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Abstract

Aims and objectives—This study draws on a life course perspective to evaluate, in a sample of 

sexual minority women: (1) the relationship between age at reaching sexual identity milestones 

and risk of suicidal ideation, (2) developmental stages or stages of sexual identity development 

that represent greatest risk, and (3) the relationship between age of reaching milestones and 

parental support.

Background—Research has found higher rates of suicidal ideation among sexual minority 

women than heterosexual women. Evidence suggests this may be partly accounted for by 

contextual risk factors such as sexual identity development and parental support. However, it 

remains unclear whether there are stages of particularly high risk.

Design—This is a cross-sectional study. Data come from a prospective study of sexual minority 

women that used convenience and respondent driven sampling methods.

Methods—Using logistic regression methods, we examined associations among age at sexual 

identity developmental milestones, parental support, and suicidal ideation in a large (N=820), 

ethnically diverse sample of sexual minority women.

Results—Compared with women who first wondered about their sexual identity in adulthood, 

those who first wondered in early, middle or late adolescence had greater odds of lifetime suicidal 

ideation. Younger age at subsequent milestones (first decided or first disclosed) was not associated 

with heightened risk of suicidal ideation. Parental support was independently associated with 

suicidal ideation.
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Conclusions—Findings suggest that where one is in the process of identifying as sexual 

minority may be more important than age in understanding risk of suicidal ideation in this 

population. As individuals come to accept and integrate their sexual minority identity risks 

associated with younger age diminish. Nurses and other health care providers who work with 

youth should routinely ask about sexual orientation and suicidal ideation and be aware that youth 

in the earliest stages of coming out as sexual minority may be at particularly high risk of suicide.
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INTRODUCTION

Research suggests that the prevalence of suicidal ideation and attempted suicide are 

significantly higher among lesbian, gay and bisexual (LGB) people compared to 

heterosexuals (Meyer et al. 2008). This disparity appears to exist among both adolescent and 

adult LGB individuals (Meyer et al. 2008; Silenzio et al. 2007). Among sexual minority 

women specifically, there is evidence that the risk of suicidal behavior is higher compared to 

heterosexual women (Matthews et al. 2002). Accumulating evidence suggests that 

differences in both individual (e.g., depression and internalized homophobia) and contextual 

(e.g., experiences of discrimination and lower levels of social support) risk factors may help 

to explain higher rates of suicidality among LGB people (House et al. 2011; Ryan et al. 

2009).

Nurses and other health care providers are well positioned to address this public health issue. 

There is evidence that approximately 45% of suicide victims had contact with their primary 

care provider within one month of the suicide (Luoma et al. 2014). There is also evidence 

that primary-care-based suicide prevention interventions can be effective (Mann et al. 2005). 

However, to effectively address and intervene, providers must have an understanding of 

those who are most at risk of suicidal ideation and behavior.

In this paper we take a life course approach to better understand how developmental stage at 

sexual identity milestones may be associated with suicidal ideation in sexual minority 

women. The life course framework takes into account biographical and social contexts, and 

recognizes the influence of these factors peoples’ lives and well-being. Further, this 

perspective considers the relevance of developmental stage during critical life transition 

points and acknowledges the influence such transitions can have in both the short- and long-

term (Elder 1994; Elder 1998).

BACKGROUND

Sexual identity developmental milestones mark critical transition points in the life course of 

sexual minorities. Some of the most commonly recognized milestones include first 

awareness of same-sex attraction, first same-sex sexual contact, first self-acknowledgement 

of sexual minority identity, and first disclosure of sexual identity (Bilodeau & Renn 2005; 

Cass 1979; Troiden 1988). According to the life course framework, the same experiences 
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may impact individuals in different ways depending on when they occur in the life course 

(Elder 1994; Elder 1998). Therefore, the developmental stage at which individuals reach 

these milestones may be an important factor in understanding both the negative and positive 

consequences.

Early models of sexual minority identity development assumed a linear process in which 

individuals experience increasing self-acceptance as they move through the milestones (Cass 

1979; Troiden 1988). More recent research has acknowledged limitations with these models 

because they lack the flexibility to accommodate individual and nuanced differences in the 

process; they are oversimplified in their delineation of a linear process that always 

culminates in a static homosexual identity (Diamond 2005; Eliason & Schope 2007). Instead 

it appears that while most LGB individuals experience multiple milestones, there are 

important individual differences in their timing and sequence (Calzo et al. 2011).

Although researchers have begun to move away from the linear perspective of sexual 

identity development, there continues to be an acknowledged process of increased 

acceptance and positive identity integration across studies. The initial milestone, which is 

usually wondering about or awareness of same-gender attraction, is explained as a period of 

inner turmoil, feelings of alienation, and identity confusion (Bilodeau & Renn 2005; Cass 

1979; Troiden 1988). However, as individuals progress to the subsequent milestones of self-

identification and first disclosure as a sexual minority person, they develop an acceptance of 

their same-gender attraction and their identity as a sexual minority becomes internally 

integrated. Thus, where one is in the process of their sexual identity development may be 

important to understanding associations with mental health.

Positive outcomes of reaching sexual identity milestones and adopting an LGB identity can 

include improved self-esteem, sense of community, sense of living authentically, as well as 

improved relationships with romantic partners and parents (Riggle et al. 2008). Yet, adopting 

a sexual minority identity can also lead to experiences of stigma and discrimination, which 

can impact mental health and may contribute to suicidal ideation (Burgess et al. 2007). 

Individuals who have disclosed their LGB identity often report experiencing rejection from 

parents, workplace discrimination and harassment, and victimization in school and 

community settings (Rosario et al. 2009).

Lesbian, gay, and bisexual individuals who reach sexual identity milestones at young ages, 

such as in early or middle adolescence, may be exposed to particularly high levels of stigma 

and low levels of social support (Almeida et al. 2009; Russell et al. 2014). Because 

adolescence is a period when concern about conforming to peer norms is at its peak 

(American Psychological Association 2002; Smetana et al. 2006), those who do not conform 

may experience stigma and feelings of isolation from peers. Early adolescence is also a time 

when conflict with parents is high (American Psychological Association 2002; Smetana et 

al. 2006) and LGB youth, in particular, may experience intensified conflict regarding their 

failure to meet parental expectations (Saltzburg 2004). Younger age at reaching sexual 

minority identity milestones may, therefore, be an individual risk factor for suicidal 

behavior.

Dirkes et al. Page 3

J Clin Nurs. Author manuscript; available in PMC 2018 February 20.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Previous studies have found an association between the age at which individuals reach 

milestones and suicidality. For example, age of first disclosure appears to be positively 

correlated with age at suicidal ideation (Igartua et al. 2003). Further, there is evidence that 

younger age at multiple milestones is associated with an increased risk of suicidal behavior 

(D’Augelli & Hershberger 1993; D’Augelli et al. 2001). However, because these studies did 

not distinguish between different developmental stages (e.g., early, middle or late 

adolescence) of reaching milestones, it is unclear whether there are periods of particularly 

high risk.

Assessing this relationship through the lens of the life course perspective permits the overlay 

of emotional/cognitive development with sexual identity development. Rather than 

examining incremental differences by age this approach permits the examination of how 

shifts in cognitive development may coincide with sexual identity development to influence 

risk of suicidal ideation. Early adolescence may be a time of increased vulnerability because 

this is usually when physical sexual development begins and sexual identity development 

progresses. At the same time, teens in early adolescence generally experience emotional 

separation from parents, heightened vulnerability to peer influence and susceptibility to 

depression—which is more pronounced in girls than boys (American Academy of Child and 

Adolescent Psychiatry 2011; American Psychological Association 2002). As teens move 

into middle adolescence they are known to experience concerns about appearance, 

fluctuations in self-esteem, an increase in impulsive and health risk behaviors and a desire to 

separate from parents (Christie & Viner 2005). These factors contribute to difficulties in 

emotion regulation and impulse control, both of which are associated with suicidality 

(Christie & Viner 2005; Dougherty et al. 2004). Late adolescence is characterized by a 

firmer sense of identity, greater emotional stability and the development of social autonomy 

(Christie & Viner 2005). These three periods, therefore, signify important developmental 

transitions that, when combined with LBG identity development, may represent different 

levels of risk for suicidal ideation. As the third leading cause of death among 10- to 24-year-

olds, suicide is an important health issue for all adolescents (Centers for Disease Control and 

Prevention 2012) but especially for LGB youth who must additionally contend with stigma 

regarding their sexual identity.

In exploring whether earlier age at milestones is associated with increased suicidality, it is 

important to consider the role of parental support. Research suggests that many LGB 

adolescents report low levels of parental support (Needham & Austin 2010). There is also 

evidence that LGB adolescents who disclose their sexual identity to their parents risk 

rejection, which is linked with negative mental health outcomes (Rosario et al., 2009; Ryan 

et al. 2009). Further, research suggests that LGB individuals generally report more perceived 

support from their mothers compared to their fathers (D’Augelli 2002) and are also more 

likely to disclose their sexual orientation to their mothers (Savin-Williams & Ream 2003). In 

this study we examine the relationship between sexual minority women’s developmental 

stage of reaching milestones and support from their mother and father.

Lastly, there is evidence of high rates of childhood sexual and physical abuse among sexual 

minority women (Hughes et al. 2010). There is also a known link between childhood abuse 

experiences and suicidality among sexual minority women (House et al. 2011). Therefore, 

Dirkes et al. Page 4

J Clin Nurs. Author manuscript; available in PMC 2018 February 20.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



this is an important factor to take into account when examining associations with suicidal 

ideation in this population.

Current Study

The purpose of the current study was to evaluate, in a sample of sexual minority women: (1) 

the relationship between age at reaching sexual identity milestones and risk of suicidal 

ideation, (2) developmental stages or stages of sexual identity development that represent 

greatest risk, and (3) the relationship between age of reaching milestones and parental 

support. Hypotheses were that: (H1) younger age at each of three sexual identity milestones

—first wondering about, first deciding about, first disclosing sexual minority identity—will 

be associated with increased risk of suicidal ideation; (H2) younger age at sexual identity 

milestones will be associated with less support from SMW’s mothers and fathers.

METHODS

Participants

Data are from the Chicago Health and Life Experiences of Women (CHLEW) study, a 

prospective study of self-identified sexual minority (e.g., lesbian, bisexual) women in the 

Chicago metropolitan area. Data were collected in face-to-face interviews conducted by 

trained female interviewers at three time periods (waves) over 10 years. Participants enrolled 

at wave 1 (2000–01) were recruited through various sources including community-based 

organizations, informal community groups, and outreach to individual social networks. 

Interested women were instructed to contact the study office for a brief screening interview 

to determine eligibility. Women who indicated that their sexual identity was heterosexual or 

bisexual were not invited to participate in the study. Despite this screening process 11 

women identified as bisexual in the study interview. Participants enrolled at wave 1 were 

also invited to participate in interviews in 2004–5 (wave 2) and 2010–12 (wave 3). At wave 

3, a new cohort of younger (aged 18–25), African American and Latina and bisexual women 

were added to the study and interviewed for the first time. The new cohort was recruited 

using a modified version of respondent driven sampling, which is effective in drawing 

samples from hidden or hard to reach populations (Heckathorn 1997; Heckathorn 2002). 

Women were eligible to participate if they were English speaking, at least 18 years old and 

lived in the Chicago metropolitan area. Data for the current analysis is from baseline 

interviews collected in 2000–01 for the original sample and in 2010–12 for the new sample. 

The combined sample included 820 women aged 18 and older.

Measures

Developmental Stage at Sexual Minority Identity Milestones—This study assessed 

age at three milestones associated with the sexual identity development process. Participants 

were asked the following questions: (1) “At what age did you first wonder whether you 
might be lesbian/gay/other?” (first wonder); (2) “At what age did you first decide that you 
were lesbian/gay/other?” (first decide); and (3) “At what age did you first tell someone you 
were lesbian/gay/other?” (first disclosure). Previous research suggests that there is sufficient 

reliability when asking adult survey participants to report on age at onset of behaviors that 

are mostly initiated in adolescence (Johnson & Mott 2014). Furthermore, the methods of 

Dirkes et al. Page 5

J Clin Nurs. Author manuscript; available in PMC 2018 February 20.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



data collection used in this study (i.e. computer self-administered questions, highly trained 

interviewers) help to ensure validity and reliability of measuring assessing sexual behavior 

(Johnson & Smith 2013).

Age at reaching these milestones was divided according to whether the milestone occurred 

in adulthood or in early, middle, or late adolescence. The literature regarding the age range 

for each stage of adolescence varies, with early adolescence beginning as young as age 10 

and late adolescence lasting to age 24 (Smetana et al. 2006). In the current study, early 

adolescence was categorized as between ages 10 and 14, middle adolescence between 15 

and 16, and late adolescence between 17 and 21 (World Health Organization 2013). Because 

there were only a few participants who reached these milestones prior to age 10, those who 

reported reaching the milestones in preadolescence (prior to age 10) were combined with 

early adolescence (ages 10–14).

Lifetime Suicidal Ideation—Participants were asked, “Have you ever felt so low you 
thought of committing suicide?” Women were classified as having a history of suicidal 

ideation if they responded yes to this question. This measure of suicidal ideation is the same 

as used in previous national studies, including the Epidemiologic Catchment Area Survey 

(Weissman et al. 1999) and the US National Comorbidity Survey (Kessler et al. 1999).

Parental Support In Childhood—Parental support when growing up was assessed by 

asking participants to rate separately their mother’s and father’s support on a scale from 1 to 

5, in response to the following question: “Please pick the number that best describes how 
your father/mother was to you while you were growing up? If he/she tended to be accepting, 
praising, loving pick a higher number. If he/she was more rejecting, belittling, or not so 
loving pick a lower number.” Responses to this question provides a global assessment of 

support received from the participant’s mother and father during childhood.

Birth Year—Birth year was included to examine and account for historical effects in terms 

of whether younger age of participants was associated with more support from the mother 

and father during childhood.

Sociodemographic Variables—Because of their potential effect on the associations of 

interest, our analyses controlled for race/ethnicity, birth year, education, income, sampling 

wave, and sexual identity. Regarding sexual identity, the women were asked which of the 

following four categories best described their sexual identity—only lesbian, mostly lesbian, 

bisexual, mostly heterosexual, only heterosexual, or other (please specify). The current 

analyses combined lesbian, bisexual, and other (e.g., queer, prefer not to be labeled) 

categories because identity categories and labels can change substantially across adolescence 

and over the life course (Diamond 2005; Rosario et al. 2005), yet many experiences 

associated with having a sexual minority identity, such as low parental support, tend to be 

similar (Ryan et al. 2009). Furthermore, sexual identity categories were included as control 

variables to account for differences in outcomes by sexual identity. There were no women 

who identified as only heterosexual and only one woman identified as mostly heterosexual; 

this participant is included in the “other” identity category.
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Self-reported childhood sexual and physical abuse were also included in the analysis as 

control variables. These experiences were assessed by asking participants, “Do you feel that 

you were physically abused by your parents or other family members when you were 

growing up?” and “Do you feel that you were sexually abused when you were growing up?” 

Response choices for both of these were yes or no.

Respondents provided informed consent prior to each interview. All survey methods and 

procedures were reviewed and approved by the Institutional Review Board at the University 

of Illinois at Chicago.

Data Analysis

Data were analyzed using SPSS v21. A series of four logistic regression models were used 

to test hypothesis 1 that younger age at reaching milestones is associated with greater risk of 

suicidal ideation. Participants who reached these milestones in early, middle or late 

adolescence were compared to those who reached the milestone in adulthood (age 22 or 

older). Lifetime suicidal ideation was the outcome in each model and each analysis 

controlled for the sociodemographic variables described above. The first model included all 

three milestones at three stages of adolescence (nine focal predictor variables) but because of 

multicollinearity issues, each milestone at the three stages of adolescence were also assessed 

separately in models two, three, and four. Two linear regression models were used to test 

hypothesis two, that younger age at milestones is associated with less support from the 

mother and father.

RESULTS

Sociodemographic Characteristics and Study Variables

Demographics characteristics of the sample (N=820) are summarized in Table I. The sample 

was diverse in terms of age (M=35.63, SD=11.94, range=18–83 years), race (37% White, 

35% African American, 24.5% Latina, 3.5% other race/ethnicity), and sexual identity 

(59.6% only lesbian, 20.4% mostly lesbian, 16.2% bisexual, and 3.8% other sexual identity). 

Approximately 43% of the sample had a bachelor’s degree or higher, and nearly half 

(47.8%) reported household incomes between $20,000 and $74,999. Approximately 46% of 

the sample reported lifetime suicidal ideation. The average score for perception of maternal 

support was 3.96 (SD=1.29) and for paternal support 3.58 (SD=1.36; range of 1=mostly 

rejecting to 5=mostly loving for both).

Table II provides information on the distribution of developmental age of sexual identity 

development milestones. The average age that participants first wondered about being 

lesbian or bisexual was 15.2 years (SD=6.81), first decided was 20.8 (SD=7.83), and first 

disclosed their sexual minority identity was 22.01 (SD=8.16). The number and percent of 

participants reaching each of these milestones during early, middle, or late adolescence is 

also summarized in Table II.

Bivariate correlations between age at reaching each of the three sexual identity milestones 

were examined to assess for multicollinearity. The correlation between age of first deciding 

about and disclosing sexual minority identity was especially high (r=0.872, p<.001), which 
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could cause problems in further multivariate analysis. This is addressed in the logistic 

regression analysis results below.

Developmental Stage at Sexual Minority Identity Milestones and Suicidal Ideation

As presented in Table III, all nine of the milestone variables were included as independent 

variables in the first model. Women who first wondered about their sexual identity in early 

(OR=2.96, 95%CI: 1.48–5.9, p<.01), middle (OR=3.08, 95%CI: 1.42–6.70, p<.01), or late 

adolescence (OR=2.67, 95%CI: 1.31–5.45, p<.01) were significantly more likely to 

experience lifetime suicidal ideation compared to those who reached this milestone in 

adulthood. There were no significant differences between women who first decided or 

disclosed in early, middle, or late adolescence and those who reached these milestones in 

adulthood. In the full model, those who reported more support from their mother were less 

likely to report a history of suicidal ideation (OR=0.85, 95%CI: 0.73–0.99. p<.05) as were 

those who reported more support from their father (OR=0.85, 95%CI: 0.73–0.97, p<.05). 

African American women were less likely to report suicidal ideation than White women 

(OR=0.61, 95%CI: 0.37–1.00, p<.05). Those who reported childhood sexual abuse were 

more likely to report suicidal ideation (OR=1.78; 95%CI: 1.18–2.67, p<.01) compared to 

women who did not report childhood sexual abuse. While these results suggest that first 

wondering about being a sexual minority in any stage of adolescence compared to adulthood 

increases the risk for suicidal ideation, the level of risk may be inaccurate because of 

multicollinearity between the age of first deciding and age of first disclosing variables. To 

address this, separate models were fit for each of the three milestone variables.

The second model included first wondered in early, middle, or late adolescence and the same 

set of control variables (Table III). Similar to the previous results, findings suggest that those 

who first wondered about being lesbian or bisexual in early, middle, or late adolescence 

were significantly more likely (OR=2.79, 95%CI: 1.55–5.04, p<.01; OR=2.77, 95%CI: 

1.34–5.73, p<.01; and OR=2.26, 95%CI: 1.18–4.36, p<.05, respectively) to experience 

lifetime suicidal ideation compared to those who reached this milestone in adulthood (Table 

III; Figure 1)1. Additionally, in this model, participants with higher levels of support from 

their father were less likely to experience lifetime suicidal ideation (OR=0.83, 95%CI: 0.72–

0.96, p<.05). Support from the mother was moderately, but not significantly, associated with 

lower risk of suicidal ideation (OR=0.86 and a 95%CI=0.74–1.00). African American 

women were significantly less likely than White women to report lifetime suicidal ideation 

(OR=0.58, 95%CI: 0.36–0.94, p<.01), and those who reported childhood sexual abuse were 

more likely to report suicidal ideation (OR=1.69; 95%CI: 1.14–2.53, p<.05) compared to 

those not reporting childhood sexual abuse.

The third and fourth models assessed first deciding about being a sexual minority and first 

disclosing sexual minority identity in early, middle, and late adolescence, respectively. 

Consistent with Model 1, there were no significant differences in suicidal ideation between 

those who reached either of these milestones in early, middle, or late adolescence and those 

1Support from the mother and father were also both separately tested as mediators and moderators of the association between younger 
age at first wondering and suicidal ideation. The results suggested that support from the mother and/or father did not mediate or 
moderate this association.
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who reached these milestones in adulthood. Those with more maternal support and more 

paternal support were less likely to report suicidal ideation in both the third (OR=0.84, 

95%CI: 0.73–0.97, p<.05, and OR=0.83, 95%CI: 0.72–0.95, p<.01) and fourth (OR=0.84, 

CI:0.72–0.97, p<.05 and OR=0.84, CI:0.73–0.96, p<.05) models. The relationship between 

African American race and lifetime suicidal ideation was no longer significant. However, 

childhood sexual abuse continued to be positively associated with risk of suicidal ideation.

Developmental Stage at Sexual Minority Identity Milestones and Parental Support

As shown in Table IV, first wondering about being a sexual minority in early, middle, or late 

adolescence was not significantly associated with paternal support. However, there were 

significant associations with maternal support. Those who first wondered in early and 

middle adolescence reported significantly less support from their mothers (B=−0.363, p<.05; 

B=−0.474, p<.05, respectively; Figure 1) compared to those who first wondered in 

adulthood. Participants who first decided they were lesbian or bisexual in middle 

adolescence reported lower levels of maternal support (B=−0.359, p<.05; Figure 1). This 

finding suggests that sexual minority women who first wondered about their sexual identity 

at younger ages reported lower levels of maternal support than those who first wondered 

about their sexual identity in adulthood.

Birth year was positively associated with maternal support in the models for first wondered 

about sexual identity, first decided, and first disclosed (B=0.016, p<.01; B=0.014, p<.01; 

B=0.013, p<.01, respectively; Table IV) such that younger women reported higher levels of 

maternal support compared to older women.

DISCUSSION

These results indicate that it is not only younger age, but also earlier stage of identity 

development, that is associated with increased risk of lifetime suicidal ideation. This finding 

is consistent with the literature suggesting that earlier stages of sexual minority identity 

development are periods during which individuals tend to experience identity confusion and 

distress (Cass 1979; Coleman 1982; Troiden 1988). According to some of the most widely 

recognized and accepted stage models of sexual identity development, the identity confusion 

period is characterized by feelings of confusion, alienation or isolation, marginalization, 

inner turmoil, and anxiety—feelings that are rooted in concerns about stigma (Cass 1979; 

Coleman 1982; Troiden 1988) and are also known correlates of suicidal ideation (King et al. 

2001; Stravynski & Boyer 2001).

Theoretical models of sexual identity development also suggest that LGB individuals 

become more comfortable with and confident about their sexual identity as they move 

through the milestones (Cass 1979; Coleman 1982; Troiden 1988). In the current study, 

women who were in adolescence at the earliest phase of identity development–first 

wondering about being a sexual minority–had heightened risk for suicidal ideation, while 

those who were in adolescence at the later stage of identity development did not. This 

suggests that where individuals are in the process of identifying as a sexual minority may be 

more important than age in understanding risk for suicidal ideation in this population.
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Nevertheless, grappling with challenges presented in the earlier stages of sexual minority 

identity development may be especially difficult during early and middle adolescence when 

youth are more vulnerable to peer influence, fluctuations in self-esteem, and increased 

emotional separation from parents (Christie & Viner 2005). Because our measure of suicidal 

ideation asked about lifetime experiences we were unable to determine when in the life 

course the participant experienced suicidal ideation. However, the results suggest that the 

odds of suicidal ideation are greater for those who first wondered about being a sexual 

minority in adolescence.

Several different underlying mechanisms may explain this association. Building on previous 

research that found parental support to be an important factor in understanding LGB youth 

suicidality (Needham & Austin 2010; Ryan et al. 2009), the current study assessed the 

association between age at which sexual identity milestones were reached and parental 

support. Further, to build on the literature that suggests there are differences in LGB 

individuals’ relationships with their mothers and fathers (D’Augelli et al. 2005), we 

examined maternal and paternal support separately. Support from the mother and/or father 

were both independently associated with suicidal ideation, such that the risk of suicidal 

ideation decreased as support increased. Low parental support may, therefore, be a risk 

factor for suicidal ideation (Mustanski et al. 2010; Needham & Austin 2010; Ryan et al. 

2009) even though it does not account for the association between younger age at first 

wondering about sexual identity and suicidal ideation in this study. This finding aligns with 

the life course framework in that the lives and behaviors of individuals cannot be fully 

understood unless they are considered within the context of important social relationships.

Despite the fact that the sample reported relatively high levels of maternal support during 

childhood the results suggest that those who first wondered about their sexual orientation at 

younger ages experienced more rejection from their mothers. Previous studies have found 

that young LGB individuals report low levels of parental support, but this is usually 

attributed to parent’s awareness of a child’s sexual minority identity (Needham & Austin 

2010; Ryan et al. 2009). There may be different factors, such as gender nonconformity, that 

are associated with low support among those who wonder about their sexual identity at a 

young age. Another factor associated with parental support may be historical context, as 

assessed by birth year. Younger participants may have experienced higher levels of support 

because of societal changes in perceptions of sexual minorities (Becker & Todd 2014).

Similar to other studies that include African American sexual minority women (Bostwick et 

al. 2014), we found that African American race was protective in regard to suicidal ideation. 

This may be related to cultural differences in perception and acceptability of suicidal 

behavior; for example, there is some evidence that African-Americans overall have a more 

negative view of suicidality and perceive it as immoral (Chu et al. 2010).

It is also important to note the associations between suicidal ideation and childhood sexual 

abuse. Across all the models, women who reported childhood sexual abuse were more likely 

to report lifetime suicidal ideation. This may be an important risk factor to consider given 

evidence that lesbian and bisexual women report higher rates of childhood sexual abuse than 

do heterosexual women (Hughes et al. 2010). In a study conducted by Corliss and colleagues 
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(2009) history of childhood abuse helped to explain the association between younger age at 

sexual identity milestones and attempted suicide. We controlled for the effect of childhood 

abuse but did not test whether this experience accounted for the association between younger 

age at milestones and suicidal ideation. We recommend that future studies more fully 

examine the role of childhood sexual abuse in the association between sexual identity 

development and suicidal ideation.

There are several limitations of the study that should be noted. First, we used non-

probability sampling methods and restricted recruitment of study participants to the Chicago 

metropolitan area. This limits the ability to generalize the results to the larger population of 

sexual minority women. Second, the cross-sectional study design prevented assessment of 

causality. Although there was a statistically significant relationship between younger age at 

first wondering about sexual minority identity and suicidal ideation, it was not possible to 

determine whether younger age at first wondering preceded or predicted subsequent suicidal 

ideation. Third, the CHLEW assessed lifetime suicidal ideation, so the developmental age at 

which participants experienced suicidal ideation is unknown. Thus, it is unclear if 

developmental age at reaching sexual identity milestones was associated with suicidal 

ideation during the same developmental period. We were unable to assess level of 

seriousness of suicidal ideation (e.g., whether there was a suicide plan), which is an 

important element in understanding the degree of suicide risk. As other researchers have 

noted (Mustanski et al. 2010), levels of ideation are often inflated when other characteristics 

of the measure (i.e., intent, planning) are not included. Fourth, our analyses did not examine 

or control for sexual identity stigma, which may help explain the association between 

younger age at first wondering and lifetime suicidal ideation. Fifth, the assessment of the 

sexual identity development process was limited in that it did not assess level of distress 

associated with identity development milestones, which limits interpretation of the results. 

Finally, data were self-reported and required retrospective recall, which can lead to recall 

bias, particularly among the older participants who had a longer timeframe from which to 

recall ages at which they reached sexual identity milestones.

CONCLUSION

Despite these limitations the results suggest that younger age at the initial stage of sexual 

minority identity development may be a risk factor for lifetime suicidal ideation among 

sexual minority women. As sexual minority women reach later milestones and come to 

accept and integrate their sexual minority identity the risks associated with younger 

developmental age diminish. Thus, it appears to be the initial stage of sexual minority 

development more than age itself that is associated with adverse health outcomes.

Future research needs to examine different factors that may help to explain the link between 

younger age at the initial stage of sexual identity development and suicidal ideation. It may 

be that other important contextual factors, such as peer groups and stigmatizing or affirming 

environments, influence the association between age at milestones and mental health.
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SUMMARY BOX

What does this paper contribute to the wider global clinical community?

• A broader understanding of risk factors associated with suicidal ideation and 

suicide risk among sexual minorities

• Empirical evidence about developmental stages that represent periods of high 

risk for adverse mental health among sexual minorities

• Information that can be used by nurses and other health care providers in their 

clinical practice to assess and intervene with youth at risk of suicide.
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RELEVANCE TO CLINICAL PRACTICE

Findings from this study underscore the importance of routinely assessing sexual identity 

and behavior, as well other risks associated with suicide, in health care settings. Nurses, 

because of their larger numbers and greater likelihood (compared with physicians) of 

working in primary care settings where youth most often seek routine care, are in a key 

position to identify and intervene with at-risk youth. In addition to asking youth about 

their romantic attractions and sexual behavior it is also important to address social 

support, such as whether youth feel supported by their parents, peers and other influential 

people. Although nurses and other providers may be reluctant to ask about childhood 

physical and sexual abuse, as demonstrated in this and many other studies, such 

experiences are clearly linked to risky behaviors and negative health outcomes. Early 

identification and intervention is key to interrupting a trajectory of risky behavior and 

negative health outcomes. Findings from this study particularly highlight the heightened 

vulnerability of young adolescents who are questioning their sexual identity and 

emphasize the importance of careful assessment of youth at this stage of development.
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Figure 1. 
Significant associations among developmental age at milestones, parental support, birth year 

and suicidal ideation in sample of sexual minority women (N=820).
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Table I

DEMOGRAPHICS CHARACTERISTICS OF SAMPLE OF SEXUAL MINORITY WOMEN (N=820)

Characteristic Number (%)

Race

 White, non-Hispanic 303 (37)

 African American 287 (35)

 Latina 201 (24.5)

 Other (e.g., Asian or Pacific Islander, American Indian) 29 (3.5)

Sexual Identity

 Only Lesbian 488 (59.6)

 Mostly Lesbian 167 (20.4)

 Bisexual 133 (16.2)

 Other (e.g., queer, prefer no label) 32 (3.8)

Education Level

 High School or less 179 (21.9)

 Some college 284 (34.7)

 Bachelor’s degree 178 (21.8)

 Grad/professional degree 177 (21.6)

 Missing 2 (0.2)

Income

 Less than $20,000 285 (36.2)

 $20,000–$39,999 186 (23.6)

 $40,000–$74,999 191 (24.2)

 $75,000 or more 126 (16)

 Missing 32 (3.9)

Lifetime Suicidal Ideation Present 380 (46.3)

Mean (SD) Range

Parental Support

 Support from Mother 3.96 (1.29) 1–5*

 Support from Father 3.58 (1.36) 1–5*

Age 35.63 (11.94) 18–83

*
1=Most Rejecting, 5=Most Loving
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