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CORRELATES AND PREDICTORS OF  LIFE SATISFACTION AND RESILIENCE AMONG 

SEXUAL MINORITY PERSONS LIVING WITH DISABILITIES 

by 

TAMEEKA L. HUNTER 

Under the Direction of Franco Dispenza, Ph.D. 

 

ABSTRACT 

 Life satisfaction and resilience are understudied, but important psychosocial constructs 

in the lives of sexual minority persons with disabilities(SMPWDs; Hunter et al., 2020). This 

study examined the influence of multiple minority stressors on the life satisfaction and resilience 

of SMPWDs. This study also examined whether social support bolsters life satisfaction and 

resilience in relation to minority stress. This study sought to answer the following questions: (a) 

What are the associations between ableist microaggressions, sexual orientation 

microaggressions, self-stigma, perceived social support, resilience, and life satisfaction? (b) To 

what degree do ableist microaggressions, sexual orientation microaggressions, self-stigma, 

perceived social support, resilience,  and perceived support uniquely predict life satisfaction and 

resilience? (c) To what degree does perceived social support moderate the relationship between 

minority stress and resilience? (d) To what degree does perceived social support moderate the 

relationship between minority stress and life satisfaction?  

Approximately 257 SMPWD were recruited through social media sites to complete an 

online Qualtrics survey. The Ableist Microaggressions Scale (Conover et al., 2017), the Sexual 

Orientation Microaggressions Scale (Nadal, 2019), the Self-Stigma Scale (Mak, & Cheung, 

2010), and the Multidimensional Scale of Perceived Social Support (Zimet et al., 1988) were 

used to examine study constructs. Additionally, the Brief Resilience Scale (Smith et al., 2008) 



  

and the Satisfaction with Life Scale (Diener et al., 1985) were used to assess study outcomes. 

Responses of 257 participants were analyzed using bivariate correlations, two separate blockwise 

hierarchical regressions, and Haye’s moderation PROCESS macro in SPSS. To varying degrees, 

ableist microaggressions, sexual orientation microaggressions, self-stigma, and social support 

were significant correlates and predictors of life satisfaction and resilience. Hierarchical linear 

regression analyses indicate that while social support does not uniquely predict resilience, social 

support does uniquely predict life satisfaction. Social support did not moderate the relationship 

between minority stress and resilience or minority stress and life satisfaction among sexual 

minority persons living with disabilities. Implications for counselor education, clinical practice,  

and research are discussed.  

INDEX WORDS: sexual minority, LGB, resilience, counseling, social support, mental health, 

disability, chronic illness,  minority stress, homophobia, ableism 
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CHAPTER 1 

CORRELATES AND PREDICTORS OF  LIFE SATISFACTION AND RESILIENCE 

AMONG SEXUAL MINORITY PERSONS LIVING WITH DISABILITIES: A 

LITERATURE REVIEW 

 The Centers for Disease Control (CDC, 2018) reported that one in four adults in the 

United States – approximately 61 million Americans – live with a chronic illness or disability. 

The Americans with Disabilities Act (ADA, 1990) defines a person with a disability as having a 

physical or mental impairment that substantially limits one or more major life  activities. Major 

life activities include breathing, moving, grooming, performing manual tasks, learning, and 

working (ADA, 1990). Diagnoses that qualify as disabilities under the ADA include cerebral 

palsy, learning disabilities, chronic illnesses, and attention deficit, and psychiatric disabilities.  

Due to a variety of stress-related factors, persons living with disabilities (PWDs) 

experience higher rates of anxiety, feelings of isolation depressive disorders, and suicidality than 

nondisabled persons (Fredriksen-Goldsen et al., 2012, 2014; Metzler et al, 2012). People living 

with disabilities are also more likely to face problems with substance abuse (Bernert et al, 2012; 

Smedema & Ebener, 2011) and to engage in risky sexual behaviors (Bernert et al., 2012) than 

their counterparts without disabilities. People living with intellectual disabilities also are exposed 

to disability-related microaggressions, such as taunting and bullying, and report poorer physical 

and mental health than their nondisabled peers (Emerson, 2010).  Minority stress theory posits 

that nondominant group members (such as persons with disabilities and sexual minority persons 

[SMPs]; e.g., bisexual, gay, lesbian, pansexual, queer, questioning, same-sex/gender attracted) 

experience chronic stress related to the social stigma, marginalization, objectification, and 

discrimination related to their identity and that this stress leads to mental and physical health 
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disparities (Hatzenbuehler, 2009; Meyer, 1995; 2003). Minority stress theory (Meyer, 1995, 

2003) centers on the unique stressors faced due to minority identity, while Hatzenbuehler’s 

psychological framework (2009), inclusive of mediation and moderation mechanisms, focuses on 

the general psychological processes that are shared to identify areas of possible intervention. For 

example, emotional regulation is a shared process between marginalized persons and the general 

population. The psychological mediation framework avows that: (a) SMPs contend with 

increased stress as a result of stigma when compared to heterosexual persons; (b) this stigma-

related stress produces elevations in general coping/emotion regulation, social/interpersonal, and 

cognitive processes thereby, increasing risk of adverse health outcomes (Hatzenbuehler, 2009).  

Both minority stress theory and the psychological framework are used in the current 

study. The benefit of integrating these two models is that several general psychological processes 

are amenable to intervention, including emotional dysregulation, pessimism, hopelessness, and 

substance use disorders (Hatzenbuehler, 2009). Thus, the aim is to test a theoretical framework 

that integrates insights from both perspectives, with the ultimate hope of improving physical and 

mental health outcomes for SMPWDs. 

  SMPs also experience greater negative health disparities as a result of their minority 

identity when compared to heterosexual persons. Approximately 4.1% of the United States 

population identifies as a sexual minority  (Gates, 2017). Adolescent SMPs are at increased risk 

anxiety, depression, smoking, substance use and dependence, and suicidal behaviors (Institute of 

Medicine [IOM], 2011; Strutz et al., 2015). Additionally, SMPs report experiencing poorer health 

and greater physical health concerns than heterosexual persons, such as asthma, cardiovascular 

risk, and the risk of being overweight, or obese (Dispenza et al., 2016; Fredriksen-Goldsen et al., 

2013). In addition to physical and mental health disparities, SMPs face an elevated risk of 
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violence and victimization when compared to the heterosexual population (Centers for Disease 

Control [CDC] Okoro, 2018; Pyra et al., 2014).   

  The physical and mental health disparities encountered by SMPs are well-represented in 

the literature (Fredriksen-Goldsen et al., 2012; IOM, 2011; Meyer, 2015 ), and SMPs are more 

likely to report disabilities than their heterosexual counterparts (Lick et al., 2013). Fredriksen-

Goldsen and colleagues (2012) examined the prevalence of disability among SMPs and 

determined that overall rates of disability were significantly higher among sexual minority adults 

as compared to their heterosexual counterparts.  

 Sexual minority persons living with disabilities (SMPWDs) face a multitude of 

heterosexist and ableist stereotypes that impact their mental and physical health, as well as day-

to-day functioning (Conover & Israel, 2019). Prejudice, discrimination, and stigma contribute to 

minority stress and negatively influence areas such as employment, personal care services, 

transportation, medical care, and activities of daily living among SMPWDs (Conover et al., 

2017). For example,  SMPWDs may have difficulty acquiring or maintaining work as a result of 

discrimination based on disability (i.e., ableism). SMPWDs may also be terminated based on 

homophobia (i.e., discrimination based on sexual orientation). 

 Decreasing prejudice, discrimination, marginalization, and related chronic daily stressors 

have been posited as an important way to minimize health disparities among PWDs and SMPs 

by targeting their root cause (APA, 2012a, 2012b; Conover et al., 2017). Although research 

focused on how marginalization negatively impacts functioning has yielded essential information 

about how marginalization adversely impacts functioning it is equally important to recognize the 

strengths of minoritized communities and to identify ways to bolster positive psychology 

constructs, such as life satisfaction and resilience. Some scholars contributing to minority stress 
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literature have shifted to examining how wellbeing outcomes, such as life satisfaction, are 

affected by discrimination (Douglass et al., 2017).  A compelling finding of this shift is that 

increased distress is not synonymous with decreased well-being for sexual minority persons 

(Douglass et al., 2017; Kertzner et al., 2009). In this chapter, I will examine predictors of life 

satisfaction and resilience, as well as how social support may impact resilience and multiple 

minority stress. Current research on life satisfaction and resilience will be examined, along with 

implications for counselors and counselor educators.   

Life Satisfaction and Resilience 

Life satisfaction is a global, subjective valuation of an individual’s well-being and overall 

quality of life (Diener, 1984; Douglass et al., 2017). Life satisfaction is especially valuable as an 

indicator of wellbeing in people living with chronic illness or disability (Amtmann et al., 2019; 

Smedema &Tansey, 2015). Meyer (2003) suggests that sexual minority persons are exposed to 

unique minority stressors, which increase the potential for negative mental health outcomes and 

decrease the potential for greater life satisfaction. Relatedly, life satisfaction is positively 

associated with perceived social support and mood in people with a variety of disability 

conditions, such as spinal cord injury and multiple sclerosis (Silverman et al., 2017). Researchers 

suggest that social support is an important factor in maintaining and promoting health and life 

satisfaction among individuals with disabilities (Kim et al., 2018). Since life satisfaction appears 

to be an important indicator of well-being, and potentially resilience, it is important to study. 

Resilience is a positive adaption to adversarial conditions, ranging from everyday 

stressors, such as microaggressions, to significant life events, such as the loss of a spouse 

(Hunter et al., 2020; Levitt et al., 2016; McConnell et al., 2018). Resilience is further described 

as the quality of being able to survive and thrive in the face of adversity (Meyer, 2015), and the 
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ability to navigate adversity in a manner that protects wellbeing (Hilliard et al., 2015). Resilience 

is also defined as triumphing over adversity and as the state of having positive mental and 

physical health outcomes despite serious threats to development (Frost & Meyer, 2013; Meyer, 

2015). Meyer (2015) and Wheaton (1985) assert that resilience can only be inferred in the face of 

stress since resilience has no meaning in the absence of stress (Wheaton, 1985). According to 

stress theory, the impact of stress on health is determined by the countervailing effects of 

pathogenic (i.e. disease-causing) stress processes and the salutogenic (i.e. health and wellbeing 

promoting) processes, such as resilience (Meyer, 2015).    

Resilience has been widely studied in relation to sexual minority persons and minority 

stress (Meyer 2003, 2015; McConnell et al., 2018). Facing minority stress, both SMPs and 

PWDs exhibited resilience by actively seeking social support from local communities (Corbett, 

1994; Hunter et al., 2020; Matsuno et al., 2018; Puckett et al., 2019; Whitney, 2006). More 

specifically, participants who received social support from family members or peers (Bariola et 

al., 2015) had higher levels of resilience.  

   Resilience also has some legitimate critiques. A criticism of resilience is there is no 

consensus on the definitions and operationalization of the construct (Luthar et al., 2000). 

Resilience has been conceptualized as a personal trait, a stress-buffering process, and an outcome 

(Fletcher & Sarkar, 2013). Another critique of resilience is the focus on individual-level or 

personal resilience, which is rooted in Western ideology (Meyer, 2015). Resilience framed based 

on personal traits implies that resilience is an immutable, innate characteristic. At issue, is that 

emphasis on individual resilience shifts attention to individual responses to stress, rather than the 

core issue: societal stressors (Meyer, 2015). Resilience as an individual attribute or a solely 

personal responsibility is harmful to marginalized populations as the social environment is 
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fraught with prejudice and discrimination (Hunter et al., 2020). Framing resilience exclusively at 

the individual-level fails to acknowledge that SMPWDs contend with intersecting oppression 

(i.e., simultaneously experiencing ableism, homophobia, and for some, racism; Hunter et al., 

2020). Despite these valid critiques, resilience is important to study because it may mitigate the 

negative impact of minority stress on health outcomes. 

Additionally, scholars have called for more intersectional research on SMPWDs with 

strength-based outcomes, for example,  life satisfaction and resilience (Kwon, 2013; Meyer, 

2015). The goal is to move away from examining single identities to incrementally increase 

resilience scholarship focused on populations that experience multiple minority stress 

(McConnell et al., 2018; Remedios & Snyder, 2015).  

Minority Stress  

 Minority stress theory has been studied extensively with sexual and gender minority 

persons (Balsam et al., 2011; Hilliard et al., 2015; Nadal et al., 2011; Woodford et al., 2014). 

SMPs experience forms of minority stress that are shared with other minority groups, such as 

prejudice, discrimination, expectations of rejection, and possible hate crimes. In addition, SMPs 

also experience unique stressors related to their sexual minority identity, such as identity 

management, stigma consciousness, and self-stigma (Frost et al., 2015). Minority stress has been 

studied to a lesser degree on persons living with disabilities (Brotha & Frost, 2018; Conover & 

Israel, 2019; Emerson 2010; Keller & Galgay, 2010). The well-documented negative impact of 

minority stress on sexual minority persons (Hatzenbuehler, 2009; Meyer 1995, 2003) and the 

limited research on minority stress among PWDs compel researchers to examine the impact of 

multiple minority stress on SMPWDs. Additionally, scholars have called for a shift in focus from 

pathogenic outcomes (example, depression, and anxiety) to examining strength-based constructs 
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like life satisfaction and resilience among marginalized persons (Hunter et al., 2020; Kwon, 

2013; Meyer, 2015; Riggle, et al., 2008) 

Meyer (2015) described the minority stress process as one along a continuum of proximal 

and distal stressors. Proximal stressors are internal stressors instituted through socialization and 

experienced through cognitive processes. For example, self-stigma is a proximal stressor that 

refers to an individual’s internalization of negative societal attitudes directed toward minority 

individuals (Ramirez & Galupo, 2019). Self-stigma is self-directed prejudice. For SMPs, self-

stigma has also been termed internalized homophobia, internalized heterosexism, and 

internalized homonegativity (Herek et al., 2015). By contrast, distal stressors are external 

everyday stressors, hassles, and recurring strains. Microaggressions are a type of distal stressor 

that includes statements, actions, or incidents of indirect, subtle, or unintentional discrimination 

against members of marginalized groups (Pierce et al., 1978; Sue et al., 2007). Microaggressions 

based on disability status are termed ableist microaggressions (Conover et al., 2017). Sexual 

orientation microaggressions are microaggressions based on sexual minority identity (Nadal, 

2019).  

There is extensive evidence that microaggressions are harmful minority stressors that 

result in poor mental and physical outcomes among marginalized communities (Keller & Galgay, 

2010; Nadal, 2013; Sue et al., 2007; Wright &Wegner, 2012). For example, in a national sample 

of 7,091 eleventh grade SMPWDs, 61.4% reported being bullied by and hearing 

microaggressions from a peer within the last 30 days as compared to a rate of only 30.6% in the 

general student population (McGee, 2014). Further, sexual minority male youth with disabilities 

reported the highest rates of peer victimization at 75% when compared to heterosexual students 

without disabilities (McGee, 2014). The ill-effects of minority stress are likely exacerbated 
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among multiple minority populations, like SMPWDs. Therefore, examining psychological 

mechanisms that could curb the damaging effects of microaggressions and self-stigma on 

SMPWDs is vital.  

Meyer’s (2003) minority stress theory offers a lens to explore the connections between 

minority stress, resilience, and life satisfaction, including factors that are believed to buffer 

against minority stressors, such as social support. Social support is information leading a person 

to believe that he or she is: (a) cared for and loved; (b) esteemed and valued, and/or (c.) 

belonging to a network of communication and mutual obligation (Sarason & Sarason, 2009). 

Research has provided extensive evidence for the positive impact of social support on physical 

health (Uchino, 2006) mental health (Froland et al., 2000; Kool et al., 2013), as well as the 

negative effects of a lack of social support (Barth et al. 2010). Social support can lead to feelings 

of connection with the sexual minority community, which can contribute to psychological health 

(Kwon, 2013). Further, Meyer (2003) highlights the role of social support in bolstering resilience 

and attenuating the adverse impact of minority stress to promote greater life satisfaction among 

multiple marginalized communities.  

Microaggressions 

Microaggressions are brief, commonplace verbal, behavioral, or environmental 

indignities that intentionally or unintentionally communicate negative slights or insults toward 

particular social groups (Sue et al., 2007). Microaggressions are insidious and harmful as they 

are subtle or covert forms of prejudice that leave recipients wondering about the veracity of their 

perceptions of the interaction (Sue et al., 2010). Sheldon and Delgado (2011) described the 

adverse effect of sexual identity microaggressions on sexual minority persons in therapy. Study 
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results indicated that clients felt pathologized, harmed, invalidated, and rejected by mental health 

professionals. These negative experiences resulted in the premature termination of therapy. 

 Relatedly, a qualitative sample of 25 lesbians with physical disabilities reported that 

when seeking mental health services, counselors appeared uncomfortable, unaware, uneducated 

about issues related to disability and sexual identity, and had even less knowledge about the 

needs of clients at the intersection of disability and sexual identities (Hunt et al., 2006). As a 

result of these negative experiences, including microaggressions, SMPWD clients may seek 

support from friends and social networks instead of family members. Conover and colleagues 

(2017) published a development and validation study of the Ableist Microaggression Scale, 

based on Keller and Galgay’s taxonomy. That study resulted in 99% of participants reporting at 

least one physical disability microaggression in their lifetime. Given the pervasive nature of 

microaggressions, the potential health risks posed by minority stress, and limited research on 

minority stress, microaggressions among SMPWDs,  it is important to understand how 

microaggressions impact the development of resilience and impact the life satisfaction of 

SMPWDs. 

Social Support 

Social support has been posited to buffer against the negative effects of minority stress 

(Meyer, 2003; Hatzenbuehler, 2009) and microaggressions (McCabe, 2009; Sue et al., 2007), 

such that adverse health outcomes are reduced or avoided (Meyer, 2003). Though social support 

and resilience have been equated in a few studies (e.g. Brockting et al, 2013; Grossman et al., 

2011), social support may be more accurately characterized as a factor that promotes resilience 

(Hunter et al., 2020; Matsuno et al., 2018; Puckett et al., 2019). Higher levels of resilience are 
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associated with receiving social support from family members, as well as sexual minority peers 

(Bariola et al., 2015). 

Social support is defined as information leading people to believe they are: (a) cared for 

and loved, (b) esteemed and valued, and/or (c) belonging to a network (Cobb, 1976; Conover & 

Israel, 2019). Social support is a broad construct comprised of several sub-constructs (Barrera, 

1986; Haber et al., 2007), including received and perceived social support (Haber et al., 2007; 

Prati & Pietrantoni, 2010; Uchino, 2009). Received support refers to receiving resources and 

support from others, and perceived support refers to the perception of access to or the availability 

of support (Haber et al., 2007; Uchino, 2009). However, study results consistently demonstrate 

that perceived support has a greater impact on physical and mental health than received support 

(Cohen & Wills, 1985; Moradi & Funderburk, 2006; Prati & Pietrantoni, 2010; Wethington & 

Kessler,1986). 

 Perceived social support is associated with positive psychological functioning and mood 

in people living with various disabilities (Silverman et al, 2017), and the negative effects of low 

or no social support (Barth et al., 2010). For example, Hunter and colleagues (2020) conducted a 

qualitative phenomenological resilience study of 13 sexual and gender minority persons living 

with disabilities (SGMPWDs).  In that study, social support was identified as essential in 

reducing minority stress and bolstering resilience. Social support also appeared to diminish the 

negative impact of minority stress on sexual minority persons through a stress-buffering 

process (Sheets & Mohr, 2009) and on SGMPWDs (Hunter et al.,  2020). However, some studies 

contradict the results (Burns et al., 2012; Conover & Israel, 2019; Szymanski, 2009). For 

example, Conover and Israel (2019) found that social support does not moderate (i.e., strengthen 

or weaken)the relationship between microaggressions and adverse mental health outcomes, a 
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position asserted by Meyer (2003). Thus, Conover and Israel’s results may suggest that social 

support fails to bolster resilience and wellbeing, nor does social support limit depression and 

anxiety for SMPWDs. Inconsistent study results related to minority stress and its association 

with social support necessitate further examination. 

Implications for Counseling and Counselor Education 

Widespread prejudice, discrimination, and stigma may predispose SMPWDs to poor 

physical and mental health outcomes (Hatzenbuehler, 2009;  Meyer 2003). Therefore, counselors 

and other mental health professionals should engage in activities that help clients to develop 

critical consciousness (i.e.,  awareness aware of systemic inequities). The benefits of 

consciousness-raising include increased self-efficacy, self-esteem, and decreased depressive 

symptoms (Douglass et al. 2017), and ultimately, increased wellbeing.  

Given the interlocking oppression SMPWDs contend with, and the complexities of 

navigating multiple marginalization, counselor educators and counselors and should avoid 

presuming which identities clients or students will endorse. Counselors and counselor educators 

should avoid and the assumption of which identities a most salient among SMPWDs, nor should 

mental health professionals assume a heterosexual identity. Instead, they should broach these 

topics early and with intention (Hunter et al, 2020), while recognizing that perceptions of identity 

salience may evolve based on sociocultural factors.  

There are limited strength-based studies on resiliency and life satisfaction among 

SMPWDs, and those that exist there are inconsistent results regarding the role of social support. 

Given the well-known threats to mental and physical health as a result of minority stress and the 

likely increased risks imposed by multiple minority stress, it important to learn what contributes 

to life satisfaction and resilience among SMPWDs and whether social support is influential in 
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this process. This review serves as an additional call following the recommendations from Kwon 

(2013) and Meyer (2015), to draw attention to exploring protective factors among intersectional 

populations, such as SMPWDs. 
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CHAPTER 2 

CORRELATES AND PREDICTORS OF  LIFE SATISFACTION AND RESILIENCE 

AMONG SEXUAL MINORITY PERSONS LIVING WITH DISABILITIES 

 

Lazarus and Folkman (1984) asserted that the incongruence between a person and 

negative societal experiences is the root of all social stress. Minority stress theory asserts that 

minority groups, such as sexual minority persons (SMPs; for example, lesbian, gay, pansexual, 

queer) and persons living with disabilities (PWDs), experience chronic identity-related stressors 

due to stigma, marginalization, objectification, and discrimination (Conover et al., 2017; Meyer, 

1995; 2003). Minority stress leads to mental and physical health disparities (Hatzenbuehler, 

2009). Similar to minority stress theory, the psychological framework avers that sexual minority 

persons are at increased risk for mental health concerns as compared to heterosexual persons 

(Hatzenbuehler, 2009). Hatzenbuehler (2009) asserts the need to consider unique marginalized 

identity-based stigma and stressors (i.e., minority stress) in concert with general psychological 

processes, such as emotional regulation, that SMPs share with non-sexual minority persons. The 

aim of integrating Meyer’s (2003) minority stress theory and Hatzenbuehler’s (2009) 

psychological framework is increased opportunities to develop timely interventions to assist 

clients. 

Prejudice, discrimination, and stigma based on marginalized identity contribute to 

minority stress. Persons living with disabilities and sexual minority persons experience minority 

stress which is associated with greater mental and physical health disparities (Fredriksen-

Goldsen, 2012, 2014; Lick et al, 2013; Conover & Israel, 2019). However, there is limited 

research regarding the influence of minority stress on the lives of SMPWDs. Fredriksen-
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Goldsen, Kim, and Barkan (2012) broadly examined disability rates among SMPs and 

determined that disability rates were significantly higher among sexual minority adults as 

compared to heterosexual persons. In addition, SMPs experience disability at significantly 

younger ages, when compared with heterosexual persons (Fredriksen-Goldsen et al., 2014). An 

estimated 3 to 5 million sexual minority persons may be living with chronic illnesses and 

disabilities in the United States (Fredriksen-Goldsen et al., 2012). Multiple marginalized persons, 

such as SMPWDs, are particularly susceptible to the cumulative and detrimental impact of 

minority stress (Balsam et al., 2011; Conover & Israel, 2019), calling into question how minority 

stressors impact life satisfaction and resilience of SMPWDs.  

Life satisfaction is a global, subjective indicator of well-being that is a particularly useful 

measure of quality of life among persons living with disabilities (Amtmann, 2019; Smedema, 

2017). Resilience is described as “triumph over adversity” (Hunter et al., 2020). Researchers 

hypothesized that resilience is associated with life satisfaction and happiness among persons with 

disabilities (Kim et al., 2016). Life satisfaction is an individual’s judgment about the overall 

quality of their lives, and it is the cumulative effect of satisfaction with various domains, 

including work, family, and health (Diener, 1993; Smedema, 2017). In a sample of individuals 

living with spinal cord injuries, social support was significantly associated with life satisfaction 

(Smedema & Tansey, 2015). Sexual minority persons who are exposed to minority stress have an 

increased risk for negative mental health outcomes and decreased life satisfaction (Douglass et 

al., 2017). As an example, discrimination was significantly and positively linked with negative 

affect and reduced life satisfaction (Douglass et al., 2017). Scholars have called for a shift from 

pathogenic (i.e., disease-causing) focus in research among sexual minority persons to a 

salutogenic ( i.e., health-promoting, positive functioning) focus (Conlin et al, 2019; Kwon, 2013; 
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Meyer, 2015). As a part of this shift, there is a need to uncover the mechanisms through which 

marginalization impacts positive functioning including life satisfaction and resilience for 

SMPWDs. 

Resilience is an essential part of understanding minority stress theory (Meyer, 2015). 

Resilience can only be assessed as a response to stress. Resilience is described as “bouncing back 

from adversity” or a positive adaption to adverse conditions such that health is protected (Levitt 

et al., 2016; McConnell et al., 2018). Resilience is related to, but distinct from, coping. Coping 

represents the effort made to adapt to stress but does not indicate positive adaptation to stress, as 

does resilience.  

Resilience has some legitimate critiques. Limited consensus on the definitions and 

operationalization of resilience poses a challenge (Luthar et al.2000). Researchers describe 

resilience as a personal trait, which implies that resilience is solely an innate quality, rather than 

one impacted by systemic inequities (Fletcher & Sarkar, 2013; Hunter, et al., 2020; Meyer, 

2015). Despite these resilience criticisms, scholars recommend additional resilience studies, 

particularly those involving groups with multiple marginalized identities, given its potential to 

ameliorate the harmful impact of minority stress on health (Conover & Israel, 2019;  

Kwon, 2013). 

Minority Stress and Microaggressions 

Minority stress theory avers that minority groups endure chronic stress due to societal 

stigma, marginalization, and discrimination and that this stress leads to adverse health outcomes 

(Brooks, 1981; Lick et al., 2013; Meyer, 1995, 2003). Meyer (2015) described the minority stress 

process as one that is along a continuum of proximal and distal stressors. Proximal stressors are 

based on the internalization of negative societal messages regarding one's minority identity 
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(Meyer, 2015). Self-stigma is a proximal stressor defined as a marginalized person’s acceptance 

of societal stigma and prejudice as a part of their value system (Herek et al., 2015). For example, 

an African American woman who begins to believe that her romantic interest in women is a 

‘perversion’ or is cause for punishment. Another example is someone who has a physical 

disability that begins to view themselves as a “burden” as a result of societal messages. 

Microaggressions are insidious, distal (i.e. external) minority stressors that have been 

described as “death by thousand cuts.” Microaggressions are brief, commonplace verbal, 

behavioral, or environmental indignities that intentionally or unintentionally communicate 

negative slights or insults toward marginalized social groups (Pierce et al., 1978; Sue et al., 

2007).  Microaggressions contribute to minority stress and are a significant source of distal stress 

for marginalized groups, such as people of color (Sue et al., 2007), sexual minority persons of 

color (Cyrus, 2017), Latino and Asian adolescents (Huynh, 2012), and sexual minority persons 

(Nadal et al., 2011). As an example, Nadal and colleagues (2011) found that sexual orientation 

microaggressions negatively impacted mental health by increasing depression, anxiety, suicidal 

ideation, self-destructive behaviors, and substance abuse.  Researchers also examined the 

deleterious impact of microaggressions among trans and gender non-binary persons (Matsuno et 

al., 2019; Pitcher, 2017), Asian American college students (Kulick et al., 2017; Woodford et al., 

2014; Wang et al., 2011), as well as persons living with disabilities. 

Persons living with intellectual disabilities who were exposed to disability-related 

microaggressions (i.e., ableist microaggressions) reported poorer physical and mental health 

(Emerson, 2010). Ableist microaggressions are unique minority stressors based on disability 

status and ableism (Conover et al., 2017). Conover and colleagues categorized one type of ableist 

microaggressions as minimization. Minimization occurs when an individual has a chronic illness 
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or disability that is not readily apparent. Study participants described being told they were “just 

being lazy” on days when they were not well enough to engage in typical daily activities due to 

relapsing and remitting chronic health conditions. Similarly, Nadal and colleagues (2019) 

describe unique the unique minority stressors experienced by sexual minority persons as sexual 

orientation microaggressions. An example is having people use the phrase “that’s so gay” to 

describe something undesirable or negative.  

The harmful impact of minority stress on SMPs is well-documented (Brooks, 1981; 

Fredriksen-Goldsen 2012, 2014; Lick et al., 2013; Meyer 1995, 2003), and while scholarship on 

PWDs and minority stress is growing (Emerson, 2010), research on the impact of minority stress, 

in the form of microaggressions, on sexual SMPWDs is in its infancy. SMPWDs are in a unique 

position to experience marginalization based on disability and sexual minority identities. Sixty-

one percent of sexual minority youth with disabilities reported experiencing microaggressions in 

the past 30 days, compared with 30.6% of the general high school student population (McGee, 

2014). Further, sexual minority males with disabilities reported the highest rates of peer 

victimization when compared to other intersectional populations, with 75% reporting 

experiencing microaggression and peer victimization (McGee, 2014). Despite the fact that 

multiple minority stress may make SMPWDs particularly vulnerable to adverse mental and 

physical health outcomes (Balsam et al., 2011; Hilliard et al., 2015; McConnell et al., 2018), 

SMPWDs are capable of living a resilient and satisfying life. This prompts the question: what are 

possible factors that buffer against the damaging impact of minority stress?  

Social Support 

Social support is defined as information leading people to believe they are: (a) cared for 

and loved, (b) esteemed and valued, and/or (c) belonging to a network of communication and 
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mutual obligation (Conover & Israel, 2019). Researchers have provided extensive evidence of 

the positive impact of social support has on physical and mental health (see Kool et al., 2013 for 

a review), as well as the negative effects of low social support (Barth et al., 2010). The role of 

social support and buffering against the detrimental effects of stress on health is well-

documented (Hatzenbuehler 2009; McConnell et al., 2018  Meyer 1995, 2003). Relatedly, when 

SMPs experience discrimination, prejudice, and stigma, they may self-isolate or increase 

attempts to conceal their sexual minority identity, which lessens the connection to community 

and social support. SMPWDs may need a significant amount of support, depending on the nature 

of their disabilities, but may also be limited in their ability to access it if the community does not 

affirm or support sexual minority identity. Social support may also function as a moderator since 

it has the potential to increase or decrease the likelihood that stressors (in this case, minority 

stressors) contribute to some psychosocial or health outcome (Hatzenbuehler, 2009).  

 Hunter and colleagues (2020) conducted a qualitative study of 13 SGMPWDs, to explore 

what contributed to their resiliency. Social support emerged as a significant resilience maximizer. 

Social support from family and friends was noted as bolstering participant’s resilience when their 

sexual and gender minority identities were accepted and supported.  However, when SGMPWDs 

did not have support from family and friends,  participants faced some unique challenges, most 

apparent in the discussion of the theme, “Punishment,” when accessing social support. 

SGMPWDs experienced the deliberate removal of financial, familial, and other forms of social 

support (i.e., ‘punishment’), as result of sexual and/or gender identity disclosure, with the 

understanding that doing so would likely harm the participants’ mental and physical health 

(Hunter et al., 2020). The results of this study suggest that social support is essential to building 

resilience and that limited social support is detrimental to SGMPWDs. In addition to promoting 
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life satisfaction and resilience, some studies show higher levels of perceived social support may 

protect against psychological distress caused by minority stress among sexual minority persons 

(Meyer, 2003; Sheets, 2009), and may bolster life satisfaction and resilience among people with 

disabilities (Hunter et al., 2020; Ganguly & Perera, 2019).  

Additionally, social support may moderate the relationships between minority stress and 

psychosocial outcomes. However, empirical scholarship is inconclusive about its role.  Conover 

and Israel (2019) found that social support did not moderate the relationship between 

microaggressions and psychological distress among sexual minority persons living with physical 

disabilities. Social support did not strengthen or weaken the relationship between psychological 

distress and microaggressions. Specific to microaggressions, at least one study suggests social 

support may buffer the negative impact of minority stress in the form of microaggressions 

(McCabe, 2009), while others have not found evidence of the stress-buffering hypothesis 

(Kaufman et al.,  2017). Yet another study, Itzick and colleagues (2018), found that social 

support moderated the relationship between perceived discrimination (i.e., minority stress) and 

life satisfaction. 

Inconsistent findings suggest there is a need to better understand the role of resilience, 

social support, and life satisfaction for intersectional populations, such as SMPWDs. In addition, 

more information is needed about how to bolster life satisfaction and resilience (Conover & 

Israel, 2019; Hilliard et al., 2014; Meyer, 2015).  Moreover, scholars have called on researchers 

to move away from solely discussing deleterious risks faced by intersectional populations to 

examining protective factors, such as life satisfaction and resilience to more comprehensively 

address minority physical and mental health concerns (Asakura, 2016; Kwon, 2013; Meyer et al., 

2011; Remedios & Snyder, 2015). Thus, the current study extends the work of Conover and 
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Israel (2019) and answers the call for more studies with strength-based outcomes, such as  life 

satisfaction and resilience. The well-documented physical and mental health risks facing persons 

with disabilities and sexual minority persons may signal greater health risks to SMPWDs and 

makes social support, resilience, and life satisfaction compelling to study. 

The Current Study 

Persons living disabilities and sexual minority persons face greater physical and mental 

health disparities due to minority stress as compared to their nondisabled and heterosexual 

counterparts. Thus, the overarching research question guiding this study was: “What are the 

correlates and predictors of  life satisfaction and resilience among sexual minority persons living 

with disabilities?” The study was designed to advance understanding of which constructs may 

predict life satisfaction and resilience among SMPWDs.  

Conover and Israel (2019) published the first known study to quantitatively examine the 

relationship between microaggressions and social support for sexual minority persons living with 

physical disabilities. Social support is thought to attenuate the negative impact of minority stress 

(Meyer 1995, 2003; Hatzenbeuhler, 2009). Conover and Israel (2019) sought to understand the 

relationship between microaggressions and perceived social support for sexual minority persons.  

A sample of 192 sexual minority persons living with physical disabilities participated in their 

study. Participants responded to an online survey that included measures related to social 

support, microaggressions,  and mental health outcomes. Social support was not found to 

moderate (i.e., strengthen or weaken) the relationship between microaggressions and mental 

health outcomes. 

The current study expands Conover and Israel’s important work while having distinct 

differences. First, in addition to participants living with physical disabilities, the present study 
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includes participants living with a broader range of chronic health conditions and disabilities, 

including learning, attention-related, and psychiatric disabilities. Second, Conover and Israel 

narrowed their study’s focus to within-community support by instructing participants to only 

consider ableist microaggressions enacted by other sexual minority persons living with 

disabilities. In addition, when social support was provided by other SMPWDs, participants were 

asked to consider the support as coming from both the disability and the sexual minority 

communities. This approach was a challenge for participants, so the support received from this 

group remains unclear. As an example, Conover and Israel uncovered an unexpected finding, 

SMPWDs’ satisfaction with social support was not influenced by homonegative experiences 

within the disability community (Conover & Israel, 2019). Interestingly, SMPWDs still 

perceived the disability community as a source of social support, despite enduring homonegative 

microaggressions (Conover & Israel, 2018). This illuminates the need to better understand the 

specific types of social support, whether from significant others, family, or friends most 

influence life satisfaction and resilience among SMPWDs. Additionally, inconsistent reports 

regarding social support’s stress-buffering properties, as well as the potential for resiliency to be 

health-promoting make it important to study. 

Third, the current study is salutogenic (i.e., focused on factors that contribute to the 

promotion and maintenance of health and wellbeing, such as life satisfaction and resilience for 

SMPWDs. More specifically, while many studies center on adverse mental and physical health 

outcomes related to minority stress, the current study is strengths-based. The researchers are 

interested in factors that bolster resilience and promote life satisfaction. At its core, this study is 

an acknowledgment of the strength of multiple marginalized communities, like SMPWDs, 

despite the vulnerabilities.  
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The contributors to life satisfaction and resilience among SMPWDs go largely 

unexamined (Hunter, 2020). The researchers sought to fill this gap by examining multiple 

minority stressors in the form of ableist and homophobic microaggressions, as well as self-

stigma, which negatively impact mental and physical health.  The researchers also explored 

whether social support bolsters life satisfaction and resilience, therefore, promoting better health 

among SMPWDs. This study allowed a better understanding of greater within-group differences. 

In this diverse, intersectional sample, we examined: (a) the factors that influence life satisfaction 

and resilience in a sample of SGMPWDs (b) the associations between social support, resilience, 

and life satisfaction. 

More specifically, my research questions and hypotheses are as follows: (1) What are the 

relationships between ableist microaggressions, sexual orientation microaggressions, self-stigma, 

perceived social support, resilience, and life satisfaction? (2) To what degree do ableist 

microaggressions, sexual orientation microaggressions, self-stigma, and perceived social support 

uniquely predict life satisfaction and resilience? (3) To what degree does perceived social support 

moderate the relationship between minority stress and resilience? (4) To what degree does 

perceived social support moderate the relationship between minority stress and life satisfaction?  

My first hypothesis was that a relationship exists between minority stressors in the form 

of ableist microaggressions, sexual orientation microaggressions, and self-stigma; perceived 

social support, resilience, and life satisfaction. My second hypothesis was that perceived social 

support would uniquely predict life satisfaction and resilience. My third and fourth hypotheses 

are that perceived social support will moderate the relationship between ableist 

microaggressions, sexual orientation microaggressions, self-stigma, and perceived social support, 

resilience, and life satisfaction. 
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Method 

Participants 

 G*Power 3.1 (Faulet et al., 2009) was used to determine the minimum sample size 

required for this research study. For the analysis, the effect size was set at a moderate .15, an 

alpha of .05, power was set at .80, with six predictors (i.e., ableist microaggressions, sexual 

orientation microaggressions, self-stigma, and three different types of social support from one’s 

significant other, family, and friends). The recommended sample size was 120 participants 

(Cohen, 1988; Faulet al., 2009; Hayes, 2013). Based on this input, I recruited a sufficient sample 

of 286, with 257 valid cases. Participants were 257 sexual minority persons with disabilities, 

living in the United States. 

 Participants ranged from 18 to 64 years of age (M = 23.70, SD = 9.42). The majority of 

participants (n = 155) self-identified as cisgender females. Participants also included cisgender 

males (n = 31), transgender persons (n = 39), gender non-binary persons (n = 35), and 

genderqueer persons (n = 16). In terms of racial and ethnic identity, the sample self-identified as 

Indigenous/Alaska Natives (n = 7), Asian/Asian American (n = 7), African American or Black (n 

= 21), Latino/Latina, or Hispanic (n = 16), as Middle Eastern (n = 3), Native Hawaiian or Pacific 

Islander (n = 1), White or European American  (n = 255), and Biracial or Multiracial (n = 12). 

For sexual orientation, participants identified as lesbian (n = 56), gay (n = 32), bisexual (n = 68), 

queer (n = 91), pansexual (n = 30), and asexual (n = 11). In terms chronic illness or disability, 

one participant self-identified as living with an acquired brain injury,  attention deficit (n = 24)  

disorder, and with chronic illnesses\medical conditions (n = 53). In addition, participants self-

identified as Deaf/Hard of Hearing (n = 7)  as living with a learning disability (n =9), a having 
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motor/mobility disability (n = 19), the majority self-identified  as living with  a psychological 

disability (n = 94), and as blind\low vision (n = 2) . 

Procedure 

Formal IRB approval was attained before the start of the study. Participants were 

recruited through social media platforms, such as Facebook and Instagram, using electronic 

flyers asking for participation. Participants were not provided compensation for their 

participation. Participants were required to affirm that they were 18 years old or older, living in 

the United States; to self-identify as lesbian, gay, bisexual, transgender (if same-sex/gender 

attracted), pansexual, or queer; and to self-identify as living with a disability. Disability was 

defined broadly to include brain injury, chronic illness, mobility, vision, hearing impairments, 

and psychiatric disabilities. The authors acknowledge that gender identity is distinct from sexual 

identity, and that gender identity likely makes a unique contribution to the minority stress model. 

Thus, only those transgender persons who also identify as sexual minority persons were included 

in the study. Participants who were interested in participating were directed to an online survey 

posted on Qualtrics that they could complete anonymously from any device that was connected 

to the Internet. 

  When accessing the link to the survey, participants were given basic information about 

the survey, its purpose, and the benefits and risks of participation. Participants were asked to 

provide informed consent by selecting “agree,” signifying that they agree to participate in the 

study. Upon selecting “agree” participants were directed to the survey. Participants who did not 

provide informed consent were unable to access the survey. Ethical considerations were followed 

as students were informed of various risks and benefits and notified of the participation was 

optional. Participants were also informed of how data was managed and how confidentiality was 
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maintained. Once participants agreed to continue, they were asked to complete the online survey. 

Participants were provided a brief description of the purpose of the study, inclusion criteria, 

informed consent, and a URL link to the secure, confidential survey hosted on Qualtrics. The 

study was Section 508 compliant and accessible to participants with disabilities. Search terms 

listed for this study “survey,” “disability,” “counseling,” “stress,” “LGB,” “health,” “research,” 

“illness,” “impairment,” “demographics,” and “sexual orientation.” Participants did not receive 

an incentive for their participation. 

Measures 

Demographic Questionnaire. Participants completed a 10-item demographic survey that 

included items related to age, gender identity, sexual orientation, relationship status, 

race/ethnicity, educational level, and ability status.  

Ableist Microaggressions Scale (AMS; Conover et al., 2017). The AMS was designed to 

measure people with disabilities’ experiences with microaggressions; it is the only known 

measure of disability microaggressions (Conover et al., 2017). The AMS was developed over 

three studies, resulting in a 20-item measure (Conover et al., 2017). Participants are asked about 

their life experiences with microaggressions on a 6-point Likert-type scale, ranging from 0 

(never) to 5 (very frequently). Scores are averaged across the 20 items, with scores ranging from 

0 to 5. Examples of items include “People minimize my disability or suggest that it could be 

worse” and “People don’t see me as a whole person because I have a disability.” Positively 

worded items are reversed scored (Conover et al., 2017).  Cronbach’s alpha for the AMS was .94 

in this sample of sexual minority adults with physical disabilities (Conover & Israel, 2019). The 

Cronbach’s alpha for the current study was .91. 
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Brief Resilience Scale (BRS; Smith et al., 2008) assesses participants’ abilities to recover 

easily from stressful experiences (Smith et al., 2008). This scale includes 6-item  items and 

responses were measured on a 5-point scale from strongly disagree (1) to strongly agree (5), and 

appropriate items were reverse scored before calculating a mean score (Smith et al., 2008). 

Sample items include: “I tend to bounce back quickly after hard times.” Higher scores on this 

measure represent higher levels of resilience (Smith et al., 2008).  The BRS was developed over 

four samples, including two student samples and samples with cardiac and chronic pain patients 

(Smith et al., 2008). The BRS was inversely related to depression, negative affect, physical 

health disparities, and the presence of social support (Smith et al., 2008). The BRS has been 

validated on a variety of marginalized populations (e.g., Spanish population (Rodriguez-Rey et 

al., 2016), a sample of Mexican and Chilean university students (Hidalgo-Rasmussen, 2019), and 

LGBTQ+ health care professionals (Eliason, 2018). The Cronbach’s alpha for the current study 

was .90. 

Self-Stigma Scale-Short Form (SSS-S; Mak & Cheung, 2010). The SSS-S is used as a 

measure of proximal stress and is a  9-item, self-report instrument that systematically assesses 

the extent of stigma that concealable minorities may have internalized. This measure utilizes a 4-

point Likert-type scale from (1) "strongly disagree" to (4) "strongly agree.". Participants are 

given the option not to answer. Example items include, “My identity is a burden to me” and “I 

feel uncomfortable because I am a SMPWD .” For this study, the acronym, SMPWD (i.e. sexual 

minority persons living with a disability ) was placed in the blank.  Lower scores on the SSS-S 

indicate a higher amount of self-stigma (Mak & Cheung, 2010).   

The final nine-item SSS–S was highly correlated with the 39-item SSS–Long form (Mak 

& Cheung, 2010.  A sample of mental health consumers and another of Hong Kong immigrant 
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women were compared (Mak & Cheung, 2010). In two initial samples, one of mental health 

service clients  in another sample of immigrant women, reliability was listed as .95 and .93, 

respectively (Mak & Cheung, 2010). The internal consistency of the SSS–S for mental health 

consumer was great at a Cronbach’s alphas of .91 and .84 in immigrant women, which was 

comparable to the SSS–Long from (Mak & Cheung, 2010). Cronbach’s alpha was .97 for mental 

health consumers and .93 in immigrant women (Mak & Cheung, 2010). The SSS–S was 

negatively correlated with self-esteem, collective self-esteem, and self-efficacy (Mak & Cheung, 

2010). These correlations provided evidence for convergent validity in both mental health 

consumers and recent immigrants (Mak & Cheung, 2010). Cronbach’s alpha of the present study 

was .88. 

Multidimensional Scale of Perceived Social Support (MSPSS; Zimet et al., 1988). The 

MSPSS is used to assess support from family, friends, and significant other (MSPSS; Zimet et 

al., 1988).  Response options were on a 7-point scale from very strongly disagree (1) to very 

strongly agree (7). Averages were calculated for each subscale (MSPSS; Zimet et al., 1988).   

This measure has been supported with factor analyses and was reliable (Cronbach’s alphas of .90 

and .94 for family and friend’s subscales, respectively (MSPSS; Zimet et al., 1988). A sample 

item is I receive invitations to be with other people (MSPSS; Zimet et al., 1988).  Social support 

was negatively related to anxiety and depression symptoms as significantly inversely related to 

both depression, r = -.24, and anxiety, r = -.18. Perceived support from friends was related to 

depression symptoms, r = - .24, but not to anxiety. It was significantly inversely related to both 

depression, r = -.24, , and anxiety, r = -.18.   

The MPSS has been well-researched (e.g., it has been used with as a sample of sexual 

minority persons of color (Wise et al., 2019; LGBTQ college students (Moran et al., 2018; a 
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study on resiliency and social support for African Americans (Brown, 2008). For the current 

study, the Cronbach’s alpha was .90 for the full-scale measure, .95 for the significant other, .94 

for the friend, and .94  family subscales. 

The Satisfaction with Life Scale (SWLS; Diener et al., 1985). The SWLS is being used 

as a measure of life satisfaction in this study.  The SWLS is s 5-item scale designed to measure 

global cognitive evaluations of life satisfaction, rather than a measure of positive or negative 

reactions or affect. Participants indicate how much they agree or disagree with each of the 5 

items using a 7-point scale that ranges from 7 strongly agree to 1 strongly disagree.  Sample 

items include, If I could live my life over, I would change almost nothing, and the conditions of 

my life are excellent.  Further, life satisfaction, assessed using the  SWLS has been validated as a 

measure of wellbeing among disability populations (e.g., the National Institute on Disability, a 

sample of over 17,000 people with disabilities (Amtmann, 2019) a sample of veterans living with 

spinal cord injuries (Ames et al., 2017); a sample of gender, racial, and sexual minority persons 

(Prempas, 2015); and a group of Black sexual minority persons (Thomas, 2017). For the current 

study, the Cronbach’s alpha was .91. 

Sexual Orientation Microaggressions Scale (SOMS; Nadal, 2019).  The SOMS was 

created based on qualitative studies on the experiences of LGBTQ with microaggressions (e.g., 

Nadal et al., 2011). The SOMS was developed over three studies, resulting in a 24-item measure.  

The 24-item SOMS yielded five components: (1) Microinvalidations, (2) Assumption of 

Pathology, (3) Heterosexist Language, (4) Enforcement of Binary Gender Roles, and (5) 

Environmental Microaggressions.  A sample item includes, “Someone has tried to keep their 

children from coming into physical contact with me because of my sexual orientation.” 

Participants were instructed to indicate whether they experienced a microaggression event at 
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least once in the last six months (i.e., 1 indicates yes, and scores of 0 indicates no).  The overall 

SOMS yielded a Cronbach’s alpha of .91, with strong alphas for each component: .94 for 

Subscale 1, .85 for Subscale 2, .88 for Subscale 3, .88 for Subscale 4, and .8 for Subscale 5 

(Nadal, 2019). The Cronbach’s alpha for this sample was .79. 

Data Diagnostics and Analytic Strategy 

A total of 276 participants were recruited and completed the survey. Outliers and missing 

data were first evaluated. Two participants who identified as heterosexual were removed from 

the data set since the focus of the study was sexual minority persons. Additionally, 2 cases were 

deleted for having significant amounts of missing data. Casewise diagnostics were utilized to 

check residuals for bias. Two cases exceeded a Cook’s distance greater than 1 and were 

removed. Mahalonobis distance was used to access for multivariate outliers (Tabachnick & 

Fidell, 2012; Field, 2013). Three cases were identified as outliers using Mahalonobis’ criterion of 

27.62 (χ2 critical value for 6 degrees of freedom, p = .001), and removed from the data set. Once 

the outliers were removed, all diagnostics indicated that the data were reliable and none of the 

separate models were influenced by any individual case or outlier. The survey contained 

accuracy checks, where participants were instructed to select a specific answer in response to an 

item. Seven participants failed to answer the questions correctly and were dropped from the data 

set, leaving a total of 257 participants.  

IBM SPSS Version 25 was used to analyze all data. All study variables were found to be 

in the satisfactory range for skewness and kurtosis (i.e., skewness ≤ 3, kurtosis ≤ 10; Weston & 

Gore, 2006). Afterward, descriptive statistics (e.g., means, standard deviations, and bivariate 

correlations) were used to address the first research question. Afterward, I used two separate 

hierarchical regression analyses to approach the second research question. Predictors were 
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entered into the two separate regression models in two blocks based on theoretically supported 

literature (Field, 2013). More specifically, under minority stress theory (1995, 2003) and the 

psychological framework (Hatzenbuehler, 2009), distal and proximal stressors, ableist 

microaggressions, sexual orientation microaggressions, and self-stigma were entered into the 

regression model at step 1, and social support was entered in step 2, for each of the two 

outcomes, life satisfaction and resilience.  

 Before interpreting the models, violations of assumptions of independence, homogeneity 

of variance, multicollinearity, linearity, normality, homoscedasticity, and bias were assessed for 

each regression outcome (i.e., life satisfaction and resilience). Homoscedasticity was present as 

assessed by visual inspection of a plot of studentized residuals versus unstandardized predicted 

values for life satisfaction and resilience. Multicollinearity was evaluated using the variance 

inflation factor (VIF), with VIFs well under 10 for both hierarchical regressions, and therefore 

acceptable (Myers, 1990). Linearity and homogeneity of variance were analyzed using 

scatterplots. The Durbin-Watson statistic with resilience as the outcome variable was 1.67 while 

Durbin-Watson statistic with life satisfaction as the outcome variable was 1.88, indicating that 

the assumption for independent errors were met. Before conducting moderation analysis, 

violations of assumptions of independence, homogeneity of variance, multicollinearity, linearity, 

normality, homoscedasticity, and bias were assessed for each regression outcome (i.e., life 

satisfaction and resilience). All assumptions were satisfied.  

Results 

For the first research question, bivariate correlations indicated statistically significant 

relationships between study variables (see Table 2 for full details). Consistent with minority 

stress theory, ableist microaggressions and self-stigma were significantly correlated with life 
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satisfaction. Surprisingly, sexual orientation microaggressions had a small, positive correlation 

with life satisfaction. Life  satisfaction  yielded a significant, moderate negative correlation with 

self-stigma(r = -.39, p <.001). Perceived social support from a significant other (r = .29, p 

<.001), as well as from friends (r = .29, p <.001)  both yielded a small, but statistically 

significant positive correlation with life satisfaction. Perceived social support from family 

members was moderately positively correlated (r = .34, p < .001) with life satisfaction. Life 

satisfaction also moderately and positively correlated with resilience (r = .48, p < .001). 

Resilience was moderately negatively correlated (r = -.29, p < .001)  with ableist 

microaggressions and self-stigma (r = -.32, p < .001) , and is positively correlated with  (r = .18, 

p < .001). 

Two separate blockwise hierarchical multiple regression analyses were then employed for 

each of the outcome variables: life satisfaction and resilience. Predictor valuables were entered in 

two steps for each of the two separate regression outcomes, life satisfaction and resilience. 

Minority stressors, ableist microaggressions, sexual orientation microaggressions, and self-

stigma were entered into the first block for each regression outcome. This was done to control 

for distal and proximal minority stressors, according to minority stress theory (Meyer, 2015). 

The three sources of perceived social support (i.e., support from a significant other, family 

member, or friend) were entered into the second block for each regression outcome. 

 For life satisfaction as the outcome variable, each step yielded a significant model (see 

Table 3). Ableist and sexual orientation microaggressions, and self-stigma were all significant 

predictors in step 1, accounting for approximately 22.1% of the variance. Adding the three 

dimensions of social support (i.e., social support from a significant other, family member, and 

friend) significantly changed the model in step 2,  F(3, 255) = 9.49, p = .001, R2 = .078. 
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Ableist microaggressions and self-stigma remained statistically significant predictors in step 2. 

Together, these six predictors accounted for 29.9% of the variance. 

For the second research question related to resilience (Table 4), ableist and sexual 

orientation microaggressions, and self-stigma, were all significant predictors in step 1, 

accounting for approximately 14.5% of the variance. The model in step 2 was nonsignificant 

after adding the three dimensions of social support (i.e., social support from a significant other, 

family member, and friend). Social support did not significantly change the model,  F(3 , 250) 

= .717, p = .543, R2 = .007. Thus, social support did not uniquely predict resilience.  Together, 

these six predictors accounted for 15.2.% of the variance. 

For the third research question, I conducted a moderation analyses using the Hayes’ 

PROCESS Macro on SPSS (Hayes, 2013) to determine whether perceived social support 

moderated the relationship between minority stressors: ableist microaggressions, sexual 

orientation microaggressions, self-stigma, and life satisfaction. The interaction term between 

ableist microaggressions and social support was not significant, b = -.0014, 95% CI [-.0049, 

.0022], t = -.7658, p = .44, indicating that the relationship between ableist microaggressions is 

not moderated by social support.  Relatedly, the interaction term between sexual orientation 

microaggressions and social support was nonsignificant, b =.0013, 95% CI [-.0059, .0285], t = 

1.2911, p = .1978. Thus, the relationship between distal stressors: ableist and sexual orientation 

microaggressions is not moderated by social support.  The relationship between proximal 

stressor, self-stigma, was also nonsignificant, b = .0113, 95% CI [-.0059, .0285], t = 1.2911, p = 

.6353. 

For the fourth research question, I conducted a moderation analyses using the Hayes’ 

PROCESS Macro on SPSS (Hayes, 2013) to determine whether perceived social support 
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moderated the relationship between minority stressors: ableist microaggressions, sexual 

orientation microaggressions, self- stigma and resilience. The interaction term between ableist 

microaggressions and social support was nonsignificant, b = .0004, 95% CI [.- 0023, .0031], t = 

.3084, p = .7580. The interaction term between sexual orientation microaggressions and social 

support was nonsignificant, b = . 0088, 95% CI [-.0043, .0219] t = 1.328, p = .1852. Finally, the 

relationship between proximal stressor, self-stigma, was also nonsignificant, b = .-0016, 95% CI 

[-.0103, .0285], t = 1.2911, p = .071. 

Discussion 

Minority stress theory (Meyer, 2003) and the psychological framework (Hatzenbuehler, 

2009) were employed in the present study to illuminate how stress and stigma impact life 

satisfaction and resilience among SMPWDs. Research centering intersectional populations, such 

as SMPWDs, is sorely needed to advance our understanding of minority stress and multiple 

minority stress (Bowleg et al., 2003; Remedios & Snyder, 2015). As is recommended, this study 

is intentionally focused on a specific intersection of identities (i.e., sexual minority persons living 

with disabilities) in relation to specific constructs, rather than demographic comparisons (Parent 

et al., 2013). SMPWDs may face increased mental and physical health risks (Fredriksen-Goldsen 

et al., 2012, 2014) as compared to nondisabled heterosexual persons. Life satisfaction and 

resilience are strength-based constructs that are important to study to understand factors that 

promote positive functioning among SMPWDs.   

As minority stress theory (Meyer 1995, 2003) and the psychological framework 

(Hatzenbuehler, 2009) suggest, proximal and distal minority stressors, ableist microaggressions 

and self-stigma, had a significant, negative relationship with life satisfaction. Life satisfaction 

also had a positive relationship with the three dimensions of social support (i.e., social support 
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from a significant other, family member, or friend). This finding indicates that as social support 

increases, so does life satisfaction. An unexpected finding was the positive relationship between 

sexual orientation microaggressions and life satisfaction. While correlations are not causal, this 

surprising finding appears to be consistent with Conover and Israel (2019). Conover and Israel 

(2019) found that SMPWDs continue to be satisfied with the disability community, despite 

experiencing sexual orientation microaggressions. These results are consistent with Conover and 

Israel’s (2019) findings that SMPMDs remain content with the disability community despite 

experiencing sexual orientation microaggressions.  SMPWDs likely do not expect to have their 

sexual minority identity affirmed within the disability community. An alternate consideration is 

that SMPWDs may find disability communities difficult to locate and to access. Therefore, for 

SMPWDs, maintaining relationships within the disability community may be a priority over one 

that also affirms sexual minority identity. Further, friendships with other persons living with 

disabilities have been shown to positively affect mood and life satisfaction (Silverman et al., 

2017).  

Current study results indicate that despite experiences with minority stressors, ableist and 

sexual orientation microaggressions, and self-stigma, SMPWDs reported being satisfied with 

their lives and being resilient. However, perceived social support did not appear to promote or 

predict resilience among SMPWDs. This finding suggests that while social support has long been 

associated with bolstering resilience and wellbeing (Hatzenbuehler, 2009; Kwon, 2013; Meyer, 

2015), social support may only be able to bolster resilience when there is low to moderate 

amounts of adversity and stress (Robbins et al., 2018). Further, Robbins and colleagues noted 

that a longitudinal study of adults who experienced higher lifelong levels of adversity were not 

resilient, despite having social support. In contrast, individuals who experienced lifelong stress 
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and adversity at low to moderate levels were noted as resilient. Sexual orientation 

microaggressions had a small, but significant positive relationship with resilience, which may 

support Meyer’s (2015) assertion that sexual minority persons mount responses to survive and 

thrive, despite experiencing stress. 

Perceived social support from significant others and family members produced greater 

life satisfaction among SMPWDs, while perceived social support from friends did not life 

satisfaction. This is aligned with literature, indicating that social support, particularly from 

families, has been identified as an important promotive factor among  (McConnell et al., 2016). 

However, when facing rejection from family members, friendships become essential sources of 

social support as SMPs often develop “chosen families,” consisting of sexual and gender 

minority persons (Hunter et al., 2020; Levitt et al., 2016; McConnell et al., 2016). 

Relatedly, three separate moderation analyses were conducted for each of the two 

outcome variables, life satisfaction and resilience. None of the moderation analyses yielded 

significant results. Social support did not moderate the relationship between minority stress, 

stigma, and life satisfaction and resilience (i.e., the interaction between minority stress and social 

support social does not strengthen or weaken the relationship between these constructs). This 

finding is consistent with Conover and Israel (2019) and suggests that intersectional populations, 

such as SMPWDs may face greater complexity when accessing social support or may need 

higher amounts of social support. For instance, Hunter and colleagues (2020) found that 

SGMPWDs that needed assistance with activities of daily living (e.g.,  grooming, toileting, 

transportation) faced the possibility of social support being withdrawn as punishment once they 

disclosed their sexual or gender minority identities. Alternatively, social support may not buffer 

against the harmful effects of multiple minority stress among SMPWDs. This result suggests 
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there may be a stress threshold above which social support ceases to be effective against the 

deleterious effect of multiple minority stress. 

Implications for Counseling and Counselor Education 

Strength-based approaches to counseling PWDs emphasize an individual’s positive 

characteristics, rather focusing on perceived deficits has long been a core value of rehabilitation 

counselors and counselor educators (Smedema and Tansey, 2015). Findings from the current 

study indicate perceived social support from significant others and family members increases life 

satisfaction among SMPWDs, while social support from friends does not, so counselors should 

assess SMPWDs’ support system early in the counseling relationship. These results comport 

studies that indicate clinicians can help SMPWDs bolster life satisfaction and social support 

through interventions such as family and couples/ partner counseling (Smedema, 2017).  Family 

and partner counseling can be used to help clients navigate issues around acceptance of disability 

and sexual identities and to improve life satisfaction.  

Though the results of this study suggest that social support from friends does not increase 

life satisfaction, it may be that intersectional populations, such as SMPWDs contend with added 

challenges related to inaccessibility and attitudinal barriers when attempting to access social 

support from potential friends. Thus, counselor educators should be aware that while SMPWDs 

do benefit from friendships with other PWDs, those friendships are only beneficial when 

disability is viewed positively (Silverman et al., 2017; Smedema, 2017). More specifically, 

research shows that persons living with disabilities benefit from social support from friendships 

with others who share the same disability type (Silverman et al., 2017). It is important to note 

that friendships with persons who share the same diagnosis are only beneficial when the friend 

has a positive disability identity. Thus, clinicians should assess where clients are located on 
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sexual and disability identity development models,  to help them identify affirming networks. In 

addition to assisting clients identify affirmative social support networks, counselors should 

employ stress-reducing activities with clients. Present study results could mean that higher levels 

of stress appear to lower resiliency among SMPWDs.  Therefore, mental health professionals 

should employ appropriate mindfulness and relaxation techniques to assist clients in reducing 

stress. 

  Persons living with disabilities represent the largest minority group in the United States, 

at 56.7 million (US Census Bureau, 2016). Despite being the largest minority group and broader 

conceptualizations of identity in the counseling field, multicultural courses rarely include 

discussions about disability (Rivas, 2020). When disability is discussed, it is seldom framed 

appropriately as an element of diversity  (Pieterse et al., 2009). Therefore, counselor educators 

should advocate for disability training across the counselor education curriculum (Chapin et al., 

2018) for a more robust, contextualized understanding of the experiences of PWDs across the 

lifespan. A nuanced understanding of the psychosocial and identity development needs is 

particularly important when working with intersectional populations, such as SMPWDs. 

Counselor educators should also examine their own biases regarding disability and sexual 

minority identities, as well as the dynamics of power and privilege, impacting counselor 

education and practice (Chapin et al., 2018). Drawing attention to protective factors, such as life 

satisfaction and resilience, when working with SMPWDs, allows us to move beyond 

understanding the factors that decrease well-being to those that increase it. This approach 

supports positive adaptation among multiple minority clients. 

Limitations  

 

The current study must be considered in light of some limitations. First, study 
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participants were recruited through online, social media platforms so only those individuals who 

had access to a computer, the Internet, and a social media platform, were included. Second, the 

data used in this study were correlation and cross-sectional; therefore, it only assessed the 

participant’s experiences at a given time. Third, though current measures provide meaningful 

information, the development of specific measures, normed on SMPWDs may be able to capture 

additional nuances related to intersectional experiences otherwise missed by employing single-

identity measures. 

Future Research Implications 

  This study supports the continued examination of positives psychological constructs 

within the minority stress (Meyer,  2003) and the psychological framework (Hatzenbuehler, 

2009). Additional studies focused on intersectional population, for example,  sexual minority 

persons of color are needed to deepen our understanding of study variables among diverse 

populations. Relatedly, this study was limited to sexual minority persons, so studies centering the 

unique perspective of trans and gender diverse persons in relation to minority stress would 

deepen our understanding of within-group differences. The researchers acknowledge that gender 

identity makes a unique contribution to stress-related research,  thus, future research should 

include studies focused on transpersons and other gender-expansive communities. Study results 

suggest there may be a limit to the amount of stress endured by SMPWDs before social support 

becomes ineffective, so future research studies should examine how levels of stress impact the 

effectiveness of social support among SMPWDs. Future research utilizing longitudinal designs 

would allow for the identification of causal relationships among study variables.  

      Conclusion 

Previous studies have suggested the minority stress contributes to negative psychological 
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outcomes among marginalized and multiple marginalized communities (Hatzenbuehler, 2009; 

Meyer 2003), but research-based on positive psychology constructs is less prevalent. This study 

illuminated the need for additional attention to protective functions that may buffer against 

threats to well-being and resilience, among multiple marginalized populations, such as 

SMPWDs.  This study sought to respond to the research call to shift the focus from 

psychopathology to better understanding contributors to positive functioning among multiple 

minority populations,  such as SMPWDs, by examining strength-based constructs, life 

satisfaction resilience  (Kwon, 2013;  Riggle et al., 2008). 
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Table 1 

Demographic Data for Participants 

Variable     n  %   

Gender Identity 

 Cisgender Female   155  56% 

 Cisgender Male   31  11% 

 Transgender       39  14% 

 Gender Non-Binary   35  13% 

 Gender Queer    16  6% 

Race/Ethnicity* 

 American Indian/Alaska Native 7  2% 

 Asian/Asian American  7  2% 

African American/Black  21  7% 

Latino/Latina/Hispanic  16  6% 

 Middle Eastern   3  1% 

Native Hawaiian/Pacific Islander 1  .3% 

White or European American  256  88% 

Biracial/Multiracial   12  4% 

Sexual Orientation 

 Lesbian     56  20%  

 Gay     32  11% 

 Bisexual    68  24% 

 Queer     91  32% 

 Pansexual    30  11% 

 Asexual     9   3% 

Chronic Illness/Disability 

 Acquired Brain Injury / TBI  1   .3% 

 Attention Deficit Disorder  24   8% 

 Chronic/Other Medical Health 53  19% 

 Deaf/Hard of Hearing   7  2% 

 Learning Disability   9  3.1% 

 Motor/Mobility Disability  19   7% 

 Psychological Disability   94  33%  

 Blind/Low Vision   2  .7% 

*Note. Participants could select more than one Race/Ethnicity and Chronic Illness/Disability 

categories, so added percentages may exceed 100%. 
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Table 2. 

Means, Standard Deviations, and Correlations for Study Constructs 

 

 

Note. p <.05 = *  p <.01 = ** in the table,  n = 257 

 

AMS  =  Ableist Microaggressions Scale, SOMS = Sexual Orientation Microaggressions Scale, 

SSS = Self-Stigma Scale, MSPSS = Multidimensional Survey for Perceived Social Support; SO 

= Significant Other, FAM = Family, FRI = Friend, BRS = Brief Resilience Scale, SWLS = 

Satisfaction With Life Scale. 

 

 

 

 

 

 

 

 M SD AMS SOMS SSS MSPS

S 

SO 

MSPSS 

FAM 

MSPSS 

FRI 

BRS SWLS 

1.  AMS 58.13 17.24     ---        

2.  SOMS 31.07 3.71 -.399** ---       

3. SSS 17.49 5.58   .269** -

.210** 

---      

4. MSPSSSO 18.87 5.07 -.088 -.005 -.196** ----     

5.  MSPSSFAM 13.43 5.87 -.338** .257** -.288** .264** ---    

6. MSPSSFRI 17.93 4.32 -.095 

 

.104 -.340** .575** .284** ---   

7. BRS 

 

16.42 5.54 -.297** .177** -.313** .070 .180** .180** ---  

 

8. SWLS  19.71 7.96 -.355** .201** -.387** .292** .338** .251** .477** --- 
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Table 3 

Hierarchical Linear Regression Analyses for Life Satisfaction 

 

 

 

AMS  =  Ableist Microaggressions Scale, SOMS = Sexual Orientation Microaggressions Scale, 

SSS = Self-Stigma Scale, MSPSS = Multidimensional Survey for Perceived Social Support; SO 

= Significant Other, FAM = Family, FRI = Friend, BRS = Brief Resilience Scale, SWLS = 

Satisfaction With Life Scale. 

         

 

 

 

 

 

 

Step Construct b SE  p R2Δ F p 

Step 1 Constant 33.771 5.148  <.001 .221 24.436 <.000 

 AMS -.130 .029 -.282 <.001    

 SOMS .026 .130 .012 .840    

 SSS -.421 .082 -.296 <.001    

 

Step 2 

 

Constant 

 

22.278 

 

5.508 

  

<.001 

 

.078 

 

18.171 

 

<.000 

  

AMS 

 

-.108 

 

.028 

 

-.234 

 

<.001 

   

  

SOMS 

 

.020 

 

.126 

 

.010 

 

.872 

   

  

SSS 

 

-.327 

 

.084 

 

-.230 

 

<.001 

   

  

MSPSSSO 

 

.380 

 

.103 

 

.243 

 

<.001 

   

  

MSPSSFAM 

 

.197 

 

.080 

 

.146 

 

.015 

   

  

MSPSSFRI 

 

-.062 

 

.126 

 

-.034 

 

.625 
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Table 4 

Hierarchical Linear Regression Analyses for Resilience 

 

 

AMS  =  Ableist Microaggressions Scale, SOMS = Sexual Orientation Microaggressions Scale, 

SSS = Self-Stigma Scale, MSPSS = Multidimensional Survey for Perceived Social Support; SO 

= Significant Other, FAM = Family, FRI = Friend, BRS = Brief Resilience Scale, SWLS = 

Satisfaction With Life Scale. 

 

 

 

Step Construct b SE  p R2Δ F p 

Step 1 Constant 23.451 3.818  <.001 .145 14.251 <.000 

 AMS -.067 .021 -.208 .002    

 SOMS .039 .097 .026 .689    

 SSS -.248 .061 -.251 <.001    

 

Step 2 

 

Constant 

 

21.246 

 

4.296 

 

 

 

<.001 

 

.007 

 

7.460 

 

<.000 

  

AMS 

 

-.066 

 

.022 

 

-.206 

 

.003 

   

  

SOMS 

 

.026 

 

.098 

 

.018 

 

.788 

   

  

SSS 

 

-.216 

 

.065 

 

-.218 

 

<.001 

   

  

MSPSSSO 

 

-.029 

 

.079 

 

-.027 

 

.714 

   

  

MSPSSFAM 

 

.023 

 

.062 

 

.024 

 

.711 

   

  

MSPSSFRI 

 

.124 

 

.097 

 

.097 

 

.205 
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APPENDICES 

APPENDIX A 

 

 

 

 

Recruitment Email 

Dear (insert name of listserv): 

 

My name is Tameeka Hunter, and I am a doctoral student at Georgia State University. I am 

interested in hearing from Lesbian, Gay, Bisexual, Transgender (if same sex/gender attracted) 

persons for a research study.  The purpose of the study is to look at how being lesbian, gay, 

bisexual, transgender and/or queer (LGBTQ) with condition or chronic illness, resulting in a 

physical disability, affects your life.   

 

You are asked to be in this study because you are 18 years or older and living in the United 

States; self-identify as lesbian, gay, bisexual, transgender (if same-sex/gender attracted), 

pansexual, or queer; and self-identify as a person who has a condition or chronic illness, 

resulting in a physical disability; and feel you have been able to get through tough things in 

life.    

 

If you decide to participate, you  asked to complete a questionnaire that will take 

approximately 20-40 minutes to complete. The survey  completed with an online through the 

Qualtrics website. All information you provide  kept confidentially.  The survey includes 

questions about disability, sexual orientation, etc., so please take the online survey in a private 

place. Please make sure to close your computer when you finish the survey. We hope to get 

approximately 500 people to be in this this study.   

 

If interested in participating, please contact Tameeka Hunter at thunter8@gsu.edu. 

 

Sincerely 

  

Tameeka Hunter 

Doctoral Student 

Department of Counseling and Psychological Services 

College of Education  

Georgia State University 

 

 

 

 

 

 

mailto:thunter8@gsu.edu
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APPENDIX B 

DEMOGRAPHIC SURVEY 

 

DEMOGRAPHICS 

1. Age: (You must be 18 years or older to participate in this survey): ________________ 

 

2. Identified Gender: _____Male  ____Female ___Transgender ___Gender Non-Binary ___ 

Genderqueer ____[ ] My preferred choice is not listed (please specify): 

___________________________________________________________________________  

3. What term best describes your sexual orientation?  

[ ] Lesbian 

[ ] Gay  

[ ] Bisexual  

[ ] Queer  

[ ] Pansexual 

[ ] My preferred choice is not listed (please specify): 

_______________________________________________________________________ 

4. Are you single or partnered?  

Single  

[ ] Partnered  

[ ] My preferred choice is not listed (please specify): 

________________________________________________________________________ 

   

 

5. Race and/or Ethnicity: Categories reflective of the most recent US Federal Census.  Please 

check ALL that apply. 

[ ] American Indian and Alaska Native 

[ ] Asian (Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, My preferred 

choice is not listed Asian) 

[ ] Black (African American, African, Atlantic Islander, Indian Islander) 

[ ] Hispanic or Latino (Mexican, Puerto Rican, Cuban, My preferred choice is not listed 

Hispanic or Latin descent) 

[ ] Middle-Eastern 

[ ] Native Hawaiian and My preferred choice is not listed Pacific Islander 

[ ] South-central Asian 

[ ] White (Anglo, European descent) 

[ ] Biracial/Multi-racial  

[ ] In terms of race and/or ethnicity, I think of myself differently from those offered 

above. I refer to myself 

as:_____________________________________________________________________ 

EDUCATION 

6. What is the highest (most advanced) degree you have COMPLETED at this time?  Do not 

include degrees that are in progress. 
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( ) I do not have any degrees at this time 

( ) High School Diploma, G.E.D. or My preferred choice is not listed certificate for 

completion of secondary level education 

( ) A Certificate, Describe: 

___________________________________________________________ 

( ) A.A., A.A.S. or My preferred choice is not listed Associate's degree. Describe: 

_______________________________________________ 

( ) B.S., B.A., B.I. or My preferred choice is not listed Bachelor's degree. Describe: 

______________________________________________ 

( ) M.A., M.S., M.S.W, M.Ed. or My preferred choice is not listed Master's degree. 

Describe:_______________________________________ 

( ) Ph.D., Ed.D., J.D., MD, or My preferred choice is not listed Doctorate degree. 

Describe: ________________________________________ 

( ) Other? Please specify degree: 

_________________________________________________________________ 

7. Do you identify as person who experiences disability and/or who is D/deaf?  

 ( ) Yes, I personally experience disability 

 ( ) At times, I personally experience disability 

 ( ) No, I do not consider myself experience disability 

 ( ) Other? Explain: 

________________________________________________________________________ 

 

 

8. If you identify as a person who experiences disability and/or who is D/deaf, please indicate 

which of the following best describes your disability/diagnos(es). Please check all that apply: 

[ ] Acquired Brain Impairment 

[ ] Attention-Deficit/Hyperactivity Disorder (ADHD) Chronic Illness/Medical 

[ ] Deaf-blind 

[ ] Deaf /Hard of Hearing  

[ ] Intellectual Disability  

[ ] Learning Disabilities  

(e.g. a specific learning disability in reading, math, written expression) 

[ ] Motor/Mobility Impairment (e.g. Cerebral Palsy, Muscular Dystrophy, Essential 

Tremor Syndrome, etc.)   

[ ] Psychological/Psychiatric  

[ ] Blind/Low Vision 

[ ] Other: 

________________________________________________________________________ 

 

9. rehabilitation services, but would like to, what are the top three of the barriers to your 

participation? 
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10. What do you want people to understand about being a member of the LGBTQ community, 

while living with chronic illness/disability?  
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APPENDIX C 

Ableist Microaggression Scale 

 (Conover et al., 2017)   

 

   1. People feel they need to do something to help me because I have a disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very  

Frequently 

0 1 2 3 4 5 

 

2. People express admiration for me or describe me as inspirational simply because I live with 

a disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very 

Frequently 

0 1 2 3 4 5 

 

3. People express pity for me because I have a disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very 

Frequently 

0 1 2 3 4 5 

 

4. People do not expect me to have a job or volunteer activities because I have a disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very  

Frequently 

0 1 2 3 4 5 

 

5. People offer me unsolicited, unwanted, or unneeded help because I have a disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very  

Frequently 

0 1 2 3 4 5 

 

6. People are unwilling to accept that I have a disability because I appear able-bodied. 

 

Never Very Rarely Rarely Occasionally Frequently Very 

Frequently 

0 1 2 3 4 5 
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7. People minimize my disability or suggest that it could be worse. 

 

Never Very Rarely Rarely Occasionally Frequently Very 

Frequently 

0 1 2 3 4 5 

 

8. People act as if accommodations for my disability are unnecessary. 

 

Never Very Rarely Rarely Occasionally Frequently Very 

Frequently 

0 1 2 3 4 5 

 

9. People don’t see me as a whole person because I have a disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very 

 Frequently 

0 1 2 3 4 5 

   

10. People act as if I am nothing more than my disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very 

Frequently 

0 1 2 3 4 5 

 

11. People speak to me as if I am a child or do not take me seriously because I have a 

disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very 

 Frequently 

0 1 2 3 4 5 

 

12. People assume I have low intelligence because I have a disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very  

Frequently 

0 1 2 3 4 5 

 

13. Because I have a disability, people attempt to make decisions for me that I could make 

myself. 
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Never Very Rarely Rarely Occasionally Frequently Very  

Frequently 

0 1 2 3 4 5 

 

14. People think I should not date or pursue sexual relationships because I have a disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very  

Frequently 

0 1 2 3 4 5 

 

15. People indicate that they would not date a person with a disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very  

Frequently 

0 1 2 3 4 5 

 

16. People suggest that I cannot or should not have children because I have a disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very  

Frequently 

0 1 2 3 4 5 

 

17. People stare at me because I have a disability. 

 

Never Very Rarely Rarely Occasionally Frequently Very  

Frequently 

0 1 2 3 4 5 

 

18. Because I have a disability, people seem surprised to see me outside my home. 

 

Never Very Rarely Rarely Occasionally Frequently Very  

Frequently 

0 1 2 3 4 5 

 

19. Because I have a disability, people assume I have an extraordinary gift or talent. 

 

Never Very Rarely Rarely Occasionally Frequently Very  

Frequently 

0 1 2 3 4 5 
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20. People suggest that living with a disability would not be a worthwhile existence. 

 

Never Very Rarely Rarely Occasionally Frequently Very 

 Frequently 

0 1 2 3 4 5 
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APPENDIX D 

 

Sexual Orientation Microaggressions Scale 

(Nadal, 2019)   

 

Participants are instructed to indicate whether they have experienced each event at least once in 

the last six months (i.e., 1 indicates yes, and scores of 0 indicates no). 

 

1. I was told I was overreacting when I confronted someone about their heterosexist behaviors / 

slights.  

YES NO 

1 0 

 

2. I have been told that I should stop complaining about heterosexism.  

YES NO 

1 0 

 

3. When I thought something was heterosexist or homophobic, a heterosexual person provided 

alternative rationales.  

YES NO 

1 0 

 

4. When I thought something was heterosexist or homophobic, a heterosexual person disagreed 

with me.  

YES NO 

1 0 

 

5. Someone told me that I was oversensitive when it came to LGBTQ issues.  

YES NO 

1 0 

 

6. Someone has responded defensively when I pointed out their homophobic language.  

YES NO 

1 0 

 

7. I have been told I was being paranoid when I thought someone was being heterosexist.  

YES NO 

1 0 

 

8. Someone has tried to keep their children form coming into physical contact with me because 

of my sexual orientation.  

YES NO 

1 0 
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9. Someone has assumed I have HIV or AIDS because of my sexual orientation.  

YES NO 

1 0 

 

10. Someone assumed that I would be a child molester or sexual predator because of my sexual 

orientation.  

YES NO 

1 0 

 

11. Someone has avoided sitting next to me because of my sexuality.  

YES NO 

1 0 

 

12. A friend has stopped talking to me after finding out about my sexuality.  

YES NO 

1 0 

 

13. People have made negative comments or jokes about LGBTQ people in my presence without 

realizing my sexual orientation.  

YES NO 

1 0 

 

14. I have heard the term “That’s so gay” when someone was talking about something negative.  

YES NO 

1 0 

 

15. People have used terms like “fag/dyke/queer/homo” in front of me.  

YES NO 

1 0 

 

16. I have heard a person call someone else “gay” because she/he was “weird” or “different.”  

YES NO 

1 0 

 

17. People have made insensitive gay or lesbian jokes in front of me.  

YES NO 

1 0 

 

18. I have been criticized about not wearing clothes that are typical for my gender.  

YES NO 

1 0 
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19. I have been criticized about the way I dress because I choose clothes that are different than 

people of my gender.  

YES NO 

1 0 

 

 

 

20. I have been told to act more “masculine” or “feminine.”  

YES NO 

1 0 

 

21. I have seen LGBTQ people portrayed positively in magazines.  

YES NO 

1 0 

 

 

22. I have seen LGBTQ people portrayed positively in movies.  

YES NO 

1 0 

 

23. I have seen LGBTQ people portrayed positively on television.  

YES NO 

1 0 

 

24. I have seen advertisements/commercials that include same-sex couples.  

YES NO 

1 0 
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APPENDIX E 

Self-Stigma Scale 

Scale (Mak, & Cheung, 2010) 

 

Note: Sexual Minority Person Living with a Disability (SMPWD) 

 

1. My identity as a person with a SMPWD is a burden to me 

Strongly 

 Disagree 

Disagree Agree Strongly 

Agree 

1 2 3 4 

 

2. My identity as a SMPWD causes struggles in my daily life. 

Strongly 

 Disagree 

Disagree Agree Strongly 

Agree 

1 2 3 4 

 

3. The identity of being a SMPWD taints my life. 

Strongly 

Disagree 

Disagree Agree Strongly 

Agree 

1 2 3 4 

 

4. I feel uncomfortable because I am a SMPWD.   

Strongly  

Disagree 

Disagree Agree Strongly 

Agree 

1 2 3 4 

 

5. I fear that others would know that I am a SMPWD. 

Strongly 

 Disagree 

Disagree Agree Strongly 

 Agree 

1 2 3 4 

 

6. I feel like I cannot do anything about being a SMPWD, and that bothers me..  

Strongly 

Disagree 

Disagree Agree Strongly 

Agree 

1 2 3 4 

 

Behavioral 

7. I estrange myself from others because I am a SMPWD.  

Strongly 

 Disagree 

Disagree Agree Strongly  

Agree 

1 2 3 4 

 

8. I avoid interacting with others because I am a SMPWD. 
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Strongly 

Disagree 

Disagree Agree Strongly 

Agree 

1 2 3 4 

 

9. I dare not to make new friends lest they find out that I am a SMPWD. 

Strongly Disagree Disagree Agree Strongly Agree 

1 2 3 4 
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APPENDIX F 

 

Multidimensional Scale of Perceived Social Support 

(Zimet et al. 1988)  

 

Instructions: We are interested in how you feel about the following statements. Read each 

statement carefully. Indicate how you feel about each statement. 

 

Circle the “1” if you Very Strongly Disagree; Circle the “2” if you Strongly Disagree; 

Circle the “3” if you Mildly Disagree;  Circle the “4” if you are Neutral; Circle the “5” if 

you Mildly Agree; Circle the “6” if you Strongly Agree;  Circle the “7” if you Very 

Strongly Agree 

 

1. There is a special person who is around when I am in need.  

Very 

Strongly  

Disagree 

Strongly  

Disagree 

Mildly  

Disagree 

Neutra

l 

Mildly 

Agree 

Strongly 

Agree 

Very  

Strongly 

 Agree 

1 2 3 4 5 6 7 

 

2. There is a special person with whom I can share joys and sorrows.  

Very 

Strongly  

Disagree 

Strongly  

Disagree 

Mildly  

Disagree 

Neutral Mildly 

Agree 

Strongly 

Agree 

Very 

Strongly 

Agree 

1 2 3 4 5 6 7 

 

3. My family really tries to help me.  

Very 

Strongly  

Disagree 

Strongly  

Disagree 

Mildly 

 Disagree 

Neutral Mildly 

Agree 

Strongly 

Agree 

Very 

Strongly 

Agree 

1 2 3 4 5 6 7 

 

4. I get the emotional help & support I need from my family.  

Very 

Strongly  

Disagree 

Strongly  

Disagree 

Mildly  

Disagree 

Neutral Mildly 

Agree 

Strongly 

Agree 

Very 

Strongly 

Agree 

1 2 3 4 5 6 7 

 

5. I have a special person who is a real source of comfort to me. 

Very 

Strongly  

Disagree 

Strongl

y  

Disagre

e 

Mildly  

Disagree 

Neutral Mildly 

Agree 

Strongly 

Agree 

Very  

Strongly 

Agree 

1 2 3 4 5 6 7 
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6. My friends really try to help me.  

Very  

Strongly 

Disagree 

Strongly  

Disagree 

Mildly 

Disagree 

Neutral Mildly 

Agree 

Strongly 

Agree 

Very 

Strongly  

Agree 

1 2 3 4 5 6 7 

 

7. I can count on my friends when things can go wrong.  

Very  

Strongly 

Disagree 

Strongly  

Disagree 

Mildly 

Disagree 

Neutral Mildly 

Agree 

Strongly 

Agree 

Very 

Strongly 

Agree 

1 2 3 4 5 6 7 

 

8. I can talk about my problems with my family.  

Very  

Strongly 

Disagree 

Strongly  

Disagree 

Mildly 

Disagree 

Neutral Mildly  

Agree 

Strongly 

Agree 

Very 

Strongly 

Agree 

1 2 3 4 5 6 7 

 

9. I have friends with whom I can share my joys and sorrows.  

Very  

Strongly 

Disagree 

Strongly  

Disagree 

Mildly 

Disagree 

Neutral Mildly 

Agree 

Strongly 

Agree 

Very  

Strongly 

Agree 

1 2 3 4 5 6 7 

 

10. There is a special person in my life who cares about my feelings.  

Very  

Strongly 

Disagree 

Strongly  

Disagree 

Mildly 

 Disagree 

Neutral Mildly 

Agree 

Strongly 

Agree 

Very  

Strongly  

Agree 

1 2 3 4 5 6 7 

11. My family is willing to help me make decisions.  

Very  

Strongly 

Disagree 

Strongly  

Disagree 

Mildly 

Disagree 

Neutral Mildly 

Agree 

Strongly 

Agree 

Very Strongly 

Agree 

1 2 3 4 5 6 7 

 

12. I can talk about my problems with my friends.  

Very  

Strongly 

Disagree 

Strongly  

Disagree 

Mildly 

Disagree 

Neutral Mildly 

Agree 

Strongly 

Agree 

Very Strongly 

Agree 

1 2 3 4 5 6 7 
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APPENDIX G 

Satisfaction with Life Scale 

(Smith et al., 2008)  

 

Below are five statements that you may agree or disagree with. Using the 1 - 7 scale below, 

indicate your agreement with each item by placing the appropriate number on the line preceding 

that item. Please be open and honest in your responding. 

 

1. In most ways my life is close to my ideal.  

 

Strongly 

Disagree 

Disagree Slightly 

Disagree 

Neither 

Agree nor 

Disagree 

Slightly 

Agree 

Agree Strongly Agree 

1 2 3 4 5 6 7 

2. The conditions of my life are excellent. 

Strongly 

Disagree 

Disagree Slightly 

Disagree 

Neither 

Agree nor 

Disagree 

Slightly 

Agree 

Agree Strongly Agree 

1 2 3 4 5 6 7 

3. I am satisfied with my life. 

Strongly 

Disagree 

Disagree Slightly 

Disagree 

Neither 

Agree nor 

Disagree 

Slightly 

Agree 

Agree Strongly Agree 

1 2 3 4 5 6 7 

4. So far, I have gotten the important things I want in life. 

Strongly 

Disagree 

Disagree Slightly 

Disagree 

Neither 

Agree nor 

Disagree 

Slightly 

Agree 

Agree Strongly Agree 

1 2 3 4 5 6 7 

5. If I could live my life over, I would change almost nothing. 

Strongly 

Disagree 

Disagree Slightly 

Disagree 

Neither 

Agree nor 

Disagree 

Slightly 

Agree 

Agree Strongly Agree 

1 2 3 4 5 6 7 
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APPENDIX H 

The Brief Resilience Scale 

(Diener et al., 1985) 

 

 

1. I tend to bounce back quickly after hard times.  

Strongly 

 Disagree 

Disagree Unsure Agree Strongly 

 Agree 

1 2 3 4 5 

 

2. I have a hard time making it through stressful events.  

Strongly 

 Disagree 

Disagree Unsure Agree Strongly 

 Agree 

1 2 3 4 5 

 

3. It does not take me long to recover from a stressful event.  

Strongly 

 Disagree 

Disagree Unsure Agree Strongly 

 Agree 

1 2 3 4 5 

 

4. It is hard for me to snap back when something bad happens.  

Strongly  

Disagree 

Disagree Unsure Agree Strongly 

 Agree 

1 2 3 4 5 

 

5. I usually come through difficult times with little trouble.  

Strongly  

Disagree 

Disagree Unsure Agree Strongly  

Agree 

1 2 3 4 5 

 

6. I tend to take a long time to get over set-backs in my life.   

Strongly  

Disagree 

Disagree Unsure Agree Strongly 

 Agree 

1 2 3 4 5 
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APPENDIX I 

 

Georgia State University 

Department of Counseling and Psychological Services 

College of Education 

INFORMED CONSENT FORM – ONLINE SURVEY (SML) 

 

Title: Predictors of Well-being and Resilience for Sexual Minority Persons with Physical 

Disabilities (SMPWDs) 

 

Principal Investigator:  Franco Dispenza, PhD, CRC 

Principal Student Investigator:  Tameeka Hunter, MS, LPC, NCC,CRC 

 

I. Purpose: 

 

You are being asked to be in a research study.  The purpose of the study is to look at how being 

lesbian, gay, bisexual, transgender and/or queer (LGBTQ) with condition or chronic illness, 

resulting in a physical disability, affects your life.  You are asked to be in this study because you 

are 18 years or older and living in the United States; self-identify as lesbian, gay, bisexual, 

transgender (if same-sex/gender attracted), pansexual, or queer; and self-identify as a person who 

has a condition or chronic illness, resulting in a physical disability; and feel you have been able 

to get through tough things in life.    

 

II. Procedures:  

 

If you decide to participate, you will be asked to complete a questionnaire that will take 

approximately 20-40 minutes to complete. The survey will be completed with an online through 

the Survey Monkey website. All information you provide will be kept confidentially.  The 

survey includes questions about disability, sexual orientation, etc., so please take the online 

survey in a private place. Please make sure to close your computer when you finish the survey. 

We hope to get approximately 500 people to be in this this study.   

 

III. Risks:  

 

We do not think there will be any big risks with this study. Some people may feel uncomfortable 

when answering the questions. You can stop being in this study at any time.  If you feel 

uncomfortable, here is the contact information for: Substance Abuse & Mental Health Services 

Administration's (SAMHSA) National Helpline 

1-800-662-HELP (4357) 

TTY: 1-800-487-4889 

Website: www.samhsa.gov/treatment/natHelpFAQs.aspx 

 

http://www.samhsa.gov/treatment/natHelpFAQs.aspx
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Also known as the Treatment Referral Routing Service, this Helpline provides 24-hour free and 

confidential treatment referral and information about mental and/or substance use disorders, 

prevention, and recovery in English and Spanish. 

 

IV.  Benefits:  

 

Participation in this study may not benefit you. But, we hope to learn more about how being 

lesbian, gay, bisexual, transgender and/or queer (LGBTQ) with a disability/chronic illness affects 

your life.   

 

V. Voluntary Participation and Withdrawal:  

 

You do not have to be in this study. If you decide to be in the study and then change your 

mind, you have the right to stop at any time.  You may skip questions or stop being a part of 

the study at any time.  No matter what you decide, you will not lose any benefits you would 

normally get.  

 

 

VI. Confidentiality:  

 

We will keep your records private as the law requires.  Dr. Franco Dispenza and Tameeka 

Hunter will have access to the information you provide. Information may also be shared with 

people who make sure the study is done correctly (GSU Institutional Review Board, the Office 

for Human Research Protection (OHRP)). We will use a study number, not your name, on study 

records.  The information you provide will be stored in a locked office on password- and 

firewall-protected computers.  Your name and other facts that could identify you will not appear 

when we present this study or publish its results.  

 

VII. Contact Persons:  

 

Contact Dr. Franco Dispenza at 404-413-8174 or FDispenza1@gsu.edu if you have questions, 

concerns, or complaints about this study. You can also call if think you have been harmed by the 

study.  Call Susan Vogtner in the Georgia State University Office of Research Integrity at 404-413-

3513 or svogtner1@gsu.edu if you want to talk to someone who is not part of the study team.  You 

can talk about questions, concerns, or suggestions about the study.  You can also call Susan Vogtner if 

you have questions or concerns about your rights in this study.  

 

 

VIII. Copy of Consent Form to Subject:  

 

If you agree to participate in this research, please continue with the survey.  You may print a 

copy of this form for your records.   
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