
The influence of stress on depression and substance use 
problems among young male same-sex couples: Relationship 
functioning as an underlying mechanism

Brian A. Feinstein1, Elizabeth McConnell2, Christina Dyar1, Brian Mustanski1,3, Michael E. 
Newcomb1,3

1Institute for Sexual and Gender Minority Health and Wellbeing, Northwestern University

2Department of Psychology, DePaul University

3Department of Medical Social Sciences, Feinberg School of Medicine, Northwestern University

Abstract

Stress experienced by either partner in a couple can have a negative impact on each partner’s 

health, but most dyadic research on stress and health focuses on different-sex couples. We 

examined relationship functioning as a mechanism underlying the longitudinal actor and partner 

effects of stress on depression and substance use problems among 109 young male same-sex 

couples. There were significant indirect actor effects of internalized stigma and microaggressions 

on depression and alcohol use problems through negative relationship interactions. Participants 

who reported higher levels of internalized stigma and microaggressions reported more negative 

relationship interactions, which in turn was associated with reporting greater depression and 

alcohol use problems. In contrast, none of the indirect partner effects were significant. Findings 

implicate negative relationship interactions as a mechanism linking minority stress to health, but 

raise questions about the influence of partner stress on individual health among young male same-

sex couples.
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Gay and bisexual men are at increased risk for negative mental health outcomes such as 

depression and problematic substance use (Bostwick, Boyd, Hughes, & McCabe, 2010; 

Marshal et al., 2011; Marshal et al., 2008; McCabe, Hughes, Bostwick, West, & Boyd, 

2009). For example, in a nationally representative sample, 36–38% of gay and bisexual men 

met criteria for lifetime major depression compared to 15% of heterosexual men (Bostwick 

et al., 2010) and 17–20% of gay and bisexual men met criteria for past-year alcohol 
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dependence compared to 6% of heterosexual men (McCabe et al., 2009). Sexual minorities 

also experience unique stressors related to their sexual orientation (Meyer, 2003), which 

have been identified as risk factors for depression and substance use (Bostwick, Boyd, 

Hughes, West, & McCabe, 2014; Goldbach, Tanner-Smith, Bagwell, & Dunlap, 2013; 

Mustanski, Andrews, & Puckett, 2016). However, research on minority stress and health has 

typically focused on sexual minority individuals with limited attention to same-sex couples. 

This represents a critical gap in our understanding of sexual minority health, given that 

research on different-sex couples has demonstrated that stress experienced by either partner 

can have a negative impact on each partner’s health (Randall & Bodenmann, 2009; Story & 

Bradbury, 2004). As such, examining the associations between stress and health among 

same-sex couples can advance our understanding of these processes and inform 

interventions.

Numerous studies have demonstrated that discrimination and victimization are associated 

with depression (Feinstein, Goldfried, & Davila, 2012; Mays & Cochran, 2001; Mustanski et 

al., 2016; Ngamake, Walch, & Raveepatarakul, 2016; Swann, Minshew, Newcomb, & 

Mustanski, 2016) and substance use among sexual minority individuals (Bontempo & D’ 

Augelli, 2002; Darwich, Hymel, & Waterhouse, 2012; Espelage, Aragon, Birkett, & Koenig, 

2008; Goldbach et al., 2013; Phillips et al., 2017; Wong, Weiss, Ayala, & Kipke, 2010). 

Research has also demonstrated that the internalization of negative attitudes toward sexual 

minorities is associated with depression (see Newcomb & Mustanski, 2010), but findings 

have been mixed for substance use (see Brubaker, Garrett, & Dew, 2009). Although 

numerous studies have examined minority stress as a risk factor for depression and 

substance use, few have done so among same-sex couples. Relationship scholars have 

proposed that stress experienced by either partner can have a negative impact on each 

partner’s health (Randall & Bodenmann, 2009; Story & Bradbury, 2004) and research has 

demonstrated that individual and partner stress can both influence one’s own depression 

among different-sex couples (Falconier, Nussbeck, Bodenmann, Schneider, & Bradbury, 

2015; Howe, Levy, & Caplan, 2004; Rayens & Reed, 2014; Rook, Dooley, & Catalano, 

1991). Research has also demonstrated that relationship distress and alcohol use problems 

are interdependent and can exacerbate each other (Levitt & Cooper, 2010; Rodriguez, 

Neighbors, & Knee, 2014) and that individual and partner stress can both influence one’s 

own problem drinking among different-sex couples (Falconier, Huerta, & Hendrickson, 

2016).

Given that same-sex couples experience unique stressors, there is additional potential for 

partner stress to impact one’s own health. LeBlanc, Frost, and Wight (2015) proposed a 

conceptual model to describe how stress can influence health and relationship functioning 

among same-sex couples, noting the lack of dyadic research in this population. In an 

exception, Frost and Fingerhut (2016) found that individual exposure to negative same-sex 

marriage campaign messages was associated with negative affect and relationship 

dissatisfaction among same-sex couples, but partner exposure was not associated with one’s 

own affect or satisfaction. Additionally, Randall and colleagues found that workplace 

minority stress was associated with anxiety among female same-sex couples, but only for 

those who reported low partner supportive dyadic coping (i.e., the perception of their partner 

as helping to reduce their own stress) (Randall, Totenhagen, Walsh, Adams, & Tao, 2017). 
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However, although they used dyadic data, they did not test partner effects. These findings 

raise questions about the extent to which partner stress influences one’s own health among 

same-sex couples, highlighting the need for additional research.

Even less attention has been paid to the mechanisms underlying these associations. Given 

that stress has a negative impact on relationship functioning (Randall & Bodenmann, 2009; 

Story & Bradbury, 2004) and health (Hammen, 2005; Howe et al., 2004) and that 

relationship functioning is also associated with health (Proulx, Helms, & Buehler, 2007; 

Whisman, 2007, 2013), stress may influence health among couples by compromising 

relationship functioning. Howe et al. (2004) described this as the relationship disruption 

model, proposing that stress can increase relationship conflict and decrease relationship 

quality, in turn contributing to couples’ distress. LeBlanc et al. (2015) also suggested that 

minority stress can influence relational stress (e.g., dissatisfaction, conflict), which in turn 

can compromise partners’ health. Consistent with this, a meta-analysis found that minority 

stress was associated with lower relationship well-being among sexual minorities (Cao et al., 

2017) and there is some evidence that partner minority stress is associated with worse 

relationship functioning among same-sex couples (Mohr & Fassinger, 2006; Otis, Rostosky, 

Riggle, & Hamrin, 2006).

Our own recent work (blinded) has also found that individual stress is associated with worse 

relationship functioning among young male same-sex couples, especially for those in longer 

relationships, and that having a partner with higher internalized stigma is associated with 

more negative relationship interactions (e.g., conflict, negative communication). As such, 

relationship functioning may be a mechanism through which stress influences health among 

young male same-sex couples. The goals of the current study were to extend our prior work 

with this sample to examine relationship functioning as a mechanism underlying the 

longitudinal actor and partner effects of stress on health among young male same-sex 

couples. We examined multiple types of stress (general stress, internalized stigma, 

microaggressions, victimization, and outness), several health outcomes (depression, alcohol 

use problems, and marijuana use problems), and two aspects of relationship functioning 

(relationship quality and negative relationship interactions). We hypothesized that there 

would be significant indirect actor and partner effects of stress on depression and substance 

use problems through relationship quality and negative relationship interactions.

Method

Participants and Procedures

The current analyses used data from an ongoing longitudinal cohort study of multilevel 

influences on HIV and substance use among young gay, bisexual, and other men who have 

sex with men (MSM). Data collection began in February 2015 and the current analyses used 

data through August 2018. To achieve a multiple cohort, accelerated longitudinal design 

(Duncan, Duncan, & Hops, 1996), young MSM who had participated in one of two previous 

cohort studies were contacted and invited to join the current study and a new cohort of 

young MSM was recruited as well. As in the prior cohorts, the new cohort was recruited 

using various methods such as venue-based recruitment (e.g., community-based 

organizations that serve LGBT individuals), social media (e.g., Facebook), and snowball 
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sampling. All cohort members were required to meet the following criteria: 16–29 years old, 

assigned male at birth, English-speaking, and reported a sexual minority identity (e.g., gay, 

bisexual) or sex with a man in the past year. Cohort members were allowed to recruit their 

serious partners at each visit; those who met the eligibility criteria were invited to join the 

cohort, while those who did not (e.g., partners who were assigned female at birth or older 

than 29) were invited to participate in a one-time visit.

We used data from each couple’s first, second, and third visits for the current longitudinal 

analyses. Given that cohort members invited their partners to participate, there was a period 

of time in between most partners’ assessments (Mdn. = 5.5 days). The sample started with 

313 dyads, but 204 dyads were excluded because: dyadic data was only available for one 

visit (130 dyads); partners came from a three-person relationship (3 dyads); one partner was 

present in two different dyads at two different visits (i.e., they entered a new relationship), in 

which case we only included data from their first dyad (6 dyads); one partner was a 

cisgender woman (22 dyads); and partners did not agree that their relationship was serious 

(43 dyads). The final analytic sample included 109 dyads (218 individuals) who had data 

from at least two visits (with 66 dyads who had data from three visits), which resulted in a 

total of 568 observations across all participants and assessments.

Participants in the analytic sample ranged in age from 16–50 (M = 22.85, SD = 4.01). Most 

participants were cisgender men, but 11 dyads included a transgender partner. The racial/

ethnic composition of the sample was 33.0% Black, 30.7% Latino, 27.5% White, and 8.7% 

other. Of note, the high proportions of Black and Latino participants is consistent with the 

overall racial/ethnic distribution of the city in which the study was conducted (U.S. Census 

Bureau, 2017). Most participants identified as gay (79.4%), followed by bisexual (15.1%) 

and other (5.5%). Highest level of education included less than high school (8.7%), high 

school (25.7%), some college (48.2%), college (12.4%), and graduate school (5.0%). Most 

participants (79.7%) were HIV-negative based on testing at the couple’s first study visit. 

Most couples were concordant HIV-negative (74.3%) and the rest were concordant HIV-

positive (9.2%) or discordant (16.5%). Relationship length ranged from less than one month 

to 10.16 years (M = 1.27 years, SD = 1.51 years); 31.2% of participants lived with their 

partner.

As part of the ongoing longitudinal study, participants completed a psychosocial survey, a 

network interview, and biomedical specimen collection. Most measures were administered 

to the entire sample, but some were added later in the data collection process or only 

administered at some visits. As such, the analytic sample size varied for some analyses 

(described below). Participants were compensated $50 per visit. All procedures were 

approved by the Institutional Review Board. Following emerging open science guidelines 

(Schönbrodt, Maier, Heene, & Zehetleitner, 2015), we have made the data and syntax 

associated with this article publicly available (https://doi.org/10.21985/N2VR0V).

Measures

Demographics.—Participants reported their age, race/ethnicity, sexual orientation, highest 

level of education, living situation, and relationship length. Partners’ reports of relationship 

length were highly correlated (r = .85, p < .001), so we used their mean.
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General stress.—The 10-item version of the Perceived Stress Scale (Roberti, Harrington, 

& Storch, 2006) was used to assess general stress. Participants were asked, “In the past 

month, how often have you [item]?” Example items included: “Felt difficulties were piling 

up so high that you could not overcome them” and “Felt that you were unable to control the 

important things in your life.” Items were rated on a 5-point scale (0 = never, 4 = very often) 

and summed. Scores could range from 0 to 40 (α = .78 in the analytic sample). Roberti et al. 

(2006) provided evidence of internal consistency (α = .89) and validity (e.g., a significant 

association with anxiety).

Internalized stigma.—A measure adapted from the Homosexual Attitudes Inventory 

(Nungesser, 1983) and the Internalized Homosexual Stigma Scale (Ramirez-Valles, Kuhns, 

Campbell, & Diaz, 2010) was used to assess internalized stigma. Puckett et al. (2017) 

identified three factors: desire to be heterosexual, fear of coming out, and fear of 

stereotypical perception; as recommended, the 8-item “desire to be heterosexual” factor was 

used to assess internalized stigma. Participants were asked how much they agreed with 

statements such as, “Sometimes I wish I were not gay.” Items were rated on a 4-point scale 

(1 = strongly disagree, 4 = strongly agree) and averaged. Scores could range from 1 to 4 (α 
= .89 in the analytic sample). Puckett et al. (2017) provided evidence of internal consistency 

(α = .88-.90 across time points) and validity (e.g., significant associations with fear of 

coming out and fear of stereotypical perception). We had data on this variable for 475 out of 

568 observations (83.6% of the total number of observations) because it was not 

administered at every visit; of these, data were missing for two additional observations.

Microaggressions.—The six-item “anti-gay attitudes and expressions” subscale of the 

Sexual Orientation Microaggression Inventory (Swann et al., 2016) was used to assess 

microaggressions. Participants were asked, “In the past 6 months, how often have you had 

the following experiences?” Example items included: “You heard someone say ‘that’s so 

gay’ in a negative way” and “Someone expressed a stereotype (e.g., ‘Gay men are so good at 

fashion’).” Items were rated on a 5-point scale (1 = not at all, 5 = about every day) and 

averaged. Scores could range from 1 to 5 (α = .86 in the analytic sample). Swann et al. 

(2016) provided support for a bi-factor model (i.e., a general factor and four specific 

factors), including reliability and validity (e.g., a significant association with victimization). 

Data was missing on this variable for one observation.

Victimization.—Six items were selected from a 10-item measure of victimization 

(Mustanski et al., 2016). Participants were asked, “In the past six months, how many times 

[item] because you are or were thought to be gay, bisexual, or transgender?” Items included: 

(1) have you been threatened with physical violence; (2) have you had an object thrown at 

you; (3) have you been punched, kicked, or beaten; (4) have you been threatened with a 

knife, gun, or another weapon; (5) has someone chased or followed you; and (6) has your 

property been damaged. Items were rated on a 4-point scale (0 = never, 3 = three times or 

more) and averaged. Scores could range from 0 to 3 (α = .86 in the analytic sample). 

Mustanski et al. (2016) provided evidence of internal consistency (α > .76 across time 

points) and validity (e.g., significant associations with major depressive disorder and 

posttraumatic stress disorder). Data was missing on this variable for one observation.
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Outness.—Participants were asked, “How out are you to people around you?” Response 

options included: 0 (not out to anyone), 1 (only out to a few select people), 2 (out to most 

people), and 3 (out to everyone). We had data on this variable for 474 out of 568 

observations (83.4% of the total number of observations) because it was not administered at 

every visit; of these, data were missing for three additional observations.

Depression.—The 8-item PROMIS Depression Short Form 8a (Choi, Schalet, Cook, & 

Cella, 2014; Pilkonis et al., 2011) was used to assess depression symptoms in the past week. 

The items focus on the emotional and cognitive manifestations of depression (e.g., sadness, 

worthlessness) rather than somatic symptoms (e.g., changes in appetite and sleep). Items 

were rated on a 5-point scale (1 = never, 5 = always) and summed. Scores could range from 

8 to 40 (α = .94 in the analytic sample). Pilkonis et al. (2011) provided evidence of internal 

consistency (α = .95) and validity (e.g., a significant association with another measure of 

depression).

Alcohol use problems.—The Alcohol Use Disorders Identification Test (AUDIT) 

(Saunders, Aasland, Babor, de la Fuente, & Grant, 1993) was used to assess alcohol use 

problems in the past six months. The AUDIT includes 10 items that are rated on different 

scales. For example, the item, “How often do you have a drink containing alcohol?” was 

rated on a 5-point scale (1 = never, 5 = 4 or more times a week), and the item, “How often 

do you have six or more drinks on one occasion?” was rated on a different 5-point scale (0 = 

never, 4 = daily or almost daily). Responses were summed and could range from 0 to 40 (α 
= .82 in the analytic sample). Hays, Merz, and Nicholas (1995) provided evidence of internal 

consistency (α = .83) and validity (e.g., significant associations with other measures of 

alcohol use problems). Scores of 0–7 reflect low-risk drinking or abstinence, 8–15 reflect 

alcohol use in excess of low-risk guidelines, 16–19 reflect harmful and hazardous drinking, 

and 20 or greater reflect possible alcohol dependence (Babor, Higgins-Biddle, Saunders, & 

Monteiro, 2001).

Marijuana use problems.—The Cannabis Use Disorders Identification Test – Revised 

(CUDIT-R) (Adamson et al., 2010) was used to assess marijuana misuse and problems in the 

past six months. The CUDIT-R includes eight items that are rated on different scales. For 

example, the item, “How often do you use marijuana?” was rated on a 5-point scale (1 = 

never, 5 = 4 or more times a week), and the item, “Have you ever thought about cutting 

down, or stopping, your use of marijuana?” was rated on a 3-point scale (1 = never, 2 = yes, 

but not in the past 6 months, 3 = yes, during the past 6 months). Responses were summed 

and could range from 0 to 32 (α = .75). Adamson et al. (2010) provided evidence of internal 

consistency (α = .91) and validity (e.g., a significant association with recent marijuana use 

frequency). Scores of 13 or greater reflect problematic use (Adamson et al., 2010). Data was 

missing on this variable for one observation.

Relationship functioning.—As described in (blinded), relationship functioning was 

modeled as two correlated latent variables. This measurement model fit the data well and the 

standardized factor loadings were high. We used the same measurement model to represent 

the mediators in the current analyses. The first latent variable—relationship quality—was 
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indicated by three items used to assess satisfaction, trust, and commitment (Hendrick, 1988). 

Data were missing on all three items for two observations. The second latent variable—

negative relationship interactions—was indicated by the 2-item conflict subscale of the 

Revised Dyadic Adjustment Scale (Busby, Christensen, Crane, & Larson, 1995) and the 8-

item negative communication subscale of the Communication Skills Test (Buzzella, 

Whitton, & Tompson, 2012; Jenkins & Saiz, 1995). Busby et al. (1995) provided evidence of 

the conflict subscale’s internal consistency and the measure’s validity (e.g., a significant 

correlation with marital adjustment), and Buzzella et al. (2012) provided evidence of the 

negative communication subscale’s internal consistency (α = .85-.90 across time points) and 

validity (e.g., a significant correlation with relationship quality). We had data on conflict for 

440 out of 568 observations (77.5% of the total number of observations) and we had data on 

negative communication for 492 out of 568 observations (86.6% of the total number of 

observations) because they were added later in the data collection process.

Data Analysis

Analyses were conducted in Mplus Version 8 using robust maximum likelihood estimation. 

Multilevel modeling was used to account for the non-independence of dyadic data. Missing 

data were handled using full information maximum likelihood, which uses all available data, 

produces more accurate parameter estimates than listwise/pairwise deletion and mean 

substitution, and yields relatively unbiased parameters with moderate amounts of missing 

data (Enders & Bandalos, 2001; Schlomer, Bauman, & Card, 2010). First, the data were 

restructured such that each of the lagged observations included data for the stressor, the 

health outcome, and the mediators at time t-1 as well as the health outcome and the 

mediators at time t. This resulted in a total of 436 lagged observations from 109 dyads. 

Depending on the amount of missing data on the stress variable, the analytic sample ranged 

from 322–436 observations from 102–109 dyads. To reduce the risk of Type I error, the 

Benjamini-Hochberg procedure was used to correct p values for all analyses (Benjamini & 

Hochberg, 1995).

Second, we used multilevel structural equation modeling to test a series of lagged direct 

effect Actor-Partner Interdependence Models (i.e., without mediators) (Kenny, Kashy, & 

Cook, 2006). Each lagged direct effect model tested the actor and partner effects of one 

stressor (at time t-1) on one health outcome (at time t). Each lagged direct effect model 

controlled for relationship length and the health outcome at time t-1. Dyad members were 

treated as indistinguishable; a single actor effect (i.e., the actor’s outcome regressed on the 

actor’s predictor) and a single partner effect (i.e., the actor’s outcome regressed on the 

partner’s predictor) were estimated for each pair of predictors and outcomes.

Third, we used the same approach to test a series of lagged indirect effect Actor-Partner 

Interdependence Models (i.e., with mediators). Each lagged indirect effect model tested the 

extent to which there were indirect effects of one stressor (at time t-1) on one health 

outcome (at time t) through relationship quality and negative relationship interactions (at 

time t). Each lagged indirect effect model controlled for relationship length as well as 

relationship quality, negative relationship interactions, and the health outcome at time t-1. 

Actor and partner effects were estimated for the associations between the stressor and the 
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health outcome, the stressor and each of the two mediators, and each of the two mediators 

and the health outcome. As such, each indirect effect model tested eight indirect effects. 

Figure 1 depicts a conceptual representation of the model. Consistent with previous tests of 

longitudinal mediation using dyadic data (e.g., Manne, Badr, & Kashy, 20120), we used a 

one-wave lag (i.e., we modeled the predictor at time t-1, the mediators at time t, and the 

outcome at time t, controlling for the mediators and the outcome at time t-1). This approach 

enabled us to utilize longitudinal data from all of the dyads in our sample who had at least 

two visits, including the 60.5% who had data from three visits.

The significance of the indirect effects was tested using the Monte Carlo Method for 

Assessing Mediation (MacKinnon, Lockwood, & Williams, 2004), which is similar to the 

parametric bootstrap approach (Efron & Tibshirani, 1986) and can be used with multilevel 

models (Bauer, Preacher, & Gil, 2006). Parameter estimates and standard errors are used to 

simulate random draws from the distributions for the paths included in the indirect effect 

(i.e., the path from the predictor to the mediator and the path from the mediator to the 

outcome) and the product of these values is computed. This was repeated 20,000 times and 

the resulting distribution was used to estimate 95% confidence intervals. Confidence 

intervals that do not include zero are significant at an alpha-level of .05.

Finally, we conducted sensitivity analyses to examine whether our results were affected by 

couples with a transgender partner (n = 11) or a partner older than 29 (n = 9). The pattern of 

results remained the same; all of the significant effects remained significant.

Results

Means, standard deviations, individual-level bivariate correlations, and intraclass 

correlations are presented in Table 1. Individual-level bivariate correlations indicated that 

general stress was associated with all three health outcomes. Additionally, internalized 

stigma was associated with depression and alcohol use problems, microaggressions were 

associated with depression and marijuana use problems, and victimization was associated 

with marijuana use problems. In contrast, outness was not associated with any health 

outcomes. Lower relationship quality was also associated with depression and marijuana use 

problems, and negative relationship interactions were associated with all three health 

outcomes.

None of the actor or partner effects in the lagged direct effect models were significant; these 

non-significant results are not reported. However, significant indirect effects can occur in the 

absence of significant direct effects (Kenny & Judd, 2014; Rucker, Preacher, Tormala, & 

Petty, 2011). As such, consistent with recommendations (Rucker et al., 2011), we continued 

to test lagged indirect effect models. Unstandardized path coefficients for the lagged indirect 

effect models are presented in Table 2 and estimates of indirect effects and 95% confidence 

intervals for the significant indirect effects are presented in-text.

There were significant indirect effects of actor-reported internalized stigma on actor-reported 

depression (estimate = .56; 95% CI [.10, 1.19]) and alcohol use problems (estimate = .32; 

95% CI [.04, .72]) through actor-reported negative relationship interactions. Participants 
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who reported more internalized stigma reported increases in negative relationship 

interactions, which in turn were associated with reporting greater depression and alcohol use 

problems. There were also significant indirect effects of actor-reported microaggressions on 

actor-reported depression (estimate = .89; 95% CI [.32, 1.59]) and alcohol use problems 

(estimate = .26; 95% CI [.03, .53] through actor-reported negative relationship interactions. 

Participants who reported more microaggressions reported increases in negative relationship 

interactions, which in turn were associated with reporting greater depression and alcohol use 

problems. In contrast, none of the indirect effects through relationship quality were 

significant and none of the indirect partner effects were significant. Finally, in the context of 

the lagged indirect effect models, the direct actor effect of general stress on depression was 

significant even though the indirect effects through relationship quality and negative 

relationship interactions were not significant. Participants who reported more general stress 

reported increases in depression.

Discussion

To address the lack of dyadic research on stress and health among same-sex couples, we 

examined relationship functioning as a mechanism underlying the longitudinal actor and 

partner effects of stress on depression and substance use problems among young male same-

sex couples. Although none of the actor or partner effects in the lagged direct effect models 

were significant, four of the indirect actor effects were significant. Specifically, internalized 

stigma and microaggressions were associated with increases in negative relationship 

interactions, which in turn were associated with greater depression and alcohol use 

problems. These findings support theories suggesting that individual stress can influence 

health by contributing to dyadic processes such as conflict in one’s relationship (Howe et al., 

2004; LeBlanc et al., 2015). In contrast, none of the indirect actor effects through 

relationship quality were significant. Conflict can occur in satisfying and dissatisfying 

relationships, so it may have a stronger influence on health than relationship quality does. 

However, lower relationship quality was associated with depression and marijuana use 

problems in our bivariate analyses. These findings suggest that relationship quality may have 

an influence on health, but it does not explain the link between stress and health in this 

population.

Additionally, in the context of the lagged indirect effect models, we also found that one’s 

own general stress was associated with increases in depression. This finding highlights the 

importance of considering general stress as a risk factor for negative health outcomes among 

young male same-sex couples. However, the indirect actor effects of general stress on 

depression through relationship functioning were not significant, suggesting that general 

stress influences depression through different pathways. Given that research on sexual 

minority health rarely accounts for general stress (for an exception, see Rosario, Rotheram-

Borus, & Reid, 1996), it will be important for future research to examine other potential 

mechanisms through which general stress influences depression in this population (e.g., 

emotional regulation difficulties).

Despite evidence of significant individual-level bivariate correlations between stressors and 

health outcomes, none of the actor or partner effects in our lagged direct effect models (i.e., 
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without mediators) were significant. This suggests that there were significant associations 

between higher levels of stressors and higher levels of negative health outcomes at the same 

time point, but that higher levels of stressors were not associated with increases in negative 

health outcomes at the subsquent time point (i.e., six-months later). Given that there has 

been relatively limited longitudinal research on these associtations, it wil be important for 

future research to continue to examine the extent to which minority stress influences health 

across different intervals of time.

Of note, it is well described in the literature that significant indirect effects can occur in the 

absence of significant direct effects for several reasons (e.g., opposing indirect effects can 

obscure a direct effect; Rucker et al., 2011). Given that our models tested indirect effects of 

positive and negative aspects of relationship functioning, it is possible that these competing 

influences suppressed the presence of direct effects. Additionally, simulations studies have 

demonstrated that power to detect an unmediated effect is lower than power to detect an 

indirect effect, especailly when the unmediated effect is small (r = .20) and the paths from 

the predictor to the mediator and from the mediator to the outcome are larger (r = .40) 

(Rucker et al., 2011; Kenny & Judd, 2013). In this case, 19–44% of unmediated effects may 

not be significant despite the presence of a significant indirect effect, even with 100–200 

participants (Rucker et al., 2011). This suggests that we may not have been able to detect 

unmediated effects due, at least in part, to reduced statistical power for unmediated effects 

compared to indirect effects (Rucker et al., 2011; Kenny & Judd, 2013). It will be important 

for future studies to determine whether the lack of unmediated effects was due to 

suppression by competing indirect effects or power differenes between unmediated and 

indirect effects.

We are not aware of any previous studies that have examined partner effects of stress on 

health among same-sex couples. In a related study, Frost and Fingerhut (2016) found that 

individual exposure to negative same-sex marriage campaign messages was associated with 

negative affect and relationship dissatisfaction, but partner exposure was not associated with 

one’s own affect or satisfaction. Similarly, we did not find support for partner effects of 

stress on health. Although research on different-sex couples suggests that partner stress can 

influence one’s own health (Falconier et al., 2015; Howe et al., 2004; Rayens & Reed, 2014; 

Rook et al., 1991), relatively few studies have tested partner effects in the context of Actor-

Partner Interdependence Models. In an exception, McNeil, Fincham, and Beach (2014) did 

not find partner effects of discrimination on depression among African American couples. In 

contrast, Rayens and Reed (2014) found a significant partner effect of stress on depression 

for married men, but not women. Given that their sample was comprised of older married 

couples, partner stress may not have an impact on one’s own health until later in life when 

relationships become more interdependent (Arnett, 2007; Laursen & Jensen Campbell, 

1999). Consistent with this, a recent study found that partner stress had a negative impact on 

relationship functioning for adult couples, but not adolescent couples (Breitenstein, Milek, 

Nussbeck, Davila, & Bodenmann, 2017).
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Clinical Implications

These findings have implications for interventions focused on sexual minority individuals 

and same-sex couples. Given that individual experiences of minority stress influenced health 

by contributing to relationship conflict, interventions for sexual minorities may be enhanced 

by addressing both minority stress and relational influences on health. This may be 

particularly important for younger sexual minorities who may have limited relationship 

experience and skills. Further, while stigma-related experiences tend to decrease as young 

sexual minority men get older, the mental health consequences of these experiences persist 

(Pachankis et al., 2018). As such, addressing them early in development has the potential to 

reduce their long-term influences on relationship functioning and health. Relationship 

education programs have been developed to teach same-sex couples relationship skills (e.g., 

effective communication, conflict resolution) and strategies to cope with their unique 

stressors (Buzzella et al., 2012; Whitton & Buzzella, 2012; Whitton, Weitbrecht, Kuryluk, & 

Hutsell, 2016). Relationship education has also been combined with HIV prevention to 

improve sexual and relationship health among young male same-sex couples (Newcomb et 

al., 2017). Our findings suggest that improving individual abilities to cope with stress may 

have downstream effects on reducing relationship conflict and improving health among 

young male same-sex couples. As such, our findings support the potential benefits of 

relationship education for this population. Similar to relationship education, interventions 

for sexual minority individuals (as opposed to same-sex couples) can also address the 

influence of stress on relationship conflict and health. These interventions can teach 

individuals how to limit the extent to which stress influences their relationships (e.g., using 

effective coping strategies rather than taking stress out on one’s partner) as a way to improve 

individual health.

Limitations

Several limitations should be taken into account when interpreting the current findings. First, 

although our sample was diverse, it was a non-probability sample and it will be important to 

replicate our findings in other samples of young male same-sex couples. Second, given that 

several measures were not administered to the full sample, we may have been underpowered 

to detect significant effects. However, several of our significant effects included measures 

that were not administered to the full sample and Monte Carlo simulations indicated that we 

had adequate power to detect actor and partner effects of small to moderate size and the 

resulting indirect effects. Third, our analyses were longitudinal, but our mediators and 

outcomes were measured at the same time point because only a subset of participants had 

data from three visits. As such, additional longitudinal research is needed to model all of the 

variables at different time points. Of note, we conceptualized relationship functioning as a 

predictor of health, but these associations are likely bidirectional. Still, our conceptualization 

is consistent with evidence that stronger effects are observed when relationship functioning 

is the predictor and health is the outcome (Braithwaite & Holt-Lunstad, 2017). Fourth, there 

are numerous potential mechanisms linking stress to health among young male same-sex 

couples. Our data shed light on one mechanism, but it will be important to examine 

additional mechanisms. Finally, future research should examine moderators of the 

associations between stress and health, such as age, race/ethnicity, sexual identity, and 
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cohabitation. This is especially important given that racial/ethnic minority gay and bisexual 

men can experience stress related to their race/ethnicity as well as their sexual orientation.

Conclusion

The current findings provide evidence that individual experiences of minority stress 

contribute to depression and alcohol use problems among young male same-sex couples, and 

that negative relationship interactions function as an underlying mechanism. In contrast, we 

did not find any support for partner experiences of stress having an influence on one’s own 

health. As one of the first studies to examine the extent to which stress influences health 

through relationship functioning among young male same-sex couples, it will be important 

for future research to continue to examine these associations and their underlying 

mechanisms. In sum, our findings highlight the importance of considering minority stress 

and relationship functioning in order to understand the health of young male same-sex 

couples.
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Figure 1. 
Conceptual depiction of the longitudinal Actor-Partner Interdependence Models used to test 

the indirect effects. Dyad members were treated as indistinguishable. Each model tested the 

indirect actor and partner effects of one stressor on one health outcome through relationship 

quality and negative relationship interactions. Of note, each model controlled for 

relationship length, the actor and partner levels of relationship quality and negative 

relationship interactions at the previous time point (time t-1), and the actor level of the 

health outcome at the previous time point (time t-1). t and t-1 refer to the time point at which 

the variables were measured, with t-1 referring to the time point before time t.
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