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Abstract

Purpose: To examine associations of enacted individual-level stigma and anticipated relationship 

stigma with negative affect among single sexual minority individuals. We hypothesized that 

enacted individual-level stigma and anticipated relationship stigma would be positively associated 

with negative affect. We also explored possible mediation models of how these variables might 

relate.

Methods: A nation-wide online survey was completed by 154 single sexual minority individuals 

18+ years old, measuring enacted individual-level stigma, anticipated relationship stigma, and 

negative affect.

Results: There were significant, positive bivariate associations of enacted individual-level stigma 

with anticipated relationship stigma and negative affect. In path model analyses, there was support 

for enacted individual-level stigma mediating an indirect pathway between anticipated relationship 

stigma and negative affect, as well as support for enacted individual-level stigma simultaneously 

predicting anticipated relationship stigma and negative affect.

Conclusions: Findings expand the body of theoretical work examining multidimensional 

aspects and mechanisms of stigma. Results suggest that while anticipated relationship stigma is 

not directly associated with negative affect among single sexual minority individuals, it may still 

be relevant for well-being among these individuals through its association with enacted individual-

level stigma. Clinicians and public health officials may consider addressing multiple forms of 

stigma, including both individual-level and relationship-based stigma.
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INTRODUCTION

Currently 60% of adults in the U.S. agree that marriages between same-sex couples should 

be recognized by the law (McCarthy, 2015), and in June 2015 the Supreme Court ruled in 

favor of the legality of same-sex marriages across the country (McGill, 2015). Despite this 

public support and legal recognition of same-sex couples, stigmatization of same-sex 

couples and sexual minority individuals (persons who identify as gay, lesbian, bisexual, or 

queer) persists. Hatzenbuehler, Phelan, and Link (2013) define stigma as involving the co-

occurrence of possessing a socially devalued attribute or identity and the experiences that 

result from that at the intrapersonal (e.g., internalized homophobia), interpersonal (e.g., 

experiences of discrimination based on sexual orientation), and structural (e.g., institutional 

policies that systematically privilege heterosexual individuals) levels, such as stereotyping, 

marginalization, and discrimination.

Hatzenbuehler et al. (2013) also argue, and much evidence supports, that stigma is a 

fundamental cause of health disparities that adversely affects the physical and mental well-

being of stigmatized individuals. Stigma exerts this effect through various processes of 

stress, isolation, reduced resources, and unhealthy responses. Specific to sexual minority 

individuals, (Meyer, 1995) suggests that minority stressors, including internalized stigma 

(i.e., direction of negative societal attitudes about sexual minority individuals toward the 

self; internalized homophobia/homonegativity), anticipated stigma (i.e., expectations of 

rejection and discrimination based on one’s sexual orientation; rejection-sensitivity), and 

enacted stigma (i.e., actual experiences of unfair treatment and violence due to one’s sexual 

orientation; discrimination) each independently have adverse effects on a variety of mental 

health outcomes. Supporting these conceptualizations, much research has linked these 

different forms of stigma attributed to a variety of identities or social group memberships to 

a range of poorer mental and physical health outcomes (e.g., Chaudoir, Earnshaw, & Andel, 

2013; Link & Phelan, 2006; Meyer, 1995; Paradies, 2006; Pascoe & Smart Richman, 2009; 

Williams & Mohammed, 2009). Much work has specifically found that stigma experienced 

by sexual minority individuals is associated with poorer mental and physical health 

outcomes, with for example longitudinal evidence that victimization specific to one’s sexual 

identity explains disparities between sexual minority and heterosexual youth in depressive 

symptoms and suicidality (Burton, Marshal, Chisolm, Sucato, & Friedman, 2013), as well as 

meta-analytic evidence that internalized stigma among sexual minority individuals is 

associated with greater internalizing mental health issues (Newcomb & Mustanski, 2010).

The majority of research on stigma has focused on stigma directed at an individual due to 

one’s individual identities or social group memberships (i.e., individual-level stigma), and 

much of that research has focused specifically on enacted individual-level stigma, or 

individual-level discrimination (e.g., see Pascoe & Smart Richman, 2009; Williams & 
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Mohammed, 2009 for reviews). However recent theory and research indicate that in addition 

to individual-level stigma, people in societally stigmatized relationships (e.g., same-sex, 

interracial, age-gap relationships) experience unique relationship stigma (or couple-level 

minority stress), or stigma directed at a couple due to societal devaluation of the type of 

romantic relationship (Frost, 2011; Frost et al., 2017; Gamarel, Reisner, Laurenceau, 

Nemoto, & Operario, 2014; LeBlanc, Frost, & Wight, 2015; Lehmiller & Agnew, 2006, 

2007; Rosenthal & Starks, 2015). This relationship stigma is unique from individual-level 

stigma, including having unique consequences for outcomes while accounting for 

individual-level stigma; it can be experienced by individual members of or jointly by the 

couple; and similar to individual-level stigma can take different forms including internalized, 

anticipated, and enacted (Frost et al., 2017; Gamarel et al., 2014; LeBlanc et al., 2015; 

Rosenthal & Starks, 2015).

The small but growing body of research on relationship stigma has mostly focused on 

enacted relationship stigma and its consequences for relationship functioning. Specifically, 

enacted relationship stigma has been associated with lower relationship commitment 

(Lehmiller & Agnew, 2006, 2007; Rosenthal & Starks, 2015), relationship quality (Gamarel 

et al., 2014), trust, love, and sexual communication (Rosenthal & Starks, 2015). 

Additionally, enacted relationship stigma has been connected to lower intimacy and 

satisfaction, as well as to greater relationship conflict (Frost, 2011). Further, those who 

experience greater enacted relationship stigma have been found to be more likely to 

experience relationship dissolution (Lehmiller & Agnew, 2007). The little research that has 

explored the connection between relationship stigma and mental health has found evidence 

of adverse consequences. Specifically, enacted relationship stigma has been associated with 

greater anxiety and depressive symptoms (AUTHORS, revision under review; Gamarel et 

al., 2014). More research on mental health consequences of relationship stigma is needed.

As reviewed, although some research has identified that relationship stigma can be 

anticipated (e.g., Frost et al., 2017), most research in this area has focused on enacted 

relationship stigma. And, research on relationship stigma has exclusively focused on couples 

or individuals already in committed romantic relationships. Yet, relationship stigma could be 

anticipated by an individual who is single (e.g., expecting that if one were to enter into a 

potential same-sex relationship, one would experience stigma targeting the relationship), 

with potential consequences for that individual, including for mental health. Although this 

has never been tested, research on anticipated stigma in other domains suggests that 

anticipated relationship stigma could also adversely affect the mental health of sexual 

minority individuals who are single. For example, Starks, Rendina, Breslow, Parsons, and 

Golub (2013) found that the anticipation of being stigmatized if they were to contract HIV in 

the future was positively associated with depressive symptoms even among men who were 

HIV negative. Thus, it is plausible that anticipation of a future relationship being stigmatized 

could adversely affect the well-being of single sexual minority individuals.

The purpose of the current study was to examine patterns of associations among anticipated 

relationship stigma, enacted individual-level stigma, and negative affect in a sample of single 

sexual minority individuals. We hypothesized that both anticipated relationship stigma and 

enacted individual-level stigma would be positively associated with negative affect. Further, 
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given past evidence that different forms of stigma or stigma mechanisms are associated with 

each other and sometimes mediate each other’s associations with other outcomes (e.g., Trub, 

Quinlan, Starks, & Rosenthal, 2017), we also explored three different possible models of 

how these variables might relate to each other in order to contribute to our understanding of 

stigma processes and mechanisms. Specifically, we explored whether anticipated 

relationship stigma might mediate the association of enacted individual-level stigma with 

negative affect, whether enacted individual-level stigma might mediate the association of 

anticipated relationship stigma with negative affect, or whether enacted individual-level 

stigma might simultaneously predict anticipated relationship stigma and negative affect. 

Understanding these dynamics can contribute to stigma theory, guide future research, and 

inform stigma-focused interventions.

METHODS

Participants

A total of 854 individuals responded to recruitment messages and followed the study link to 

register and complete a preliminary eligibility screener for the larger study. Based upon 

responses to the brief eligibility survey, 541 (63.3%) of the initial respondents were at least 

18 years old, not currently in a relationship, reporting U.S. residence, and able to complete 

the survey in English. Of these, 535 (98.9%) started the baseline survey and 327 (62.6%) 

completed it. Among complete responses, 274 (87.8%) reported a U.S. residence; 172 

(62.8%) U.S. residents identified as male and 99 (36.1%) identified as female. Due to their 

small number and because transgender individuals may experience additional forms of 

discrimination on the basis of being outside of the gender binary which may also 

meaningfully shape their anticipated relationship outcomes, the three respondents who 

identified as transgender were removed from subsequent analyses. Eligibility for the current 

investigation, a secondary analysis, was limited to individuals who identified as cisgender 

men or women 18 years of age or older and also reported 1) sexual minority self-

identification (i.e., gay, lesbian, bisexual, queer), and 2) HIV-negative sero-status (confirmed 

by at least one test in the past 5 years for sexual minority men). HIV positive individuals 

experience a unique additional source of stigma specifically related to being HIV positive 

therefore HIV status may meaningfully impact individual’s decisions and expectancies about 

relationship related factors as well, thus they were excluded from the current analysis and 

warrant a separate study. Among cis-gender identified participants, 157 (92.3%) men and 32 

(32.3%) women identified as gay/lesbian or bisexual. Among gay and bisexual men, 122 

(77.7%) reported a negative HIV status based upon an HIV test in the previous 5 years and 

were retained in the analytic sample for this study along with the 32 women who identified 

as gay/lesbian or bisexual (Nfinal = 154). All procedures were approved by the Institutional 

Review Board of [BLINDED FOR REVIEW].

Procedures

These data are taken from a larger study, which focused on correlates of sexual behavior and 

drug use among unpartnered individuals. Specifically, the study examined how expectancies 

about relationships are associated with these outcomes. Data were collected online between 

March and May 2014, via ProofPilot, an internet survey host. Participants were recruited 
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online through Huffington Post and social networking sites, and incentivized snowball 

sampling. Participants who referred someone to the study received a promotional code that 

could be redeemed for a small discount at an online vendor (approximate value ranged 

between $1.00 and $10.00). Materials contained study contact information and a direct link 

to the survey platform.

The study link directed participants to the ProofPilot survey platform. Potential participants 

created a password-protected user account and provided demographic information that could 

be utilized to determine preliminary eligibility. Participants who were preliminarily eligible 

(those who were 18 years of age or older, reported they were not currently in a relationship, 

U.S. residence, and indicated they were able to communicate in English) were given the 

option to view detailed consent information and enroll. Participants viewed consent 

information on the initial survey screen. Participants indicated their consent by clicking a 

button, which then advanced them to the survey. Those who did not wish to continue clicked 

an alternative button, which directed them to a screen thanking them for their time. Similar 

to the recruitment incentive, participants received a promotional code that could be 

redeemed for a discount (approximate value ranged between $1.00 and $10.00) at an online 

vendor upon completion.

Measures

Demographic characteristics—Participants reported their gender, sexual identity, date 

of birth, racial identity, and level of education. To determine eligibility, HIV status was 

assessed using two questions. The first question asked when the participant was most 

recently tested for HIV. The second asked what the result of this HIV test was. Sexual 

minority men were classified as HIV negative if they reported a test in the past 5 years and 

the result was HIV negative. Sexual minority women were classified as HIV negative if they 

reported a negative test result or stated that they had never been tested for HIV. This 

approach to designating HIV status is commensurate with the level of risk in these respective 

populations, as rates of HIV among sexual minority women are dramatically lower 

compared to that of sexual minority men. In a study of 708 lesbian and bisexual women, it 

was found that most STIs are very unlikely to be passed from women to women, and further 

there were no reported cases of HIV transmission in this sample (Bailey, Farquhar, Owen, & 

Mangtani, 2004) .

Enacted individual-level stigma—Participants’ experiences with enacted individual-

level stigma were assessed using, the 9-item version of the Everyday Discrimination Scale 

(Williams, Yu, Jackson, & Anderson, 1997), which also included an additional item that asks 

people to make one or more attributions (e.g., race, gender, sexual orientation, etc.) for their 

reported experiences (e.g., Seng, Lopez, Sperlich, Hamama, & Meldrum, 2012). The scale 

demonstrated good internal reliability (Cronbach’s α = .88). The scale has a theoretical 

range of 9 to 52, and higher scores indicate more frequent experiences of enacted individual-

level stigma. Participants indicated the frequency of each item on a Likert-type scale from 1 

(never) to 6 (almost every day). The scale asked participants about how often they felt 

discriminated against in different aspects of their life (e.g., “You are called names or 

insulted” and “You are treated with less respect than other people are”).
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Anticipated relationship stigma—Participants’ anticipated relationship stigma was 

assessed using a modified 6-item version of the Lehmiller and Agnew (2006) 4-item 

marginalization scale (Rosenthal & Starks, 2015). The 6-item marginalization scale was 

adjusted to separate out stigma from friends and family into different items, and was also 

adapted to include the word ‘would’ because the original measure was intended to measure 

stigma directed at people in relationships (i.e., couples), while in this study we were 

assessing anticipation of relationship stigma among single individuals. The adapted measure 

demonstrated good internal reliability (Cronbach’s α = .81). The scale has a theoretical 

range of 6 to 30, and higher scores indicate greater anticipated relationship stigma. 

Participants indicated their level of agreement with each item on a Likert-type scale from 1 

(strongly disagree) to 5 (strongly agree). The scale evaluated participants’ feelings about 

how others would view, react, and respond to their romantic relationships (e.g., “I believe 

that most people would generally disapprove of my romantic relationships”).

Negative affect—Participants answered 5 questions from the Center for Epidemiological 

Studies Depression Scale that have been shown to comprise a latent factor assessing negative 

affect (J. C. Cole, Rabin, Smith, & Kaufman, 2004; Radloff, 1977). The scale demonstrated 

good internal reliability (Cronbach’s α = .87). The scale has a theoretical range of 5 to 25, 

and higher scores indicate greater negative affect. Participants indicated the frequency at 

which they felt each item over the past two weeks (e.g., “I felt depressed,” and “I had crying 

spells”) on a Likert-type scale from 1 (not at all, less than 1 day per week) to 5 (nearly every 
day for two weeks).

Analytic Plan—Bivariate associations among demographic variables, negative affect, 

enacted individual-level stigma, and anticipated relationship stigma were evaluated using 

measures of bivariate association matched to variable distributions. Hypothesized 

associations and exploratory models were tested using path modeling procedures in Mplus 

version 7.3, and maximum likelihood estimation was employed in all models to facilitate the 

use of bootstrapping tests of indirect associations. The effect of missing race data was 

evaluated by re-running models using full information maximum likelihood estimation. 

Conclusions were unchanged. In an initial model, the ultimate endogenous variable – 

negative affect – was regressed on enacted individual-level stigma, anticipated relationship 

stigma, gender, age, and race. In turn, anticipated relationship stigma was regressed on 

enacted individual-level stigma, gender, age, and race. Subsequently, enacted individual-

level stigma was regressed on anticipated relationship stigma, gender, age and race. In a final 

model, enacted individual-level stigma simultaneously predicted both negative affect and 

anticipated relationship stigma, controlling for age, gender, and race as covariates. In this 

latter model, negative affect and enacted individual-level stigma were permitted to correlate. 

Gender, age, and race were included in the models because previous research suggests there 

are established differences in outcomes, specifically depression, based on these demographic 

variables. Exploratory analyses related to indirect associations were tested using a 

bootstrapping tests approach with 5,000 bootstrapping draws. Follow-up analyses examined 

the utility of education level as an additional covariate. Education did not contribute 

significantly to the prediction of endogenous variables in any model, and the significance of 

other model parameters was unchanged by its inclusion.
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RESULTS

Demographic data for the sample are in Table 1. The average age of respondents was 32.2 

years (SD = 10.8 years). The majority of the sample was White (66.9%), self-identified as 

gay (79.6%), and had earned at least a four year college degree (65.6%). The sample was 

evenly dispersed across the country, with 28.6% residing in the Northeast, 17.3% residing in 

the Pacific region, 26.6% residing in the Southern region, and 17.5% residing in the 

Midwest.

Bivariate associations

Table 2 displays results of tests of bivariate associations. Negative affect was positively 

associated with enacted individual-level stigma, and men reported significantly lower 

negative affect scores than women. Enacted individual-level stigma was positively associated 

with anticipated relationship stigma, and negatively associated with age. Men also reported 

significantly lower enacted individual-level stigma compared to women. Anticipated 

relationship stigma was significantly associated with race, such that White participants 

reported lower anticipated relationship stigma compared to participants of color.

Path model results

An initial model was calculated to test hypotheses about the direct associations of enacted 

individual-level stigma and anticipated relationship stigma with negative affect. As 

described above, this path model also examined the indirect association of enacted 

individual-level stigma with negative affect through anticipated relationship stigma. 

Associations among constructs of primary interest in the model are depicted in Figure 1. 

Table 3 contains coefficients for all modeled parameters included in the path model.

Hypotheses about direct associations were partially supported. Enacted individual-level 

stigma was significantly positively associated with negative affect; however, the direct 

association of anticipated relationship stigma with negative affect was non-significant. In 

turn, anticipated relationship stigma was significantly positively associated with enacted 

individual-level stigma. In addition, age and male gender identity were negatively associated 

with enacted individual-level stigma. Finally, race was significantly associated with 

anticipated relationship stigma. White participants had lower anticipated relationship stigma 

compared to participants of color. Age and gender were unrelated to anticipated relationship 

stigma. Finally, while enacted individual-level stigma was significantly associated with 

anticipated relationship stigma, the absence of a direct association between anticipated 

relationship stigma and negative affect precluded the possibility of a significant indirect 

pathway from enacted individual-level stigma to negative affect through anticipated 

relationship stigma.

A subsequent exploratory equivalent model was calculated to test whether anticipated 

relationship stigma might be indirectly associated with negative affect through enacted 

individual-level stigma. This model is depicted in Figure 2. Table 4 contains coefficients for 

all parameters included in the model. Through this exploratory mediation analyses it was 

found that the indirect association of anticipated relationship stigma with negative affect 
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through enacted individual-level stigma was statistically significant (B = .05; 95% CI: 0.00, 

0.10; β=.06; p = .05).

In a final model, enacted individual-level stigma simultaneously predicted anticipated 

relationship stigma and negative affect. Associations among constructs of primary interest in 

this model are depicted in Figure 3. After controlling for gender, age, and race, enacted 

individual-level stigma was significantly associated with both negative affect (B = 0.17; 95% 

CI: 0.07, 0.26; β = .31; p ≤ .01) and anticipated relationship stigma (B = 0.12; 95% CI: 0.02, 

0.26; β = .20; p ≤ .01).

DISCUSSION

This study extends the growing literature on relationship stigma by examining for the first 

time the association between anticipated relationship stigma and negative affect among 

single sexual minority individuals. Contrary to hypotheses, anticipated relationship stigma 

was not directly associated with negative affect. However, consistent with hypotheses, 

enacted individual-level stigma was directly positively associated with negative affect. 

Enacted individual-level stigma and anticipated relationship stigma were also positively 

associated. Further, exploratory model testing supported two different models: one in which 

anticipated relationship stigma was indirectly associated with negative affect through its 

association with greater enacted individual-level stigma, and one in which enacted 

individual-level stigma simultaneously predicted anticipated relationship stigma and 

negative affect. The model in which enacted individual-level stigma was indirectly 

associated with negative affect through anticipated relationship stigma was not supported. 

These are cross-sectional findings, and therefore we cannot establish the temporal order of 

effects necessary to draw causal conclusions. However, these findings provide some insight 

into more or less plausible models of how these variables relate to each other.

Findings are inconsistent with past research that has found enacted relationship stigma to 

have direct negative consequences for the mental health of those in marginalized 

relationships, including those in same-sex relationships (AUTHORS, revision under review; 

Gamarel et al., 2014). The current investigation is distinct from those past studies in that it 

explored anticipated rather than enacted relationship stigma among single rather than 

partnered individuals, which may explain the discrepancy. This may suggest that anticipated 

relationship stigma is not as relevant to well-being as enacted relationship stigma, or that any 

form of relationship stigma is not as relevant to the well-being of single individuals as it is to 

that of partnered individuals. However, the pattern of findings could also suggest that the 

psychological anticipation of experiencing stigma directed at a potential relationship is still 

relevant for sexual minority individuals who are not in relationships.

The first supported model is consistent with anticipated relationship stigma being indirectly 

associated with negative affect through enacted individual-level stigma, suggesting that 

anticipated relationship stigma may play a relevant, albeit indirect, role in negative affect. 

One possible explanation for this model is that the anticipation of stigma directed at one’s 

potential same-sex relationship may enhance sensitivity to or awareness of experiences of 

enacted individual-stigma, which in turn is associated with negative affect. The second 
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supported model is consistent with enacted individual-level stigma more simply 

simultaneously predicting both anticipated relationship stigma and negative affect. This is 

also meaningful because if enacted individual-level stigma increases anticipated relationship 

stigma, this can result in fear and avoidance of partnering itself. Research has consistently 

found that being in a well-functioning relationship is associated with better psychological 

health (Bookwala & Schulz, 1996; Bradburn, 1969; Gove, 1973; Gove, Hughes, & Style, 

1983; Tucker, Friedman, Wingard, & Schwartz, 1996). More recently, Wight, LeBlanc, and 

Lee Badgett (2013) examined psychological distress among self-identified sexual minority 

individuals and found that legally married sexual minority individuals were significantly less 

distressed than those in non-legally recognized relationships. Thus, single individuals who 

are both experiencing greater enacted individual-level stigma and therefore anticipate greater 

relationship stigma might be prevented from reaping these benefits of well-functioning 

romantic relationships that have the potential to be protective of their well-being. Based on 

this possibility, an interesting direction for future research is to examine if sexual minority 

individuals anticipating greater relationship stigma are more likely to avoid romantic 

relationships, and if this then in turn has consequences for well-being.

This study adds to the growing body of theoretical and empirical work exploring the 

dynamics of stigma. Stigma is known to be experienced in different forms or through 

different mechanisms (e.g., internalized, anticipated, enacted) and at multiple levels (e.g., 

individual, structural) (Hatzenbuehler et al., 2013). Across these forms and levels, most of 

this work focuses on stigma that is directed at an individual based on an identity or social 

group membership. However, there is now a growing body of theory and research on stigma 

directed at relationships due to societal stigma of certain types of relationships, referred to as 

relationship stigma or couple-level minority stress (Frost, 2011; Frost et al., 2017; Gamarel 

et al., 2014; LeBlanc et al., 2015; Lehmiller & Agnew, 2006, 2007; Rosenthal & Starks, 

2015). This study adds to this growing body of research, suggesting that anticipated stigma 

directed at the sort of relationships sexual minority individuals might form in the future is 

not directly associated with negative affect, but is directly associated with enacted 

experiences of stigma directed at them as individuals, which is in turn associated with 

negative affect.

A demographic association of interest also emerged in analyses. White participants reported 

lower anticipated relationship stigma than participants of color. This finding is consistent 

with other findings that for example Black individuals tend to disapprove of sexual minority 

relationships more strongly than White individuals (Lewis, 2003). This may increase the 

likelihood that Black participants experience interpersonal interactions that instill 

expectancies that their romantic relationships would be viewed as unacceptable to members 

of their communities.

Clinical Implications

It is well established that sexual minority individuals experience more depression and 

anxiety than their heterosexual counterparts, and with recent advances in LGBT affirmative 

mental health treatments (Pachankis, Hatzenbuehler, Rendina, Safren, & Parsons, 2015) 

these findings should serve to orient clinicians to the importance of expectations for 
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romantic relationships, even for sexual minority individuals who are single. When exploring 

experiences of stigma and rejection with these clients, clinicians may find it useful to also 

assess the messages clients have received about the acceptability of their relationships. 

Stigma directed at the sorts of relationships these individuals might form may indirectly be 

relevant to experiences of negative affect, even if they choose not to engage in such 

relationships. Furthermore, receiving negative messages about the acceptability of their 

potential relationships may impair the ability of sexual minority individuals to engage in 

relationships successfully, making relevant social skills training a potentially useful 

component of intervention.

Limitations

These findings should be viewed in light of several limitations. These self-reported, cross-

sectional data were collected from a sample of HIV-negative, well educated, and mostly 

White, single sexual minority individuals across the U.S., which may limit generalizability 

to other populations. In particular, this sample’s experiences may reflect its relatively 

privileged status in society compared to sexual minority individuals who also face other 

forms of stigma and disadvantage related to socioeconomic status, race, and other 

characteristics. This could have resulted in less enacted individual-level stigma and 

anticipated relationship stigma than might have been found in another sample facing more 

forms of stigma. For example, individuals living with HIV face an additional burden of HIV-

related stigma from both society and potential relationship partners (Mahajan et al., 2008; 

Smit et al., 2012). Other forms of stigma add additional layers of stigmatization to an 

already complex model, therefore research comparing more diverse samples would be 

beneficial. Furthermore “single” individuals are not necessarily a homogenous group, and 

variation in dating behavior and intentions (e.g., relationship seeking, sexually active, 

casually dating, etc.) may exist that could affect variables studied, such as anticipated 

relationship stigma. Future studies should assess and examine whether there are differences 

between people with different dating behaviors and intentions in their anticipated 

relationship stigma. This study utilized a brief measure of negative affect, which may have 

limited associations found with this variable. Although this measure has been used in 

previous studies, a more robust measure of depression would provide useful information 

about symptom-specific associations.

Further, the measure used in the current study is best viewed as assessing anticipation of 

interpersonal forms of relationship stigma. Relationship stigma may also be internalized or 

enacted based on past relationships among single individuals, and relationship stigma can be 

experienced at other levels, such as structurally, none of which were explored in the current 

investigation. Future studies should examine how these multiple forms and levels of 

relationship stigma may interact with one another and with individual-level stigma to 

determine negative affect and other outcomes for sexual minority individuals. The 

anticipated relationship stigma measure also has not been psychometrically validated in the 

current form, which could have limited associations found with this variable; however, the 

original measure was developed to reflect both approval and disapproval of one’s 

relationship, and findings suggested that marginalized groups (e.g., same-sex couples, 

interracial couples, and couples with a 10 or more year age difference) perceived 
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significantly greater marginalization than their non-marginalized counterparts (Lehmiller & 

Agnew, 2006). The current study’s use of the measure is novel in assessing anticipation of 

these issues, particularly among single individuals, and the utility of this form of the 

measure deserves more attention in future research.

Finally, while this study examined enacted individual-level stigma, its measurement was not 

specific to a single stigmatized identity or attribute. Rather, the items assessed enacted 

individual-level stigma or discrimination due to any reason, and then participants could 

choose one or more attributions for those experiences. Thus, the enacted individual-level 

stigma assessed was not necessarily due specifically or only to one’s sexual orientation, 

which could be considered a limitation and may have led to different findings than if a 

sexual orientation specific measure had been used. However, as intersectionality theory 

suggests and increasing research using an intersectional framework supports, people often 

experience multiple intersecting forms of stigma, which are connected to interlocking 

systems of oppression, that cannot be disentangled from each other (e.g., E. R. Cole, 2009; 

Crenshaw, 1989; Earnshaw et al., 2018; Guy-Sheftall, 1995; Hill Collins, 2000; Rosenthal, 

2016). When facing stigma, it is not always clear the reasons for it, and sometimes stigma is 

unique to the intersection of multiple identities (e.g., Rosenthal & Lobel, 2018). Future work 

might want to test if findings replicate using a more specific measure of sexual orientation-

based discrimination. Further, this was not a study of intersectionality, but findings suggest 

the value of exploring more in-depth individuals’ dynamic and complex intersecting 

identities, the stigma that comes along with them, and its consequences.

Conclusions

Although attitudes and legislation toward sexual minority individuals and same-sex couples 

have become more positive, stigma toward these individuals and couples still exists. 

Findings from this study expand a growing body of literature on relationship stigma, 

exploring the consequences of anticipation of this specific form of stigmatization for single 

sexual minority individuals. In this sample of single, sexual minority individuals, anticipated 

relationship stigma was not directly associated with negative affect, but it was indirectly 

linked to negative affect through its association with enacted individual-level stigma. More 

research is needed on how anticipated relationship stigma interacts with enacted individual-

level stigma and the mechanisms through which it may impact those who are not yet in a 

relationship.
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Figure 1. 
Indirect pathway from enacted individual-level stigma to negative affect through anticipated 

relationship stigma.

NOTE: Standardized path coefficients (β) are displayed; **p ≤ .01
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Figure 2. 
Indirect pathway from anticipated relationship stigma to negative affect through enacted 

individual-level stigma.

NOTE: Standardized path coefficients (β) are displayed; *p ≤ .05; **p ≤ .01
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Figure 3. 
Enacted individual-level stigma as a simultaneous predictor of negative affect and 

anticipated relationship stigma.

NOTE: Standardized path coefficients (β) are displayed; **p ≤ .01
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Table 1.

Demographics

Overall 154 (100.0)

Sex

 Male 122 (79.2)

 Female 32 (20.8)

Sexual Orientation

 Gay 117 (79.6)

 Bisexual 22 (15.0)

 Queer/Uncertain/other 15 (9.7)

Race

 White 101 (66.9)

 African American 16 (10.0)

 Latino 15 (9.4)

 Other 10 (6.3)

Completed College

 Less than four years 53 (34.4)

 4 or more years 101 (65.6)

Region

 Northeastern 44 (28.6)

 Midwestern 27 (17.5)

 Southern 41 (26.6)

 Pacific 42 (27.3)

M (SD)

Age 32.2 (10.8)
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