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The Family Environment and Its 
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Among Sexual and Gender Minority 
Youth

Taylor L. Rathusa and Ryan J. Watsona

We examined youth-reported family environments using multiple indicators (parent educa-
tion, participants’ first language spoken, and parent immigration status) to consider the family 
environment and its links to youth health and well-being. To do so, we utilized cluster analy-
sis methodology to identify potential groupings of family environments among a national 
sample of 14,578 sexual and gender minority (SGM) youth from the LGBTQ National Teen  
Survey, collected in 2017. Three distinct clusters of SGM youth emerged, labeled “College-
educated, U.S.-born parents,” “High school-educated, U.S.-born parents,” and “College-
educated, immigrant parents.” “A series of one-way between-subjects ANCOVAs revealed each 
cluster significantly differed from each other on health and family outcomes, indicating that 
parent immigration status, parent education, and youth first spoken language are uniquely 
and collectively imperative for SGM youths’ health and well-being.” Of note, despite report-
ing parents with the highest level of post-high school education, SGM youth in the “College-
educated, immigrant parents” cluster reported the lowest levels of parental acceptance and 
the lowest levels of outness in comparison to the youth in the other two clusters. In light of 
these results, we review the importance of the need for more nuanced ways of defining the 
family context among vulnerable youth—in particular for SGM youth. Given that much of 
the research to date defines the family environment by single indicators (e.g., parent educa-
tion), we review the importance of broadening our conceptualization and measurement of the 
“family environment.”
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Statement of Public Health Significance:  We found SGM youth with college-educated, 
immigrant parents face more challenges than SGM youth with high school-educated, U.S.-
born parents. This scholarship underscores the necessity of utilizing multiple indicators of the 
family environment in order to better understand SGM health.
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INTRODUCTION

Research has illustrated that the family environment often explains differences in health and 
well-being for youth.1 For example, youth living with vulnerable families (e.g., lower socioeco-
nomic environments) experience higher levels of depression,2 shorter lifespans,3 lower levels 
of familial support,4 and negative educational outcomes.5 However, there are often multiple 
indicators utilized to measure the family environment in developmental research.6 This is 
problematic because the use of unidimensional measures of the family environment, which 
may differ across studies, cannot adequately uncover the relations between adolescents’ home 
environments and their subsequent health and well-being. This fluctuation in measurement 
is coupled with the limitation that few studies examine how the family environment may dif-
ferentially impact sexual and gender minority (SGM) youth—a group with unique challenges 
and stigmas often linked to health disparities.7 It may be that challenges unique to SGM 
youth intersect with differences in the family environment such that, explored together, we 
may better understand health and well-being among SGM youth.

Health disparities among SGM youth are well documented.8–10 Minority stress frame-
works are commonly utilized to explain compromised health experiences and outcomes 
among SGM individuals.11 Minority stress theory posits that sexual minorities are exposed 
to greater stress due to their sexual minority status.11 Stressors can place sexual minority 
individuals at disproportionate risk for negative mental health outcomes.11 Although many 
current studies focus on contexts that produce or enhance stigmas (e.g., school), fewer stud-
ies have examined minority stress related to the family environment outside of interpersonal 
acceptance and support provided by family members to SGM youth.

In addition to minority stress frameworks, Bronfenbrenner’s Ecological Systems Theory 
can be applied to examine the microsystem level contexts in which SGM youth develop. 
Ecological Systems Theory posits that there are layers of context—or “ecosystems”—that 
intersect with each other. The most proximal context—the microsystem—refers to the child’s 
immediate environment such as their family.12 The present study interrogates how the micro-
level proximal experiences—such as families’ spoken language, education, and immigration 
status—influence SGM youths’ development. Because Bronfenbrenner’s model explains how 
larger cultural influences shape individuals’ development, we are specifically attuned to how 
parental educational and immigration experiences shape the environment in which SGM 
youth develop.

Operationalization of the Family Environment and SGM Populations

The family environment is pertinent to SGM youths’ development, and multiple indicators 
are used to assess the family environment in developmental research. Common indicators 
examined by scholars to study the family environment are income and parental education 
levels.13,14 Researchers who have examined income (e.g., free- or reduced-price lunch) have 
not found significant associations between income and the health and well-being of SGM 
youth.15 Ryan and colleagues,13 who examined the role of family acceptance among Latinx 
and White SGM youth, found that family socioeconomic status (as measured by primary 
occupation of each parent or caregiver) was associated with better health outcomes, higher 
social support, and less depression.
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Immigration status can broadly shape the family environment as well. For example, edu-
cation, occupational skill level, and English-language ability are determinants of economic 
opportunity that may encompass unique challenges for immigrants as compared to their  
U.S.-born counterparts.16 Transcultural stressors such as economic pressure and neighborhood 
disadvantage—experienced disproportionately by immigrant families in the United States as 
compared to U.S.-born families—can impact adolescents’ mental health.17 There is evidence 
that Latinx immigrant families, in particular, appear to be less accepting of their SGM youth 
in comparison to White U.S.-born families. In a sample of Latinx and white SGM partici-
pants, 19% of whom were born outside the United States, White participants reported higher 
levels of family acceptance than did Latinx participants, and U.S.-born participants reported 
higher levels of family acceptance in comparison to immigrant participants.13 Taken together, 
studies have demonstrated that the family environment is complex for immigrant families in 
particular and warrants further investigation. If we are to better understand the documented 
differences in experiences for immigrant versus nonimmigrant SGM youth, we need to first 
acknowledge that the challenges immigrant families face are multifaceted and often attributed 
to xenophobia and racism.17 Potential health-related differences across diverse SGM youth 
who come from immigrant families should also be documented.

Multiple indicators of the family environment may differ in utility and precision when it 
comes to explaining the health and well-being of SGM youth. The use of one measure alone 
eliminates the opportunity to gain a fuller understanding of individuals’ environmental cir-
cumstances and elucidates only a partial picture of the larger family environment. Utilizing 
multiple indicators of the family environment may allow for a more nuanced view of how it 
influences health outcomes which, in turn, may have implications for policy and potential 
interventions.18

SGM Family-Related Research

Extant research has explored family relationships as important in the development of SGM 
youth. However, much of the research to date has focused on interpersonal relationships with 
family, such as acceptance and support. It is known that acceptance from parents and the qual-
ity of family relationships are protective for SGM youths’ health and well-being.13 However, 
research has been slow to rigorously investigate whether other factors relevant to the family 
environment might impact health and well-being for SGM youth.

The family environment may help to explain the health experiences that are specifically 
related to interpersonal interactions with family members for SGM youth. For example, a 
growing body of research demonstrates that youth of higher socioeconomic status (who have 
parents with a combination of a lucrative occupation, high education, and high income) are 
more likely to receive support from family, peers, and significant others whereas youth of 
lower socioeconomic status are less likely to receive social support.13,19 Subsequently, youth 
of lower socioeconomic status may be at risk for a multitude of negative mental health out-
comes.19 In a study of 245 LGBT young adult California residents between 21 and 25 years 
of age, 51.4% of whom were Latinx, for example, depression was higher among immigrants 
and among participants from low socioeconomic status families.20
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Current Study

The present study utilizes cluster analysis and ANCOVAs to investigate how intersections 
in indicators of family environments may be related to health and family experiences among 
SGM youth. We examined these experiences of SGM youth by triangulating a more nuanced 
operationalization of the family environment, utilizing  several measures (i.e., parent educa-
tion, participants’ first language spoken, and parent immigration status), and by examining 
potential relations to the youths’ self-reported levels of outness to parents, perceptions of fam-
ily acceptance, and depressive symptoms.

METHODS

Sample

Data were drawn from the LGBTQ National Teen Survey, collected in partnership with the 
Human Rights Campaign (HRC) in 2017. Participants were 13–17 years of age, identified as 
sexual and/or gender minorities, were English-speaking, and resided in the United States. SGM 
youth participated in an anonymous, online, self-report survey hosted by the survey website 
Qualtrics. Participants were recruited via social media (Twitter, Facebook, Instagram, Reddit, 
and Snapchat) and via HRC’s wide-reaching network of community partners. HRC partner 
organizations (e.g., Youth Link, Trevor Project, Advocates for Youth, Planned Parenthood, and 
Big Brother / Big Sisters) helped disseminate the survey to their networks via e-mail or direct 
communication. All study procedures were approved by the University of Connecticut IRB; 
all youth provided assent to participate, and researchers obtained a parental waiver of consent.

Ineligible responders and bots were prevented from completing the survey through a multi-
step consent and sorting process. This process included a response tree protocol that diverted 
participants who were ineligible (e.g., due to age or country of residence). A post hoc mischie-
vous responder’s sensitivity analysis was then conducted. Information on all study procedures 
can be found elsewhere.21

The present study includes 14,578 SGM youth. Participants represented diverse subgroups of 
SGM youth across the United States. See Table 1 for complete demographics of the analytic sample.

Measures

Parental Education. Participants were asked to indicate the highest level of education of their 
first parent/primary caregiver and their second parent/primary caregiver. Response options 
were “Less than high school or GED,” “High school or GED,” “Vocational/Technical School 
(2 years),” “Some college,” “College graduate,” “Postgraduate degree or higher,” “Do not 
know,” or “Does not apply.” The item was recoded to reflect the highest education level of 
either the primary or secondary caregiver. If a participant responded that they did not know 
their parents’ educational attainment, or the item did not apply to them, the participant’s 
value on this item was set to missing.

Participant Spoke English as First Language. Participants were asked, “Is English your first 
language?” Response options were “no” and “yes.”
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Parents Born in the United States. Participants were asked, “Were both/all of your parents 
born in the United States?” Response options were “none,” “some,” “both/all,” and “not sure.” 
If a participant responded that they were not sure where their parents were born, the partici-
pant’s value on this item was set to missing.

Outness to Family. Participants were asked how many family members/parents they think 
currently know of their sexual orientation. Response options were “none,” “a few,” “some,” 
“most,” and “all.”

TABLE 1.  Participant Demographic Information

Analytic Sample
N = 14,578

M(SD)
Age 15.63 (1.25)

n (%)
Sexual Orientation

  Gay or Lesbian 5,487 (37.6)
  Bisexual 5,072 (34.8)
  Straight 233 (1.6)
  Queer 627 (4.3)
  Pansexual 1,888 (13.0)
  Asexual 635 (4.4)
  Questioning 344 (2.4)
  Other 292 (2.0)
  Transgender (ref: cisgender) 4,759 (32.6)
Region of United States

  Northeast 2,657 (18.2)
  Midwest 3,344 (22.9)
  South 5,359 (36.8)
  West 3,218 (22.1)
Ethnoracial Identity

  White 9,159 (62.8)
  Black 819 (5.6)
  Native American 73 (0.5)
  Asian 583 (4.0)
  Hispanic/Latino 1,586 (10.9)
  Bi/Multiracial 2,072 (14.2)
  Something else 273 (1.9)
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Family Acceptance. Family Acceptance was assessed using an 8-item measure on a Likert scale 
from 0 to 4 (0 = strongly disagree, 4 = strongly agree) that assessed both family acceptance and 
family rejection. An example item included “How much do you feel that your family taunts 
or mocks you because you are an LGBTQ person?” Higher values indicate higher levels of 
family acceptance (α = 0.84).

Depressive Symptoms. To measure depressive symptoms, we used 10 of the 11 items as 
part of the Kutcher Adolescent Depression scale,22 excluding an item related to suicidality. 
Participants were asked the frequency within the past week with which they felt symptoms 
indicative of depression. Participants responded on a Likert scale from 0 to 3 (0 = hardly ever, 
1 = much of the time, 2 = most of the time, 3 = all of the time). All depression items were 
added such that higher scores indicate higher levels of depressive symptoms (α = 0.90).

Covariates. We adjusted our analyses for the age of participants and their region of residence 
(North, South, Northeast, Southwest).

Plan of Analysis

Participants missing on all cluster analysis membership variables were excluded from the 
analyses. Some of the participants included in this study did not answer all of the health and 
family outcome variables. Only participants with valid responses to these outcome variables 
were included in subsequent analyses. Youth in the full sample analyzed (N = 17,112) were 
slightly younger (M = 15.23, SD = 1.33) than those in the current analytic sample (M = 15.60, 
SD = 1.26), t(17110) = −14.46, p < .001.

To understand potential groupings in diverse measurements of the family environment, 
we first performed a cluster analysis in SPSS 26. The variables chosen to identify potential 
clusters were participants’ parental education, whether the participant spoke English as their 
first language, whether their parents were born in the United States, their levels of outness 
to their parents, family acceptance, and depressive symptoms. Hierarchical agglomerative 
method was used to investigate whether clusters would emerge and average linkage was used 
because it was not expected that the clusters would necessarily have the same number of 
individuals. Three clusters were identified by utilizing the dendrogram method on SPSS and 
then by running descriptive frequencies on SPSS to confirm the clusters that emerged in the 
dendrogram. Next, a series of one-way between-subjects ANCOVAs, adjusted for participants’ 
age and region of residence, was conducted to determine how clusters of family environment 
were related to youths’ levels of outness, family acceptance, and depression.

RESULTS

Three distinct clusters of sexual minority youth emerged, labeled “College-educated, U.S.-
born parents,” “High school-educated, U.S.-born parents,” and “College-educated, immigrant 
parents.” The “College-educated, U.S.-born parents” cluster was more than three times the 
size of the other clusters and included youth who were more likely than youth in the other 
clusters to speak English as their first language, more likely to have parents with a higher 
education level than the “College-educated, immigrant parents” cluster, and more likely than 
youth in both other clusters to have parents who were born in the United States. Youth in 
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the “High school-educated, U.S.-born parents” cluster were more likely than youth in the 
“College-educated, immigrant parents” cluster to speak English as their first language and 
were more likely to have parents with a lower education level and who were born in the United 
States than those in the other clusters. Youth in the cluster labeled “College-educated, immi-
grant parents” were less likely than youth in the other clusters to speak English as their first 
language and were more likely than youth in the “High school-educated, U.S.-born parents” 
cluster to have parents with a higher education level. These youth were least likely to have 
parents who were born in the United States. See Table 2 for the cluster membership variable 
means and standard deviations.

Sample Demographic Differences by Cluster

Table 3 shows both the differences in demographic variables and outcome variables across 
all three clusters. The “College-educated, U.S.-born parents” cluster included youth who 
were statistically more likely to be White and to identify as queer compared to youth in the 
“College-educated, immigrant parents” cluster. The “College-educated, immigrant parents” 
cluster included youth who were statistically less likely to be White, and statistically more 
likely to be Asian, Hispanic/Latinx, and identify as an “other” racial/ethnic identity. With 
regard to sexual orientation, youth in the “College-educated, immigrant parents” cluster were 
statistically more likely than youth in both other clusters to identify as bisexual.

Outcomes by Cluster Membership

After identifying the three clusters, a series of one-way between-subjects ANCOVAs, adjusted 
for age and region, were performed to test whether SGM youth differed on health and family 
outcomes. The three clusters significantly differed from each other on their levels of outness 
to their parents (F(2, 10025) = 70.95, p < .001), their levels of family acceptance (F(2, 9898) 
= 96.42, p < .001), and their depressive symptoms (F(2, 9786) = 44.27, p < .001). Tukey 
post hoc analyses indicated that the “College-educated, U.S.-born parents” cluster included 
youth who were more likely to be out to their parents than those in the “College-educated, 
U.S.-born parents” cluster, more likely to have higher levels of family acceptance than those 
in the “High school-educated, U.S.-born parents” cluster, and less likely to have depressive 
symptoms than youth in the “College-educated, U.S.-born parents” cluster. Youth in the 
“High school-educated, U.S.-born parents” cluster were less likely to be out to their parents 

TABLE 2.  Cluster Analysis Results

Membership Variables
College-Educated, 
U.S.-Born Parents

High School-
educated, U.S.-Born 

Parents
College-Educated, 
Immigrant Parents

(n = 10,509) (n = 2,904) (n = 1,165)
M (SD) M (SD) M (SD)

Parent education 5.19 (.72)a 1.98 (0.57)ab 5.23 (0.80)b

First language 0.97 (.16)a 0.86 (0.35)a 0.61 (0.49)a

Parents born in United 
States 1.87 (.34)a 1.55 (0.78)a 0.01 (0.11)a

Note. Percentages sharing the same subscript (e.g., a, b) significantly differ from each other at p < .001.
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than those in the “College-educated, U.S.-born parents” cluster, were less likely to have low 
levels of family acceptance than those in the “College-educated, immigrant parents” cluster, 
and were more likely to report higher levels of depressive symptoms in comparison to youth 
in the “College-educated, U.S.-born parents” cluster. The “College-educated, immigrant 
parents” cluster included youth who were the least likely to be out to their parents and who 
reported the lowest levels of family acceptance.

DISCUSSION

Much of the research to date conducted in the spirit of linking familial experiences and health 
outcomes has focused on SGM youths’ interpersonal relationships with family members. 
Scholarship has demonstrated that family experiences may partially help to explain health 
disparities among SGM youth,13,19 but most of the work has not relied on robust and 
simultaneous measurement of the family environment. These unidimensional measurements 
are unable to disentangle the nuances in family environments. We expanded the current body 
of literature by utilizing multiple indicators of the family environment to document important 
differences in clusters of family environments.

Had we only analyzed parent education as an indicator for the family environment (as 
often found in social science SGM research), the cluster of youth with college-educated, 
immigrant parents would not have been detected. Familial support is essential to SGM 
youths’ health and well-being,23 and it has even been shown to be the strongest factor in SGM 
Latinx youths’ decisions to come out in particular.24 Parent–child relationships that are sup-
portive and accepting, and include positive communication (open, mutual, and low conflict) 
have been found to be associated with better health outcomes, specifically in the context of 
sexual risk behavior among gay and bisexual male youth.25 However, our findings underscore 
previous research that has illustrated immigrant SGM youth reporting lower levels of family 
acceptance. For example, it has been found that SGM immigrant children report lower levels 
of family acceptance and young adult adjustment than those born in the United States.26 Our 
findings do, however, help to illuminate SGM youth who are second generation and may face 
unique challenges compared to their parents with regard to adjusting to a new culture.

Our findings that SGM youth with immigrant parents face more challenges than SGM 
youth with U.S.-born parents have several implications for future research, prevention, and 
intervention efforts. Because of the importance of family acceptance in relation to SGM 
youths’ well-being, family interventions should focus on SGM first- or second-generation 
immigrant youth in particular. Interventions that have focused on educating families on 
how to be supportive of their SGM child or sibling have been successful27 and, therefore, 
interventions such as these may yield promising results for SGM youth of immigrant parents. 
Further, family-level interventions have demonstrated efficacy and effectiveness in preventing 
and reducing negative outcomes such as substance use and sexual risk among adolescents.28 
However, much of the research to date on family-level interventions has been focused on 
parents of heterosexual/cisgender youth.29

Most surprising were our findings regarding the health challenges reported by youth who 
were part of the “College-educated, immigrant parents” cluster. Although previous scholar-
ship may have been based on an assumption that parents with a lower education level are 
perceived as less supportive of SGM children and youth, our findings contradict this notion. 
Alternatively, our results illustrate that youth who are part of the cluster with non-college-
educated parents reported higher levels of family acceptance regarding their SGM identities 
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TABLE 3.  Differences in Demographics and ANCOVA Results Demonstrating 
Health, Family, and School Experiences by Cluster Grouping

College-
Educated, 
U.S.-Born 

Parents

High School-
Educated, 
U.S.-Born 

Parents

College-
Educated, 
Immigrant 

Parents
(n = 10,509) (n = 2,904) (n = 1,165) Model Statistics

Demographic 
Variables % % % F, p
Sexual Orientation

  Gay or Lesbian 37.6 38.4 36.4 —
  Bisexual 34.4a 34.1b 39.8ab 7.14, p = .001
  Straight 1.6 1.9 1.0 —
  Queer 4.6a 3.4ab 3.8b 4.68, p = .009
  Pansexual 12.7a 14.9ab 10.6b 8.29, p < .001
  Asexual 4.6 3.6 4.3 —
  Questioning 2.5 1.8 2.2 —
  Other 2.1 1.9 1.8 —
  Transgender  
  (ref: cisgender)

33.4a 32.4b 26.7ab 10.76, p < .001

Ethnoracial 
Identity

  White 70.2a 52.2a 22.6a 649.71, p < .001
  Black 5.4 6.2 6.4 —
  Native American 0.5 0.5 0.2 —
  Asian 1.5a 2.2b 30.7ab 1,406.80, p < .001
  Hispanic/Latino 5.9a 22.7a 26.1a 512.81, p < .001
  Bi/Multiracial 14.7a 14.5b 8.9ab 14.58, p < .001
  Other 1.6a 1.6b 5.2ab 37.20, p < .001
Outcome Variables M(SD) M(SD) M(SD)
  Outness to  
  parents

1.80 (1.57)a 1.69 (1.69)b 1.11 (1.41)ab 70.5, p < .001

  LGBTQ family  
  acceptance

2.46 (.78)ab 2.23 (.77)a 2.15 (.79)b 99.07, p < .001

  Depressive  
  symptoms

12.75 (7.38)a 14.75 (7.73)ab 13.47 (7.64)b 45.75, p < .001

Note. Percentages sharing the same subscript (e.g., a, b) significantly differ from each other at p < .001. 
Percentages do not add up to 100% in some cases due to rounding.
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than those whose parents were college-educated and immigrants to the U.S. Youth in the 
“College-educated, immigrant parents” cluster may be especially vulnerable to minority stress, 
which might explain the highest level of depressive symptoms—potentially pertaining to 
immigration and acculturation stress—yet moderate levels of family acceptance. In relation 
to Bronfenbrenner’s Ecological Systems Theory, it is clear that the health and social welfare 
“macrosystem” may be directly linked to youths’ immediate (“microsystem”) environment 
(e.g., family socioeconomics and environment). Undoubtedly, researchers need to continue to 
consider the roles that assimilation stress, xenophobia, and racism play in the lives of immi-
grant SGM youth and SGM youth with immigrant parents.

We suspect there are multiple explanations for why this cluster of youth—whose parents 
are immigrants—may be experiencing some of the worst health outcomes in comparison 
to English-speaking youth whose parents are U.S.-born. For example, it may be that immi-
grant parents have personally experienced racial/ethnic discrimination and, therefore, are 
protective in the raising of their children, as many utilize ethnic-racial socialization strate-
gies. Specific ethnic-racial socialization strategies often used by immigrant parents with their 
children include “adapt” (the preparation for bias and avoidant coping), and “advocate” (the 
preparation for bias and active coping).30 Notably, immigrant SGM youth may fear double-
discrimination—stigma related to both their SGM and immigrant identities.30 In addition, 
perhaps for recent immigrants to the United States, cultural norms experienced by Asian and 
Hispanic/Latinx parents do not align with those found in the United States, in particular 
toward SGM acceptance and identities. For example, stronger endorsement of machismo and 
the adherence to masculine norms in Hispanic/Latinx culture may contribute to lack of accep-
tance of SGM individuals among Hispanic/Latinx parents.22 On the other hand, diverse SGM 
youth have multiple dimensions of their identities that shape their experiences of oppression 
in all areas of their lives (i.e., intersectionality).31,32 These youth may be navigating all dimen-
sions of their identities while experiencing dissonance among them and potentially minimiz-
ing certain aspects. Finding communities that are supportive of all parts of SGM youth may be 
particularly difficult.31,32 Fewer SGM youth of color disclose their sexual orientation to their 
parents in comparison to SGM White youth and, therefore, may not seek their support.33

Previous research has found that these transcultural stressors influence parenting. Immigrant 
parents, regardless of race/ethnicity, report higher levels of parenting aggravation,34 likely due 
to the stress-inducing, hostile sociopolitical environments in which many immigrant families 
live. Past interventions intended to reduce immigrant parents’ stress levels—including familial 
stress levels—and to improve parental involvement have shown positive results.27 Our find-
ings indicate that family interventions aimed at alleviating the daily stress that immigrants 
face should be considered to improve parent–child relations in order to promote SGM youth 
family acceptance and well-being.

Cultural differences in attitudes toward SGM individuals may be a potential explana-
tion for the “College-educated, immigrant parents” cluster’s negative outcomes as well. For 
example, it has been found that factors such as lower social conservatism and more inclusive 
civil rights protecting the SGM community in one’s country are associated with more favor-
able attitudes toward SGM individuals.35,36 Given that youth in the cluster with immigrant 
parents reported the worst outcomes, it is useful to briefly contextualize SGM rights in other 
cultures. In China, “homosexuality” was decriminalized in 1997, declassified as a mental 
illness in 2001, and yet no rights are afforded to SGM individuals with regard to same-sex 
marriage or discrimination.27,30 In India, homosexuality was decriminalized in 2018, though, 
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same-sex marriages remain illegal.34 By comparison, homosexuality was removed from the 
American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders in 
1973; the U.S. Supreme Court ruled that same-sex couples could marry nationwide in 2015; 
and acceptance toward the SGM community is growing.35 However, it is a limitation that 
we did not ask the youth their parent’s country of origin—future research should explicitly 
examine parental country of origin to expand on these findings.

Also of note, we found the largest proportion of bisexual youth within the “College-
educated, immigrant parents” cluster. Youth in this cluster were also at highest risk for depres-
sive symptoms. This is in line with previous research that shows that subgroups of SGM youth 
do not only experience differing levels of family support, but that bisexual youth are at a dis-
proportionate risk for negative outcomes (e.g., discrimination, higher depression, and suicid-
ality).37,38 In particular, bisexual girls have reported disproportionate symptoms of depression 
in comparison to other SGM subgroups37; and gay and bisexual Latinx men, in particular, 
have reported higher levels of family rejection and poorer mental health.39 Although there is 
little research that focuses on immigrant families of bisexual youth in particular, our findings 
corroborate and expand research on the larger family environment and bisexual youths’ rela-
tionships with their parents.

Our findings complement an emerging body of literature that help to explain intra- and 
interpersonal experiences among diverse groups of SGM youth. For example, some research 
shows that sexual orientation disclosure differently impacts a number of experiences, such 
as school achievement21 and psychological distress.40 Other research documents that stigma 
and victimization is linked to increased health disparities among SGM youth.41 Our current 
findings imply that the environment in which youth are socialized (e.g., at home with family 
members) does relate to their health and well-being in distinct and meaningful ways.

Our study has a few limitations. First, data are drawn from a cross-sectional survey which 
does not allow us to understand how the family environment might explain health outcomes 
over time for SGM youth. Future studies that employ longitudinal methodology should 
measure several components of the family environment to best predict health and well-being 
of SGM youth. Although we collected data on immigration status, we do not have data with 
regard to youths’ parents’ country of origin, which would be useful in contextualizing why 
and how certain youth in the “College-educated, immigrant parents” cluster experience family 
rejection and other negative health outcomes. Additionally, our recruitment methods likely 
yielded a group of SGM youth with more social capital (e.g., access to the Internet, an inter-
est in following groups affiliated with HRC). Due to the sampling frame (e.g., anonymous 
online survey) and online recruitment methodologies in partnership with HRC, the majority 
of participants in our study were White. Although a larger than typical number (in social sci-
ence and SGM research) of youth of color were included in our sample, this should be taken 
into consideration when interpreting results.

CONCLUSIONS

The family environment is multifaceted and related to SGM health and well-being in various 
ways. Youth in the “College-educated, immigrant parents” cluster were the most vulnerable to 
depressive symptoms and were the least likely to be out to their families. This study expands 
on the current literature by utilizing more nuanced measures of the family environment. In 
particular, the cluster of youth with immigrant parents of a high education level would not 
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have been detected had we only analyzed parent education as an indicator for the family envi-
ronment. Given our findings that SGM youth with immigrant parents face more challenges 
than SGM youth with U.S.-born parents, future prevention, and intervention efforts might 
well focus on improving the well-being of SGM first- or second-generation immigrant youth. 
Other interventions at the practice level may include family interventions aimed at alleviating 
the daily stress that immigrants face (e.g., through individual and/or family therapy; through 
fostering community support groups) in order to improve parent–child interactions which, 
in turn, may improve SGM youths’ health and well-being. Broader social, political, and envi-
ronmental contexts should also be considered as targets of intervention to improve the lives 
of immigrant families and alleviate the stresses they face disproportionately. Some of these 
macro-level interventions might include providing immigrant families with greater support 
and availability of services, access to diverse and well-paying jobs, access to healthcare, access 
to better education systems for themselves and their children, and generally improving the 
immigration process. With these systemic improvements, we can only suspect that the health 
and well-being of immigrant parents and their SGM children would be greatly improved.
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