events, and in-
centivized peer recruitment. Baseline data were part of a
larger ongoing longitudinal study of LGBT youth (see Mus-
tanski, Garofalo & Emerson, 2010).18 For sample demo-
graphics, see Table 1. A waiver of parental permission for
minors was obtained to facilitate the inclusion of youth
who may not be comfortable disclosing participation in
LGBT related-research to their parent or guardian.19 All in-
terviews were conducted in 2007 and 2008.

Measures

Lifetime LGBT victimization

Victimization on the basis of LGBT identity was assessed
using a scale based on D’Augelli and colleagues.20 This 10-

Table 1. Demographics and Study Variables by Cluster Type

Total
Sample

Cluster 1
Low Support

Cluster 2
Non-Family Support

Cluster 3
High Support

(n = 231–232a) (n = 50) (n = 80) (n = 102)

n % N % N % N % v2 df

Birth Sex 5.58^ 2
Male 109 49.98 30 27.52 31 28.44 48 44.04
Female 123 53.02 20 16.26 49 39.84 54 43.90

Gender Identity 6.50 4
Male 96 41.56 25 26.04 27 28.13 44 45.83
Female 113 48.92 18 15.93 45 39.82 50 44.25
Transgender 22 9.52 7 31.82 8 36.36 7 31.82

Sexual Orientation 4.28 4
Gay/Lesbian 143 61.90 54 37.76 62 43.36 27 18.88
Bisexual 66 28.57 20 30.30 31 46.97 15 22.73
Otherb 22 9.52 6 27.27 8 36.36 8 36.36

Race 3.72 6
White 35 15.09 5 14.29 11 31.43 19 54.29
African Amer 128 55.17 30 23.44 47 36.72 52 39.84
Latinoa 29 12.50 5 17.24 9 31.03 15 51.72
Other 40 17.24 10 25.00 13 32.50 17 42.50

Living Situation 4.08 4
Parents 137 59.31 30 21.90 41 29.93 66 48.18
Other stable 69 29.87 14 20.29 28 40.58 27 39.13
Unstable 25 10.82 6 24.00 11 44.00 8 32.00

SES 10.04* 4
Upper class 17 7.36 2 11.76 3 17.65 12 70.59
Middle class 162 70.13 33 20.37 55 33.95 74 45.68
Lower class 52 22.51 15 28.85 22 42.31 15 28.85

M SD M SD M SD M SD
Age 18.75 1.33 18.91 1.19 18.74 1.35 18.67 1.38

an = 231–232. The sample size changes due to missing data for one participant on some demographics.
b‘‘Other’’ includes participants who identify as questioning, unsure, and/or heterosexual.
SES, socio-economic status.
*P < .05; ^P < .10.
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item scale assesses lifetime frequency of verbal and physical
threats, assault, and property damage on the basis of LGBT
identity (e.g., ‘‘How many times in your life have you
been punched, kicked, or beaten because you are
LGBT?’’). Response options range from 0 (Never) to 3
(Three times or more), with higher scores indicating greater
experiences of victimization (alpha = .87).

Social support

Social support was measured using the Multidimensional
Scale of Perceived Social Support (MSPSS).21 This 12-
item scale includes three subscales: family (e.g., ‘‘My family
really tries to help me’’), peer (e.g., ‘‘I can talk about my
problems with my friends’’), and significant-other support
(e.g., ‘‘There is a special person with whom I can share my
joys and sorrows’’). Response options range from 1 (Very
strongly disagree) to 7 (Very strongly agree), with higher
scores indicating greater support (alpha = .89).

Mental health outcomes

Mental health outcomes were assessed in multiple ways: To
assess hopelessness, we used the Brief Hopelessness Scale
(BHS),22 which was adapted from the Hopelessness Scale
for Children (HSC)23 for use with ethnic minority youth.
This 6-item scale was modified from a true/false response
scale to response options of 0 (Strongly disagree) to 4
(Strongly disagree) (alpha = .85); To assess loneliness, we
used the Social and Emotional Loneliness Scale for Adults
(SELSA),24 a 37-item scale with response options ranging
from 1 (Very strongly disagree) to 7 (Very strongly agree)
(alpha = .92); We assessed psychological distress using the
Brief Symptom Inventory (BSI-18),25 an 18-item measure of
psychological distress experienced in the past week. Specifi-
cally, we examined BSI subscales for depression, anxiety,
somatization, suicidality, and global severity; Finally, we
assessed symptoms of major depressive disorder using a fully
structured diagnostic instrument, the Diagnostic Interview
Schedule for Children computerized version 4.0 (C-DISC).26

Analytic strategy

We used cluster analysis to explore different patterns of so-
cial support among LGBT youth using the three subscale
scores of the MSPSS (family, peer, and significant other) as
grouping variables. We excluded participants who were miss-
ing data on the MSPSS, resulting in an analytic sample of 232
participants. Next we examined cluster group differences on
demographic variables using a series of chi-square tests.
Finally, we conducted eight separate regressions with cluster
types as an independent variable and mental health outcomes
as dependent variables. We included age, birth sex, race, and
lifetime victimization as covariates in these models.

Results

Examining cluster types

We followed a two-step procedure to examine cluster
types:27 First, hierarchical cluster analysis was conducted
using Ward’s method28 in SAS 9.3. In this step, we examined
patterns of explained variance to determine the cluster solu-
tion that best fit the data. Results suggested a three-cluster
solution maximized between-groups variability while mini-

mizing within-groups variability. Second, we used nonhier-
archical k-means clustering with PROC FASTCLUS in
SAS 9.3 specifying two, three, four, and five cluster solu-
tions. In this step, we specified the number of clusters and
evaluated their respective solutions to decide on a final clus-
ter solution. We found the three-cluster solution to be the
most interpretable and to result in the largest increase in var-
iance explained by cluster type.

In order to describe the configuration of sources of social
support within each cluster, we followed other researchers29

who divided the distribution for each cluster variable into
thirds using – .43 standard deviations (SD) around the mean
for each source of social support, thus defining ‘‘low’’ (i.e.,
the bottom third), ‘‘moderate’’ (i.e., the middle third), and
‘‘high’’ (i.e., the top third) levels in each cluster. For a visual
depiction of social support cluster patterns, see Figure 1.

Cluster 1—Low Support. Cluster 1 (n = 50; 21.6% of par-
ticipants) was characterized by low levels of family
(M = 3.18, SD = 1.21), peer (M = 3.57, SD = 1.14), and signif-
icant-other (M = 3.46, SD = 1.19) support.

Cluster 2—Non-Family Support. Cluster 2 (n = 80; 34.5%
of participants) was characterized by low levels of family
support (M = 2.86, SD = 1.09) and moderate levels of peer
(M = 5.85, SD = 1.04) and significant-other (M = 6.11, SD =
0.88) support.

Cluster 3—High Support. Cluster 3 (n = 102; 44.0% of par-
ticipants) was characterized by high levels of family (M = 5.82,
SD = 0.86), peer (M = 6.07, SD = 0.92), and significant-other
(M = 6.27, SD = 0.81) support.

Cluster Type Differences on Demographic Variables

Next, we compared cluster groups on a number of demo-
graphic variables (see Table 1). Significant differences were
found for SES, v2(4, n = 231) = 10.04, P < .05. Those who
reported high- or middle-social class were most likely to fall
within the high social support cluster (70.59% and 45.68%),
while those who reported low social class were most likely
to fall within the non-family support cluster (42.31%).

Mental Health Outcomes and Cluster Types

Finally, we conducted a series of regressions to examine
patterns of association between cluster types and mental

FIG. 1. Mean levels of social support within each cluster
type.
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health outcomes. All regressions included age, birth sex,
race, and lifetime victimization as covariates, and social sup-
port cluster type was dummy-coded with the high support
cluster as the comparison group (see Table 2). The mental
health outcomes examined were: hopelessness, loneliness,
depression, anxiety, somatization, suicidality, global severity
(assessed using the BSI) and symptoms of major depressive
disorder (assessed using the C-DISC). Across all outcomes,
those within the low support cluster reported significantly
more hopelessness, loneliness, depression, anxiety, somatiza-
tion, suicidality, global severity, and symptoms of MDD than
those in the high support cluster. Those in the non-family
support cluster also reported worse outcomes than the high
support cluster on all outcomes except for hopelessness and
anxiety where there was no difference. By effect size, the
greatest difference between the low support and high support
clusters (t = 12.37), as well as the non-family support and
high support clusters (t = 6.47), was found for loneliness.
Finally, we examined the 95% confidence intervals of the re-
gression coefficients to examine if the low support group and
the non-family support group significantly differed from each
other. There were no differences between the low support and
non-family clusters except on loneliness, where the low sup-
port cluster reported being lonelier than the non-family sup-
port cluster.

Discussion

This study extends research on the role of social support
for LGBT youth by identifying clusters of sources of social
support among LGBT youth, examining demographic differ-
ences across clusters, and illustrating patterns of association
between clusters and mental health outcomes. This approach
promotes nuanced understanding of the role of social support
for LGBT youth by examining various support sources con-
currently. Most importantly, our results confirm the impor-
tance of family support for LGBT youth in several
respects: First, the presence or absence of family support
was important for differentiating cluster types, as evidenced
by the non-family support cluster. This illustrates the exist-

ing variation in family support among LGBT youth; Second,
although those in the non-family support cluster had high
levels of friend and significant-other support, across most an-
alyses they had worse mental health than with high support,
and across six of seven outcomes they looked no different
from those without any kind of support.

Cluster analysis revealed that around three-fifths of the
sample reported low levels of family support, placing them
in either the low or non-family support cluster types. Addi-
tionally, the mean of family support in the high support clus-
ter was almost twice that in the low or non-family clusters,
suggesting family support for LGBT youth may be concen-
trated among those who are rich in other sources of support.

Different demographic patterns in cluster group member-
ship were found for SES as well as a trend for cluster differ-
ences by birth sex (P = .06). For birth sex, there were similar
percentages of male and female-born participants in the high
support cluster, while female-born participants were more
represented in the non-family support cluster and male-
born participants were more represented in the low support
cluster. Although preliminary, these results suggest some
male-born LGBT youth struggle developing supportive rela-
tionships with peers and significant others. Masculinity
research suggests pervasive societal attitudes around tradi-
tional masculinity (i.e., masculinity valuing dominance,
assertiveness, and lack of emotion),30–32 which is a strong
predictor of homophobic attitudes32 and is rewarded in
American culture.34–36 Traditional masculinity may discour-
age the development of healthy support systems for male-
born LGBT youth, and male-born LGBT youth who violate
traditional masculinity expectations may be more vulnerable
to social rejection.

For SES, almost three quarters of upper class youth fell
into the high support cluster, suggesting these youth gener-
ally benefit from high levels of social support from multiple
sources. By contrast, almost three quarters of lower SES
youth fell into either the non-family or low support clusters,
suggesting these youth were much more likely to lack family
support and placing them at risk for a number of adverse
mental health outcomes. Both findings are consistent with

Table 2. Cluster Group Regression Results on Mental Health Outcomes

Cluster 1: Low Support Cluster 2: Non-Family Support Cluster 3: High Supporta

Mental Health Outcome b (SE) t b (SE) t F

Hopelessness 0.40 (0.11) 3.66** 0.15 (0.09) 1.72 — 6.72*
Lonelinessb 1.64 (0.13) 12.37** 0.72 (0.11) 6.47** — 77.74**

BSI:
Depression 0.83 (0.14) 5.74** 0.42 (0.12) 3.45** — 17.22**
Anxiety 0.63 (0.13) 4.76** 0.21 (0.11) 1.93 — 11.33**
Somatization 0.54 (0.12) 4.54** 0.25 (0.10) 2.47* — 10.53**
Suicidality 0.75 (0.15) 4.99** 0.39 (0.12) 3.11* — 13.15**
Global Severity 0.66 (0.11) 5.92** 0.29 (0.09) 3.10* — 17.82**

C-DISC: MDD 3.09 (0.82) 3.78** 1.62 (0.68) 2.39* — 7.60**

aCluster 3 (high social support) is the reference group.
b95% Confidence Intervals of the regression coefficients for Cluster 1 and Cluster 2 do not overlap. All models included age, birth sex,

race, and lifetime victimization as covariates.
*P < .05; **P < .001.
BSI, Brief Symptom Inventory; C-DISC, Computerized Diagnostic Interview Schedule for Children; MDD, Symptoms of Major Depres-

sive Disorder.
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past research, which has found lower SES and male youth
tend to have lower social support and suggests that SES
may indirectly influence mental health through its associa-
tion with social support.37–40 Further research is needed to
explore potential mechanisms underlying these inequalities
in the distribution of social support. Additionally, research
has found those lower in social class are more likely to endorse
traditional masculinity,41 which suggests the intersection of
gender and social class may be important in predicting social
support.

Social support clusters also showed different patterns of
association with mental health outcomes among these
youth: First, loneliness showed the largest differences by
cluster type, with the high support cluster being the least
lonely, followed by the non-family support cluster and fi-
nally the low support cluster. This suggests that even
when lacking family support, LGBT youth who have sup-
portive relationships with peers and significant others are
significantly less lonely; Second, membership in the low
support cluster group—but not the non-family support clus-
ter group—was a significant predictor of hopelessness
and anxiety relative to the high support cluster group, sug-
gesting that youth low in all sources of social support are
the most vulnerable for these outcomes. For hopeless-
ness and anxiety, social support from peers and significant
others—even in the absence of family support—may play
an important protective role. As hopelessness is important
in predicting suicidal behavior,42 peer and significant-
other social support may be targets for intervention to de-
crease LGBT suicidality; Finally, for almost all measures
of psychological distress (i.e., depression, somatization,
suicidality, and global severity) and for MDD symptoms,
no differences were found between low and non-family
clusters, but these two clusters were significantly different
from the high support cluster. This was true whether out-
comes were assessed using self-report (i.e., the BSI) or a
structured diagnostic interview (i.e., the C-DISC). Findings
suggest the significance of family support in predicting
mental health outcomes for LGBT youth and are consistent
with past research.13,15

Limitations and Directions for Future Research

First, findings are limited to a community sample of
LGBT adolescents from Chicago, and the lack of a random
sample is a major limitation of this study. Although the ma-
jority African-American sample is the strength of this study,
given that this is an under-researched group, it also limited
our power to test racial/ethnic differences. Future research
should seek to replicate these findings in other age groups
and geographic areas, including non-urban areas. Second,
these data are cross-sectional and only examine patterns of
association. Future research should incorporate a longitudi-
nal framework to examine the direction of association
among variables as well as how cluster group membership
may change over time. Such research could contribute to
emerging knowledge about developmental trajectories of
risk and resilience for LGBT youth.14 Third, although we fol-
lowed the two-step procedure for cluster analysis recommen-
ded by Gordon,27 we did not have access to a comparable
sample of LGBT youth in which to validate the cluster
types identified in this analysis. Future research should ex-

amine whether these cluster types are present in other sam-
ples of LGBT youth.

The identification of the non-family support cluster was a
striking finding from this study, and may reflect youth who
experience familial rejection on the basis of their sexual ori-
entation or gender identity. However, this was not explicitly
assessed in the current study and should be a focus of future
research. Research may also seek to examine the role of sup-
port from family of origin (i.e., biological, adoptive, or rear-
ing family) versus chosen or found family (i.e., LGBT
family) for LGBT youth, as non-traditional family structures
may be an important source of social support. Additionally,
greater understanding of the role familial and peer attitudes
play in the development of support systems may provide im-
plications for intervention. Finally, research should examine
clusters of social support among heterosexual youth to deter-
mine if similar patterns exist among these youth.

While prior research has separately examined peer and
family support,14 this study suggests that peer and family
support frequently co-occur. Almost all individuals with
strong family support also report strong peer support, how-
ever about half of individuals who report strong peer support
also report strong family support. Additionally, the impor-
tance of peer, family, and significant-other support may
vary for different subgroups of LGBT youth. For example,
in a sample of mostly male-born 16- to 24-year olds, peer
support was found to account for greater variance in psycho-
logical distress versus family support. However, family sup-
port was shown to interact with age, with family support
showing a greater association with psychological distress
for LGBT youth under 20 years old.14 Future research should
examine how levels and sources of support shift over time
and how these changes relate to risk for negative mental
health outcomes.

By examining the role of social support from a person-
centered approach (i.e., cluster analysis) rather than a variable-
centered approach, this study provides new understandings
of how relationships with family, peers, and significant others
may function together to protect LGBT youth. Overall, find-
ings suggest support plays a crucial role in LGBT youth lone-
liness, hopelessness, and mental health outcomes over and
above experiences of victimization. Additionally, by examin-
ing cluster type prevalence and demographic differences, we
are able to illustrate the extent to which LGBT youth may be
missing important forms of support and which subpopulations
(i.e., male-born youth, low SES youth) are important to target
for intervention.
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