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Abstract

Sexual orientation-related discrimination experiences have been implicated in elevated rates of 

anxiety symptoms within sexual minority groups. Theory suggests that chronic discrimination 

experiences may dampen the ability to tolerate distress, increasing vulnerability for anxiety. This 

study examined the role of distress tolerance, or the capacity to withstand negative emotions, as a 

construct underlying associations between discriminatory experiences and anxiety among sexual 

minority adults. Participants (N=119; Mage= 36.4 ±14.8; 50% cisgender male, 31% cisgender 

female, 19% transgender; 37% non-Latino white) were recruited from Houston, Texas. Measures 

administered included the Heterosexist Harassment, Rejection, and Discrimination Scale 

(discrimination experiences), Distress Tolerance Scale (distress tolerance), and the State-Trait 

Inventory for Cognitive and Somatic Anxiety (anxiety). The association of discrimination 

experiences and anxiety through distress tolerance was assessed using covariate-adjusted 

mediation modeling. Results indicated that sexual orientation-related discrimination experiences 

were significantly and positively associated with anxiety and that this association was mediated 

through lower distress tolerance. Significant indirect effects were specific to cognitive (versus 

somatic) anxiety symptoms. Results suggest that distress tolerance may be an explanatory 

mechanism in the association between discriminatory experiences and cognitive symptoms of 

anxiety and a potentially relevant target within clinical interventions to address anxiety-related 

health disparities among sexual minority adults. However, more sophisticated designs are needed 

to delineate causal associations.
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INTRODUCTION

Individuals ascribing to non-hetero sexual orientations (e.g., lesbian, gay, bisexual; hereafter 

referred to as sexual minorities) are at higher risk of anxiety disorders and symptomatology 

relative to heterosexuals.1–6 Research suggests that minority stressors, such as 

discrimination experiences, may play a causal role in these elevated anxiety rates.4, 7–9 

Discriminatory behaviors, or actions demonstrating intolerance toward those of perceived 

sexual minority status, can include unfair treatment, verbal or physical harassment, and 

physical violence. Unfortunately, discrimination experiences are not uncommon among 

sexual minority individuals.10–12 For example, one study using a national sample cited that 

54% of lesbian women, 50% of gay men, 24% of bisexual men, and 17% of bisexual women 

experienced at least one form of discrimination based on sexual orientation over the past 

year.12 A link between discrimination experiences and anxiety symptomology among sexual 

minorities has been largely established by data and is supported by theory.4, 13 Previous 

studies have suggested that certain coping methods, including not accepting or discussing 

discrimination experiences with others, may be associated with elevated psychopathology,10 

though pathways are likely to be multifaceted and complex.6 Thus, more research on 

explanatory mechanisms that underlie associations between discrimination experiences and 

anxiety symptomology is needed.1, 10 The delineation of these underlying constructs can 

increase understanding of why discrimination experiences are associated with negative 

mental health outcomes, aid in the identification of factors that may transmit risk for 

negative mental health symptomatology in response to discrimination experiences, and 

highlight promising targets for interventions to reduce anxiety-related health disparities 

among sexual minority groups.

Hatzenbuehler and colleagues proposed a theoretical framework positing that sexual 

minority stigma has negative effect on mental health through greater emotional 

dysregulation.14 Specifically, this framework suggests that chronic experiences of 

discrimination based on sexual orientation may, among other things, erode the capacity to 

regulate emotional responses,14–17 which can ultimately contribute to psychological 

symptomatology and disorders.18 Although this framework supports the potential relevance 

of emotional dysregulation in explaining associations between discrimination experiences 

and anxiety symptomatology among sexual minorities, empirical literature examining this 

pathway is scarce.

Distress tolerance, a potentially lower-order facet of emotional dysregulation, is the 

perceived capacity or actual ability to endure or tolerate negative affective states.16,19 

Individuals with low distress tolerance are less equipped to manage challenging situations 

and may exhibit a pronounced reaction to stress or distress. Distress tolerance is considered 

a key transdiagnostic vulnerability factor that is associated with elevated anxiety 

symptomatology independent of other related constructs like anxiety sensitivity and general 
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negative affect.20 Although associations between lower distress tolerance and greater anxiety 

symptomatology have been cited among a number of diverse samples, including individuals 

who were HIV+,21 these associations have not been previously been investigated among a 

sexual minority sample. Yet if distress tolerance is linked with the onset and/or maintenance 

of anxiety symptoms among this group, it makes an apt intervention target to combat mental 

health disorders or distress through the promotion of healthier coping methods and greater 

emotional regulation in response to provocative stimuli.22

Factors playing a causal or maintenance role in distress tolerance itself, however, are not 

well understood. Recently, researchers have suggested a potential neurobiological basis to 

distress tolerance that is complemented by learning experiences, contextual factors, and 

executive functioning.16 Specifically, they suggest that individuals with low distress 

tolerance may exhibit behavioral inhibition in the face of provocative situations that leads to 

perceptions of low control over the stress response.16 Likewise, chronic exposure to 

discrimination experiences may also lend to the perception of low controllability over an 

aversive stimuli, especially given that not all contexts offer the benefit of legal protection 

against discrimination. Moreover, it has been suggested that some individuals may become 

sensitized to emotionally provocative events and exhibit increased intolerance of them or the 

affective states they engender over time,16 which suggests a possible causal link between 

discrimination experiences and low distress tolerance – especially relevant to population 

subgroups experiencing discrimination events at relatively high rates. Likewise, research has 

suggested deficits in emotional regulation capacity among sexual minority adolescents 

relative to heterosexual adolescents,23 and supported links between discrimination 

experiences and enhanced emotional dysregulation among sexual minority youth17 as well 

as adults.14, 15 Therefore, discrimination experiences may possibly engender or perpetuate 

low distress tolerance, a facet of emotional dysregulation, among sexual minority 

individuals.

The current correlational study represents an important initial step in the empirical study of 

Hatzenbuehler and colleagues’ theoretical framework14 by examining the indirect effect of 

distress tolerance in the association of discrimination experiences with anxiety 

symptomatology among a sample of sexual minority adults. Although the elimination of 

discrimination based on sexual orientation is likely to be most impactful in the promotion of 

mental health and wellness, enhanced understanding of the factors that link discrimination 

and anxiety symptomatology may have implications for the design of clinical interventions 

to address or prevent anxiety-related health disparities within this minority group in the 

current social/structural context wherein discrimination experiences are not uncommon.

METHODS

Procedures

Participants were adults recruited from the Houston metropolitan statistical area to 

participate in Project FRESH AIR (Focused Research to Enhance Social Health Among 
Individuals in the Rainbow), which was aimed toward understanding associations of stress 

and health among sexual minority adults. Recruitment for Project FRESH AIR was achieved 

via strategic flyer posting and through targeted paid mediums, and enrollment into the study 
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spanned February 2015 to October 2015. Eligibility criteria were: 1) adult aged 18 years or 

older; 2) self-identification as bisexual, gay, or lesbian; 3) provision of valid contact 

information (home address, functioning phone number); 4) willingness to comply with the 

study protocol; 5) not currently pregnant or lactating; and 6) had not participated in a 

companion online study via self-report.

Interested individuals called a devoted study line, were screened for eligibility, and 

scheduled for an initial in-person appointment if eligible. Written informed consent was 

obtained at this initial in-person contact at the (omitted for blind review) Lab at the 

University of (omitted for blind review). Participants then completed study measures, which 

were administered on a laptop computer. Participants were compensated $30 in department 

store gift cards for the time and effort associated with the data collection. Study procedures 

were approved by the Institutional Review Board at the university of (omitted for blind 

review).

Measures

Sociodemographics—Sociodemographics included age, gender (cisgender male, 

cisgender female, or transgender), sexual orientation (bisexual vs monosexual), education (≤ 

high school diploma vs trade school or college degree), and race/ethnicity (non-Latino white 

vs other race/ethnicity).

Discrimination experiences—Discrimination experiences were assessed using the 14-

item self-report Heterosexist Harassment, Rejection, and Discrimination Scale (HHRDS).24 

Respondents were asked to report on experiences over the past year on a 6-point scale from 

never (1) to almost all of the time (6). Rules are presented for each response option; for 

example, sometimes = “If the event happened less than 10% of the time” and a lot = “If the 

event happened 26–49% of the time.” Items include: “How many times have you been 

treated unfairly by your employer, boss, or supervisors because you are a lesbian, gay or 

bisexual person?” and “How many times have you been verbally insulted because you are a 

lesbian, gay or bisexual person?” with higher scores indicative of greater experiences with 

discrimination. This measure has demonstrated excellent reliability and good discriminant 

and convergent validity in previous research.24, 25 Cronbach’s alpha for the HHRDS was .90 

in this sample.

Perceived distress tolerance—Perceived distress tolerance was measured with the 15-

item self-report Distress Tolerance Scale (DTS).19 Distress tolerance is defined as one’s 

perceived capacity to withstand emotional distress or other aversive psychological and/or 

physical states. Items include: “There’s nothing worse than feeling distressed or upset,” and 

“Other people seem to be able to tolerate feeling distressed or upset better than I can.” The 

DTS uses a 5-point Likert scale ranging from strongly disagree (1) to strongly agree (5), 

with higher scores indicating lower levels of distress tolerance. The DTS has been shown to 

have high discriminant and convergent validity and to be relatively stable over a six-month 

period.19 Cronbach’s alpha for the DTS was .92 in this sample.
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Anxiety symptoms—The State-Trait Inventory for Cognitive and Somatic Anxiety 

(STICSA)26 was used to assess anxiety symptoms. The STICSA has a total score and two 

subscales: somatic and cognitive symptoms. Items include: “I have trouble remembering 

things,” (cognitive) “I worry that I cannot control my thoughts as well as I would like to,” 

(cognitive) “My palms feel clammy,” (somatic) and “My muscles feel weak” (somatic). 

Respondents are asked to rate how often, in general, each statement is true of them. 

Responses range from not at all (1) to very much so (4), with higher scores indicating 

greater anxiety. This measure has demonstrated good reliability and convergent and 

discriminant validity.27 Scores on this measure range from 21 to 84, with a score of 40 

indicating a possible anxiety disorder and a score of 43 a likely anxiety disorder.28 However, 

criterion scores were maintained as continuous for analyses. Cronbach’s alpha for the 

STICSA total score was .90; with internal consistencies of .84 for the somatic subscale and .

89 for the cognitive subscale in this sample.

Data Analysis

Participants were permitted to skip any items that they did not wish to answer; therefore, 

multi-item measures were mean scored as long as ≥80% of constituent items were 

completed. Preliminary analyses included descriptive statistics and analysis of correlations 

between variables. Indirect effects of discrimination experiences and anxiety through 

distress tolerance were examined using a covariate-adjusted non-parametric, bias-corrected 

bootstrapping procedure via the PROCESS macro (v 2.15).29, 30 This procedure generated 

an empirical approximation of the sampling distribution of the product of the estimated 

coefficients in the indirect paths using 5000 resamples from the data. A significant indirect 

effect was evidenced by a 95% confidence interval not containing zero. Covariates in the 

analytic model were age, gender, sexual orientation, education, and race/ethnicity. To 

examine the specificity of the model, additional covariate-adjusted reverse models were run 

wherein the predictor (discrimination experiences) and explanatory variable (distress 

tolerance) were interchanged and then the criterion (anxiety symptoms) and explanatory 

variables (distress tolerance) interchanged.30 Following the main model, two additional 

covariate-adjusted models were run whereby the criterion variable was cognitive and 

somatic anxiety symptoms, respectively, keeping the random number generator consistent 

with the main model so that the same resamples from the dataset were used in the 

bootstrapping process.30 The mediation ratio (ratio of the indirect effect to the total effect) 

and the index of mediation (completely standardized indirect effect) were used as a measures 

of effect size.31 All analyses were performed using IBM SPSS Statistics, version 23.

RESULTS

Participants (N = 119) were 36.4 years of age on average (SD = 14.8) and 50% of the sample 

identified as cisgender male, 31% as cisgender female, and 19% as transgender. 

Approximately 36% of the sample were educated in trade school or achieved a college 

degree. The complete list of participant descriptives and the intercorrelations between 

variables is displayed in Table 1. Overall, 43.7% of the sample screened positive for a 

possible anxiety disorder and 34.5% a probable anxiety disorder, according to suggested cut-

off scores.28 Rates of any anxiety disorder among epidemiological samples of sexual 
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minority samples differ between studies, potentially based on differing definitions of sexual 

orientation.32 However, for comparison, a previous study suggested a lifetime prevalence of 

40.8% to 57.8% among lesbian and bisexual cisgender women and 38.7% and 41.2% among 

bisexual and gay cisgender men, respectively, with similar past year prevalence rates.6 Of 

note were universally significant correlations between discrimination experiences, distress 

tolerance, and anxiety symptoms among this sample. Specifically, shared variance between 

these variables ranged from 4.8% (discrimination experiences with distress tolerance) to 

23% (distress tolerance with cognitive anxiety symptoms).

Of the 14 discrimination items administered, the top 5 endorsed more frequently than never 
were: “How many times have you been called a heterosexist name like dyke, lezzie, fag or 

other names?” (endorsed by 80.7% of the sample); “How many times have you been 

verbally insulted because you are a lesbian, gay or bisexual person?” and “How many times 

have you heard anti-lesbian/anti-gay/anti-bisexual remarks from family members?” (each 

endorsed by 77.3% of the sample); “How many times have you been treated unfairly by 

strangers because you are a lesbian, gay or bisexual person?” (endorsed by 71.4% of the 

sample); “How many times have you been treated unfairly by your co-workers, fellow 

students, or colleagues because you are a lesbian, gay or bisexual person?” (endorsed by 

68.1% of the sample); and “How many times have you been treated unfairly by your family 

because you are a lesbian, gay or bisexual person?” (endorsed by 66.4% of the sample).

Results of the main analysis indicated a significant total effect of discrimination experiences 

on anxiety symptoms. Moreover, there was a significant indirect effect for distress tolerance 

on the association between discrimination experiences and anxiety (ab = 1.07, SE=.57; 95% 

CI = [.221, 2.516]). Specifically, more discrimination experiences were associated with 

lower distress tolerance, which was associated with greater anxiety in the covariate-adjusted 

model. See Figure 1. The mediation ratio was Pm = .210, SE = .171; 95% CI (.047, .589), 

suggesting that distress tolerance mediated approximately 21% of the total effect of 

discrimination experiences on anxiety symptoms. The index of mediation was abcs = .077, 

SE = .038; 95% CI (.016, .170), indicating that anxiety symptoms increased by .077 a 

standard deviation for every 1 standard deviation increase in discrimination indirectly via 

distress intolerance. However, it is also important to note that the indirect effects in the 

reverse models also emerged as significant (x & m reversed: ab = .885, SE = .48; 95% CI = 

[.177, 2.125]; y & m reversed: ab = .137, SE = .06; 95% CI = [.043, .290]).

Follow-up analyses examined whether indirect effects were specific to somatic or cognitive 

anxiety symptoms using subscales of the STICSA anxiety measure in the covariate-adjusted 

model. These results indicated that significant indirect effects were limited to the cognitive 

symptoms (ab = .093, SE = .04; 95% CI = [.021, .198]) and did not extend to the somatic 

symptoms (ab = .013, SE = .02; 95% CI = [−.011, .058]). See Table 2 for model pathways 

and measures of effect size.

DISCUSSION

The current study supported the role of low perceived distress tolerance in associations 

between discrimination experiences and anxiety symptomatology among a community-
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based convenience sample of sexual minority adults, and suggested a unique pathway that 

explained 21% of the covariance in anxiety symptomatology and approximately 32% of the 

covariance in cognitive anxiety symptoms specifically. Results lend support to 

Hatzenbuehler’s theoretical framework about how sexual minority stigma affects mental 

health among sexual minority individuals via (a particular facet of) emotional 

dysregulation14 and extend it to highlight the relative importance of cognitive processes 

versus somatic symptoms. It may be that the experience of repeated and chronic 

discrimination related to sexual orientation functions to erode distress tolerance over time 

and contributes to emotional dysregulation,14–17 ultimately resulting in anxiety-related 

symptomatology and other behavioral sequalae16 heightening the risk of health disparities 

among sexual minorities.18 However, these results should be considered with caution for two 

primary reasons: 1) although guided by theory, underlying data were cross-sectional; and 2) 

significant indirect effects were not limited to the main analysis, but also emerged in 

alternate reverse models. The cross-sectional nature of the work cannot speak to causation 

between constructs and more sophisticated designs, such as cross-lagged models, have been 

recommended due to potential over-inflation or under-estimation of effects when variables 

are measured concurrently.33 Additionally, the covariance between variables may have 

contributed to significance of reversed models. Thus, although the directionality of these 

results cannot be determined, the study represents the first to our knowledge to test this 

specific pathway among an adult sexual minority sample, suggesting the potential relevance 

of continued study in this area to bolster extant theory and inform clinical work to address 

anxiety symptomatology among this at-risk group.

From an interventions perspective, if future studies confirm suggested associations, sexual 

minority adults experiencing discrimination in the past year who also present clinically with 

anxiety symptomatology may benefit from attention to developing healthier coping methods 

and emotional regulation skills, inasmuch as distress tolerance might be a key underlying 

vulnerability factor.22 Several evidenced-based clinical approaches are geared toward 

enhancing emotion regulation (for a brief overview, see16), and may be particularly useful 

when tailored to the unique stressors of the targeted population.34–36 Still, literature 

regarding the specific therapeutic benefits of enhancing distress tolerance to ameliorate 

anxiety symptomatology is in its nascent stage at the present time, and would benefit from 

additional empirical study.16 Additionally, it is important to acknowledge that distress 

tolerance may represent only part of the potentially broader construct of emotional 

dysregulation.16 Therefore, other key emotional dysregulation factors (e.g., heightened 

emotional intensity, difficulty understanding or identifying feelings) may also be important 

to assess for their role in these associations and to address within clinical interventions for 

anxiety.

The extent to which discrimination experiences contribute to low distress tolerance, as has 

been suggested in the literature,14–17 or co-occur along with it cannot be determined from 

the present study due to its cross-sectional nature. However, to the extent that they might be 

contributory highlights the relevance of societal, legal, organizational and social 

interventions to reduce mental health disparities on a population level, which might be the 

most impactful way to combat the ill effects of discriminatory experiences based on sexual 

orientation. Likewise, whether low distress tolerance is the cause or consequence of anxiety 
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symptomatology cannot be determined from these data. Future studies will benefit from 

longitudinal designs to address causal relations between variables of interest. Additionally, 

future work may benefit from more sophisticated modeling of Hatzenbuehler’s 

framework14, 15 by including both distal and proximal stigma-based stressors and assessing 

more potential mechanisms such as social interpersonal problems and specific cognitive 

processes (e.g., pessimism, self-schemas). Also, a limitation of the present study is the 

absence of diagnostic (interview-based) data on anxiety disorders and other related 

psychiatric disturbances. Future work should address the potential for distress tolerance to 

mediate associations between discrimination experiences and clinical disorders. Finally, it is 

notable that the current study assessed perceived distress tolerance, as opposed to the 

behavioral action of distress tolerance.16 Because there may be distinct differences between 

these related conceptualizations of distress tolerance,16 future research in this area should 

expand to assess more behavioral or biobehavioral manifestations of distress tolerance (e.g., 

via Breath-Holding, Mirror Tracing Persistence, or cold pressor tasks) to complement the 

self-report of perceived distress tolerance used in the present study. Given the current pattern 

of results whereby distress tolerance mediated the relations between discrimination 

experiences and cognitive – but not somatic – anxiety, it is possible that tapping into true 

biobehavioral capacity for distress tolerance via an experimental paradigm would yield 

different results.

An additional weakness of the current study is the use of a convenience sample from a single 

metropolitan statistical area in Texas. Therefore, the extent to which findings generalize to 

other samples or the overall population of sexual minority adults is not known. To the degree 

that repeated discrimination experiences may engender low distress tolerance among those 

with an extant diathesis, there are several reasons why a multi-site study might be of interest: 

a) greater legal protections against discrimination on the basis of sexual identity have been 

linked to reduced experiences of discrimination37 and a lower likelihood of mental health 

problems;38 b) anti-discriminatory policies about marriage may also be linked with lower 

risk of mental health disorders;39 and c) residence in areas with higher proportions of sexual 

minorities may confer mental health benefits.40 Consequently, because places (e.g., cities, 

states) vary on their support for anti-discriminatory practices and their sexual-orientation 

composition, the extent to which place moderates the associations examined herein is of 

interest and has clear implications for public policy.

Despite limitations, the current study lends preliminary support to a theoretical framework 

linking discrimination experiences with low distress tolerance and anxiety symptomatology 

among a sample of sexual minority adults and provides a basis for future investigation in an 

area that is worthy of additional study. Although the link between discriminatory 

experiences and anxiety is known,4 the current study benefitted from attention to a potential 

underlying mechanism of distress tolerance and focused on a sexual minority sample, which 

represents a unique addition to the literature. Future studies would benefit from longitudinal 

approaches to assess directional associations between constructs.
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CONCLUSIONS

The present study was the first, to our knowledge, to examine the extent to which perceived 

distress tolerance contributed to covariance in the association between discriminatory 

experiences and anxiety symptoms among sexual minority adults. Findings suggest a 

potential explanatory role of low distress tolerance in relations of sexual orientation-related 

discrimination and anxiety symptoms, particularly cognitive anxiety symptoms, among 

sexual minority adults. Results are significant for their contribution to the examination of a 

population-specific theoretical framework to explain extant mental health disparities,15 and 

represent a preliminary step in the ultimate goal of mapping the etiology of stigma-related 

anxiety symptomatology among a vulnerable population and learning how to address it in 

the context of clinical intervention.
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Highlights

• Sexual minority adults experience discrimination and anxiety at high rates.

• Discrimination may dampen distress tolerance, increasing anxiety 

vulnerability.

• Here, distress tolerance mediated the discrimination-anxiety association 

(N=119).

• Sexual orientation discrimination may link to anxiety through distress 

tolerance.

• As such, distress tolerance may be a target in clinical interventions for 

anxiety.
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Figure 1. 
Hypothesized conceptual model of the total (c path) and indirect effect (ab path) of 

discrimination experiences on anxiety symptoms through distress tolerance, controlling for 

age, gender, sexual orientation, education, and race/ethnicity.
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Table 2

Model Pathways for Mediation of Discrimination Experiences on Somatic and Cognitive Anxiety Symptoms 

through Distress Tolerance.

Criterion Variable

Model Information Somatic Anxiety Symptoms Cognitive Anxiety Symptoms

a path β = .29, SE = .11, p = .008 β =.29, SE = .11, p = .007

b path β = .05, SE = .05, p = .385 β = .32, SE = .06, p <.0001

c path β = .21, SE = .06, p <.001 β = .29, SE = .08, p <.001

c′ path β = .19, SE = .06, p = .002 β = .19, SE = .07, p = .009

Mediation ratio Pm =.064, SE = .19 (95% CI [−.083, .370]) Pm = .324, SE = .28 (95% CI [.088, .839])

Index of mediation abcs =.021, SE = .03 (95% CI [−.018, .087]) abcs = .106, SE = .05 (95% CI [.026, .218])

Note: Somatic and cognitive anxiety symptoms were assessed using the subscales of the State-Trait Inventory for Cognitive and Somatic Anxiety. 
The a paths in these models differed slightly because of the reduced sample size for somatic anxiety symptoms. The mediation ratio is the ratio of 
the indirect effect to the total effect, and the index of mediation is the completely standardized indirect effect. Note that higher scores on the 
Distress Tolerance Scale are indicative of lower levels of perceived distress tolerance.
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