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Abstract of Dissertation

Perceptions of Self, Others and Group Identity as Predictors of Life Satisfaction and
Mental Health for Autistic and LGBQ+ Adults
This study was based in Minority Stress Theory, which hypothesizes that the
stressors associated with being marginalized and multiply-marginalized will negatively
impact autistic and LGBQ+ participants (Botha & Frost, 2020; Meyer, 2003; 2015). This
research explores variables associated with self and others’ acceptance, as well as one’s
feeling of identity within one’s marginalized group(s), toward predicting life satisfaction
and mental health (including depression, anxiety, and stress) in these populations and the
population who have both of these identities. Research shows that people who have one
or more of these identities face stigma, discrimination, and other stressors (Bonvinci,
2017; Johnson & Joshi, 2014; Meyer, 2015; Scott et al., 2017; Storch et al., 2012; Strang
et al., 2018; Zablotsky et al., 2014), and this study found this to be true with the greatest
impacts affecting those who have both marginalized identities. This is particularly
important to know as autistic individuals are more than three times more likely than the
general population to be LGBTQ+, and therefore, more likely as a group to face these
compounding minority stressors (Bennett & Goodall, 2016; Dewinter, de Graaf, &
Begeer, 2017; George & Stokes, 2018; Hillier et al, 2020; Jacobs et al., 2014; Qien,
Cicchetti, & Nordahl-Hansen, 2018). Self-esteem was found to be a significant mediator
between the variables of parental acceptance, group identity and concealment in models
predicting for life satisfaction and the markers of mental health for marginalized
participants. The relationship between group identity and life satisfaction was found to be

moderated by whether or not a participant was autistic, and furthermore, was multiply
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marginalized. Regression analyses showed that concealment played the biggest and most
frequent role in levels of life satisfaction and mental health in autistic individuals who are
and are not LGBQ+. Clinical and community implications of these findings are

discussed.
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Chapter 1: Overview

Introduction

Autistic individuals are three or more times more likely to have a sexual
orientation and/or gender identity that is within the LGBTQ+ community (Bennett &
Goodall, 2016; Dewinter, de Graaf, & Begeer, 2017; George & Stokes, 2018; Hillier et
al, 2020; Jacobs et al., 2014; Qien, Cicchetti, & Nordahl-Hansen, 2018). Both the autistic
and LGBTQ+ communities are populations that face stigma, discrimination and other
stressors associated with having a minority status outside of the majority groups’ norms
(Bonvinci, 2017; Johnson & Joshi, 2014; Meyer, 2015; Scott et al., 2017; Storch et al.,
2012; Strang et al., 2018; Zablotsky et al., 2014). Situating this study on the hypotheses
of Minority Stress Theory (Meyer, 2003), the present research sought to learn more about
the experiences of those at the intersection of autistic and LGBTQ+ identities, and if
there are qualitative differences in the impacts of and resiliencies against these stressors
for individuals who are autistic, LGBQ+, or are both. The study was designed to learn if
one’s relationship to one’s identities and those who share them, as well as those who
don’t, impact one’s satisfaction with life and their mental health. Self-esteem was
investigated as a mediating factor in these outcomes encouraging resiliency in the face of
stigma or disapproval from others, as hypothesized from the research (Civitci & Civitci,
2009; Hillier et al., 2019; Joseph & Cranney, 2017; Pollman, Finkenauer, & Begeer,
2010). Variables were determined to have differences for individuals who have
intersectional identities that are marginalized. Among those individuals at the
intersection, there were differences in outcomes for those who have differently

experienced their own and other’s reaction to their identities.



To ask these questions, the present study utilized a survey-based self-report of
adults whose identities are within one of three categories: 1) adults who are autistic and
LGBQ+; 2) adults who are autistic and not LGBQ+; and 3) adults who are LGBQ+ and
not autistic. Participants were asked about their experiences with parental acceptance,
employment, disclosure of their identity or identities, concealment of their identity or
identities, and their feeling about their group identity within their minority community or
communities (the predictor variables). Additionally, they were asked about feelings of
self (the mediating variable), as well as about one’s mental health in terms of depression,
anxiety, and stress-levels, and satisfaction with life (the outcome variables). Analyses
were conducted using mediation and moderation analyses, and linear regression. These
techniques were utilized toward the purpose of this study: to determine the effects of the
unique experiences of those who are autistic and LGBQ+, and to learn about the effects
of relationships to those identities and the self on mental health and life satisfaction.

Statements of the Problem and Significance of the Present Research

Population estimates suggest that over two million adults in the U.S. may be
autistic and LGBTQ+, with millions more having one of those identities (George &
Stokes, 2018; Maenner et al., 2023). Both populations are at increased risk for mental and
physical health issues (Crenshaw, 1989; Cyrus, 2017; Shangani et al., 2020). They face
stigma, hostility and rejection due to their identities, including from family, employers,
peers and others (Brown & Cooper, 2021; Turrell et al., 2018; Wirtz et al., 2020). They
are also more likely to have limited access to affirming and knowledgeable healthcare
(Bonvinci, 2017). Additionally, individuals who are autistic and LGBTQ+ older adults

report higher loneliness than peers (Bailey et al., 2020; Deckers, 2017). Furthermore, the



stressors on individuals with both of these identities may be compounded due to
intersectional multiple marginalization (Meyers, 2003; 2015). Attempting to conceal
one’s identity can also cause stressors that lead to negative health consequences,
including to mental and physical health (Hull et al., 2021; Hull, Petrides, & Mandy, 2021;
Kosciw et al., 2015).

While the potential impacts of marginalization are known primarily for those with
separate identities of being either LGBQ+ or autistic, there is very limited research on the
population of autistic individuals who are also LGBQ+. The research that exists primarily
includes relatively small qualitative samples (Hillier et al., 2020; Lewis et al., 2021;
Strang et al., 2018). The present study is the first of its kind to test all of the variables of
interest and the outcomes, and to look at self-esteem as a potential mediating factor for
the relationship between disclosure and concealment, parental acceptance, employment
and group identity with mental health and life satisfaction. By learning more about the
unique experiences of these populations from members of these communities themselves,
better ways to serve this underserved population may be uncovered, including potential
interventions targeting increasing self-esteem, increasing awareness on the mental health
or other needs of specific populations, and other potential outcomes.

Statement of Positionality

The researcher approached this work through a lens of critical disability and queer
theory, as well as, as a clinician, a stance of disability- and LGBTQ+-affirming therapy
and care. While the researcher is a member of the LGBTQ+-community, she is not within
the autistic community. This is a limitation of this research that endeavored to center the

voices of those within both of these communities. In order to address this limitation, the



researcher sought the guidance of members of the autistic community as consultants on
this work, who provided guidance on the research design, in particular into the research
measures that were adapted from use for those with LGBTQ+ identities and expanded for
use for those with autistic identities.
Identity-First Language

The researcher also acknowledges that there is currently a debate between the use
of person-first (i.e., person with Autism) and identity-first language (i.e., autistic person)
in research and other areas (Botha et al., 2022; Bury et al., 2020; Dunn & Andrews, 2015;
Taboas et al., 2023; Vivanti, 2020). Research that asks for the preference of choice of
those within the community have found that autistic individuals are more likely to prefer
identity-first language, citing it as a reclamation of language and assertion that their
identity is “intrinsic to who I am” and expressing Autism as something one “has” is taken
from the nomenclature of a medical model and “sounds like a disease” (Botha et al.,
2022; Sinclair, 2012; Taboas et al., 2023), as have essays written by autistic writers
(Autistic Self Advocacy Network, 2012). In addition to review of this research and in an
attempt to always center the voices of individuals with direct stake in the work who have
been and are marginalized, the present paper uses identity-first language as autistic
consultants to this study and study participants who offered related write-in responses
stated a preference for the use of identity-first language for their autistic identities.

Theoretical Framework

The theoretical framework of this study is Minority Stress Theory (Meyers,

2003). Minority stress theory posits that within a culture in which a person is a minority

there exist chronic stressors on that person related to their minority status with which that



person attempts to cope. Coping strategies this person may employ could have positive or
negative effects on them ultimately depending on their strategies, thus compounding the
negative impacts of the initial stressors (Meyers, 2003). This theory was originally
designed in regard to the LGBTQ+ community existing in a heteronormative society and
has been expanded to include a multitude of other minority groups as well including
those within the autistic community (Botha & Frost, 2020). Recent research utilizing
Minority Stress Theory as a framework has also found evidence that these effects may be
compounded for those who have intersectional marginalized identities with potentially
compounding negative effects (Balsam et al., 2011; Bowleg et al., 2003; Schmitz et al.,
2020; Vigna et al., 2018).
Methodology

This study utilized the following surveys to learn about the constructs of interest
for autistic and/or LGBQ+ adults. The surveys for the predictors of interest include: the
Nebraska Outness Scale (Meidlinger & Hope, 2014, and adapted scales), the Group
Identity Measures (Sarno & Mohr, 2016, and adapted scales), the Concealment Scales
(Jackson & Mohr, 2016, and adapted scales), and the Parental Support for Identity Scales
(Mohr & Fassinger, 2003, and adapted scales), and an employment questionnaire.
Autism-specific adapted scales were created for LGBTQ+-identity-focused scales to
match the construct for an autistic identity. The surveys for the outcome variables
include: the Depression, Anxiety and Stress Scale-21 (Lovibond & Lovibond, 1995;
Clara et al., 2001), and the Satisfaction with Life Scale (Diener et al., 1985). The survey
used for the mediating variable was the Rosenberg Self-Esteem Scale (Rosenberg, 1965).

Subjects were be recruited through Amazon Mechanical Turk and by emailing



organizations with a focus within the autistic community. Analyses were conducted
utilizing SPSS and mediation and moderation analyses and linear regression (Hayes,
2018). All research activities were reviewed and approved by the George Washington
University Institutional Review Board.

Limitations

While a survey-based study allows the collection of data from a robust sample
size with the ability to statistically analyze group variance, it does not allow for detailed
open-ended responses from the participants. In order to allow for the opportunity for
participants to provide further information on their survey responses as/should the
participant see fit, each survey ended with an opportunity to provide qualitative,
clarifying information or any information the participant wanted to share regarding their
answers and/or experiences that they felt was not represented by their survey responses.

An additional limitation of the study is in the researcher’s positionality. While the
researcher is a member of the LGBTQ+ community, she is not a member of the autistic
community. As such, members of the autistic community provided guidance on the
research, including vetting of the surveys adapted for use regarding autistic identity.

A third limitation of the present study is that it was designed to collect and
analyze data on those who have a gender identity that is marginalized (i.e., trans,
nonbinary), and to include the full LGBTQ+ community. Therefore, each of these
surveys as presented also had an equivalent survey for gender identity. Due to the limited
number of participants who identified as a gender minority, analyses were not conducted

on these responses in the present research. Furthermore, it was not possible to analyze



other types of marginalization, including as relates to race and ethnicity, due to the
limited variance in those and other categories of the present sample.
Key Terms

Key terms used in this study include:

Autistic — this term is an inclusive demarcation of the identity of those who have
been diagnosed with Autism Spectrum Disorder (ASD) as per the Diagnostic and
Statistical Manual of Mental Disorders — 5" Edition (DSM-5) classification. Prior to the
publication of the DSM-5 in 2013, individuals could be diagnosed with classification
demarcated as “disorders” in the medical model used by the DSM that include: Autistic
Disorder, Asperger Syndrome, Childhood Disintegrative Disorder, and Pervasive
Developmental Disorder-Not Otherwise Specified. These classifications have been
subsumed into the umbrella “Autism Spectrum Disorder” or ASD in the DSM-5. The
present research utilizes the term “autistic” and “Autism” without the phrasing “disorder”
as advocates within the autistic community have stated that Autism, or being autistic, is
an identity and not a disorder for them.

LGBTQ+ — This acronym stands as a place holder for the broad community of all
those with minority sexual, affectional, and romantic orientations, and those with
minority gender identities. That is to say those who are not strictly heterosexual and/or
cisgendered. LGBTQ+ is derived from the words “Lesbian, Gay, Bisexual, Transgender,
and Queer,” with the plus-sign indicating the inclusion of all other sexualities and gender
identities.

LGBQ+ — This acronym follows the same description as above, but focuses on

those with a marginalized sexual orientation identity (i.e., lesbian, gay, bisexual, queer,



and others). Although it may include those with a marginalized gender identities (i.e.,
trans, nonbinary, and others), those individuals would also need to have a marginalized
sexual orientation to be included in this grouping.

Heteronormative — This term is defined by the APA as:

the assumption that heterosexuality is the standard for defining normal sexual
behavior and that male—female differences and gender roles are the natural and
immutable essentials in normal human relations. According to some social
theorists, this assumption is fundamentally embedded in, and legitimizes, social
and legal institutions that devalue, marginalize, and discriminate against people
who deviate from its normative principle (e.g., gay men, lesbians, bisexuals,

transgendered persons). (APA, 2021)

Cisgendered — This term denotes a person whose gender identity matches the
gender they were assigned at birth.

Neurodivergent — This term denotes neurocognitive functions that are considered
outside of “typical” by the medical model and societal norms and/or a person who has
them. Neurodivergent is a term inclusive of, but not limited to, people who are autistic,
are dyslexic, who have diagnoses of attention-deficit/hyperactivity disorder (ADHD) and
others (Molett, 2022; Walker, 2014).

Neurotypical — This term denotes a person who is not autistic or otherwise
neurodivergent, i.e., has a neurological experience and development that is “typical”
within the medical model and societal norms (Chapman, 2020; Walker, 2014).

Intersectional identities — This term denotes the different identities of a person

(i.e., one’s race, one’s gender, one’s religion, one’s socio-economic status, and others),



and is most often used in discussion of those with more than one marginalized identity

(1133

within a society. The Oxford Dictionary defines intersectionality as ““the interconnected
nature of social categorizations such as race, class, and gender, regarded as creating
overlapping and interdependent systems of discrimination or disadvantage” (2021). The
term intersectionality was first introduced by Kimberle Crenshaw, writing legal criticism
on the handling of race and sex within the field of law (1989). As Crenshaw wrote, a
“focus on the most privileged group members marginalizes those who are multiply-
burdened and obscures claims that cannot be understood as resulting from discrete
sources of discrimination” (p. 140).
Research Questions & Hypotheses

There are three primary research questions of this study. They are:

e Research Question 1: What are the mediating effects of self-esteem on the
relationship between the predictor variables (parental acceptance, employment,
group identity, disclosure, and concealment) and the outcome variables (mental
health and life satisfaction)?

o Hypothesis: Each predictor variable of interest will have a direct effect on
the outcomes of interest, and will have a mediated effect on the outcomes
of interest through self-esteem.

e Research Question 2: What are the moderating effects of identity (either LGBQ+,
autistic, or both) on the relationship between a predictor variable (either parental
acceptance, employment, group identity, disclosure, or concealment) and an

outcome variable (mental health or life satisfaction)?



o Hypothesis: There will be variance between the groups amongst in how
the predictor variable affect the outcome variables.

e Research Question 3 is: Within the group that includes those with intersectional
identities of being autistic and being LGBQ+, are there contextual interactions
between identities as they predict for the outcomes of interest (mental health and
life satisfaction)?

o Hypothesis: There will be variance within the group for those who
experience different levels of the predictors for their separately studied
identities. For instance, the researcher hypothesized that a person who
experiences high parental acceptance for their LGBQ+ identity and low
parental acceptance for their autistic identity will show differences in
outcome measures from a person who experiences high parental
acceptance for their autistic identity and low acceptance for their LGBQ+

identity or someone who experiences high acceptance in both.
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Chapter 2: Literature Review

By current diagnostic standards, Autism Spectrum Disorder is characterized by
two main criteria in the fifth edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5; APA, 2013). These criteria include: 1) difficulties with social
communication and interaction, and 2) restrictive and repetitive-type behaviors. These
difficulties and behaviors are exhibited and experienced differently for autistic
individuals and to varying degrees. Although comorbidities are often co-occurring (Croen
et al., 2015; Doshi-Velez et al., 2014; Joshi et al., 2010), social challenges (for example,
difficulty in reading social cues) and restrictive and repetitive behaviors (for example,
focused interest in a topic, or ‘stimming’ behaviors [self-stimulatory behaviors typified
by repetitive body movements or actions such as tapping on an object]) categorize the
Autism diagnosis. The current estimation of autistic individuals living in the U.S. is one
in 36, based on the diagnosis rate of children at age eight (Maenner et al., 2023). This
estimate has steadily increased since 2000 when the rate was one in 150 (Maenner et al.,
2020). With the latest available census data from the U.S. Census Bureau in 2023
estimating the full U.S. population to be 334.5 million, a projected rate of autistic people
in the U.S. is between a low estimate of 2,230,000 (at a rate of one in 150) to a high
estimate using current projections of 9,291,667 (at one in 36). While classified as a
disorder in the DSM-5, for many within the autistic community, it is an identity in which
many note their pride (Autistic Self Advocacy Network, 2012).

In this way, people within the autistic community are similar to people within the
LGBTQ+ community, a community that has fought and advocated for self- and

community-pride (Morris, 2009). Both groups have faced a history of discrimination and
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marginalization in societies in which they are not the majority group (i.e., not
neurotypical, heterosexual, and/or cisgendered) and continue to face stigma across
various aspects of social life (Bower, Lewis, Bermudez, & Singh, 2019; Johnson & Joshi,
2014). Furthermore, these are two communities in which disclosure or “outness” can
impact the ways in which others may view and/or respond to them as minority
individuals in a socio-cultural setting that is majority cisgender, heterosexual and
neurotypical. The way those viewing and interacting with individuals who are “other” in
such a socio-cultural setting can have real implications to opportunities minority
individuals have across their lifespan, such as in employment, school and healthcare
settings, and have implications on the ways these individuals may internalize these
viewpoints of the majority and consequently feel about themselves (Davidson &
Henderson, 2010; Quinn et al., 2014; Scott et al., 2017).

Further overlap between these two communities is in the high number of
individuals with intersectional identities that include being autistic and LGBTQ+.
Research has shown that autistic individuals identify as lesbian, gay, bisexual,
transgender, queer, and other non-straight sexual orientations and non-cisgender gender
identities at rates three times higher than the general population (Bennett & Goodall,
2016; Dewinter, de Graaf, & Begeer, 2017; George & Stokes, 2018; Hillier et al, 2020;
Jacobs et al., 2014; Oien, Cicchetti, & Nordahl-Hansen, 2018). At this rate, and using our
previous current autistic U.S. population estimate and estimate that 7.2% of U.S. adults
identify as LGBTQ+ (Jones, 2023), people who are autistic and LGBTQ+ may number

over 2 million individuals (2,007,000) in the U.S. While this estimate captures only

12



samples who have identified themselves to researchers as LGBTQ+, the true number of
autistic adults in the U.S. who are LGBTQ+ is unknown, and likely higher.

Using the lens of minority stress theory (Meyer, 2003), the present research
investigated the relationships between feelings and actions around identity (one’s own
and other’s toward the marginalized person). These relationships related to identity—
including outness and concealment, stigma and acceptance including with parents and in
employment, and group affiliation with other members of a community that shares one’s
identity or identities—were then used to predict life satisfaction and mental health,
including in the areas of depression, anxiety, and stress. In this way, this research took
significant steps toward identifying how these experiences contribute to the mental
health, life satisfaction, and protective and risk factors for individuals who have the
understudied and underserved intersectional identities within both the LGBQ+ and
autistic communities. This study further explored if certain effects and/or resiliencies may
be unique an autistic-identity or LGBQ+-identity, or to those with both identities. In this
chapter, the researcher examines the existing research on these areas affecting autistic
individuals, LGBTQ+ individuals, and when available, research on those with
intersectional identities within both communities.

Minority Stress and Bias toward LGBTQ+ and Autistic Identities

Minority Stress Theory was originally created to explain how the stressors of
being lesbian, gay or bisexual in a heteronormative society cause individuals with a
minority sexual orientation (i.e., a sexual orientation other than heterosexual) to create
and engage in coping mechanisms to deal with this chronic stress. In addition to the

original stressors, those coping mechanisms may have positive or negative impacts on the
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marginalized individual as well (Meyer, 2003). According to Minority Stress Theory, in
heteronormative societies, minority stress is related to the chronic judgment, exclusion,
rejection, erasure, stigma, hostility and external and internalized homophobia, which
sexual and gender minority individuals experience chronically. Central to Minority Stress
Theory is that these stressors are unique to the marginalized (and not experienced by
those in the majority identity), chronic, and part of social and cultural systems and norms
(Dentato, 2012; Meyer, 1995; 2003).

In further discussion of his original theory, Meyer (2015) highlighted the
importance of resiliency as a key feature to Minority Stress Theory, because those who
experience minority stress are continuously finding ways to cope. As autistic adults are
also more likely to be part of intersectional, multiple-marginalized identities (i.e., autistic
and LGBTQ+), it is important to look at possible areas of resiliency for those within
either or both of these groups. As Meyer (2015) notes, resiliency factors include an
affiliation with one’s minority group, a strong self-identity, and family support, all of
which was examined in the present research. Further research on Minority Stress Theory
suggests that minority stress may be compounded for individuals with intersectional
marginalized identities, such as being LGBTQ+ and in marginalized racial and/or ethnic
groups due to stressors associated with being marginalized in multiple and intersecting
ways (Crenshaw, 1989; Cyrus, 2017; Shangani et al., 2020). As Meyer (2003; 2015)
hypothesized, the impact of these stressors, and perhaps particularly for those with
multiple-minority statuses, include ramifications in areas related to mental and physical
health (Bennett & Goodall, 2016), increased risk of victimization and marginalization

(Pecora et al., 2020), and other impacts as explored below.
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When we discuss minority stress, we are also discussing the biases, stigmas,
discrimination and marginalization faced by individuals within minority groups (Meyer,
2015). For autistic individuals, research shows that children, adolescents and adults can
face judgement and stigma by neurotypical peers across their lifespan. In school settings,
autistic children and adolescents face a higher risk of being bullied than neurotypical
peers (Zablotsky et al., 2014), which can lead to a greater risk of anxiety, depression, and
a decreased desire to socially engage (Storch et al., 2012). This population also
experiences increased challenges in making friends, and from adolescence through
adulthood report high rates of loneliness (Deckers et al., 2017; Mazurek, 2014). In
adulthood, stigma and discrimination have also been associated with unemployment for
autistic adults, with members of this population denoting considerably more difficulty in
finding and maintaining employment when compared to neurotypical peer groups,
including those with disabilities (Nicholas et al., 2018; Smith et al., 2014; Solomon,
2020; Roux et al., 2015). Scott et al. (2017) found that when given the opportunity to
knowingly hire an autistic adult, neurotypical employers hesitated, citing concerns that
the job applicant may be less efficient, productive, and cost more in supervision-hours
than neurotypical individuals. Although studies have shown evidence to refute these
concerns, such stigma persists (Scott et al., 2017).

Johnson and Joshi (2014) echoed the tenets of Minority Stress Theory that, for
those who are autistic, many stressors arise from neurotypical individuals expecting
neurotypical norms within a neurotypical-majority society, which causes the
discrimination, stereotyping, stigma, and all of the related impacts to the marginalized

person. An example of this consideration is that communication problems associated with
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Autism are termed “problems” in relation to neurotypical standards and norms of
communication. Research has shown that trying to match norms or conceal
neurodivergent communication or behaviors puts a burden on those who are autistic
(Bernardin et al., 2021; Cage et al., 2018; Hull et al., 2021). Related research on
“camouflaging” one’s identity for minority individuals who are able to conceal their
identities is discussed in the Outness section below.

Related to Minority Stress Theory is the theory of John Henryism that comes
from research with African American adults and the effects of coping strategies for
navigating systematic and interpersonal racism and oppression on later life outcomes.
John Henryism was first conceptualized by Sherman James (1983; 1984) and titled after
the American folktale about a former slave named John Henry who uses his strength and
skill with hammering railroad spikes in a race to beat a newly invented steam-powered
machine. He was celebrated for his victory even as he died on the tracks from exhaustion
as he completed the race. This theory speaks to how chronic stressors have cumulative
effects on the body, so that even when a person in a minority group appears externally to
be coping well, they may be suffering the negative internal effects of those chronic
stressors related to being marginalized and discriminated against internally. Research
related to this theory points to indicators of high blood pressure and other heart and
physical health problems that are more prevalent in African American communities and
has been expanded to research on other racial minority groups (Felix et al., 2019;
Haritatos et al., 2007; James et al., 1992; Rolle et al., 2021; Subramanyam et al., 2013).
Notably, John Henryism has also been associated with resiliency toward the negative

impacts of minority stress on mental health (Robinson & Tobin, 2021).
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Similarly to those with other marginalized identities, members of the LGBTQ+
community are at increased risk for mental health concerns (including depression, anxiety
and suicidality), physical health concerns (including diabetes, cancer, and cardiovascular
disease), and can face stigma in employment and other areas of life (Hoy-Ellis &
Fredriksen-Goldsen, 2016; Ross et al., 2018; Wallace & Santacruz, 2017). These issues
may be exacerbated by negative experiences with medical professionals and/or a lack of
available or informed medical care (Bonvicini, 2017). This population is also at increased
risk for sexual and physical assaults, including, but not limited to, significantly higher
rates of intimate partner violence against bisexual women (Turell et al., 2018) and a
staggeringly high rate of assault and murder of transgender woman, particularly those of
color (Wirtz et al., 2020). Recent research has estimated that 1 in 10 transgender
individuals, including one in four trans women, will be victimized by violent crime,
including sexual and other types of assault, over their lifetimes (four times the rate of
non-trans individuals; Brown & Cooper, 2021).

In terms of research on outcomes for individuals who are both LGBTQ+ and
autistic, educators of college students with these intersectional identities have called for
increased resources for these students who are navigating systems that may exclude one
or both of their identities, forcing students to make decisions about in what spaces they
can and cannot disclose and which identities they can and cannot disclose in educational
settings (Nachman et al., 2020). Among other factors, these decisions revolve around
safety, comfort and encountering discrimination in disclosing one or both identities and
go beyond college campuses into all areas of life for those who are autistic and LGBTQ+.

In a recent study with 22 autistic adolescents who identified as gender-diverse,
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participants cited encountering bias towards one or both of their identities, including by
people in and outside of the LGBTQ+ community questioning the ability of participants
to determine their sexual orientation and/or gender identity due to misconceptions around
cognitive abilities and Autism diagnoses (Strang et al., 2018). In a phenomenological
interview-based study of 67 autistic adults who also identified as LGBTQ+, a common
theme amongst participants’ experience were feelings of misunderstanding by others and
isolation (Lewis et al., 2021). Hillier et al. (2020) found similar results through a focus
group of adults who were autistic and LGBTQ+ who noted that such stigma and
misunderstanding of Autism had led to their feelings of discrimination and isolation
within the LGBTQ+ community, as well as outside of it. Noting a concern for this
potential stigma in the medical fields, clinical guidelines for medical doctors working
with individuals with gender dysphoria (GD) assert the importance of not excluding
adolescents diagnosed with Autism Spectrum Disorder and their families from receiving
medical care for GD (Strang et al., 2016). That guidelines to not exclude people with an
autistic identity from medical care others receive was deemed necessary speaks to the
breadth and severity of this stigmatization.
Self-Esteem

Self-esteem is defined as “a person’s global evaluation or liking of
him/her[/their]self in (negative or positive) affective terms” (Franck et al., 2008;
Rosenberg, 1979), and frequently relates to research around the well-being of autistic
individuals and LGBTQ+ individuals as explored below and throughout this chapter. In
adolescents in the general population, self-esteem has also been shown to be a mediator

and a moderator in relationships between loneliness and life satisfaction (Civitci &
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Civitcei, 2009), social support and life satisfaction (Kong & You, 2013), and body
dissatisfaction and psychological distress (Duchesne et al., 2017). Among Mormon and
ex-Mormon LGBTQ+ individuals, self-esteem was shown to mediate the effects of
stigma, shame, and psychological distress associated with being or having been part of a
religion that canonically forbids same-sex relationships (Joseph & Cranney, 2017). For
autistic adults, Pollman, Finkenauer, and Begeer (2010) found that self-esteem was
related to romantic relationship satisfaction as well.

Research on self-esteem also points to the relationships it has with identity and
with group acceptance. Hillier and colleagues (2019) conducted a qualitative study
involving a focus group of four autistic participants ranging in age from 20 to 38, all of
whom identified as both a sexual orientation and gender identity minority-group member.
Participants stated that not having had labels for their identities in their earlier years had
had damaging effects on their self-esteem and that by learning and accepting the
terminology around their LGBTQ+ identities they had experienced increases in positive
self-esteem. In terms of group affiliation, participants noted experiencing minority stress
related to interacting with one of their minority groups toward their other identity outside
that group, as well as when interacting with society in general. This stigma took the
forms of some neurotypical individuals (LGBTQ+ and otherwise) falsely believing that
autistic subjects had less ability to determine their own sexual orientation and gender
identities due to their Autism diagnosis or that Autism had “caused” their LGBTQ+
orientation and/or identity. Autistic participants noted that such false beliefs and the
resulting treatment that can arise because of them contributed to feelings of isolation and

rejection, and caused difficulty in forming friendships and other connections in their
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lives. These participants also cited a lack of healthcare provision for people with their
intersecting identities (Hillier et al., 2019).

Further exploration of self-esteem as related to the areas and populations of
interest is provided throughout the following sections. Specifically, outness and
disclosure of one’s marginalized identity/identities, connection to one’s community that
shares one’s marginalized identity/identities, and parental acceptance all have links to
self-esteem and are explored below. In addition, self-esteem has been shown to have a
relationship with risk of developing depression and anxiety in those with marginalized
identities as is discussed later in this chapter.

Outness

Being “out” or disclosing one’s identity as part of a marginalized group, a term
traditionally associated with the LGBTQ+ community, has been shown to be connected
with comfort with oneself and one’s environment, as well as higher self-esteem and lower
rates of depression for young LGBTQ+ individuals (Kosciw, Palmer & Kull, 2014).
However, being out is not without its potential concerns in a heteronormative cisgendered
society as put forth by Minority Stress Theory (Meyer, 2003; 2015). For example, in
addition to finding outness increased self-esteem and had mental health benefits for study
participants, Kosciw et al. (2014) also found that being out in school increased the risk
for LGBTQ+ students to be bullied or victimized.

For autistic adults, disclosure has been associated with higher employment rates
than for those who do not disclose (Ohl et al., 2017). Additionally, autistic adults who
participated in qualitative research by Botha and colleagues (2022) reported both positive

and negative outcomes associated with disclosure, including participants perceiving and
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experiencing bias from neurotypical individuals because they either do or do not fit their
expectations of how someone who is autistic is “supposed” to be once the participant
disclosed (i.e., “You are lying, you can talk...”; pp. 437). Researchers have called
disclosure an area of need for further research on outcomes and implications for autistic
adults who choose or choose not to disclose in various settings (Davidson & Henderson,
2010).

On the opposite side of outness is “camouflaging” or attempting to conceal
aspects of one’s minority identity/identities that can be concealed (or attempts made) by
acting in ways that are more consistent with the social constructs of how individuals
within majority identities act. For those within the autistic community, this can mean
attempts to control or compensate for autistic characteristics, such as controlling body
movement to not allow oneself to stim for those who do stim (Cook et al, 2022; Hull,
Petrides, & Mandy, 2021). This desire to conceal one’s identity is a direct result of
feeling othered (excluded and/or marginalized from a larger social group) due to
perceived and/or experienced stigma about one’s identity. As noted previously, this
stigma can also happen within marginalized communities, leading to, for example, those
who are autistic and LGBTQ+ feeling the need to conceal their autistic identity in
LGBTQ+ spaces (McAuliffe et al., 2022). Concealment for those who have the option to
conceal is a coping mechanism and one that can be effective when the goal is safety in
environments read as dangerous to their life, livelihood, wellbeing, income, etc., and/or
that of those around them. However, research indicates that socially “camouflaging”
one’s identity causes internalized strife and later negative consequences in one’s life

(Bernardin et al., 2021; Hull et al., 2021; Cage et al., 2018).
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Cage, Di Monaco, and Newell (2018) found that both the perceptions of stigma
and objective experiences with stigma for autistic adults impacted their mental health,
while experiences of acceptance for their identity as an autistic person led to decreased
symptomology of depression, anxiety and stress. Participants who did not positively
regard their own autistic identities were significantly more likely to have increased
chance of depression. Additionally, camouflaging or masking one’s identity as autistic
was also found to be related to higher rates of depression (Cage et al., 2018).

Bernardin, Lewis, Bell, and Kanne (2021) also found results related to
camouflaging and intersectional marginalized identities in terms of gender and Autism.
Their findings illustrated that among adolescent cohorts who were and were not autistic,
camouflaging portions of one’s identity was correlated with mental health concerns, and
particularly so for autistic girls. These findings led the researchers to call for further
understanding of and ways to support autistic adolescents in increasing self-acceptance
and self-esteem (Bernardin et al., 2021). Hull et al. (2020) found similar results with
autistic women camouflaging more frequently than men, but no significant difference
among non-binary individuals (although the analysis for that cohort was underpowered,
as noted by the researchers).

Related to stigma and the perception of others, there is also evidence from “first
impression” studies that autistic individuals face judgment within the earliest moments of
interaction with neurotypical peers (Brosnan & Mills, 2016; Butler & Gillis, 2011;
Sasson et al., 2017; Sasson & Morrison, 2019). In these studies, neurotypical college
students rated their impressions of autistic individuals, whose status as autistic was not

known to the students, as lower on average than they rated first impressions of
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neurotypical individuals. However, once identities of those being viewed were disclosed
to the neurotypical college students as autistic individuals, those raters gave higher first-
impression scores on average to autistic individuals than they had before. Notably,
however, even those being reviewed by the subjects who were mislabeled as autistic
received higher scores, suggesting that judgements were about the perceptions of identity
rather than the true identity or presentation of the individuals themselves (Sasson &
Morrison, 2019).

Also related to minority stress and attempts to conceal one’s identity from others
or from oneself is the “Best Little Boy in the World” hypothesis, first put forth by
Andrew Tobias (1973). This theory suggests that young gay boys and men will attempt to
conceal or detract emphasis from their sexual orientation by being the best at subjective
measures around them (i.e., getting the highest grades, winning the school competitions).
Research on this hypothesis conducted by Pachankis and Hatzenbuehler (2013) found
that the longer gay men had spent concealing their sexual identity in early life, the longer
they invested in deriving their self-worth from areas such as competition with others,
academics, and appearance, pushing themselves to excel in these areas more than
heterosexual counterparts as a way to deal with stigma surrounding the sexual orientation
they were trying to conceal. Pachankis and Hatzenbuehler found that higher stigma
predicted how strongly the gay men in the study had attached self-worth to competition
(2013).

Considering this research and the tenets of Minority Stress theory, self-esteem
may be thought of as one way to combat negative messages from the external world

regarding one’s marginalized identity or identities. However, as we see in the theory of
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John Henryism, the “Best Little Boy in the World” theory, and a litany of research, there
are exacting tolls from coping with minority stress. In addition to the impacts already
discussed, Pachankis & Hatzenbuehler (2013) also found that, in these circumstances of
being surrounded by such stressors, gay men had increased risk of isolation, disordered
eating, dishonesty, argumentativeness, and emotional stress.

Related to this point of how the internal experiences of individuals with minority
statuses may be affected in incongruent ways to what is externally measured, the author
of the present study conducted two employment studies with autistic adults, one related to
the relationship of disclosure of one’s autistic status to employment (Hurley, 2021) and
the other to mentorship in the workplace for autistic individuals (2020). Both studies
found that those in the LGBTQ+ cohort were more likely to be employed than those in
the heterosexual cohort. In addition, Hurley (2021) found that while autistic adults who
are LGBTQ+ were more likely to be employed and to be employed in their preferred
industry than autistic, heterosexual, cisgendered adults, they were also more likely to
believe they had limited job prospects and less likely to believe they would make capable
mentors of others. This further suggests that although externally coping well with
minority stress in the area of employment, there may be repercussions to one’s ideas of
self and beliefs around opportunity for advancement in a neurotypical, cisgender- and
heteronormative world.

Individual and Group Identity

In a review of LGBT Identity Development Models, going as far back as the

1970’s with the Sexual Orientation Identity Model (Cass, 1979; 1984), Bilodeau and

Renn (2005) noted that various LGBT Identity Development Models exist and view
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acknowledging, accepting, and in some cases, embracing one’s individual and group
identity as a member of the LGBTQ+ community as signs of healthy development in
members of this collective population. Formby (2012) found that a sense of community
and belonging for LGBTQ+ individuals led to a greater sense of well-being, support, and
feelings of inclusion. In a study by Kahn and Lindstrom (2015), school-aged youth who
are LGBTQ+ and have one or more disability stated that they felt safer and experienced
fewer negative feelings about themselves when they felt part of a larger (LGBTQ+ and/or
disability) group identity.

While one does not yet officially exist, scholars, academics and advocates have
called for identity development models to be considered for those with an autistic identity
as well (Gobbo & Smulsky, 2016). As discussed in Chapter 1, there is a movement by
autistic individuals and advocates to shift the language from person-first language for
someone with an autistic identity (i.e., a person with Autism) to identity-first language
(i.e., autistic person). Although there is not consensus within the community on
preference, a recent study of 299 autistic participants, 87% reported a preference for
identity-first language and 13% expressed a preference for person-first (Taboas et al.,
2023). Notably, a core theme that emerged from research by Bury et al. (2020) was, no
matter the preference in language, participants reported Autism as being core to their
identity, with one stating that Autism is “intertwined with who I am, my identity,” and
another stating it is “integral to who I am.” Those who preferred identity-first language
included individuals who stated that their preference was informed by a desire to show
pride in their identity. A related theme included statements by study participants who

believed that the “Disorder” in an Autism Spectrum Disorder diagnosis should be
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changed to “condition” or dropped entirely from the diagnosis. This calls on the medical
community to reconceptualize the diagnosis as an identity that is deemed not as
“disordered” from the neurotypical but different than (Bury et al., 2020). This stance is
shared by other advocates in the autistic community as well (ASAN, 2012; Botha et al.,
2021; Taboas et al., 2023).

Hanai et al. (2020) found that an increased sense of one’s identity and self-
confidence were correlated for autistic adolescents with having trusted relationships with
others. Furthermore, the study found that through these positive interactions with others,
autistic individuals learned more about themselves and their relationship to their own
identities. This is very similar to research on all adolescents, as this stage of development
includes differentiating oneself as an identity separate from the immediate family unit
and increasingly focusing time and energies on bonding with peers (Sasikala & Cecil,
2016). Sasikala and Cecil (2016) found that both parental bonding (discussed in further
detail below in the Parental Acceptance or Rejection section) and peer attachment was
important at this stage for psychological well-being of the adolescent, but that self-esteem
mediated the effects between parental bonding and psychological well-being, and
between peer attachment and psychological well-being. Research has also shown that
adults receiving a diagnosis of Autism Spectrum Disorder later in life who associated
pride with their identity were more likely to have higher self-esteem than those who did
not associate the diagnosis with positive feelings (Corden et al., 2021).

McDonald (2016) found that one’s relationship to one’s own identity as an
autistic person served as a mediator between stigma and positive life outcomes such as

securing employment and decreasing rates of depression and anxiety. McDonald noted
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how the importance of identifying with a particular group, and in this case for those
within the autistic community, can impact how much a person is affected by stereotype
and stigma over time (2016). Notably in relation to intersectionality, this research also
found that participants who identified as autistic women had the poorest outcomes in
employment and well-being. McDonald pointed to a further need for research on how
such intersectionality among marginalized groups affects outcomes for those within the
autistic community (2016).

Regarding feeling connected to one’s group identity, Cooper, Smith, and Russell
(2017) utilized social identity theory to conceptualize a potential link between
internalized sense of self as an autistic person and group identification with other autistic
people as a social identity. While they found that autistic individuals reported lower self-
esteem on average than neurotypical individuals, as well as higher levels of anxiety and
depression, those who felt connected to their individual identity as autistic and connected
to the idea of autistic people as a community had higher rates of self-esteem and lower
rates of depression and anxiety than those who did not feel connected. Cooper and
colleagues also found a link between positive feelings of being part a collective of people
with an autistic identity and self-esteem, and negative indirect effects between that
positive feeling of group identity and anxiety and depression (2017).

Regarding a direct effect on mental health, Cooper and colleagues also found that
autistic adults who had positive associations with an autistic group identity experienced
less anxiety and depression than those who had negative associations and experiences
(2017). Furthermore, they found that those with positive associations to their personal

and group identities related to being autistic had higher self-esteem. In keeping with this
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earlier research, Cooper et al. (2017) found that, compared to neurotypical individuals in
a predominantly neurotypical society (i.e., those without minority stress related to being
neurodivergent), autistic individuals had higher rates of negative mental health outcomes
overall. However, those who held a positive association with being autistic as a social
identity experienced that association as a protective factor against such outcomes (Cooper
etal., 2017).
Parental Acceptance or Rejection

A theory suggested by Rohner (1986), and bolstered in subsequent research,
hypothesizes that parental acceptance or rejection shapes individuals throughout the
course of their lives (PARTheory; Rohner et al., 2012). In this way individuals who hold
a minority status that is different from their parents, and one which the parents may
reject, can cause the child to feel rejected as a whole, interrupting their patterns of
attachment throughout their lifespan and increasing their risks for mental health concerns,
substance abuse, low self-esteem and other negative outcomes. For LGBTQ+ youth,
Katz-Wise et al. (2017) found that rejection by their family of origin can be a life-altering
source of minority stress for those with sexual orientation and gender minority identities.
In fact, they found that even the anticipation of acceptance or rejection from one’s family
of origin can contribute to lifelong patterns of how LGBTQ+ individuals cope with stress
and their resiliency to the negative impacts of minority stress.

Research has shown that adults with insecure attachment, which may be created
by the rejection of parents of offspring who do not share the same identities as them, are
at greater risk for mental and physical health conditions (McWilliams & Bailey, 2010).

According to attachment theory, one’s attachment style will be exhibited particularly in

28



times of stress (Kidd et al., 2011), and according to Minority Stress Theory, levels of
stress for individuals who are LGBTQ+ and autistic will be compounded based on their
multiply-marginalized identities (Meyer, 2003; Rosario, 2015). While most research on
attachment styles in both LGBTQ+ individuals and autistic individuals is focused on
romantic and other adult pairings (such as with their own children), the current study
looked at how parental acceptance of the research participant affects them into adulthood,
and how that perceived parental acceptance of one’s identity affects outcomes including
depression, anxiety, stress, and life satisfaction for members of these groups.

There is also a relationship between self-esteem and parental acceptance/rejection.
Ryan and colleagues (2010) investigated this relationship and found that parental and by
extension family acceptance predict higher self-esteem, higher perception of social
support, and better overall health outcomes for adolescents who are LGBTQ+-.
Additionally, Ryan et al. (2010) found that family acceptance for LGBTQ+ offspring was
a protective factor against depression, substance abuse, and suicidal ideation and
behaviors. Snapp, Watson, Russell, Diaz, and Ryan (2015) found that social support was
a predictor of a positive adjustment to adulthood for transition-aged LGBT youth,
including predicting higher self-esteem and esteem for one’s group identity within the
LGBTQ+ community. Among other indicators of social support, Snapp et al. found that
parental support was the most related to positive outcomes for LGBTQ+ youth (2015).

For autistic individuals, the research paints a similar picture to that of LGBTQ+
youth and young adults. Parents who were more accepting of their child’s Autism
Spectrum diagnosis were better able to take their child’s perspective during mutual play,

which in turn improved communication and focus between parent and child even when
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controlling for severity of the child’s support needs and age (DiRenzo et al., 2020).
Research by Fauzia and Mangungson (2020) found that in children with developmental
delays and developmental disorders, the socio-emotional abilities of the children were
mediated by parental acceptance.
Employment

Research has shown that individuals who are autistic and individuals who are
LGBTQ+ face discrimination in the workforce that has the potential to negatively affect
their employment and earnings when employed (Hammarstedt, Ahmed, & Andersson,
2015; Leppel, 2021). Leppel (2021) found that transgender men and women have higher
rates of unemployment than the general population, and that transgender women in
particular are less likely to be employed. In addition, Leppel found that in states with
anti-discrimination laws, employment inequities seemed to go down, but only for
transgender men (2021). This speaks to the complicated interplay of employment in a
masculine-dominated society that seems to catch transgender women in a doubly-
marginalized group of being both transgender and a woman. Research has also found that
gay men make less money on average than heterosexual men. Hammarstedt, Ahmed, and
Andersson (2015) hypothesized that this fact was related to both stigma against
homosexuality and that gay men were more likely than straight counterparts to opt for
fields typically associated with women, which are historically less high paying than those
typically associated with men. For bisexual women, Coston (2021) studied intimate
partner violence (IPV) and found that bisexual women suffer [PV at a rate of three times

as often as heterosexual women. The more likely a bisexual woman was to have markers
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of social prominence—including being employed—the more likely she was to suffer
abuse (Coston, 2021).

For autistic individuals, many research studies and consistent workforce reports
show discrepancies in employment between those who are autistic, those with other
considerations classified as disabilities, and the general public. In general, the
unemployment rate in early 2021 was almost double the rate of unemployment for people
with disabilities (10.4%) than the general public (5.7%; U.S. Department of Labor, 2021).
Among those classified as people with disabilities, research has shown that
unemployment rates for autistic people exceed the rates of unemployment for those
classified with other disabilities at a significant rate. Roux et al. (2015) found that the
employment rate for autistic young adults who wanted to be employed was 58%. This
employment rate was significantly lower than for individuals with intellectual disabilities
(74%), individuals with speech and language impairments (91%), individuals with
emotional disturbances (91%), and individuals with learning disabilities (95%) (Roux et
al., 2015).

Researchers have suggested that as challenges in social communication are part of
the Autism Spectrum diagnosis, these communication challenges may be associated with
discrimination, stereotyping and stigma from neurotypical employers and potential
employers (Johnson & Joshi, 2014; Solomon, 2020). To this point, researchers have
found that hiring interviews, when social interaction is often closely judged, is a major
hurdle in job procurement for autistic adults (Nicholas et al., 2018; Smith et al., 2014).
Although the physical, mental, and financial benefits of employment for individuals with

and without marginalized statuses are well-researched and known (Hedley et al., 2017;
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Ordway et al., 2020; Rueda et al., 2011; Schur, 2002), where the confluence of these
considerations lie for individuals who are both autistic and LGBTQ+, and employed
and/or facing employment challenges, is currently unknown via published systematic
research.
Outcomes: Mental Health and Life Satisfaction

As explored, the previously discussed considerations—parental acceptance,
outness and concealment, group identity, employment, and self-esteem—have all been
shown in the literature to be related to minority stress and its lifetime effects on people
with marginalized identities, including those who are autistic and/or LGBTQ+. As noted
throughout this chapter, research has suggested these areas of interest (called the
predictor variables in this study), along with self-esteem, influence outcomes for these
populations. These outcomes include in the areas of mental health, including in
depression, anxiety, and stress, and in the satisfaction individuals feel with their lives (the
outcome variables in this research).
Mental Health: Depression, Anxiety and Stress

Research by Mayes et al. (2010) found that anxiety and depression are frequent
comorbidities with an Autism Spectrum diagnosis in children at rates of up to 79% and
54% respectively. In a follow-up study, Mayes et al. (2011) found that risk factors for
anxiety and depression in autistic individuals were increased with higher age, IQ, and
severity of impacts of Autism-related social-cognitive behaviors. In a meta-analysis of 35
studies of depression and anxiety disorders in autistic adults, Hollocks et al. (2018) found
that subjects had a prevalence of a current anxiety disorder of 27% and a lifetime

prevalence of 42%. For depression, they found a current prevalence of 23% and a lifetime
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prevalence of 37%. For comparison, according to the CDC (2021), adults in the U.S. in
the general population who are experiencing depression is estimated to be between 4.7%
to 10.6% (2021). The National Institute of Mental Health estimates that the prevalence of
having a diagnosable anxiety disorder among U.S. adults in the general population is
31.1% over their lifetimes, and 19.1% of having had an anxiety disorder in the past year
(2021), all statistics that are significantly lower than the prevalences for autistic adults.

As with the autistic population, individuals who are LGBTQ+ also report higher
rates of depression and anxiety when compared to the general population. LGBTQ+
youth and young adults were found to be more likely to experience major depression and
generalized anxiety disorder, as well report higher rates of suicidality and substance
abuse, than heterosexual counterparts (Russell & Fish, 2016). In older LGBTQ+
community members (over 55), Guasp (2011) found that lesbian and bisexual women had
a 40% lifetime prevalence of depression and a 33% prevalence of anxiety. Bisexual and
gay men reported a 34% lifetime prevalence of depression and a 29% prevalence of
anxiety (Westwood, 2016). In a study by Virupaksha et al. (2016), 46% of transgender
individuals were estimated to have severe depression and a range of 30% to 50%
(depending on the country) of transgender individuals to report suicidality. A study by
Nuttbrock et al. (2010) found even higher rates at over 52% having experienced
depression over their lifetimes, and 53.5% having had a history of suicidal ideation.

A 2015 study by Pachankis and colleagues found that being out with one’s
identity as a woman who identified as lesbian or bisexual was linked to lower levels of
depression in this population. However, for men with a gay or bisexual identity, those

who had recently come out had higher odds of a major depressive episode and anxiety
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disorders compared to those who were not out, suggesting that reception of identity in the
society around them may contribute to mental health stressors and ultimately negative
outcomes. Illustrative of such stigma in healthcare settings, a study by Steele et al. (2017)
found that trans people were 2.4 times more likely and cisgender bisexual women 1.8
times more likely to have unmet mental health needs as compared to cisgender
heterosexual woman, citing in part discrimination and systemic exclusion from healthcare
due to their identities.

A frequent comorbidity to anxiety and depression, as well as a contributor to these
and other mental and physical health concerns, is high doses of stress, such as those
reported for many autistic individuals (De la Iglesia & Olivar, 2015). Notably, stress may
look and be experienced differently for autistic people when compared to neurotypical
peers. For example, initiating social interactions can cause higher stress for autistic
individuals (Miiller et al., 2008), while sitting in silence in a mock job interview-type
setting with others looking at them without speaking caused less stress for autistic
participants than it did for neurotypical peers (Adminston et al., 2016). Research on
cortisol levels emblematic of the body’s stress response also found that autistic
individuals showed higher stress levels at baseline than did the neurotypical individuals
(Edmiston et al., 2017), which may have negative chronic impacts as we would expect to
see based on Minority Stress Theory (McEwen, 2017; Meyer, 2003). Such high levels of
stress, in particular those typified by minority stress, have been shown to have links to
cognitive decline in aging LGBTQ+ individuals as well as in autistic individuals (Ogawa
et al., 2017), and are shown to further exacerbate health disparities for the LGBTQ+

population (Juster et al., 2017).
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Life Satisfaction

Satisfaction with one’s life is a subjective measure of how much one is satisfied
with how they imagine their life should be compared to how they perceive it is. The
importance of this measure—particularly when considering it as an outcome measure for
people who are marginalized or live life outside of what other people consider “norms”—
is that it is not built around other people’s standards. It speaks to no one’s experiences but
the individual answering the survey and asks for judgment from no one but the individual
living that life. For these reasons, the present research opted to include satisfaction with
one’s life as the second outcome measure to represent the cohorts’ cognitive estimations
of how favorably they believe their own life circumstances to be at the time of the survey
(Diener, 1984). Life satisfaction has been shown to be linked with risk of suicide, risk of
developing depression, employment status, and ability to adaptively cope with stressors,
among other things (Buser & Kearney, 2015; Koivumaa-Honkanen et al., 2004; 2001)

Franke and colleagues (2019) found that although autistic adolescents were likely
to report mixed-to-mostly satisfied perceptions of their lives on average, they also
reported lower levels of life satisfaction than their neurotypical peers. Mazurek (2014)
found that for autistic adults those with less connection to support systems around them,
such as family and friends, were more likely to report lower life satisfaction overall. A
study by Bailey and colleagues (2020) found that feelings of connectedness to others in
their college environment was the greatest predictor of life satisfaction for autistic college
students. Feldhaus and colleagues (2015) found that, along with loneliness, one’s
perception of self and one’s own abilities were directly related to feelings of life

satisfaction for a cohort of autistic adolescents and young adults.
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For LGBTQ+ adults, positive life satisfaction was found to be correlated with
authenticity in their place of employment, which was linked to disclosure of their identity
to employers, coworkers, and others (Fletcher & Everly, 2021). In a cohort of gay men, a
link was found between social support—in particular from family members—to life
satisfaction (Dominguez-Fuentes et al., 2012). Additionally, negative treatment by family
members was found to be a predictor of lower life satisfaction in sexual minority women,
as well as a predictor of depressive symptoms, suicidality and other negative outcomes
(Nguyen et al., 2016). In a cohort of older adults who identified as LGBTQ+, life
satisfaction was found to be related to healthy aging and levels of social participation
(Kahana et al., 2017).

Conclusion

Through the lens of Minority Stress Theory, we have considered the effects of
stressors and stigmas on those who are autistic, LGBTQ+, or both, due to having one or
multiple marginalized identities. In keeping with Minority Stress Theory and subsequent
research, the author hypothesized that individuals with these intersectional marginalized
identities would be at greater risk for negative outcomes due to compounding minority
stress. The literature suggests, as do the findings of the present research, that there exist
relationships between the predictors of interest and the outcome measures related to the
participants’ identities. These include relationships between self-esteem, the predictor
variables of outness, concealment, group identity, parental acceptance, and employment,
and the outcome variables of life satisfaction and mental health, including depression,

anxiety, and stress.
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Chapter 3: Methods

This study examined how experiences of identity for adults who are autistic
and/or LGBQ+ predict mental health outcomes and life satisfaction. Specifically, the
researcher explored self-esteem as a potential mediator between the predictors of
interest—parental acceptance, levels of outness and concealment for marginalized
identity or identities, feelings of group identity, and state of employment—and the
outcomes of interest. Furthermore, the researcher investigated how having different
intersectional identities—1) being autistic and not being LGBQ+; 2) not being autistic
and being LGBQ+; or 3) being autistic and being LGBQ+—affected individuals’
relationships with the predictors of interest and the outcomes of interest, and potentially
provided a moderating effect between each predictor and each outcome. Additionally,
this research was designed to gain insight toward the differences in outcome and/or
experience for those with intersectional identities who are autistic and LGBQ+ depending
on the differences in treatment of one of their identities or the other. That is to say, for
example, if one is out about their LGBQ+ identity but not about their autistic identity, or
vice versa, is there a difference in the outcome measure as compared to someone who is
out about their autistic identity and not their LGBQ+ identity, out about neither or out
about both? In these ways, this research answered the questions of how self-esteem and
relationship with identity for autistic adults who are and are not LGBQ+ (as well as
neurotypical adults who are LGBQ+) relate to the outcomes of mental health and life
satisfaction for these populations. Variables will be capitalized throughout the rest of the

chapters for ease of review.
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Research Question 1: Mediating Effects of Self Esteem

The present study sought to determine if Self Esteem has a mediating effect on the
relationships between the predictors of interest (Parental Acceptance, Outness, Group
Identity, Concealment and Employment) and the outcomes of interest (Life Satisfaction,
Depression, Anxiety and Stress). The a priori hypothesis of this research was that each of
the predictor variables would have direct effects for each of the outcome measures as
well as indirect effect as mediated by Self Esteem (Hayes, 2018). The author also
predicted that the predictors of interest would have a causal effect on the mediator of Self
Esteem. That is to say, for instance, that Parental Acceptance will be associated with Self
Esteem and Life Satisfaction, and that Self Esteem will mediate the effect of Parental
Acceptance on Life Satisfaction. The researcher hypothesized this to be the case for all
predictors of interest and all outcome measures.

The mediation models as proposed are illustrated in Figures 1 through 4. As
depicted, Self Esteem is the proposed mediator for each predictor of interest (Parental
Acceptance, Outness, Group Identity, Concealment and Employment) and its influence
on each outcome measure (Life satisfaction, Depression, Anxiety and Stress). In addition
to the indirect causal effects proposed by this model for each predictor (or “antecedent™)
variable as mediated by Self Esteem to the outcome variable, each antecedent variable
also has a direct effect on the outcome variable. These models are illustrative of
Research Question 1: What are the mediating effects of self-esteem on the

relationship between the predictor variables and the outcome variables?
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Figures 1 through 4. Mediation Models for Outcome Variables. These figures show
the mediation models between each predictor and each outcome variable with Self
Esteem mediating effects. Figure 1 is for the outcome Life Satisfaction, Figure 2 for
Depression, Figure 3 Anxiety, and Figure 4 Stress.

Research Question 2: Moderating Effects of Identity
While mediation seeks to answer the questions of Zow predictors are associated
with outcomes, moderation seeks to answer the questions of when or for whom predictors
are associated with outcomes (Hayes, 2018). The second research focus of this study is to
determine if there are moderation effects in the relationships between each predictor of
interest and each outcome depending on in which minority identity group participants are
(the autistic group, the LGBQ+ group, or the group that includes individuals who are

both autistic and LGBQ+). Figure 5 illustrates the moderation models proposed for
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identifying how being a part of one of these groups (coded as Group 1: the autistic, non-
LGBQ+ participants’ group; Group 2: the LGBQ+, non-autistic participants’ group; or
Group 3: the autistic and LGBQ+ participants’ group) may moderate the effects of a
predictor of interest on an outcome of interest. The analysis is repeated throughout each
predictor of interest and each outcome variable, resulting in 20 separate moderation
models as depicted in Figure 5. These models are illustrative of Research Question 2:
What are the moderating effects of identity (either autistic, LGBQ+, or both) on the

relationship between a predictor variable and an outcome variable?
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Figure 5. Moderation Models for Predictors of Interest and Outcome Measures.
The moderator depicted is identity as delineated by Group 1 (autistic and not LGBQ+),
Group 2 (LGBQ+ and not autistic), and Group 3 (autistic and LGBQ+).Each model
represents the relationship between one predictor variable and one outcome variable as
moderated by research group.
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Research Question 3: Effect of Differences in Experience within the Intersectional
Group

For those with the multiply-marginalized intersectional identities of being autistic
and LGBQ+, it is possible that the level of acceptance from others (parental acceptance)
and one’s own relationship to one’s identities (group identity, outness and concealment)
will not be uniform across identities. For example, that is to say, Parental Acceptance
may be high for one’s autistic identity, yet low for one’s LGBQ+ identity, or vice versa.
Therefore, this research is interested in learning if differences amongst levels of Parental
Acceptance, Outness, Group Identity, and/or Concealment between one’s identities
impacts the outcome variables for those within the multiply-marginalized group (Group
3: participants who are both autistic and LGBQ+). Therefore, Research Question 3 is:
Within the group who have intersectional identities of being autistic and LGBQ+,
are there contextual interactions between identities as they predict the outcomes of
interest (mental health markers and life satisfaction)?

In order to complete primary analyses of Research Question 3, the researcher
completed multiple regression analyses (Hayes, 2013, p. 292). The purpose of these
regression analyses was to determine which predictor variables (and Self Esteem) and
which kinds (i.e., for Outness, is there a significant contribution of Outness — Autism,
Outness — LGBQ+, both, or neither?) significantly predicted the outcome variables in the
models predicting for Life Satisfaction, Depression, Anxiety, and Stress. The models for
Group 3 were then compared to models for Group 1 and Group 2. In this way, we can

compare down the predictors of interest looking for these differences between experience
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of the identity groups at the intersection of the experiences of those with both
marginalized identities.

Participants
Population Sample

The population of study of this research is adults with the following identities:

1) adults who are autistic and LGBQ+

2) adults who are autistic and are not LGBQ+

3) adults who are LGBQ+ and not autistic

4) a control group of adults who are neither LGBQ+ or autistic
The study was designed to learn more about the potential differences in experiences when
a person has both identities or one of these identities. In other words, what is happening
differently for those at the intersection of these identities and experiences vs. those who
are not at this intersection?

Regarding inclusion criteria, there were two criteria that are shared between all
cohorts, and some that are specific to each cohort by which the cohorts are divided by
design. The criteria are as follows:

Inclusion criteria for all participants are:

1) must be 18 years old or older
2) must reside in the U.S.

In addition to the criteria for all participants as denoted above, inclusion criteria
for the cohort who are both autistic and LGBQ+ are:

1) Self-report of diagnosis with ASD or a related disorder (i.e., one that was

subsumed from the DSM-IV diagnoses to the DSM-5’s ASD diagnosis,
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such as Asperger’s Disorder)

2) Identifies as having a sexual orientation other than heterosexual or related
terminology (e.g., straight)

In addition to the criteria for all participants as denoted above, inclusion criteria
for the autistic and not LGBQ+ cohort of participants are:

1) Self-report of diagnosis with ASD or a related disorder (i.e., one that was
subsumed from the DSM-IV diagnoses to the DSM-5’s ASD diagnosis,
such as Asperger’s Disorder)

2b) Identifies as having a sexual orientation that is heterosexual or related
terminology (e.g., straight)

In addition to the criteria for all participants as denoted above, inclusion criteria
for the LGBQ+ and not autistic cohort are:

1) Self-report of NO diagnosis with ASD or a related disorder (i.e., one that
was subsumed from the DSM-IV diagnoses to the DSM-5’s ASD
diagnosis, such as Asperger’s Disorder)

2) Identifies as having a sexual orientation other than heterosexual or related
terminology (e.g., straight)

In addition to the criteria for all participants as denoted above, inclusion criteria
for the not LGBQ+ and not autistic cohort (the control group) are:

1) Self-report of NO diagnosis with ASD or a related disorder (i.e., one that
was subsumed from the DSM-IV diagnoses to the DSM-5’s ASD
diagnosis, such as Asperger’s Disorder)

2) Identifies as having a sexual orientation of heterosexual or related
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terminology (e.g., straight)

All recruitment, research methods and other procedures were reviewed and
approved by the George Washington University Institutional Review Board.
Demographics

Participants were recruited from across the U.S. via Amazon MTurk and contact
with organizations who work with autistic adults. 313 individuals interacted with the
study by clicking on the Qualtrics link during the data collection period from January
2022 to March 2022, whether they proceeded with the study or not. Of those 313 visitors
to the Qualtrics survey, 220 individuals completed at least 44% of the survey (as well as
passed attention and other checks) and were included in the study. At the 44% mark of
the study, participants had the opportunity to answer all outcome measure surveys as well
as demographic and employment data questions. Participants lived throughout the U.S.,
with 36 states and the District of Columbia represented.

The average age of the full sample (n = 220) was 35.95 with a standard deviation
of 10.38 years. Participants ages ranged from 19 to 70. In terms of highest level of
education, most participants had completed college (44%), with the next most highly
represented group having completed graduate school (25%). 99% of the full group had
completed high school at the time of survey. In terms of relationship status, 61% of
participants were married, 3% divorced (five were divorced and not dating, one divorced
and dating), 19% single and dating, and 17% single and not dating. A further breakdown
of education for the full group and all subgroups, as well as a breakdown of participants’

relationship statuses and mean ages by group, are available in Table 1 in Chapter 4.
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Of the full sample, 175 participants identified as White (80%), 15 participants as
Black or African American (7%), eight participants as Asian (4%), six participants as
Hispanic, Latinx, or Spanish Origin (3%), and one participant as American Indian or
Alaska Native. 14 participants (6%) identified as multi-racial. Those who identified as
multi-racial included two participants who identified as Black or African American and
White; two participants who identified as Hispanic, Latinx, or Spanish Origin and White;
and one participant each who identified as American Indian or Alaska Native and Black
or African American; American Indian or Alaska Native and Black or African American;
American Indian or Alaska Native, Black or African American, Hispanic Latinx or
Spanish Origin, and White; American Indian or Alaska Native and White; Asian and
Black or African American; Asian and Hispanic Latinx, or Spanish Origin; Asian,
Hispanic Latinx, or Spanish Origin, and White; Asian and Native Hawaiian or Pacific
Islander; Asian and White; Black or African American and Middle Eastern or North
African; and Middle Eastern or North African and White. One participant opted not to
respond. In terms of ethnicity, 44 participants (20%) were of Hispanic or Latinx ethnicity.
Breakdowns of racial and ethnic backgrounds of participants in each subgroup are
provided in Table 2 in Chapter 4. Please see Descriptive Statistics in Chapter 4 for
additional demographic and descriptive data, as well as comparative findings.

Procedure

Recruitment and Data Collection

Study participants were recruited through two channels: 1) Amazon Mechanical
Turk (MTurk), and 2) internet correspondence (i.e., email) with organizations that work

with autistic adults. Individuals at those organizations were asked to share the research
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survey link with their listservs and contacts. Examples of organizations and pertinent
individuals contacted include but are not limited to:
a. state vocational rehabilitation agencies (i.e., Virginia Department for

Aging and Rehabilitative Services, DC Rehabilitation Services Administration),

b. advocacy groups (i.e., Autistic Self Advocacy Network, AutismNOW,

c. centers for independent living (CILs) (i.e., The ARC organizations in

various states), and

d. other professionals and applicable organizations.
Those who were recruited via MTurk received a nominal payment of up to $1 for
completion of the survey for about 10-25 minutes of engagement depending on the cohort
of the respondent (e.g., the control group did not answer any predictor variable surveys,
those with one marginalized identity answered only one set of predictor variables survey,
etc.).

Privacy was protected via the following means: community contact was with
organizations who reached out directly to their contacts, and no identifiable information
(i.e., no names, no contact information) was requested of participants within the survey.
Participants with whom contact was made via MTurk were protected as outlined through
Amazon’s privacy guidelines (https://www.mturk.com/worker/privacy-notice). Once an
individual who was recruited through MTurk accessed Qualtrics, no identifiable data was
collected within the survey. All metadata that connects the MTurk user to their
completion of the survey was used only for payment purposes and not in the research
analyses or data files. All such data was password-protected through MTurk. The survey

data was password-protected and stored on Qualtrics. Any de-identified data that was
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downloaded was only done so to the password-protected laptop of the primary researcher.
No information at this stage linked any identifiable information to the survey responses.

Informed consent documentation was provided via a consent document at the
beginning of the survey, informing participants of information about that study and their
right to not participate in the survey or stop participation (should they choose to
participate) at any time during the surveys. In order to provide consent, participants were
asked to click on a statement of understanding/consent option to proceed to the survey.
This method of consent provision was utilized so that no signature on a consent document
linked the participant’s name to the data they provided.

Measures

Participants were asked to complete seven different measures, and two
questionnaires regarding demographic and employment information. These seven distinct
surveys provided data on Self Esteem, four of the predictor variables of interest (Outness,
Concealment, Group Identity, and Parental Acceptance [Employment was obtained
through questionnaire]) and the outcome measures (Life Satisfaction and mental health
including Anxiety, Depression and Stress). Of the Self Esteem and identity measures—
the Rosenberg Self-Esteem Scale, the Nebraska Outness Scales, the Group Identity
Measures, the Concealment Scales, and the Parental Support for Identity Scales—all,
other than the Self Esteem measure [and Employment questionnaire], were given in
forms that were specific to the participants identity/identities. For example, a participant
who is autistic and a cisgendered lesbian would have been given two versions of the
Nebraska Outness Scale, one for her Outness for her LGBQ+ identity as a lesbian and

one for her Outness as an autistic person. A heterosexual cisgendered woman who is
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autistic would have been given only one version of this scale, the Nebraska Outness Scale
— Autism. Outcome measures, which include the Depression, Anxiety and Stress Scale-
21, and the Satisfaction with Life Scale, were given across cohorts. Each measure is
described in detail below.
Predictor Variables

Measures for the identities and constructs of interest, particularly for autistic
adults and adults with intersectional identities of being autistic and LGBTQ+, are either
limited or do not presently exist in current literature. Therefore, the author adapted
available scales (related to outness, concealment, parental acceptance, and group identity)
or created questions of direct pertinence to the study (employment) to explore the
constructs of interest in the present research study. Existing measures related to outness,
concealment, parental support/acceptance, and group identity were all originally
conceived solely for the LGBTQ+ population, and here have been adapted to explore a
central assumption of the present research that one’s autistic identity has a similar
opportunity toward or away from outness, concealment, parental acceptance and
identifying with a group identity. As such, the author has utilized the scale available and
adapted the items to an autistic identity. These scales in original and adapted forms are
described below. As this study will be the first of its kind for this population with
intersectional autistic and LGBQ+ identities, the results of these adaptations may serve as
preliminary data on the validity and reliability of these surveys in the present use and

inform future research on this understudied population.
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Outness Scales
Nebraska Outness Scale (NOS) for Respondents who are LGBQ+

The Nebraska Outness Scale is a ten-item scale created by Meidlinger and Hope
out of the University of Nebraska-Lincoln (2014). The original assessment was designed
to assess the level of both disclosure and concealment of one’s minority sexual
orientation identity through two related subscales (NOS-D and NOS-C, respectively),
each with one question with answers broken into five categories. For the NOS-D, the
question is “What percent of the people in this group do you think are aware of your
sexual orientation (meaning they are aware of whether you consider yourself straight,
gay, etc.)?” The five areas of response focus on: 1) members of one’s immediate family;
2) members of one’s extended family; 3) people one socializes with; 4) people at one’s
work or school; and 5) strangers. For each category, respondents are asked to choose
between percentage of awareness from 0-100% with 11 possible choices at 10%
increments starting at 0 (i.e., 0%, 10%, 20%....100%).

For the NOS-C, the question is “How often do you avoid talking about topics
related to or otherwise indicating your sexual orientation (e.g., not talking about your
significant other, changing your mannerisms) when interacting with members of these
groups?” The five areas of response are identical to the NOS-D subscale and include the
following groups of people: 1) members of one’s immediate family; 2) members of one’s
extended family; 3) people one socializes with; 4) people at one’s work or school; and 5)
strangers. 11 available responses range on a gradation scale from “Never” at the zero
position, “Half the time” at the five position, and “Always” at the 10 position. In the

present research, a final optional qualitative question with space for a write-in answer
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was added at the end of the measure to allow participants to provide more information if
they would like to clarify, expand, or provide other information at their discretion. This
qualitative data was reviewed by the researcher and is further discussed in Chapter 5. The
full-scale scoring (which does not include this optional write-in answer) was determined
by first reversing the NOS-C scores and then computing the mean of those scores and
that of the NOS-D for the total NOS score with degree of outness increasing with the
score (Meidlinger & Hope, 2014).

Meidlinger and Hope found that the NOS, and its subscales, had good convergent
validity with similar scales and significant relationship with conceptually related
constructs (2014). Internal reliability for the full scale was a = .89, and for the subscales
a =.82 and o = .80 for NOS-D and NOS-C, respectively. Meidlinger and Hope (2014)
also found the NOS to have good predictive and discriminant validity, with significant
results when compared to related and unrelated surveys and constructs. In their study, the
researchers also found the NOS to have predictive utility for subject’s relationships with
mental health measures, fear of negative evaluation by others, social support, and quality
of life (Meidlinger & Hope, 2014). For the sample in this research study, Cronbach’s
alpha was .648.

Adapted NOS for an Autistic Identity

For the present research, the NOS was adapted to capture information on the
constructs of disclosure and concealment for individuals who are autistic. In order to
collect this data, the author adapted the two primary questions of the NOS to remove the
wording related to sexual orientation and replace it with wording related to an autistic

identity. Therefore, question 1 (NOS-D) was adapted to “What percent of the people in
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this group do you think are aware of your Autism (meaning they are aware of whether
you have Autism or related diagnosis)?” Question 2 (NOS-C) was adapted to “How often
do you avoid talking about topics related to or otherwise indicating your Autism (e.g., not
talking about your Autism, changing your mannerisms) when interacting with members
of these groups?”” The measure and related scoring practice was otherwise identical to the
NOS for LGBQ+ respondents as described above. For the sample in this research study,
Cronbach’s alpha was .732.

An unscored, qualitative question was also added to the end of this survey to
allow participants to write-in further information should they have chosen to. The
question was “Is there any further information regarding your answers and/or experiences
you would like to share?” As with the other qualitative responses, this data was reviewed
by the researcher and is further discussed in Chapter 5.

Parental Acceptance for Identity Scales

Adapted Parental Acceptance for Sexual Orientation Scale

The original version of the Parental Support for Sexual Orientation Scale is an 18-
item self-report measure developed by Mohr and Fassinger (2003). Respondents are to
select answers on a 7-point Likert scale ranging from 1 (Disagree Strongly) to 7 (Agree
Strongly) with statements related to acceptance by a mother and father for the survey-
taker’s marginalized identity and, in the original scale, support of those parents for the
subject’s current same-sex romantic relationship. Questions were adapted to focus on
parental acceptance of the subject’s identity via removal of questions related to support
for a current same-sex relationship as there was no presupposition in this study that an

LGBQ+ subject be in a relationship, nor necessarily with a same-sex partner for those
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whose sexual identities are inclusive of dating other genders beside their own. Two
questions from each category (mother and father) that related specifically to individuals
in a relationship (e.g., “My mother is very supportive of my current relationship, and “My
mother has welcomed my partner as much as if she or he were of the opposite sex”) were
removed. Therefore, the version study participants received included 14-items, with a
possible score ranging from 14 to 98.

Example statements to which a survey taker was asked to react include: “I feel
like I will never live up to my mother’s expectations of me because of my sexual
orientation,” “Coming out to my mother was a very painful process for me,” “I fear my
mother will never accept my sexual orientation,” (both negatively scored) and “My
mother has become a real support regarding my sexual orientation” (positively scored).
These statements are also repeated with “father” in the place of the mother with seven
questions related to a mother subscale and seven to a father subscale. Responses were
summed for a total score.

The researcher also added an unscored qualitative question to the end of the
survey to allow participants to provide optional additional information related to their
survey responses, as has been added to each of the identity scales as also described
below. This question is “Is there any further information regarding your answers and/or
experiences you would like to share?” The intent is to allow participants to provide any
clarifying or additional information they find appropriate/ would like to share. This data
was reviewed and included in Chapter 5.

Mohr and Fassinger (2003) found that the internal consistency for the mother

subscale and father subscale with .92 and .91 respectively. The scale has been found to
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have good internal validity with outness measures with the mother subscale serving as a
significant predicter of outness to one’s mother and the father subscale a significant
predictor of outness to one’s father (Meidlinger & Hope, 2014; Mohr & Fassinger, 2003).
For the sample in this research study, Cronbach’s alpha was .905.
Adapted Parental Acceptance for Autistic Identity

The present research adapted the parental support measure created by Mohr and
Fassinger (2003) for sexual minority respondents to measure this construct for autistic
individuals. To do so, the researcher replaced the words related to sexual orientation in
the adapted scale as described above and added words related to an autistic identity.
Examples of adapted questions include “Accepting my Autism diagnosis has been a very
painful process for my mother,” “I feel like I will never live up to my mother’s
expectations of me because of my Autism,” (both reversed scored) and “My mother has
become a real support regarding my Autism identity” (positively scored). For the sample
in this research study, Cronbach’s alpha was .939.

In keeping with the original scale, respondents selected answers on a 7-point
Likert scale ranging from 1 (Disagree Strongly) to 7 (Agree Strongly) with statements
related to perceived support of one’s parents. These statements were also repeated with
“father” in the place of the mother with seven questions related to a mother subscale and
seven to a father subscale. Responses were summed for a total score with a possible score
ranging from 14 to 98. An additional write-in question identical to the sexual orientation
identity version of this survey was included at the end of this survey to provide an

opportunity for participants to give further detail on their experiences if they desired.
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Group Identity Measures
Adapted Group Identity Measures for LGBQ+ Participants

The Group Identity measure that was utilized and served as a basis for an adapted
measure described below is the LGB Group Identity Measure (LGBGIM) created by
Sarno and Mohr (2016). The LGBGIM is designed to measure the group identity of
sexual minority individuals in a ten-item survey and was created based on the 14-item
Multigroup Ethnic Identity Measure (MEIM), widely utilized to study group identity with
ethnic groups and adapted for use with LGBQ+ individuals (Phinney, 1992; Sarna &
Mohr, 2016). The subscales included in this measure are: 1) Cognitive Clarity (two items
in the measure); 2) Behavioral Engagement (four items; and 3) Affective Pride (four
items). The cognitive clarity items include “I have a clear sense of my sexual orientation
and what it means for me,” (positively scored) and “I am not very clear about the role of
sexual orientation in my life” (the only reverse scored item in the measure). Examples of
items in the behavioral engagement subscale include “I have spent time trying to find out
more about the LGB community,” “I am active in organizations or social groups that
include mostly LGB people,” and “I participate in LGB cultural practices such as pride
events, benefits, and marches.” Examples of items in the affective pride subscale include
“I am happy that I am a member of the LGB community,” “I feel a strong attachment
towards the LGB community,” and “I feel good about being a part of the LGB
community.” Answers to this measure were provided on a 6-item Likert scale including:
(1) Strongly disagree, (2) Disagree, (3) Disagree somewhat, (4) Agree somewhat, (5)

Agree, and (6) Strongly agree.
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Scores on the MEIM, the basis for the LGBGIM, have been shown to be
correlated with self-esteem for LGBTQ+ youth. The LGBGIM is considered by its
creators to be a version of the MEIM specific to a sexual minority population, and has
been shown to have high internal consistency (ranging from .75 to .90) and positive
correlation between subscales (ranging from .36 to .72). For the sample in this research
study, Cronbach’s alpha was .86.

As the community is more commonly associated with the full spectrum of
minority sexual orientation and gender identities (LGBTQ+), the adapted version this
research utilized altered the wording of these questions to include minority gender
identities and a more modern and inclusive interpretation of this community to include
individuals who identify as sexual minorities other than lesbian, gay, or bisexual.
Therefore, items such as “I am happy that I am a member of the LGB community” have
been updated to read “I am happy that I am a member of the LGBTQ+ community,”
throughout the measure to be inclusive of those with minority gender identities and more
inclusive of those with different sexual orientation identities other than LGB.

The measure was scored by first reverse scoring item #5 (“I am not very clear
about the role of my sexual orientation or gender identity and what it means for me”’) and
then averaging the items by subscale. Those subscale averages were then averaged for a
final overall score. As with the other measures already introduced, an additional open-
ended response question was added to allow for qualitative information from the
participant (“Is there further information regarding your answers and/or experience that

you would like to share?”), including clarification or expansion of their answer(s).
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Adapted Group Identity Measure for Autistic Identity

A group identity measure for those with autistic identities has been adapted from
the LGBGIM to target the experiences of autistic individuals and group identity related to
the autistic community. In this adaptation, LGBTQ+ references have been removed and
replaced with autistic community and identity language. Examples of the items include:
“I am active in organizations or social groups that include mostly Autistic people,” “I
have a clear sense of my Autistic identity and what it means for me,” and “I am happy
that I am a member of the Autism Spectrum community.” All other aspects of the scale,
including scoring and additional qualitative question, were identical to the Group Identity
Measure for LGBTQ+ individuals as described above. For the sample in this research
study, Cronbach’s alpha was .891.

Concealment Scales

Sexual Orientation Concealment Scale

The original Sexual Orientation Concealment Scale (SOCS) is a six-item scale
created by Jackson and Mohr (2016), toward the measurement of lesbian, gay and
bisexual-identified individuals’ concealment of their sexual orientations. Reflecting on
the prior two weeks, participants rate if they have actively concealed their identity,
answering via a Likert scale ranging from: (1) Not at all, (2) A little bit, (3) Somewhat,
(4) Very much, to (5) All the time. Example items are: “...concealed my sexual
orientation by telling someone that I was straight or denying that I was LGB,” “...avoided
the subjects of sex, love, attraction, or relationships to conceal my sexual orientation,”
and “...remained silent while witnessing anti-gay remarks, jokes, or activities because I

did not want to be labeled as LGB by those involved.” As with other measures originally
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designed for solely LGB individuals, the present research has expanded the language of
the items to include a “+” to any mention of LGB. There are no reverse-scored items. The
score was derived by averaging the six study items for an overall score. As with other
measurements in this study, an additional optional write-in question (“Is there any further
information regarding your answers and/or experiences that you would like to share?”)
was included at the end of the survey. This write-in data did not affect the score of the
survey.

For the original SOCS, Jackson and Mohr (2016) found good validity and
reliability for SOCS. Two samples yielded coefficient alphas of .79 and .77 in a college
population. All six items loaded on the single factor of concealment. In terms of
convergent validity, concealment scores resulting from this scale were strongly
associated with other measurements of concealment (Jackson & Mohr, 2016). For the
sample in this research study, Cronbach’s alpha was .91.

Adapted Autistic Identity Concealment Scale

The concealment scale has also been adapted for autistic identities in the same
manner as described with the other scales. Reference to “sexual orientation” or “LGB+”
has been replaced with language related to an autistic identity. Example items include: ”

9 ¢¢

...concealed my Autism by denying that I was Autistic,” “...allowed others to assume [
am neurotypical without correcting them,” and “...remained silent while witnessing anti-
Autistic remarks, jokes, or activities because I did not want to be labeled as Autistic by
those involved.” All other features of the survey, including scoring and optional write-in

question, remained identical to the concealment scale as described above. For the sample

in this research study, Cronbach’s alpha was .897.
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Employment Demographic Questions

The following employment related questions are adapted from Hurley (2020,
2021). Their purposes were to determine objective information related to employment
status, length of current and history of employment, and type of employment. Related to
the present research, they also collected data on participants’ levels of disclosure for their
identity or identities as individuals who are autistic and/or who are LGBQ+ at their place
of employment. A third function of this section was to collect self-perception of
mentorship ability as an indicator of self-efficacy in the area of employment (Hurley,
2021).

The following questions were asked of participants in yes/no, multiple choice, or
write-in option as appropriate to the question:

1) Are you currently in paid employment?

2) What is your preferred field of employment?

3) Do you currently work in your preferred field?

4) Do you feel you would make a good mentor to new employees?

5) Why do you/ don’t you feel you would make a good mentor?

6) Have you disclosed your ASD at your place of employment/ most recent place

of employment? (with follow-up questions related to disclosure)

7) Have you disclosed your status as a person who is LGBTQ+ at your place of

employment/ most recent place of employment?

8) How long did your longest period of employment at a job last?

9) If you are currently looking for job, what type of employment are you looking

for?
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10) At what age did you have your first job?

11) Please list the types of employment you have engaged in (i.e., full-time, part-

time, internship, self-employment).

12) If you have experienced unemployment since you became 18 years old, how

long have you been unemployed in total?
A full version of the questions and answer options is available, along with all of the other
measures described in this chapter, in the Appendices.
Mediator Variable

Rosenberg Self-Esteem Scale

The Rosenberg Self-Esteem Scale (RSES) is a 10-item self-report measure
created by Morris Rosenberg in 1965. Within the social sciences, it ranks as one of the
most often used surveys for measuring self-esteem (Salerno et al., 2017; Schmitt & Allik,
2005). Respondents reported their level of agreement to phrases such as “I feel that I have
a number of good qualities,” (positively scored) and “At times I think I am no good at
all,” (negatively scored). Responses are given via 4-point Likert scale, with answers
ranging from (1) “strongly disagree”, (2) “disagree,” (3) “agree,” to (4) “strongly agree.”
Of the total 10-items, five are positively scored and five are negatively scored. The item
responses were summed, resulting in a total possible score between 10 and 40, with
higher numbers indicating higher self-esteem (Rosenberg, 1965; Tinakon & Nahathai,
2011). In a meta-analysis of the scale across 53 nations and numerous languages
performed by Schmitt and Allik (2005), the measure’s reliability was found to be
consistently high. Internal reliability in the U.S. samples was found to be a = .88, which

was comparable to almost all other areas (Schmitt & Allik, 2006). Other studies have
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found similar results o = .84 to .86 (Tinakon & Nahathai, 2011). For the sample in this
research study, Cronbach’s alpha was .801.

As with the other measures described above, an additional question was added to
the end of the survey to capture optional qualitative response from the participant. This
question, which is not included in the final scoring but meant to provide the researcher
further insight into responses as the participant chooses to share, is as follows: “Is there
any further information regarding your answers and/or experiences that you would like to
share?” This data was reviewed and is included in Chapter 5.

Outcome Variables

Depression, Anxiety and Stress Scale-21 (DASS-21)

The Depression Anxiety Stress Scale-21 (DASS-21) is a short form of Lovibond
and Lovibond’s (1995) 42-item self-report measure of depression, anxiety, and stress
(DASS), created to measure the mental health domains of depression, anxiety, and stress
in one scale. The Depression, Anxiety and Stress Scale-21 (DASS-21) has been found to
have good construct validity, internal consistency and reliability while reducing the
administration time (Clara et al, 2001; Oei, Sawang, Goh & Mukhtar, 2013; Page, Hook,
& Morrison, 2007). Respondents were asked to reflect on their feelings during the
previous week to statements related to items that reflect depressed or anxious affect
and/or stress. Responses available ranged on a Likert scale from 0-3, with 0 meaning
“Did not apply to me at all”, 1 meaning “Applied to me to some degree or some of the
time”, 2 “Applied to me a considerable degree or a good part of the time, and 3 “Applied

to me very much or most of the time.”
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The DASS-21 has three subscales (Depression, Anxiety and Stress) which each
include 7 items. Sample items include: “I tended to over-react to situations” (Stress
subscale), “I felt scared without any good reason” (Anxiety subscale), and “I felt that life
was meaningless” (Depression subscale). Cronbach’s alpha was found to be: (1) for the
Depression subscale: o = .88 (95% CI = .87-.89); (2) for the Anxiety subscale: o = .82
(95% CI [.80—.83]); and (3) for the Stress subscale: a = .90 (95% CI [.89—.91]). The total
scale has a Cronbach’s alpha of a = .93 (95% CI [.93—.94]) (Henry & Crawford, 2005).
Henry and Crawford (2005) additionally found the measure to have good convergent and
discriminant validity. For the sample in this research study, Cronbach’s alpha was .95.

The measure was scored by summing the responses in each subscale to get a
measure of a potential impact of Depression, Anxiety, and Stress based on the range in
which the total falls. For a Depression score, the ranges are “Normal” (0-4), “Mild” (5-6)
“Moderate” (7-10), “Severe” (11-13); and “Extremely Severe” (14+). For an Anxiety
score, the ranges are “Normal” (0-3), “Mild” (4-5) “Moderate” (6-7), “Severe” (8-9); and
“Extremely Severe” (10+). For a Stress score, the ranges are “Normal” (0-7), “Mild” (8-
9) “Moderate” (10-12), “Severe” (13-16); and “Extremely Severe” (17+).

Satisfaction with Life Scale (SWLS)

The Satisfaction with Life Scale (SWLS) is a five-item scale created by Diener
and colleagues (1985). Using a Likert scale, participants were asked to rate on a scale of
1 (“Strongly Disagree”) to 7 (“Strongly Agree”) how much satisfaction they feel when
reflecting on the state of their lives. The five statements participants were asked to rate
include: (1) “In most ways my life is close to my ideal;” (2) “The conditions of my life

are excellent;” (3) “I am satisfied with life;” (4) “So far I have gotten the important things
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I want in life;” and (5) “If I could live my life over, I would change almost nothing.”
Responses were summed for a total score. Total possible scores range from 5 (denoting
the lowest possible satisfaction with one’s life) to 35 (denoting the highest). Subsequent
research has shown a high validity with the measure and the construct of satisfaction with
life, as well as high test-retest reliability and internal consistency with a Cronbach’s alpha
of .89 (Mazurek, 2014; Pavot & Diener, 2008; 1993). For the sample in this research
study, Cronbach’s alpha was .893.
Data Analysis

The research questions in this study were primarily quantitative in nature, and
sought to determine variance between groups, variance within the group of individuals
who are both LGBQ+ and autistic, and the relationships between the predictors of
interest, including any mediation effects of Self Esteem and moderation effects of having
either or both marginalized identities.
Preliminary Data Management

Data was collected through Qualtrics and analyzed using Excel and the statistical
software SPSS. Respondents who completed up to the first 44% completion mark of the
study in Qualtrics were included in the analyses as these participants had the opportunity
to answer the demographic and employment questionnaires, and self-esteem and outcome
surveys. Any data from respondents who finished interaction with the study prior to the
44% were excluded from analyses. Of the 313 individuals who clicked on the survey link,
224 completed at least 44% of the survey. Of those 224, four participants were excluded
for the following reasons: one had nonfluctuating answers (i.e., answering all 1’s

including in the write-in boxes), two sets of entries were exact duplicates across all
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questionnaires and measures of the answers provided by the participant number
immediately preceding them (as though the same person had answered twice) and those
duplicate entries were excluded, and the fourth exclusion was due to the participant
failing all attention check items of which there were three distributed throughout the
survey questions. With these exclusions, there was a final sample pool of 220 survey
completers whose data is included in the present analyses.

Responses were reviewed for missing data on a survey-by-survey level. If a
participant had not completed a full survey, they were excluded from that construct’s
analysis. If a participant had skipped an answer or answers within a survey they had
attempted to complete (i.e., had not skipped completely due to choice or because they
were not in the cohort that took that survey [for example, a person who is heterosexual
would not take LGBQ+-identity specific surveys]), missing data procedures were
conducted on missing data. Specifically, Little’s MCAR Test (Little, 1988) was run on
missing data which determined that the data within all surveys that participants had
attempted to answer were less than 1% of the total data and were missing at completely at
random. Predictive Mean Matching (PMM) utilizing 5 imputations was used to impute
missing data via the statistical software R (Kleinke, 2018; Landerman et al., 1997). There
were also three attention-check questions distributed throughout the study, which were
correctly answered by all 220 participants.

Statistical Analysis
Descriptive Statistics
Descriptive statistical analyses were performed to gain insight into the samples

collected within and across the cohorts. Measures of correlation among study variables
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were computed and examined descriptively as well. Measures of central tendency (mean,
median, & mode), variability (range & standard deviation), and distribution (kurtosis &
skewness) were computed and examined.

Mediation Analysis: Research Question #1

Mediation analyses were performed using the Hayes’ PROCESS methodology
(Model 4; Hayes, 2018). The researched analyzed whether or not there were direct and
indirect relationships through the mediator of Self Esteem for all of the predictor
variables on all of the outcome variables. Strength of effects and statistical significance
were determined. Detailed discussion of the results of these analyses can be found in
Chapter 4.

Moderation Analysis: Research Question #2

Moderation analyses were performed using Hayes’ Process methodology (Model
1; Hayes, 2018), toward determining whether there was a moderating effect of cohort
between the relationship of each predictor of interest and each outcome of interest.
Analyses were repeated through each pairing. Cohort inclusion was be coded as Group 1
(participants who are autistic and not-LGBQ+), Group 2 (participants who are LGBQ+
and not autistic), or Group 3 (participants who are autistic and LGBQ+). Statistical
significance and strength of moderation effect was determined. Detailed discussion of the
results of these analyses can be found in Chapter 4.

Regression Analysis: Research Question #3

Regression analyses allowed the researcher to investigate the differences in
experiences within Group 3 for participants who are autistic and LGBQ+. Data from this

group was utilized to investigate the relationships of differing scores across one variable
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of interest by identity type and the relationship to an outcome of interest, as well the
variance of the outcome measure as predicted by each variable in the model and if
significant. Models were run utilizing the predictor variables as predicting for each of the
outcome variables. Self Esteem was also investigated using these regression analyses as a
predictor and as an outcome in separate models. In addition, these models were also run
with predictor variables predicting for each outcome variable across the other cohorts
(i.e., models run for Group 1 and Group 2 separately), in order to compare results with
the multiply-marginalized groups’ regression results.
Conclusion

This chapter has examined the research questions of the present study and related
hypotheses. Research Question 1 investigated the potential mediation effect of Self
Esteem on the relationships between the predictor variables and the outcome variables
utilizing Hayes PROCESS mediation analyses. Research Question 2 utilized Hayes
PROCESS moderation analyses and investigated a potential moderating effect of group
(Group 1: those who are autistic and not LGBQ+, Group 2: those who are LGBQ+ and
not autistic, or Group 3: those who are both autistic and LGBQ+) on the relationship
between each predictor variable and outcome variable. Finally, Research Question 3
determined interaction effects within the group who has both marginalized identities of
being autistic and LGBQ+. To investigate this question, regression analyses were used. In
addition, this chapter provided information on participants, procedures and measures,
including the measures for the predictor variables, mediation variable, and outcome

variables.
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Chapter 4: Results

Introduction

This chapter will provide results related to the research questions posed in
Chapter 3, along with related post-hoc analyses on levels of Self Esteem. First,
descriptive statistics for the research groups will be reported, including the full sample
and all the subsamples, providing such information as age, sexual orientation, gender
identity, race and ethnicity, relationship status, income and employment. We will then
look at group differences in the outcome and predictor variables, including the significant
differences found between groups in Self Esteem, Anxiety and Stress. The results of
assumptions testing for the data is then reported. Finally, we will explore the analyses for
the three research questions posed, including mediation analyses looking at Self Esteem
as a mediator between predictor and outcome variables, moderation analyses exploring
identity as a moderator between predictor and outcome variables, and regression analyses
exploring model fits of all predictor variables to each outcome measure and Self Esteem.
The chapter concludes with post-hoc analyses on how levels of Self Esteem (high or low)
affect the outcome measures across the different research groups.

Descriptive Statistics

Of the full group of 220 participants, 117 identified as autistic, and 110 identified
as LGBQ+. Included within these two numbers is an additional subgroup who have both
identities (n = 58), which is one of three research groups delineated in this research. This
group of participants who are Autistic and LGBQ+ is denoted as Group 3. Group 2 is the
group with participants who are LGBQ+ but are not autistic (n = 52). Group 1 is the

group with participants who are autistic but are not LGBQ+ (n = 59). Together, these
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three groups are discussed as “the research groups” later in this chapter. Additionally, a
fourth group was collected as a control, denoted as Group 0, which is made up of
participants who are neither autistic nor LGBQ+ (n = 51). Each of the demographic
categories described below is provided for these groups in Tables 1 through 5.

Most of the individuals included in the study were MTurk participants (n = 191)
as compared to the community-based recruited participants (n = 29), at a rate of 87% of
the total sample. In Group 1, 47 participants were recruited from MTurk and 12 were
from community recruitment. In Group 2, 50 participants were recruited from MTurk and
two were from community recruitment. In Group 3, 44 participants were recruited via
MTurk and 14 via community recruitment. Finally, in the control group, 50 participants
were recruited via MTurk and one via community recruitment. ANOVA analyses were
completed to compare differences between the recruitment groups. It was found that there
were no significant differences in group means and outcome measures. For the predictor
variables, it was found that there were significant differences between the groups and
their average responses regarding Parental Acceptance (MTurk: M = 56.25, SD = 17.68;
Community: M = 72.56, SD = 15.77; (F (1, 157) = 17.89, p < .001; n* = .102; 95% CI
[.3,.197]) and Concealment (MTurk: M = 1.74, SD = 1.18; Community: M = .64, SD =
75 (F (1,158) = 20.63, p <.001; n? = .115; 95% CI [.032, .206]). This difference in
higher report of parental acceptance and lower report of concealment in the community
sample group may be related to the manner of recruitment in that these participants are
part of organizations that work directly with autistic people and their families, and as a
consequence, this group is more likely to be out to and potentially supported by loved

ones due to the nature of many of these community groups.
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The full sample of 220 individuals included participants whose ages ranged from
19 to 70, with an average age of 35.95 and a standard deviation of 10.38 years. The
average ages included in the subgroups did not vary from that of the full group and can
be found in Table 1. Looking at the full sample, most participants (61%) were between
26-41 years old, which is the generational age-range of Millennials as of 2022.
Generation X (ages 42-57) made up 18%, followed by Generation Z (ages 19-25 [19 was
the lowest age of a participant]) at 15%. Baby Boomers between 58 and 70 (the highest
age of a participant) made up the remaining 6%. Analyses of variance revealed there
were no significant differences between the age groups in outcome measures, predictor
variables, or Self Esteem.

50% of the total sample identified as LGBQ+, including 62 who identify as
bisexual (28%), 14 who identify as asexual (6%), eight as pansexual (4%), eight as queer
(4%), seven as gay (3%), five as lesbian (2%), and six participants who chose “Other” in
the survey and wrote-in answers that included three participants who identified as
demisexual (1%), one as graysexual (<1%), one as panromantic/demisexual (<1%), and
one as unsure (<1%). 110 participants identified as heterosexual (50%). Table 3 includes
breakdowns of the sexual orientations of the full sample as well as all subgroups.

The gender identities represented by the full sample of 220 participants include
106 participants who identified as female (48%), 101 as male (46%), four as nonbinary
(2%), four as trans male (2%), two as agender (1%), one as gender-fluid, one as trans
female, and one as trans nonbinary. Although this research project was designed in the
hopes of being able to perform the statistical analyses described below in regard to sexual

orientation around groups with minority gender identities as well, this was not possible
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due to the relatively limited size of the gender minority group (6% of the overall sample).
Of the research groups, Group 3 had the highest percentage of participants who identified
as a gender minority at 13%, followed by Group 2 with 8%. Within the All LGBQ+
group, 11% of participants identified as a gender other than female or male. For a full
breakdown of the gender identities of participants across groups, see Table 4.

In terms of employment and income, 80% of participants in the full sample were
employed at the time of survey, and 36% of participants were eligible for and/or
receiving Social Security benefits. 65% of participants reported that they worked in their
preferred area of employment. The most frequently reported personal income bracket for
the previous year was $25,000 to $49,999 (62 participants, making up 28%), followed by
58 participants at $50,000 to $74,999 (26%) and 36 participants at $75,000 to $99,999
(16%). 27 participants (12%) of participants reported making between $10,000 to
$24,999, and 19 participants (9%) reported making between $1 to $9,999. In the highest
income brackets, eight participants (4%) reported making $100,000 to 149,999, and two
participants (1%) making $150,000 and greater. Seven participants (3%) reported having
no income in the previous year, and one participant opted not to report.

In order to capture a mean income for comparison of the groups, the average
income of each bracket was used as a stand-in figure for each participant within that
bracket (i.e., for the bracket “$50,000 to $74,999” the amount $62,499.50 was used).
Then incomes were averaged across the full group. [For the top grossers within the
“$150,000 and above” group (two participants in total), $150,000 was used.] Using this
method, the researcher determined an imperfect but comparable measure to approximate

the differences in group incomes with the full sample showing an average of $50,079
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annual income for the previous year. The research group with the highest annual income
average was Group 1 at $58,347, and the lowest average was the multiply marginalized
Group 3 at $44,693. Table 5 shows a breakdown of income averages as well as modal
incomes for the full sample and all subgroups.

All participants were asked if they felt satisfied with their employment and if they
felt limited in their job prospects. In terms of satisfaction, most participants were very
satisfied (86 participants for 40%). 56 participants were somewhat satisfied with their
employment (26%), followed by 29 participants who were slightly satisfied (13%). 25
participants were not satisfied at all with their employment (11%). Finally, those who
were completely satisfied with their employment (19 participants) made up the smallest
percentage at just under 9%. As this question was asked on a scale of 1-5 with one being
“not satisfied” and five representing complete satisfaction with employment, an average
score was determined with the full sample’s mean score totaling 3.21 out of 5, and a
standard deviation of 1.15. The subgroups did not have a statistically significant
difference in their scores. It is worth noting that Group 2 (participants who are LGBQ+
and not autistic) scored the lowest in work satisfaction at 3.1 (SD = 1.25) and the control
group, Group 0, scored the highest in satisfaction at 3.36 (SD = 1). A full breakdown of
all groups’ scores on this measure is available in Table 5.

In terms of limitation, the highest concentration of participants felt somewhat
limited in their job prospects. This group included 61 participants and made up 31%. 57
participants (26%) felt very limited. 48 participants (22%) felt slightly limited, followed
in frequency by 25 participants (11%) who felt not limited at all. The smallest group,

which included 21 participants (10%) felt completely limited in their job prospects.
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Utilizing the five-point Likert scale participants used to answer this question, with one
meaning “not limited at all” and five representing complete limitation, the average total
sample scored was 3 with a standard deviation of 1.15. The groups who felt most and
least limited mirror back to the previous question of satisfaction with Group 2 reporting
the lowest feeling of limitation in employment (the group that reported the lowest
satisfaction) and Group 0 reporting the highest perception of limitation in their job
prospects (the group that reported the highest satisfaction in their current work). These
findings and the breakdowns of the other groups’ averaged responses are available in
Table 5. Comparing the three research groups and the control group via one-way
ANOVAs, we see that there is no significant difference in satisfaction with work between
these groups (F(3, 211) = .452, p = .716) nor is there a significant difference in a
perception of being limited in one’s job prospects (F(3, 214) = 1.03, p = .38).

Participants were also asked a question related to their perceived abilities at their
current job, specifically if they felt strong enough in their skills and abilities to mentor a
new employee at their place of employment. In the full sample, 69% of participants
believed they would make a good mentor to new employees. In comparing the answers to
this question within the subgroups, Group 3 had the lowest percentage of participants
who felt they would make a good mentor (61%) compared to the group with the highest
percentage, Group 1 with 78%. Further breakdown of group responses is also available in
Table 5.

There were some employment related questions that were not asked of every
participant that were specific the marginalized identity or identities of certain

participants. These questions included if the participant had disclosed their marginalized
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autistic or LGBQ+ identity at work, and if they had experienced discrimination for one or
more marginalized identities. 41% of all LGBQ+ participants had disclosed their LGBQ+
identity at work, and 51% of all autistic participants had disclosed their autistic identity at
work. The Human Rights Campaign Foundation surveyed 804 LGBTQ+ workers in 2018
and found that 46% of them chose to not disclose their LGBTQ+ identity in the
workplace, a number that suggests only a slightly higher amount of disclosure than what
was found in this sample. Regarding percentages of autistic workers who disclose, the
researcher was unable to find any quantitative data on this number.

In terms of discrimination experienced by participants in the workplace, 24% of
all LGBQ+ participants in this sample reported they had experienced discrimination in
regard to an LGBTQ+ identity. 46% of all autistic participants reported the same for that
identity. For LGBQ+ workers in this sample, this number is similar to what the Human
Rights Campaign found in their 2018 poll related to discrimination in the workplace. The
HRC poll concluded that 1 in 5 LGBTQ+ respondents experienced biased statements
made regarding their gender and how they dressed. Additionally, over half of the HRC
respondents (53%) who reported they had heard disparaging jokes about LGBTQ+
people said in the workplace (HRC, 2018). For autistic workers, the only statistical data
about discrimination during employment available pointed to a 2008 study of Equal
Employment Opportunity Commission complaints and that for all ADA discrimination
reports received at that time less than one percent were regarding an autistic employee
(Wieren, Reid, & McMahon, 2008). As most acts of discrimination are not reported
formally to a government agency (i.e., microaggressions, individuals not wanting to

report on their coworkers, etc.), this number is acknowledged as a significant underreport

72



by the authors of the paper and those who cite it (Wieren et al., 2008; Sherrel, 2021). The
numbers from the current research for disclosure and discrimination on the LGBQ+ and
autistic subgroups from within the full sample as well as the percentages for the research

groups are available in Table 5.
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Table 1. Demographics: Age, Relationship Status, Level of Education

LGBQ+

Relationship Status Highest Level of Education
Age . % . % High
o, . o o
Group n Mean D/i)atislln/gllle(; i % Divorced: A)S(i Li)doti?te % College: o \S/g}(igg]? nal School:
(SD) D & Married | Dating/Not : Completed/Some ; Graduated or
ating Dating Completed/Some Completed/Some GED / Some
All Participants | 220 5322) 19%/17% | 61% 1%/ 2% 25% / 1% 44% / 16% 1%/ 2% 5% / <1%
J’_
?;Li(iﬁgts 110 (?(5)} 2) 25%/18% | 55% 0/2% 25% / 8% 37% 1 22% 2%/ 2% 5%/ 0
All Autistic |, 3565 1 o000 1600 | 639 0/1% 27% / 9% 43% / 13% <1%/2% 5% /< 1%
Participants (11.08)
Group 3:
Participants 35.69
who are 58 © 49) 22%/19% 55% 0/2% 24% / 9% 36% / 19% 2% /3% 7% /0
Autistic and '
LGBQ+
Group 2:
Participants 36.83
who are 52 (11'41) 27% /1 17% 54% 0/2% 25% / 8% 39%/25% 2% /0 2% /0
LGBQ+ and '
Not Autistic
Group 1:
Participants 346
who are 59 (10.78) 15%/ 14% 71% 0/0 31% /9% 49% / 7% 0/0 3% /2%
Autistic and '
Not LGBQ+
Group 0:
Participants
who are 51 37 10%/18% |  65% 2% / 6% 20% / 4% 51%/12% 0/ 4% 8% /0
Neither (10)
Autistic Nor
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Table 2. Demographics: Racial Backgrounds and Ethnicity of Participants

Racial Background Ethnicity
American Hispanic Middle Native
) Black or ; .. . . )
G Indian or Asian | African Latinx or Eastern | Hawaiian White Multi- Hispanic
roup " Alaska sta Amer(izan Spanish or North | or Pacific racial or Latinx
Native Origin African Islander
.. 1 8 15 6 175 14 44
All Participants 220 (<1%) (4%) (7%) (3%) 0 0 80%) | (6%) (20%)
All LGBQ+ 110 0 2 7 4 0 0 90 7 21
Participants (2%) (6%) (4%) (82%) | (6%) (20%)
All Autistic 117 1 5 3 3 0 0 96 8 27
Participants (<1%) (4%) (3%) (3%) (81%) | (6%) (23%)
it Aniom i | ss | o | 2] 2 1 0 o | B s 15
LGBQ+ (3%) (3%) (2%) (85%) | (8%) (26%)
Group 2: Participants 5 3 41 3 6
who are LGBQ+ and 52 0 0 0 0
do not have AQutism (10%) (6%) (79%) | (6%) (12%)
with Avtiom whaars | 59 | 1 3 ! 2 0 o | 4| 4 12
W He?emsezlal Q%) | 5%) | (%) (3%) (80%) | (7%) (20%)
Group 0: Participants
who neither have 51 0 3 7 0 0 0 38 3 8
Autism nor are (6%) (14%) (75%) | (6%) (16%)
LGBQ+
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Table 3. Demographics: Sexual Orientations of Participants.

Sexual Orientation

Pan-
. i i . i o
Group Asexual | Bisexual Demi Gay Gray- | Hetero Lesbian roman@c/ Pan Queer | Unsure %o LGBQ*
sexual sexual | sexual Demi- | sexual
sexual
.. 14 62 3 7 1 110 5 1 8 8 1 o
All Participants | gor | agory | (1%) | 3%) | (<1%) | 50%) | ©@%) | <1%) | @%) | @%) | <1%) S0%
All LGBQ+ 14 62 3 7 1 0 5 1 8 8 1 100%
Participants (13%) (56%) | 3%) | (6%) | (1%) (5%) (1%) (7%) | (7%) (1%) °
Al Autistic 13 30 > 1 1 59 2 0 4 4 1 50%
p (50%)
Group 3:
Participants with 13 30 2 1 1 0 2 0 4 4 1 100%
Autism who are | (22%) (52%) | 3%) | 2%) | (2%) (3%) (7%) | (7%) (2%) °
LGBQ+
Group 2:
Participants who
1 32 6 3 1 4 4 .
arzgf(ﬁ%;aend Q% | ©%) | ° || ° 0 ©%) | % | 8% | 8% | ° 100%
Autism
Group 1:
Participants with 59 o
Autism who are 0 0 0 0 0 (100%) 0 0 0 0 0 0%
Heterosexual
Group 0:
Participants who 51
1 0
Neither have 0 0 0 0 0 (100%) 0 0 0 0 0 0%

Autism Nor are

LGBQ+
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Table 4. Demographics: Gender Identities of Participants

Gender Identity
% Gender
Group Gender- . Trans Trans | Trans Non- ..
Agender | Female fuid Male | Nonbinary Female Male binary Minority
. 2 106 1 101 4 1 4 1 o
All Participants | o, | 4805y | (<1%) | (46%) | (2%) <1%) | Q%) | (<1%) 6%
All LGBQ+ 2 64 1 34 4 0 4 1 11
Participants (2%) (58%) (<1%) (31%) (4%) (4%) (<1%) °
All Autistic 2 56 0 53 2 0 3 0 6%
Participants (2%) | (48%) (45%) (2%) (3%) °
Group 3:
Participants who 2 29 1 21 2 0 3 0 13%
are Autistic and (3%) (50%) (2%) (36%) (3%) (5%) °
LGBQ+
Group 2:
Participants who 0 35 0 13 2 0 1 1 8%
are LGBQ+ and (67%) (25%) (4%) (2%) (2%) °
Not Autistic
Group 1:
Participants who 27 32
are Autistic and 0 (46%) 0 (54%) 0 0 0 0 0%
Not LGBQ+
Group 0:
MeNeter | o | S 0o | 3 0 0 0 ! 2
]
Autistic Nor (29%) (69%) (2%)
LGBQ+
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Table 5. Demographics: Employment and Income; Employment Perceptions, Disclosure and Discrimination

Employment Status & Income

Perception around Employment

% Disclosed Identity

% Experienced
Discrimination in

at Work the Workplace
1) 0, 0
Group % Em f()) ed Sofial Income Felt \f;:lflg For For
E ’ Ploy : Ave. Satisfied | Limited Autistic | LGBQ+ -
mployed in Security G h K 1 Job Make a Identi Identi Autistic | LGBQ+
Preferred | Benefit (Group with Wor in Jo Good entity entity Identit Identit
referre enefits Mode) Prospects 00 entity entity
Area Eligible p Mentor
$50,079 M=321 M=3 (See (See (See (See
All Participants 76% 65% 36% ($25,000- Sp = 1 | 5’ D=1 ’1 5 69% groups groups groups groups
349,999) ) ) below.) below.) below.) below.)
$44,191 (See (See
+ = =
ﬁ;ﬁgiﬁs 82% 61% 36% | (825,000- QAD :31' 1251’ QAD :21'9283’ 64% | Group3 | 41% | Growp3 | 24%
P $49,999) : : below.) below.)
. $51,638 _ _ (See (See
ﬁ‘;ﬁ“f:ﬁ‘t‘; 75% 66% 47% | (825,000- gADfl'lf . gADfl'Olzl’ 68% 51% | Group3 | 46% | Group 3
P 349,999) ) ) below.) below.)
Group 3:
ot $44,693 B _
l;?:‘:ﬁ?:&i Zilg 88% 48% 45% | (825,000- Sl\g - 3135 QAD :31' 11241 61% 45% 43% 46% 30%
LGBO+ $49,999) : :
Group 2: $46,105
Jroup < ($10,000- _ _
I;?:‘L"g’g‘giﬁg 73% 61% | 23% | s24,999/ | 73D | MR8 6, NA 39% NA 19%
Not Autistic $25,000-
$49,999)
Group 1:
T $58,347 - _
l;i‘:‘:ﬁ?:&i ﬂg 76% 33% 49% | ($50,000- QAD_fi 119 : QAD :21' 9029’ 78% 58% NA 44% NA
Not LGBQ+ $74,999)
Group 0:
Participants who $50,588 _ _
are Neither 82% 65% | 26% | (550000 | M o330 M6 g1 NA NA NA NA
Autistic Nor $74,999) ’
LGBQ+




Comparing Self Esteem, Outcome Scores, and Predictor Variables

The average Self Esteem score for the full sample was 26.91 with a standard
deviation of 5.02. To put into perspective with an average U.S. population score, this
sample scored higher on average than the mean of 22.62 (SD = 5.8; n = 503) found in the
general U.S. public (Sinclair et al., 2010). Average Life Satisfaction of the study sample
was 23 with a standard deviation of 7.05. Research has found that U.S. populations from
college age to older adults have a mean range of 23 to 27.9, with standard deviations of
around 5.8 to 6.4 (Pavot & Diener, 2008), putting the score of the research sample at the
low end of the average range.

Table 6 shows the Self Esteem mean differences of the full sample, the larger
subgroups, three research groups and the control group. The group with the highest Self
Esteem was Group 2 with a mean of 28.1 (SD = 6.29). The group with the lowest average
score was Group 1 with a mean of 25.74 (SD =4.17). A MANOVA was conducted to
determine if there were significant differences between the outcome variables by research
group (F (15, 585) =2.022, p = .012; Wilk's A = 0.87, partial n?> = .045), which revealed
this difference was trending toward significance via a post-hoc Tukey test (p =.071).

The full group reported an average Life Satisfaction of 23 with a standard
deviation of 7.05, placing the sample in the “average life satisfaction” range of 20-24.
Creators of the SWLS found an average score of 25.8 in their initial sample of older men
in the U.S. (n = 53), and a weighted average of 23.9 in later samples of U.S. college
students (n = 1179) (Diener et al., 1985; Pavot & Diener, 2008). In the present research,
there was limited (and non-significant) variance between the subgroups. The highest

average Life Satisfaction of the research groups was reported by Group 3 (M = 23.49, SD
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= 6.7) and the lowest was Group 1 (M = 22.52, SD = 7.38), placing these two groups, and
all of the subgroups in this research, within the “normal” life satisfaction classification.
To see the averages across the groups, please refer to Table 6.

For the three mental health markers as captured by the DASS-21, the average
scores and standard deviations were as follows: Depression (M = 8.38, SD = 5.59),
Anxiety (M =7.61, SD = 5.35), and Stress (M = 9.22, SD = 5.05). In a study of the
general U.S. nonclinical population’s measures on the DASS-21 (n = 499), results
showed a mean score of 5.7 for Depression (SD = 8.2; indicating mild symptomology),
3.99 for Anxiety (SD = 6.27; indicating mild anxiety), and 8.12 for Stress (SD = 7.62;
indicating mild stress) (Sinclair et al., 2010). As we see, these scores are lower than the
scores found in this research sample, suggesting higher negative mental health indications
in the present sample than Sinclair and colleagues found in the general population. For
the current research, the average scores of the total population indicated a full sample
with moderate symptoms of depression (scores between 7-10), severe anxiety (scores
between 8-9), and mild-to-moderate stress (scores between 8-9 indicate mild and 10-12
indicating moderate; Lovibond & Lovibond, 1995).

Table 6 captures the mental health averages of the full sample, as well as all
subgroups for comparisons. Comparing the average scores of the research groups in
Depression, we find that Group 2 has the lowest symptomology with a mean of 7.48
(SD = 5.8) and that Group 3 has the highest with a mean of 9.52 (SD = 4.84). Both of
these scores are within the moderate range and were not shown to have a significant
difference. For Anxiety, the research group with the lowest reported average was again

Group 2, with a mean of 5.88 (SD = 4.82). Again, we see the highest group is the
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multiply-marginalized Group 3 with a mean of 9.55 (SD =5.11). A MANOVA,
conducted between research groups and outcome variables/Self Esteem (F(15, 585) =
2.022, p=.012; Wilk's A = 0.87, partial n*> = .045), found that there was a significant
difference between the Anxiety scores of these two groups (p = .002) as well as between
Group 3 and the control group, Group 0 (M = 6.55, SD = 5.1; p = .015). Finally, related
to Stress, here we find the lowest amount of reported Stress in the control group (Group
0: M =7.82, SD = 5.07). Within the research groups 1-3, we see the same picture as
painted by Depression and Anxiety, with the Group 2 indicating the lowest amount of
Stress (M = 8.56, SD 5.14), and Group 3 with the highest (M = 10.91, SD = 4.42). The
MANOVA described above found the difference between Group 3 and Group 0 to be
significant (p = .007), and the difference between Group 2 and 3 to be trending toward
significance (p = .064).

The groups’ means and standard deviations for the predictor variables are
available in Table 7. To note, the predictor variables represent the answers of the
marginalized participants on surveys related to their experiences. These variables include
scores on: (1) Outness related to autistic or LGBQ+ identity with possible outcome
scores ranging from O (the lowest level of freely sharing one’s identity) to 1 (the highest
level of freely sharing one’s identity); (2) Group Identity related to autistic or LGBQ+
identity with possible scores ranging from 1 (lowest group identity connection) to 6
(highest group identity connection); (3) Parental Acceptance related to autistic or
LGBQ+ identity ranging from a possible score of 18 (non-acceptance) to 126 (highest
amount of parental acceptance); and (4) Concealment related to autistic or LGBQ+

identity with a range of 0 (no concealment) to 5 (always conceals identity). Descriptive
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statistics regarding these metrics are reported in Table 7 as noted within the relevant
subgroups only, and not for the Full Sample or control Group 0, as those groups
contained individuals who had neither an autistic nor LGBQ+ identity, and therefore did
not take any of the related surveys.

For the autistic-specific predictor surveys which were taken by Groups 1 and 3:
On the Outness measure, Group 3 had a marginally higher Outness score (M = .482,
SD =.167) than Group 1 (M = .475, SD = .156). The same was true of Group Identity
with Group 3’s mean score of 4.11 (SD = .993) and Group 1 with a mean score of 3.92
(SD =.962). For Parental Acceptance, we see that Group 1 experienced higher
acceptance by their parents for their autistic identity (M = 59.53, SD = 18.74) when
compared to Group 3 (M = 55.82, SD = 20.28). Concealment scores were very close with
Group 1 showing a just slightly higher mean score of 1.77 (SD = 1.1) over Group 3’s
mean score of 1.7 (SD = 1.28). Independent sample t-tests revealed that none of the group
differences for the autistic identity-specific predictor variables were found to be
significant.

For the LGBQ+-specific predictor surveys which were taken by Groups 2 and 3:
For Outness, Group 3 showed a higher mean score (M = .508, SD = .209) than Group 2
(M = .458, SD = .217). For Group identity, Group 3 again showed a higher mean
(M =4.48, SD = .804) compared to Group 2 (M =4.13, SD = 1.01). To note, an
independent sample t-test determined this difference between in Group Identity to be a
significant (t(103) =-1.941, p =.027). A t-test also found the difference between the two
group means in Concealment to be significant (t(-2.205) = 99.862, p = .015) with Group

3 also showing higher Concealment (M = 1.65, SD = 1.31) than Group 2 (M = 1.14,
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SD = 1.02). The between-group differences for Outness and Parental Acceptance were

not found to be significant.
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Table 6. Self Esteem and Outcome Measures for All Groups

" Self Esteem Life Satisfaction Depression Anxiety Stress
Mean (STD) Mean (STD) Mean (STD) Mean (STD) Mean (STD)
.. 26.91 23 8.38 7.61 9.22
All Participants 220 (5.02) (7.05) (5.59) (5.35) (5.05)
.. .. 26.35 23.01 9.12 8.84 10.13
All Autistic Participants 117 (4.57) (7.03) (5.33) (5.41) (4.86)
.. 26.85 22.53 8.55 7.82 9.8
AIILGBQ Participants 10 (5.38) (7.65) (5.38) (5.28) (4.89)
A”“S“"Npi?‘f(‘fg‘giw}]" R 26.95 23.49 8.73 8.14 9.36
(Research Group 1 (4.9) 6.7) (5.78) (5.64) (5.18)
LGBQ+ Participants who are 28.08 2 54 748 5.88 8.56
Not Autistic 52 (6.29) @ '02) ( p 8) (4.82) (5.14)
(Research Group 2) i ) ) * +
Participants who are Autistic 25.74 2.5 9.52 9.55 10.91
and LGBQ+ 58 4.17) 7 '38) ( 13 4 (5.11) (4.42)
(Research Group 3) T : ' k[ */+
Participants who are Neither 6.55 7.82
Autistic Nor LGBQ+ 51 ( 4211) (243 2?13) (z'gi) (5.1) (.07)
(Control Group / Group 0) ’ ) ' wE ®

Bold denotes significant differences between groups in this outcomes measure. * - denotes matched set of significantly different
numbers within column (i.e., one asterisk was found to be significantly different than the other number with one asterisk, two asterisks
was found to be significantly different than the other number with two asterisks; etc. [p =.05 or less])

7 - denotes trending toward significance (p = .1 or less)

Shown in Table 6: A MANOV A was conducted to determine if there were significant differences between the outcome variables and
Self Esteem by research group (F (15, 585) = 2.022, p =.012; Wilk's A = 0.87, partial n> = .045). Significant differences were found
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between groups in Anxiety (F =5.535, df=3, 216, p =.001) and Stress (F = 3.935, df =3, 216, p = .009). Post-hoc Tukey tests
determined those group differences to be between Groups 2 and 3 in Anxiety (p = .002), between Groups 3 and 0 in Anxiety (p =
.015), and between Groups 3 and 0 in Stress (p =.007). Additionally, Tukey tests revealed that there were between-group differences
trending toward significance between Groups 2 and 3 in Self Esteem (p = .071), and between Groups 2 and 3 in Stress (p =.064).

Table 7. Identity-based Predictor Variables Across Marginalized Groups

Group Group Parental Parental
Outness Outness . . Concealment | Concealment
. Identity Identity Acceptance Acceptance .
(Autism) (LGBQ+) (Autism) | (LGBQY) (Autism) (LGBQ+) (Autism) (LGBQ+)
All Autistic 479 4.01 57.67 1.73
Participants (.161) (.978) (19.52) (1.19)
All LGBQ+ 485 431 58.96 1.41
Participants (.214) (.92) (18.27) (1.2)
Autistic Participants 475 3.9 50.53 177
who are not LGBQ+ 156 962 18.74 1
(Research Group 1) (.156) (:962) (18.74) (1.1
LGBQ+ Participants
who are not Autistic 3?8 ‘1‘(1)‘;’ ?9% 1(1;2‘
(Research Group 2) (:217) 1.01) (17.16) (1.02)
Participants who are
Autistic and 482 508 4.11 4.48 55.82 58.38 1.7 1.65
LGBQ+ (.167) (.209) (.993) (.804) (20.28) (19.35) (1.28) (1.31)
(Research Group 3)

Bold denotes significant differences between groups in these predictor measures for numbers within that column as determined by
independent sample t-tests (Group Identity LGBQ+: t(103) =-1.941, p =.027; Concealment LGBQ+: t(-2.205) = 99.862, p = .015).




Assumptions Testing

In order to perform the analyses (i.e., linear regression, ANOVAs and
MANOV As), confirmation of assumptions regarding the nature of the data was needed to
determine the if the analyses were appropriate for the data. These assumptions include
that the data has independence of observations, that there is a linear relationship between
variables, that there is normality in the distribution of residuals (errors), that the data
show homoscedasticity, that there is homogeneity of variance across the sample, that
multicollinearity does not exist across independent variables, and that there are no
significant outliers when performing the analyses (Lomax & Hahs-Vaughn, 2013).

For independence of observations, tests were run in SPSS for the Durbin-Watson
statistic of each regression to test if there was autocorrelation in the regression models,
which would indicate that the data was not independent. Each regression was within the
acceptable range for the corresponding Durbin-Watson statistic between 1.5 and 2.5
providing evidence that the independence of observation assumption was met (Jeong &
Jung, 2016).

To assess linearity, scatterplots were created and visually inspected by plotting
each of the predictor variables with each of the outcome variables. This visual inspection
indicated that a linear relationship between the dependent and independent variables were
likely as there was no curvature in the plots.

Visual inspection of the normal Predicted Probability (P-P) Plot indicated
normality of the data. Additionally, skewness and kurtosis values for the variables were
reviewed and found that all were in the acceptable range from -2 and +2 indicating

normality and symmetry in the data (Lomax & Hahs-Vaughn, 2013). Homoscedasticity
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was assessed by visual inspection of plots of standardized residuals versus standardized
predicted values of all predictor variables compared with all outcome variables and this
assessment indicated this assumption was met.

To test for homogeneity of variance across the sample for the performance of
ANOVAs and MANOVAs, SPSS was used to determine the Levene’s Test for Equality
of Variances statistics for each of the outcome variables. All p values were higher than
.05, indicating that the assumption of homogeneity of variance was met.

The Variance Inflation Factor (VIF) values were all between 1 and 2 indicating
that the assumption of the absence multicollinearity was met, with numbers above 2.5
being the threshold for multicollinearity concern (Senaviratna & Cooray, 2019). Box
plots were created in SPSS for the outcome variables to determine if outliers existed.
When outliers were identified, they were removed from the data prior to analyses to
ensure this assumption was met.

Research Question #1
. What are the mediating effects of self-esteem on the relationship between the predictor
variables and the outcome variables?

Research Question 1 captures an investigation into Self Esteem and how it may
engage with the predictor variables’ relationships to life satisfaction and mental health
markers for autistic and/or LGBQ+ individuals. As denoted in Chapter 3, this was
completed with Hayes’ PROCESS mediation analysis (Model 4). The five predictors
(Parental Acceptance, Outness, Group Identity, Concealment, and Employment) were put
into models with the outcome variables of life satisfaction and the three mental health

markers—depression, anxiety, and stress—separately, making for a total of 20 models
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run in this analysis. Autistic participants and LGBQ+ participants were included in the
analysis (7 = 169). Although offered all pertinent surveys, participants were not required
to complete all surveys to participate in this project. Therefore, the total sample sizes of
these models fluctuate between 161 and 167, reflecting those who did not complete the
specific survey that contributed to that analysis in the reduction of sample size for that
particular model and the corresponding listwise deletion of their missing data. For
participants who completed more than one survey associated with a predictor variable
(i.e., a person who is LGBQ+ and autistic would complete the Parental Acceptance
survey specific to their autistic identity and the Parental Acceptance survey specific to
their LGBQ+ Identity), those scores were averaged to create their predictor score.

For the discussion below, the mediation models are separated by outcome
variable: five models with the outcome variable of life satisfaction, five models with the
outcome variable of depression, five models with the outcome variable of anxiety, and
five models with the outcome variable of stress. Self Esteem is the potential mediator for
each of these models. We’ll first take a look at Life Satisfaction models and work our
way into the Mental Health markers models of Depression, Anxiety and Stress.

Life Satisfaction Models

For the Life Satisfaction models, there were three models that showed significant
direct effects between the variables as well as indirect effects mediated by Self Esteem.
These models were for the predictor variables of Parental Acceptance, Group Identity and
Concealment. For the model with the predictor variable of Parental Acceptance (n = 159),
the indirect effect of Parental Acceptance on Life Satisfaction as mediated by Self

Esteem was found to be statistically significant (B =.1418, 95% C.I. [.0576, .2357]), as
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was the model (R? = .2626, df =2, 156, p < .0001). Additionally, significant direct effects
of Parental Acceptance (f =-.2571, p =.0004) and Self Esteem (B =.5191, p <.0001) on
Life Satisfaction were found. The direct effect of Parental Acceptance predicting for Self
Esteem was also significant (B =.2731, p =.0005). The direct effect of Parental
Acceptance on Life Satisfaction suggests that the higher one’s parental acceptance for the
identity/ies of a person with at least one of these marginalized identities, the lower their
life satisfaction. While higher Parental Acceptance lowers Life Satisfaction in a direct
effect relationship, the indirect effect suggests that Self Esteem mediates this relationship,
in that as a person’s Self Esteem is higher, higher Parental Acceptance actually increases
Life Satisfaction as opposed to decreasing it.

For the model with Group Identity as the predictor (n = 164), with Self Esteem as
mediator and Life Satisfaction as outcome, this model was also found to be statistically
significant (R? = .225, df =2, 161, p <.0001), as was the indirect effect contained within
(B =.0683, 95% C.I. [.0013, .1372]). Additionally, significant direct effects of Group
Identity (B = .154, p =.0299) and Self Esteem (p = .4246, p <.0001) on Life Satisfaction
were found. The direct effect of Group Identity predicting for Self Esteem was also
significant (f =.1609, p = .0396). These findings indicate there is partial mediation by
Self Esteem on the relationship between Group Identity and Life Satisfaction. Overall,
the higher one’s feelings of identity among and affinity to one’s marginalized group, the

higher one’s life satisfaction.
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Self-Esteem

Parental
1 . Acceptance
2. Outness
Satisfaction

3 Group

* Identity
4. Concealment
5. Employment

Figure 1. Mediation Modeling of Predictor Variables Predicting Life Satisfaction
with Self Esteem as a Potential Mediator. Pictured Above Via Bold Pathways.: 1.
Parental Acceptance to Life Satisfaction (LS) Mediated by Self Esteem (SE): Significant
Standardized Indirect Effect: f = .1418; 3. Group Identity to LS Mediated by SE:
Significant Standardized Indirect Effect: = .0683; 4. Concealment to LS Mediated by
SE: Standardized Significant Indirect Effect: p = -.1673. (If all pathways are not bolded,
indirect effect was not significant.) Significant Standardized Direct Effects of SE on LS
not shown bolded above: 2. SE to LS in the Outness Model: f = .4391; 5. SE to LS in the
Employment Model: p =.4614.

For the model with Concealment as the predictor (n = 160), with Self Esteem as
mediator and Life Satisfaction as outcome, the model was found to be statistically
significant (R? = .3608, df = 2, 157, p < .0001), as was the indirect effect contained within
(B =-.1673, 95% C.1. [-.2608, -.0793]). Additionally, significant direct effects by
Concealment (f = .417, p <.0001) and Self Esteem (f =.5713, p <.0001) on Life

Satisfaction were found. The direct effect of Concealment predicting for Self Esteem was
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also found to be significant (f =-.2929, p <.0001). These results suggest that higher
concealment leads to higher Life Satisfaction in its direct effect. However, it is
significantly partially mediated by Self Esteem, which causes a negative indirect effect.
This suggests that higher Concealment mediated by higher Self Esteem leads to lower
Life Satisfaction.

For the model with Outness predicting for Life Satisfaction with Self Esteem as
the mediator (n = 165), the model was found to be statistically significant (R? = .2053,
df=2,162, p <.0001), as was the direct effect of Self Esteem on Life Satisfaction
(B=.4391, p <.0001). The direct effect of Outness predicting for Self Esteem was also
found to be significant (B =.1892, p = .0149). However, the direct effect of Outness on
Life Satisfaction (f =.0563, p = .4309]. as well as the indirect effect of Self Esteem
(B=.0831, 95% C.I. [-.0027, .171]) were not found to be significant, indicating Self
Esteem did not significantly mediate the relationship between Outness and Life
Satisfaction.

For the model with current Employment predicting for Life Satisfaction with Self
Esteem as the mediator (n = 169), the model was found to be statistically significant (R?
=.2506, df =2, 166, p <.0001), as was the direct effect of Employment on Life
Satisfaction ( = .4563, p = .0064). The direct effect of Self Esteem on Life Satisfaction
was also found to be significant (B = .4614, p <.0001]. However, the indirect effect of
Self Esteem ( =.0219, 95% C.I. [-.1563, .1928]) and the direct effect of Employment

predicting for Self Esteem (B =.0475, p = .8033) were not found to be significant.
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Mental Health Models

Just as with the Life Satisfaction models, there were the same three predictors that
showed significant mediation by Self Esteem in predicting for all three mental health
markers. These models were those of Parental Acceptance, Group Identity (with
exception of for Stress which was .0001 away from significance), and Concealment.
These models all performed much the same way as they did with Life Satisfaction, as did
Self Esteem as a mediator within these models. Additionally, as would be expected, the
direct effects of the predictors on Self Esteem were identical to those reported above.

For the models with Parental Acceptance with Self Esteem as a mediator, the
models predicting for Depression (R? =.3915, df =2, 156, p < .0001), Anxiety
(R?=.2076, df =2, 156, p <.0001), and Stress (R? =.3024, df =2, 156, p <.0001) were
found to be significant. The direct effects of both Parental Acceptance and Self Esteem,
and the indirect effects of Self Esteem on all three of the outcomes were significant in
these models. For the model predicting for Depression, the significant effects were as
follows: (1) Direct Effect of Parental Acceptance: f =-.2758, p <.0001; (2) Direct Effect
of Self Esteem: f =-.4913, p <.0001; and (3) the Indirect Effect: f =-.1342, 95% C.L.
[-.2072, -.057]. For the model predicting for Anxiety, the significant effects were as
follows: (1) Direct Effect of Parental Acceptance: p =-.3417, p <.0001; (2) Direct Effect
of Self Esteem: § = -.2222, p =.0031; and (3) the Indirect Effect: f = -.0607, 95% C.I.
[-.1154, -.0142]. For the model predicting for Stress, the significant effects were as
follows: (1) Direct Effect of Parental Acceptance:  =-.3981, p <.0001; (2) Direct Effect
of Self Esteem: = -.2859, p =.0001; and (3) the Indirect Effect:  =-.0781, 95% C.L.

[-.1404, -.0239].
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Figure 2. Mediation Modeling of Predictor Variables Predicting Depression with
Self Esteem as a Potential Mediator. Pictured Above Via Bold Pathways: 1. Parental
Acceptance to Depression Mediated by Self Esteem (SE). Significant Standardized
Indirect Effect: p=-.1342; 3. Group Identity to Depression Mediated by SE: Significant
Standardized Indirect Effect: = -.0965; 4. Concealment to Depression Mediated by SE:
Significant Standardized Indirect Effect: = .138. (If all pathways are not bolded,
indirect effect was not significant.) Significant Standardized Direct Effects of SE on
Depression not shown bolded above: 2. SE to Depression in the Outness Model: f =
-.5684; 5. SE to Depression in the Employment Model: = -.5918.

For the models with Group Identity with Self Esteem as a mediator, the models
predicting for Depression (R? = .354, df =2, 161, p <.0001), Anxiety (R>=.1528, df = 2,
161, p <.0001), and Stress (R?2=.1968, df =2, 161, p <.0001) were found to be
significant. The direct effects of both Parental Acceptance and Self Esteem, and the
indirect effects of Self Esteem on all three of the outcomes were significant in these

models. For the model predicting for Depression, the significant effects were as follows:
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(1) Direct Effect of Group Identity: B =-.154, p = .0176; (2) Direct Effect of Self Esteem:
B=-.6001, p <.0001; and (3) the Indirect Effect: B = -.0965, 95% C.I. [-.2013, -.0004].
For the model predicting for Anxiety, the significant effects were as follows: (1) Direct
Effect of Group Identity: p =.1974, p = .008; (2) Direct Effect of Self Esteem: § =
-.3707, p <.0000; and (3) the Indirect Effect: f =-.0596, 95% C.I. [-.1316, .0000]. For
the model predicting for Stress, the significant effects were as follows: (1) Direct Effect
of Group Identity: B =.1434, p = .0467; (2) Direct Effect of Self Esteem: f = -.4435,

p <.0001; and (3) the Indirect Effect (which is trending toward significance by .0001
points): B =-.0714, 95% C.I. [-.1555, .0001].

For the models with Concealment with Self Esteem as a mediator, the models
predicting for Depression (R? = .4485, df =2, 157, p <.0001), Anxiety (R?> = .4543, df =
2,157, p <.0001), and Stress (R? =.3759, df =2, 157, p < .0001) were found to be
significant. The directs effects of both Concealment and Self Esteem, and the indirect
effects of Self Esteem on all three of the outcomes were significant in these models. For
the model predicting for Depression, the significant effects were as follows: (1) Direct
Effect of Concealment: § =.3575, p <.0001; (2) Direct Effect of Self Esteem: § =
-4712, p <.0001; and (3) the Indirect Effect: f =.138, 95% C.I. [.069, .2076]. For the
model predicting for Anxiety, the significant effects were as follows: (1) Direct Effect of
Concealment: § =.6148, p <.0001; (2) Direct Effect of Self Esteem: 3 =-.1498,

p =.0163; and (3) the Indirect Effect: f = .0439, 95% C.I. [.004, .092]. For the model
predicting for Stress, the significant effects were as follows: (1) Direct Effect of
Concealment: § =.4751, p <.0001; (2) Direct Effect of Self Esteem: f =-.2726,

p =.0001; and (3) the Indirect Effect:  =.0798, 95% C.I. [.0283, .1432].
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Figure 3. Mediation Modeling of Predictor Variables Predicting Anxiety with Self
Esteem as a Potential Mediator. Pictured Above Via Bold Pathways: 1. Parental
Acceptance to Anxiety Mediated by Self Esteem (SE): Significant Standardized Indirect
Effect: B =-.0607; 3. Group Identity to Anxiety Mediated by SE: Significant Standardized
Indirect Effect: = -.0596; 4. Concealment to Anxiety Mediated by SE: Significant
Standardized Indirect Effect: = .0439. (If all pathways are not bolded, indirect effect
was not significant.) Significant Standardized Direct Effects of SE on Anxiety not shown
bolded above: 2. SE to Anxiety in the Outness Model: = -.3441; 5. SE to Anxiety in the
Employment Model: p = -.3381.

For all three of the mental health markers, the Employment models were
significant (Depression: R? = .3634, df = 2, 166, p < .0001; Anxiety: R?> = .1707, df = 2,
166, p <.0001; and Stress: R?=.2021, df =2, 166, p < .0001). The direct effects of
Employment on Depression (f =.3128, p =.0416), Anxiety ( = .6006, p =.0007), and
Stress (B = .3642, p = .0343) were significant, as were the direct effects of Self Esteem on

Depression (f =-.5918, p <.0001), on Anxiety (f =-.3381, p <.0001), and on Stress ( =
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-4274, p <.0001) in these models. However, the indirect effects were not significant in
any of the three Employment models with Self Esteem as a potential mediator, including
predicting for Depression ( =-.281, 95% C.I. [-.2632, .2048]), for Anxiety (B =-.0161,
95% C.I. [-.1498, .1183]), and for Stress ( =-.0203, 95% C.I. [-.1795, .1438]).

For the Outness models, while all three models predicting mental health were
significant (Depression: R? = .3307, df = 2, 162, p < .0001; Anxiety: R>=.115, df =2,
162, p = .0001; and Stress: R? = .1829, df =2, 162, p <.0001), that significance is tied
only to Self Esteem. Outness did not predict for a direct effect to the mental health
outcomes in any of the three models (Depression: § =-.0308, p = .6388; Anxiety: =
.0364, p = .6289; or Stress: B =-.0888, p =.2211), and there were no significant indirect
effects (Depression: f =-.1075, 95% C.I. [-.214, .0032]; Anxiety: B = .3642, 95% C.I
[-.137,.0021]; or Stress: B =-.076, 95% C.I. [-.1548, .0018]). The direct effects of Self
Esteem were significant throughout all three mental health models, including Depression
(B =-.5684, p <.0001), Anxiety (B =-.3441, p <.0001), and Stress ( = -.4019,

p <.0001).

In summary, when looking at the mediating effects of Self Esteem between the
five predictor variables (Parental Acceptance, Outness, Group Identity, Concealment, and
Employment) and the four outcome measures (Life Satisfaction, Depression, Anxiety and
Stress), we find significant mediation by Self Esteem in the following models: all
Parental Acceptance models (predicting for Life Satisfaction and the three mental health
markers); all Concealment models (predicting for Life Satisfaction and the three mental
health markers); and three of the four Group Identity models (with Stress falling just shy

of significance). In terms of direct effects, every predictor variable except Concealment
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was shown to have a significant direct effect on every outcome measure, and every
predictor variable except Employment was shown to have a direct effect on Self Esteem.
Finally, Self Esteem was also shown to have a direct effect on every outcome measure for

every predictor variable model with the exception of the Employment models.

Self-Esteem
Parental
1 . Acceptance
2. Outness
Stress

3 Group

* Identity
4, Concealment
5 . Employment

Figure 4. Mediation Modeling of Predictor Variables Predicting Stress with Self
Esteem as a Potential Mediator. Pictured Above Via Bold Pathways: 1. Parental
Acceptance to Stress Mediated by Self Esteem (SE): Significant Standardized Indirect
Effect: B=-.0781; 3. Group Ildentity to Stress Mediated by SE: Trending Toward
Significant Standardized Indirect Effect: f = -.0714; 4. Concealment to Stress Mediated
by SE: Significant Standardized Indirect Effect: p = .0798. (If all pathways are not
bolded, indirect effect was not significant.) Significant Standardized Direct Effects of SE
on Stress not shown bolded above: 2. SE to Stress in the Outness Model: p = -.4019;

5. SE to Stress in the Employment Model: = -.4274.
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Research Question #2
2. What are the moderating effects of identity (either LGBQ+, within the AS, or both) on
the relationship between a predictor variable and an outcome variable?

For the moderation analyses, the researcher looked to determine if the
relationships between the predictor variables and the outcome variables were moderated
by membership in one of the three research groups (Groups 1, 2 and 3; i.e., those
denoting a person was either autistic or LGBQ+, or both). As discussed in Chapter 3,
these analyses were completed with Hayes’ PROCESS moderation analysis (Model 1).
Twenty models were run with each of the five predictor variables predicting for each of
the four outcome variables. While eight models showed direct effects, only one of these
models showed a significant moderation effect of Research Group. This model was
Group Identity predicting for Life Satisfaction, with Research Group as moderator.
Figure 5 shows the conceptual diagram of this model.

As a reminder of the distinction between the predictor variable “Group Identity”
and Research Group, “Group Identity” captures the individual’s feeling of a union
between themselves and the larger group who shares their identity (i.e., “I have Autism
and feel I am a part of the larger autistic community”). As with the analyses for Research
Question 1, these analyses utilized an average of Group Identity — Autism and Group
Identity — LGBQ+ for those participants in Group 3 who have both identities and
therefore completed both surveys. For those in Groups 1 and 2 who completed only one

of these surveys, the results from that singular survey were used.
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Figure 5. Conceptual Diagram of HAYES Process 1 Model for Group Identity
predicting for Life Satisfaction with Research Group membership (whether a
participant was in Group 1 [Autistic and not LGBQ+|, Group 2 [LGBQ+ and not
Autistic], or Group 3 [Both Autistic and LGBQ+]) as moderator. Analyses of this
model showed a significant effect of moderation by Research Group on the outcome of
Life Satisfaction as predicted by Group Identity for autistic participants.

For the model of Group Identity predicting for Life Satisfaction with Research
Group as moderator, the overall model was significant (R = .083, df = 3, 160, p = .003),
as were the direct effect of Research Group on Life Satisfaction [Effect =-7.8319, 95%
C.I. (-14.2224, -1.4415), p = .0166] and the interaction effect between Group Identity and
Research Group [Effect = 1.7749, 95% C.1. (.29, 3.2597), p = .0194], telling us that there
was significant moderation. The direct effect of Group Identity on Life Satisfaction was
not found to be significant [Effect =.3647, 95% C.I. (-1.2172, 1.9467), p = .6495]. The
conditional effects of Group Identity on Life Satisfaction with moderation by Research
Group were as follows: For Research Group 2, the group that includes no individuals
with Autism, there was not a significant effect (p = .6495). There were significant effects
for both Research Groups 1 and 3, both of which include autistic participants. For
Research Group 1, there was a significant effect of 2.1396 (p = .0005) with 95%
confidence intervals at a lower level of .9552 and an upper level of 3.324. For Research

Group 3, there was a significant effect of 3.9145 (p = .0005) with 95% confidence

intervals at a lower level of 1.7436 and an upper level of 6.0853. These findings suggests
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that for autistic participants it makes a difference whether they are or are not LGBQ+ in
how Group Identity predicts for Life Satisfaction. We will explore this relationship
further in Research Question 3.

For the other models, while no moderation was found to be significant, there were
some models and direct effects that were found to be significant. Although there is no
evidence of moderation, the results for each are reported below, starting with the models
predicting for Life Satisfaction and then moving to the models predicting for the three
mental health markers of Depression, Anxiety, and Stress.

For the Life Satisfaction outcome models, along with the Group Identity results
reported above, there were significant results as follows: For the model of Concealment
predicting for Life Satisfaction with Research Group as moderator, the model was found
to be significant (R? = .083, df =3, 160, p = .003). However, no effects were found to be
significant. For Current Employment, although the model was trending toward
significance, it was not found to be significant (R? = .0409, df = 3, 165, p = .0749).
However, the direct effect of Employment on Life Satisfaction was found to be
significant [Effect = 4.6671, 95% C.1. (.4968, 8.8374), p = .0285]. The other effects were
not found to be significant. For Parental Acceptance, the model was not found to be
significant (R? =.0197, df =3, 155, p = .3778), nor were any of the model’s effects.
Likewise, for Outness, the model was not found to be significant (R? = .0284, df =3, 161,
p =.1993), nor were any of the model’s effects.

For the Depression outcome models: While no moderation was found to be
significant, there were models and direct effects found to be statistically significant. For

the model of Parental Acceptance predicting for Depression with Research Group as
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moderator, the model was found to be significant (R? = .1895, df =3, 155, p <.0001), as
was the direct effect of Parental Acceptance on Depression [Effect =-.1878, 95% C.I.
(-.333, -.0426), p = .0116]. No other effects in this model were found to be significant.
Similarly, for the model of Concealment predicting for Depression with Research Group
as moderator, the model was found to be significant (R? = .2478, df =3, 156, p <.0001),
as was the direct effect of Concealment on Depression [Effect = 4.363, 95% C.1. (2.0846,
6.6415), p = .0002]. No other effects in this model were found to be significant. For
Outness, the model was found to be significant (R? = .0559, df =3, 161, p = .0258).
However, no effects were found to be significant. For Group Identity, the model was not
found to be significant (R> = .0338, df = 3, 160, p = .1375), nor were any of the model’s
effects. For Employment, the model was trending toward significance (R? = .0421, df = 3,
165, p = .0683), but neither it nor any effect was found to be significant.

For the Anxiety outcome models: While no moderation was found to be
significant, there were models and direct effects found to be statistically significant. For
the model of Parental Acceptance predicting for Anxiety with Research Group as
moderator, the model was found to be significant (R? = .2284, df =3, 155, p <.0001), as
was the direct effect of Parental Acceptance on Anxiety [Effect =-.1736, 95% C.I.
(-.3145,-.0327), p = .0161] and the direct effect of Research Group on Anxiety [Effect =
6.219, 95% C.I. (-.1102, 12.5482), p = .0541]. The indirect effect was not found to be
significant. For Concealment, the model (R? = .4504, df = 3, 156, p < .0001) as well as
the direct effect of Concealment on Anxiety [Effect = 5.7223, 95% C.1. (3.7877, 7.6568),
p <.0001] were both found to be significant. No other effect was found to be significant.

For Outness, the model was found to be significant (R? = .0778, df = 3, 161, p = .0044).
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However, no effects were found to be significant. Additionally, for Group Identity, the
model was found to be significant (R? =.0914, df =3, 160, p = .0015), but no effects
were found to be significant. Finally, for Employment, the model was found to be
significant (R? = .0421, df = 3, 165, p = .0683). However, no effects were found to be
significant.

For the Stress outcome models: For the model of Parental Acceptance predicting
for Stress with Research Group as moderator, the model was found to be significant (R? =
2564, df =3, 155, p <.0001), as was the direct effect of Parental Acceptance on Stress
[Effect =-.2184, 95% C.I. (-.3455, -.0914), p = .0009]. No additional effect was found to
be significant. For Concealment, the model was found to be significant (R? = .3136, df =
3, 156, p <.0001), as was the direct effect of Concealment on Stress [Effect = 4.251, 95%
C.I. (2.2552, 6.2468), p < .0001]. No additional effect was found to be significant. For
Outness, the model was found to be significant (R> = .0752, df = 3, 161, p = .0055). No
effects were found to be significant. For Group Identity, the model was trending toward
significance (R? = .0435, df'= 3, 160, p = .0674), but neither it nor any effects were found
to be significant. Finally, for Employment, the model was found to be significant (R? =
0676, df =3, 165, p =.009). However, no effects within the model were found to be
significant.

In summary, 20 models were run looking for moderation of the relationship
between the five predictor variables and the four outcome variables by Research Group
inclusion (i.e., if one is included by identity in the autistic and not LGBQ+ group, in the
LGBQ+ and not autistic group, or in the group of participants who are both). Although

there were eight of the 20 models that showed direct effects, only one showed a
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significant moderation effect by Research Group. This model was Group Identity
predicting for Life Satisfaction, which showed a significant interaction effect between
Group Identity and Research Group, signifying moderation by identity between one’s
feeling of affiliation to one’s identity group and one’s overall satisfaction with life.
Research Question #3
. Within the group who have intersectional identities of being autistic and LGBQ+, are
there contextual interactions between identities as they predict the outcomes of interest
(mental health and life satisfaction)?

In order to address this question, the researcher looked to Research Group 3, as
this group included individuals who are both LGBQ+ and are autistic. These individuals
took all of the identity specific surveys, including those designed for capturing the
experiences of autistic participants (with surveys that are shorthanded below as “Outness
— Autism,” “Group Identity — Autism,” “Parental Acceptance — Autism,” and
“Concealment — Autism”) and LGBQ+ participants (with surveys that are shorthanded
below as “Outness — LGBQ+,” “Group Identity — LGBQ+,” “Parental Acceptance —
LGBQ+,” and “Concealment — LGBQ+"). Therefore, this group has eight potential
predictor variables to contribute to the analyses—and to potentially predict for outcome
variables as analyzed below. For these analyses, along with regression models for Group
3, the researcher also compared these regression analyses to those of Groups 1 and 2, and
the larger groups in which they are situated of all participants who are LGBQ+ and all
participants who are autistic, to gain more insights into the similarities and differences of

those with each and both identities.
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To note, in the initial Group 3 regressions as described below, the data between
the Parental Acceptance — Autism and Parental Acceptance — LGBQ+ are highly
correlated (r = .857), as are the data between Concealment — Autism and Concealment —
LGBQ+ (r=.874). For this reason, the two parental acceptance scores were averaged to
create a “Parental Acceptance — Average” predictor variable, as were the concealment
scores to create a “Concealment — Average” predictor variable for use in the regression
analyses. The other predictor variables were not found to be highly correlated, including
Outness — Autism and Outness — LGBQ+ (» = .291), and Group Identity — Autism and
Group Identity — LGBQ+ (» =.289), and were, therefore, able to be utilized as distinct
variables.

Group 3 (Autistic and LGBQ+ intersectional identities) Multiple Regressions
Outcome Variables and Self Esteem Predicted by Identity Variables
Multiple linear regression was used to test if Outness — LGBQ+, Outness —

Autism, Group Identity — LGBQ+, Group Identity — Autism, Parental Acceptance —

Averaged, and Concealment — Averaged significantly predicted for the outcome variables

and Self Esteem for Group 3.

For Life Satisfaction, the overall regression was statistically significant (R =
.34, F(6,47) =4.033, p =.002). It was found that Group Identity — Autism significantly
predicted Life Satisfaction (f =.322, p =.047) as did Concealment — Averaged (f = .322,
p =.002). It was found that the other variables did not significantly predict Life
Satisfaction in this data, including Outness — LGBQ+ ( =-.164, p = .227), Outness —
Autism (= .184, p = .232), Group Identity — LGBQ+ (B =.014, p = .913), and Parental

Acceptance — Averaged (B = .236, p =.208).

104



For Depression, the overall regression was statistically significant (R? = .362,
F(6,47)=4.444, p = .001). It was found that Group Identity — LGBQ+ was statistically
significant in predicting Depression (f = .282, p =.029), as was Concealment — Averaged
(B =.555, p=.002). The other variables were not found to significantly predict
Depression in this data, including Outness — LGBQ+ (B = -.06, p = .653), Outness —
Autism (B =-.103, p = .48), Group Identity — Autism ( = -.046, p = .766), and Parental
Acceptance — Averaged (B =.021, p =.908).

For Anxiety, the overall regression was statistically significant (R? = .48, F(6, 47)
=7.23, p <.001). It was found that Concealment — Averaged was statistically significant
in predicting Anxiety (B =.796, p <.001). The other variables were not found to
significantly predict Anxiety in this data, including Outness — LGBQ+ (f =.012,

p =.923), Outness — Autism (f =-.092, p = .487), Group Identity — LGBQ+ (B =.087,
p = .445), Group Identity — Autism (B =.183, p =.197), and Parental Acceptance —
Averaged (B = .206, p = .215).

For Stress, the overall regression was statistically significant (R?> = .399, F(6, 42)

=4.642, p = .001). It was found that Group Identity — LGBQ+ was statistically significant
in predicting Stress (f = .3, p =.022), as was Concealment — Averaged ( = .632,
p <.001). The other variables were not found to significantly predict Stress in this data,
including Outness — LGBQ+ (B =.098, p = .454), Outness — Autism (f =-.109, p = .422),
Group Identity — Autism (B = .003, p = .986), and Parental Acceptance — Averaged
(B=.126, p = .473).

For Self Esteem, the overall regression was not statistically significant (R? =

146, F(6, 47) = 1.338, p = .26). None of the variables were significant, including Outness
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—LGBQ+ (B=-.011, p =.942), Outness — Autism (f =.153, p = .367), Group Identity —
LGBQ+ (B =-.234, p = .112), Group Identity — Autism ( = .243, p = .181), Parental
Acceptance — Averaged (B =.149, p =.19), and Concealment — Averaged (f =-.002, p =
.993).

Adding Self Esteem as a Predictor to the Outcome Models for Group 3

For these analyses, as opposed to using it as an outcome as above, Self Esteem
was added as a predictor variable along with the other predictor variables (Outness —
LGBQ+, Outness — Autism, Group Identity — LGBQ+, Group Identity — Autism, Parental
Acceptance — Averaged, and Concealment — Averaged) to determine if regression models
that included Self Esteem better predicted for the outcome variables of Life Satisfaction,
Depression, Anxiety and Stress for Group 3.

For Life Satisfaction, the overall regression was statistically significant (R =
499, F(7,46) = 6.557, p < .001). It was found that Self Esteem significantly predicted for
Life Satisfaction (f = .433, p <.001) as did Concealment — Averaged ( =.557,
p <.001). It was found that the other variables did not significantly predict Life
Satisfaction in this data, including Outness — LGBQ+ (B =-.156, p = .192), Outness —
Autism (f =.132, p = .32), Group Identity — LGBQ+ (f =.112, p = .334), Group Identity
— Autism (B = .213, p =.139), and Parental Acceptance — Averaged (f =.153, p =.356).

For Depression, the overall regression was statistically significant (R? = .462,
F(7,46)=5.638, p <.001). It was found that Self Esteem was statistically significant in
predicting Depression ( = -.342, p = .005), as was Concealment — Averaged (f =.573,
p <.001). The other variables were not found to significantly predict Depression in this

data, including Outness — LGBQ+ (B = -.066, p = .593), Outness — Autism (f = -.052,
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p = .48), Group Identity — LGBQ+ (B = .204, p = .093), Group Identity — Autism
(B =-.04, p =.788), and Parental Acceptance — Averaged (B =.087, p =.614).

For Anxiety, the overall regression was statistically significant (R?> = .492,
F(7,47)=6.363, p <.001). It was found that Concealment — Averaged was statistically
significant in predicting Anxiety (f = .803, p <.001). The other variables were not found
to significantly predict Anxiety in this data, including Self Esteem (f =-.119, p =.303),
Outness — LGBQ+ (B =.009, p =.938), Outness — Autism ( = -.074, p = .578), Group
Identity — LGBQ+ (B = .06, p = .607), Group Identity — Autism (f =.213, p = .143), and
Parental Acceptance — Averaged (B = .229, p =.173).

For Stress, the overall regression was statistically significant (R?> = .399, F(7, 41)
=4.236, p = .001). It was found that Group Identity — LGBQ+ was statistically significant
in predicting Stress (p =.259, p = .053), as was Concealment — Averaged (f = .64,

p <.001). The other variables were not found to significantly predict Stress in this data,
including Self Esteem ( = -.153, p = .23), Outness — LGBQ+ (B = .088, p = .501),
Outness — Autism (B =-.097, p = .472), Group Identity — Autism ( =.027, p = .857), and
Parental Acceptance — Averaged (B = .128, p = .466).

Comparison: Group 1, Group 2, All Autistic, and All LGBQ+ Multiple Regressions

In order to compare results for the Group 3 regression analyses for Outcome
Variables and Self Esteem as Predicted by Identity Variables, multiple linear
regression was used to test if Outness — LGBQ+, Outness — Autism, Group Identity —
LGBQ+, Group Identity — Autism, Parental Acceptance — Averaged, and Concealment —

Averaged significantly predicted for the outcome variables and Self Esteem for Group 1
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and Group 2, and the full subsamples of all those who are autistic and all those who are
LGBQ+ within the research sample.
Group 1: Autistic Participants who are Not LGBQ+

For Life Satisfaction, the overall regression was statistically significant (R =
361, F(4, 50) = 7.056, p < .001). It was found that Group Identity — Autism was
statistically significant in predicting Life Satisfaction (B =.553, p <.001). It was found
that the other variables did not significantly predict Life Satisfaction in this data,
including Outness — Autism (B = .131, p = .31), Parental Acceptance — Autism (f =-.036,
p = .832), and Concealment — Autism (f =-.072, p = .667).

For Depression, the overall regression was statistically significant (R? = .604,
F(4,47)=17.907, p <.001). It was found that Concealment — Autism was statistically
significant in predicting Depression (f = .689, p <.001). It was found that the other
variables did not significantly predict Depression in this data, including Outness —
Autism (B =-.076, p = .449), Group Identity — Autism ( = .088, p = .404), and Parental
Acceptance — Autism (p =-.048, p =.737).

For Anxiety, the overall regression was statistically significant (R?> = .564,

F(4, 50) =16.166, p <.001). It was found that Concealment — Autism was statistically
significant in predicting Anxiety (f = .66, p <.001). It was found that the other variables
did not significantly predict Anxiety in this data, including Outness — Autism (§ = .15,

p =.163), Group Identity — Autism (B =.004, p = .969), and Parental Acceptance —
Autism (B =-.145, p = .298).

For Stress, the overall regression was statistically significant (R? = .44,
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F(4, 50) =9.815, p <.001). It was found that Concealment — Autism was statistically
significant in predicting Stress ( = .404, p = .013). It was found that the other variables
did not significantly predict Stress in this data, including Outness — Autism (f =-.117,
p = .333), Group Identity — Autism (B =.047, p = .696), and Parental Acceptance —
Autism (B =-.252, p = .114).

For Self Esteem, the overall regression was not found to be statistically
significant (R? = .122, F(4, 49) = 1.696, p = .166). Additionally, no variables were found
to be significant toward predicting Self Esteem in this data, including Outness — Autism
(B =.101, p = .546), Group Identity — Autism ( = .219, p = .195), Parental Acceptance —
Autism (B =.266, p = .125), and Concealment — Autism ( = .072, p = .658).

Group 2: LGBQ+ Participants who are Not Autistic

For Life Satisfaction, the overall regression was not found to be statistically
significant (R? = .02, F(4, 42) = .216, p = .928). Additionally, no variables were found to
be significant toward predicting Life Satisfaction in this data, including Outness —
LGBQ+ (B =-.007, p =.968), Group Identity — LGBQ+ (B = .003, p = .985), Parental
Acceptance — LGBQ+ (B =.058, p =.756), and Concealment — LGBQ+ ( =.158,

p =.365).

For Depression, the overall regression was not found to be statistically
significant (R? = .053, F(4, 42) = .584, p = .676). Additionally, no variables were found
to be significant toward predicting Depression in this data, including Outness — LGBQ+
(B =-.055, p =.746), Group Identity — LGBQ+ ( =-.019, p = .906), Parental Acceptance

- LGBQ+ (B=-.199, p = .281), and Concealment — LGBQ+ ( =-.181, p = .291).
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For Anxiety, the overall regression was not found to be statistically significant
(R?=.111,F(4,42) = 1.316, p = .28). Additionally, no variables were found to be
significant toward predicting Anxiety in this data, including Outness — LGBQ+
(B =-.066, p =.69), Group Identity — LGBQ+ ( = .152, p = .32), Parental Acceptance —
LGBQ+ (B =-.236, p = .188), and Concealment — LGBQ+ (B =-.269, p = .108).

For Stress, the overall regression was not found to be statistically significant
(R?=.128,F(4,41)=1.511, p = .217). It was found that Parental Acceptance — LGBQ+
resulted in a statistically significant Beta (B = -.414, p = .025). The other variables were
not found to significantly predict Stress in this data, including Outness — LGBQ+
(B=.077, p=.641), Group Identity —- LGBQ+ (B = .048, p =.753), and Concealment —
LGBQ+ (B =-.234, p=.165).

For Self Esteem, the overall regression was not found to be statistically
significant (R? = .081, F(4, 42) = .216, p = .461). Additionally, no variables were found
to be significant toward predicting Self Esteem in this data, including Outness — LGBQ+
(B=.102, p = .546), Group Identity — LGBQ+ (B = .069, p = .658), Parental Acceptance —
LGBQ+ (B =.236, p =.197), and Concealment — LGBQ+ (B =.116, p = .491).

Full Autistic Subgroup: All Autistic Participants within the Sample

For Life Satisfaction, the overall regression was statistically significant (R =
266, F(4, 104) = 9.405, p <.001). It was found that two variables were significant in
predicting Life Satisfaction: Group Identity — Autism ( = .36, p <.001) and
Concealment — Autism (B = .288, p =.009). Additionally, it was found that Outness —

Autism was trending toward significance (f =.173, p = .082). The final variable, Parental
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Acceptance — Autism, did not significantly predict Life Satisfaction in this data (B =.091,
p=.419).

For Depression, the overall regression was statistically significant (R? =.397,
F(4, 104) =17.097, p < .001). It was found that two variables were significant in
predicting Depression: Parental Acceptance — Autism ( =-.235, p =.023) and
Concealment — Autism (B = .441, p <.001). It was found that the other variables did not
significantly predict Depression in this data, including Outness — Autism ( = -.058,
p =.519) and Group Identity — Autism (B =-.001, p = .987).

For Anxiety, the overall regression was statistically significant (R?> = .456,
F(4, 104) =21.775, p < .001). It was found that Concealment — Autism was statistically
significant in predicting Anxiety (f =.593, p <.001). It was found that the other variables
did not significantly predict Anxiety in this data, including Outness — Autism (f = .043,
p = .615), Group Identity — Autism (B =.115, p =.178), and Parental Acceptance —
Autism (B =-.093, p = .34).

For Stress, the overall regression was statistically significant (R? = .445,
F(4, 104) = 20.873, p <.001). It was found that two variables were significant in
predicting Stress: Parental Acceptance — Autism (B =-.277, p = .006) and Concealment —
Autism (B = .414, p <.001). It was found that the other variables did not significantly
predict Stress in this data, including Outness — Autism ( = -.123, p = .154) and Group
Identity — Autism (B = .04, p = .641).

For Self Esteem, the overall regression was statistically significant (R*> = .213,
F(4, 103) = 6.949, p <.001). It was found that two variables were significant in

predicting Self Esteem: Group Identity — Autism ( =.279, p = .008) and Parental
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Acceptance — Autism (f =.339, p = .004). It was found that the other variables did not
significantly predict Self Esteem in this data, including Outness — Autism (B =.079,
p = .444) and Concealment — Autism ( =-.057, p = .612).

Full LGBQ+ Subgroup: All LGBQ+ Participants within the Sample

For Life Satisfaction, the overall regression was statistically significant
(R?=.141,F(4, 97) = 3.97, p = .005). It was found that Concealment — LGBQ+ was
statistically significant in predicting Life Satisfaction (B =.438, p <.001). It was found
that the other variables did not significantly predict Life Satisfaction in this data,
including Outness — LGBQ+ (B =.042, p = .679), Group Identity — LGBQ+ (p =.033,

p =.737), and Parental Acceptance — LGBQ+ (p =.118, p = .342).

For Depression, the overall regression was statistically significant (R> = .18,
F(4,97)=5.33, p <.001). It was found that Concealment — LGBQ+ was statistically
significant in predicting Depression ( = .4, p =.001). It was found that the other
variables did not significantly predict Depression in this data, including Outness —
LGBQ+ (B =-.042, p = .672), Group Identity - LGBQ+ (B =.131, p =.174), and Parental
Acceptance — LGBQ+ (f =-.008, p =.95).

For Anxiety, the overall regression was statistically significant (R? = .426,
F(4,97)=17.985, p <.001). It was found that two variables were statistically significant
in predicting Anxiety: Group Identity — LGBQ+ (B =.167, p =.039) and Concealment —
LGBQ+ (B =.709, p <.001). It was found that the other variables did not significantly
predict Anxiety in this data, including Outness — LGBQ+ (B =.062, p = .451) and

Parental Acceptance — LGBQ+ (f =.126, p = .217).
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For Stress, the overall regression was statistically significant (R?> = .238, F(4, 93)
=7.269, p <.001). It was found that Concealment — LGBQ+ was statistically significant
in predicting Stress (f = .43, p <.001). It was found that the other variables did not
significantly predict Stress in this data, including Outness — LGBQ+ (f =.039, p =.69),
Group Identity — LGBQ+ (B =.131, p =.169), and Parental Acceptance — LGBQ+
(B =-.085, p = .464).

For Self Esteem, the overall regression was not found to be statistically
significant (R? = .038, F(4, 97) = .946, p = .441). Additionally, no variables were found
to be significant toward predicting Self Esteem in this data, including Outness — LGBQ+
(B=.097, p=.364), Group Identity — LGBQ+ (B =-.069, p = .506), Parental Acceptance
—LGBQ+ (B=.076, p =.564), and Concealment — LGBQ+ (B =-.086, p = .502).

In summary, linear regressions revealed that certain predictor variables are
significantly predicted outcome variables and that there are differences among research
groups to which variables make those predictions. Overall, Concealment showed up most
frequently as a significant predictor in almost all models across research groups, with the
exception of Group 2, which had no significant prediction models. This lack of
significant models stood in contrast with Group 3, Group 1, and the two larger subgroups
of all participants who are LGBQ+ and all participants who are autistic. Group 3 and
Group 1 (both groups with autistic participants in contrast to Group 2, which has non-
autistic LGBQ+ participants) had significant prediction models for all outcome variables
but did not show significant prediction for Self Esteem. The two larger subgroups had
significant prediction models for all outcome measures and Self Esteem. For Group 3,

additional analyses were conducted moving Self Esteem from a potential outcome
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measure to a predictor variable within the models. In these cases, Self Esteem, along with
the Concealment, significantly predicted for Life Satisfaction and for Depression. Self
Esteem did not predict for Anxiety or Stress, although Concealment did significantly
predict for both with and without Self Esteem in the model. Additionally, of note for
Group 3 regression analyses, Group Identity for distinct identities seemed to play
different roles based on the outcome variable. To this point, Group Identity — Autism
(along with Concealment) predicted for Life Satisfaction in the model without Self
Esteem as a predictor, but Group Identity — LGBQ+ was not significant. In the models
predicting for Depression and for Stress without Self Esteem as predictors, we see Group
Identity — LGBQ+ (along with Concealment) becoming a significant predictor, although
Group Identity — Autism was not found to be significant in these models.
Post-Hoc Analyses: Effects of Levels of Self Esteem

A two-way ANOVA was run as part of post-hoc analyses to determine whether
the level of Self Esteem (high vs. low) affected the outcome and predictor variables
differently across the three research groups. Levels of Self Esteem were determined by
first calculating the median Self Esteem score of the full group (Median = 26) and then
coding participants as either High Self Esteem (HSE; equal to or above the median score:
n =90) or Low Self Esteem (LSE; below the median: » = 69). Averaged predictor scores
as used in Research Question 1 were utilized for this analysis. For significant main
effects for research group, means differences were assessed using Tukey’s multiple
comparison procedure with alpha set at .05.

First, we’ll look at comparisons in outcome and predictors variables between

those with High and Low Self Esteem in general across all research groups. For the
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outcome variables, there were significant differences between those who were in the
High and Low Self Esteem groups in all measures: Life Satisfaction (HSE: M = 25.16,
SD =5.71; LSE: M =19.71, SD =7.8; F(1, 153) = 26.95, p < .001, n = .15), Depression
(HSE: M =6.74,SD =4.9; LSE: M =11.45,SD=4.91; F(1, 153) =35.12, p < .001,n =
.187), Anxiety (HSE: M =7.2, SD =5.43; LSE: M =9.32, SD =5.13; F(1, 153) =5.39, p
=.022,m=.034), and Stress (HSE: M = 8.66, SD = 11.25; LSE: M =19.71, SD =7.8;
F(1, 153)=10.63, p =.001, n =.065). For the predictor variables, there were significant
differences in Parental Acceptance (HSE: M = 61.61, SD = 18.32; LSE: M = 54.94, SD =
17.13; F(1, 153) = 5.16, p = .025, 1 = .033) and Concealment (HSE: M = 1.35, SD =
1.12; LSE: M =1.78, SD = 1.19; F(1, 153) = 4.26, p = .041, n=.027). There were not
found to be significant differences by level of Self Esteem in Outness (p = .365) or Group
Identity (p = .435).

Next, we’ll look at the differences between the three groups in terms of outcome
and predictor variables. For the outcome variables, there were significant differences
between the research groups for Anxiety (F(2, 153) =5.27, p =.006, n = .064) and
trending toward significance for Stress (F(2, 153 =2.62, p =.076, = .033). For Anxiety,
there were significant differences between Groups 1 and 2 (Group 1: M = 8.55, SD =
.597; Group 2: M = 6.35, SD =.765; p = .035, 95% CI [.155, 4.244]), and between
Groups 2 and 3 (Group 3: M =9.68, SD =.699; p =.002, 95% CI [-5.381, -1.287]). For
Stress, there were significant differences between Groups 2 and 3 (Group 2: M =9, SD =
.706; Group 3: M =11.11, SD = .646; p = .029, 95% CI [-4, -.218]). There were no

significant differences between groups for Life Satisfaction or Depression.
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For the predictor variables, there were significant differences between the three
research groups in Concealment (F(2, 158) =4.5, p =.013, 1= .056) and a trend toward
significance in Group Identity (F(2, 158) = 2.58, p =.079, n=.033). For Concealment,
there were significant differences between Groups 1 and 2 (Group 1: M = 1.8, SD =.152;
Group 2: M =4.08, SD = .141; p = .005, 95% CI [.2, 1.093]), and between Groups 2 and
3 (Group 3: M =1.68, SD =.153; p =.022, 95% CI [-.973, -.078]). For Group Identity,
there were significant differences between Groups 1 and 3 (Group 1: M =3.89, SD =
.129; Group 3: M =4.3, SD =.129; p = .025, 95% CI [-.775, -.053]).

Although the ANOVA showed no significant interaction effects between the
research groups and level of Self Esteem across the variables, estimated marginal means
of each of the variables (outcomes and predictors) were plotted to visualize what
differences can be seen. These plots are shown in Figures 6 through 13. The green line
represents the groups with High Self Esteem (1) and the blue line represents those with
Low Self Esteem (0). Through these line charts, we can visually note the differences in
how group inclusion (whether a person has both autistic and LGBQ+ identities, or has
either identity) interact with different levels of Self Esteem.

As we see in Figure 6, the Estimated Marginal Means of Life Satisfaction for
those with High Self Esteem regardless of group are uniformly higher than those with
Low Self Esteem, and that those with High Self Esteem are very similar in terms of
amount of Life Satisfaction. When we look at those with Low Self Esteem, we see more
variability in this group with Group 1 having the highest level of Life Satisfaction, a dip

for Group 2, and slight rebound for Group 3.
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For the mental health markers in Figures 7 through 9, we see, as expected, that
those with Low Self Esteem are more impacted across the board in the three mental
health considerations with higher scores across Depression, Anxiety and Stress, and that
those with High Self Esteem report the highest levels of each in Group 3, with Group 2
being the lowest, and Group 1 in the middle (making a “V” shape in the plot). Those with
Low Self Esteem follow the same pattern across groups for Anxiety and Stress. Notably,
across research groups, those with Low Self Esteem have a much flatter pattern, showing

less variability between groups in Depression as seen in Figure 7.
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Figure 6. Line plot of Estimated Marginal Means of Life Satisfaction. Research
Group (1, 2, or 3) is denoted on the horizantal access and with circles in the plot. The
blue dots and lines represent Low Self Esteem; green represents High Self Esteem.
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Figure 7. Line plot of Estimated Marginal Means of Depression. Research Group (1,
2, or 3) is denoted on the horizantal access and with circles in the plot. The blue dots and
lines represent Low Self Esteem; green represents High Self Esteem.
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Figure 8. Line plot of Estimated Marginal Means of Anxiety. Research Group (1, 2, or
3) is denoted on the horizantal access and with circles in the plot. The blue dots and lines
represent Low Self Esteem; green represents High Self Esteem.
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Figure 9. Line plot of Estimated Marginal Means of Stress. Research Group (1, 2, or
3) is denoted on the horizantal access and with circles in the plot. The blue dots and lines
represent Low Self Esteem; green represents High Self Esteem.

In Figures 10 through 13, we see the Estimated Marginal Means plots of the
predictor variables. Figure 10 shows that while those with High Self Esteem are
correlated with higher Parental Acceptance, that acceptance seems to go down by
Research Group with Group 1 enjoying the highest Parental Acceptance, Group 2 the
next highest, and a relatively sharp down turn (and statistically signficant difference) for
those in Group 3. Although the incline is more gentle, those with Low Self Esteem show
the opposite directional effect.

The plots for Outness (Figure 11) and Group Identity (Figure 12) are unique to
this set in that they are the only two in which the High and Low Self Esteem lines have
points of intersection. For Outness, we see those with Low Self Esteem have increases

that slope upwards from Groups 1 to 3. However, those with High Self Esteem show a
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dramatice “V” shape with Groups 1 and 3 maintaining similar positions at the two highest
points of Outness relative to the other groups captured in the plot. Group 2 takes a sharp
dip in the middle for those with High Self Esteem bringing them below those with Low
Self Esteem in Group 2. For Group Identity, we aee two ascending lines for both High
and Low Self Esteem across research groups. Here, the intersection of lines occurs as
those with Low Self Esteem rise above those with High Self Esteem for feelings of
Group Identity within Group 3.

Finally, for Concealment (Figure 13), we see similar “V” patterns to those of
Anxiety and Stress. The V-shapes in Figure 13 echo each other for those with High and
Low Self Esteem. Those with Low Self Esteem had uniformly higher Concealment
scores than their High Self Esteem counterparts within their research group, with
Research Group 1 scoring the highest in Concealment for those with Low Self Esteem
(and the highest overall) and Research Group 3 scoring the highest by a slight margin
over Group 1 for those in the High Self Esteem group. Research Group 2’s High Self

Esteem scores were the lowest in Concealment overall.
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Figure 10. Line plot of Estimated Marginal Means of Parental Acceptance. Research
Group (1, 2, or 3) is denoted on the horizantal access and with circles in the plot. The
blue dots and lines represent Low Self Esteem; green represents High Self Esteem.
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Figure 11. Line plot of Estimated Marginal Means of Outness. Research Group (1, 2,
or 3) is denoted on the horizantal access and with circles in the plot. The blue dots and
lines represent Low Self Esteem; green represents High Self Esteem.
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Figure 12. Line plot of Estimated Marginal Means of Group Identity. Research
Group (1, 2, or 3) is denoted on the horizantal access and with circles in the plot. The
blue dots and lines represent Low Self Esteem; green represents High Self Esteem.
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Figure 13. Line plot of Estimated Marginal Means of Concealment. Research Group
(1, 2, or 3) is denoted on the horizantal access and with circles in the plot. The blue dots
and lines represent Low Self Esteem; green represents High Self Esteem.
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In summary, these findings show that there are significant differences between
those with High and Low Self Esteem across all outcome variables. Within these
variables, we saw significant differences between research groups, specifically for
Anxiety between Groups 1 and 2, and Groups 2 and 3, and for Concealment, between
Groups 1 and 2, and Groups 2 and 3. Although no significant interaction effects were
found, looking at the Estimated Marginal Means plots for all variables, we were able to
visualize the differences of those with High and Low Self Esteem and what that showed
in terms of group differences for those across research groups. The most striking of the
findings were in the differences between groups for Parental Acceptance and level of Self
Esteem, which indicated that although Parental Acceptance was shown to consistently be
higher for those with High Self Esteem, there seemed to be a unique interaction for
Group 2 and Group 3 (the groups with LGBQ+ identities) in which those with High Self
Esteem experienced a drop in Parental Acceptance that was not seen for the Low Self
Esteem group. Notably, this drop was most pronounced for the multiply-marginalized

Group 3.
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Chapter 5: Discussion

The primary goals of this study were threefold: (1) to explore the interactions of
the lived experiences of parental acceptance, group identity, outness, concealment,
employment and self-esteem for people who are autistic and/or LGBQ+ with their life
satisfaction and mental health; (2) to investigate the potential differences in the
experiences and outcomes between those who are both LGBQ+ and autistic from
individuals with one of these identities, and (3) to determine the role self-esteem may
play as both a factor and an outcome in autistic and LGBQ+ individuals’ lives. Another
way of thinking about these goals may be, in short, how being accepted by self and/or
others may affect those with one or both of these identities that are currently
marginalized. This chapter provides discussion on the researcher’s interpretation of the
data and analyses toward these goals, beginning with group differences, followed by an
exploration of the research questions and variables of interest, including via qualitative
responses as offered by participants. All substantive write-in responses are included in
this chapter, which were optional and responses limited in number. Next, the researcher
offers suggestions toward the implications and acknowledgements of the limitations of
the current study. This chapter concludes with recommendations for future research.

Group Differences

In this section, the researcher explores the differences between groups in the study
variables and investigates what those differences may suggest. There is a focus on
differences that were found to be statistically significant between the research groups
within the predictor variables, and for life satisfaction, mental health and self-esteem.

Employment is explored in terms of the external (i.e., having and maintaining
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employment) and the internal (i.e., perceptions of self, opportunity, and satisfaction
around employment) perspectives.
Predictors

Analyses showed that there were two groups that differed significantly on two
predictor measures. These groups were those who are LGBQ+ and not autistic (Group 2),
and those who are both LGBQ+ and autistic (Group 3). Both were significantly different
from one another in Group Identity of their LGBQ+ identity and Concealment of their
LGBQ+ identity. Notably, for the group of participants who are autistic and are not
LGBQ+ (Group 1), they did not differ in these two areas for Autism-specific markers
with Group 3. This means that there is something unique in the data about Group Identity
in terms of one’s LGBQ+ identity and Concealment of one’s LGBQ+ identity that are
significantly different for those who are and are not autistic. Autistic participants who are
also LGBQ+ felt stronger Group Identity with the LGBTQ+ community (M = 4.48) than
did the LGBQ+ participants who are not autistic (M = 4.13) to a statistically significant
extent. They were also significantly more often concealing their LGBQ+ identity (M =
1.65) than were those who are not autistic (M = 1.14).

We look to the write-in answers of participants to see if we can get a more
nuanced picture of the experiences with these two factors amongst these groups. While
there were a number of write-in answers that stated things such as “NA,” “interesting” or
“no” for all write-in responses, we will focus throughout this chapter on the comments
that offered information toward the individual’s experiences with the construct as they
chose to share. As responses were optional and only a limited number of participants

chose to provide this additional qualitative information, all such responses are shared in
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this chapter. In order to group the responses, which were too limited in number to
thoroughly code, we look at the responses in terms of two groups within each variable:
the responses of those who were high is that construct and the responses of those who
were low in that construct as deciphered by where they fell in terms of the median score.

For Concealment — LGBQ+, Group 3 had 29 participants that were classified as
High Concealment with scores equal to or above the median score of 1.67, and 27
participants who were classified as Low Concealment with scores below the median.
Two participants in the High Concealment group responded: “I’d never not speak up if I
saw something wrong. I’'m not a bigot but I just don’t think anyone else needs to know
about my sexuality unless they are a potential partner,” and “I do not tolerate gay bashing
and am very open about who I am with others.” One individual in the Low Concealment
group provided a response, stating: “I’m female with a male partner in the military, and
avoid revealing my sexuality to protect his career.” Group 2 had 20 participants who
were equal to or above the group median of 1.17 (High Concealment) and 28 participants
who were below (Low Concealment). One participant in the High Concealment group
noted that “I don’t have to change any mannerisms to ‘pass’”. In the Low Concealment
group, participants offered: “I prefer my privacy, “I naturally pass as straight, but I also
haven’t engaged with somebody that doesn’t know recently,” and “I do not ‘look
straight’, but I don’t tell people exactly what I am and just let them assume what they
want.”

In Concealment — LGBQ+, qualitatively we don’t see many differences in
experience that immediately jump as markedly different between Group 2 and Group 3,

except that Group 2, the non-autistic LGBQ+ participants speak more about “passing”.
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Passing is a term used to denote a social interaction strategy in which one presents or
allows oneself to be mistaken as a member of another group, typically to receive the
benefits of being part of that privileged group such as for reasons safety, social capital,
employment opportunity, the avoidance of stigma and other reasons (Ginsberg & Pease,
1996; Kanuha, 1999). Historically, this term originated in the U.S. around race,
specifically pertaining to Black, African American, and mixed race individuals passing
for White during the times of slavery and the Jim Crow era, and has also been used for
religion, ethnicity, nationality, sexual orientation, gender identity, (dis)ability, and for
other identities (Sanchez & Sclossberg, 2001). Passing is also a word used historically
and contemporarily by those in the trans community to mean that their gender identity
and expression are perceived as cisgendered by others in social contexts (Nicolazzo,
2016; Rogers, 2019).

Passing is a similar construct to that of “camouflaging” discussed in Chapter 2
and in the research literature in particular around traits associated with Autism, such as an
avoidance of stimming in public for those who stim so as to be seen as neurotypical
(Autistic Self Advocacy Network, 2012; Hull, Petrides, & Mandy, 2021). The practice of
camouflaging and related practices have been shown to have detrimental internal effects
on marginalized individuals (Bernardin et al., 2021; Cage et al., 2018; Hull et al., 2021).
However, the choice to pass or conceal one’s identity in one or many situations,
environments and contexts is a very personal choice and one that can be related to safety,
inclusion, and other considerations that can be beneficial and central to survival in some
contexts (Pfeffer, 2014; Rogers, 2019; Ross & Lafrance, 2014). Within the write-in

responses, we see a number of statements about passing, from letting people “assume
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what they want” without specifying context to utilizing this strategy in a very specific
arena, for the purposes of avoiding stigma about one’s own identity so that their partner
can move forward in their military career.

We return to the write-in responses for the second construct found to be
significantly different between groups: Group Identity for one’s LGBQ+ identity. In the
write-in responses for Group Identity — LGBQ+ is where we see qualitatively different
responses between Groups 2 and 3, with some participants from the multiply-
marginalized Group 3 citing exclusion by one of the communities to which they belong.
Starting with Group 2 (median = 3.7; High Group Identity n = 27, Low Group Identity n
= 24), we see responses that speak to group identity as affected by age, quarantine,
location, gender of partner, and a participant who is not generally interested in group
situations all as contributing to experiences with Group Identity. Participants responses
included for Low Group Identity respondents: “I feel like as a bi woman married to a
man, I don’t really belong to the community. I feel like an outsider,” “I’m a Demisexual
Senior Citizen in quarantine from COVID-19,” and “I’m not into groups regardless of the
context, so it’s hard for me to feel connected to the idea of community.” One High Group
Identity participant stated: “When I lived in the ‘Big City’ I was very involved in the
LGBTQ+ groups/events (even bartended at a gay bar), but I have since moved to an
extremely rural conservative community that has no formal LGBTQ+ presence.”

As we look to write-in answers from Group 3, we see that the multiply
marginalized group cites feeling marginalized within the LGBTQ+ community more
often than does Group 2. Some Group 3 participants with Group Identity — LGBQ+

scores below the group median score (4.6; Low Group Identity n = 26) provided
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comment to this idea of exclusion with statements that included: “The LGB+ community
is very gatekeepy. I have often felt less than welcome, especially as a nonmonosexual,”
“I don’t feel included or seen within the community so I don’t participate,” and “Not
participating is more a result of being not really wanting to socialize. Besides my
sexuality is somewhere between bisexual and asexual. It's a little tricky.” Participants in
the High Group Identity subset (n = 29) commented on either being directly involved
with the community or reflecting on the increased inclusion of the community in the
larger population, including “I volunteer at the LGBT Center” and “I am happy to see
progress being made in the U.S. when it comes to sexual openness and inclusion.”
Another High Group Identity participant offered a related response to the comments
expressed by some of Low Group Participants about feeling at times outside the
community and included a desire to be more involved and connected: “Sometimes I feel
more like an observer, or that my identity within the queer community does not match the
generalized look on what it is to be in the community. I would like to get more involved
but I'm also okay with living my life the way I am and making connections with other
queer folks as I go”. Additionally, a participant with High Group Identity stated: “I think
the rainbow is a perfect symbol for queerness because queer people are both naturally
occurring, yet magical entities.”

Although only a small group of participants opted to provide write-in responses,
we see from them a theme pointing to the idea that Group 3 felt exclusion. Notably
though the statistics still point to Group 3 feeling more Group Identity with the LGBTQ+
community than Group 2. There is research that suggests that being part of multiple

marginalized intersectional identities offers opportunity for stronger affiliation to those
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groups (Valdez & Golash-Boza, 2020), which may speak to the higher Group Identity —
LGBQ+ scores for Group 3, despite some members feeling degrees of exclusion.

Employment

In terms of employment, we have data that looks across the external marker of job
attainment and the internal markers of satisfaction and perceptions around work and
mentorship. Overall, in terms of employment status, we see that the highest groups
employed are Group 3 at 88% of group and the control group at 82% employed (Group 2
=73% and Group 1 = 76%). When we compare the three research groups and the control
group via one-way ANOV As, we see that there is no significant difference in satisfaction
with work between these groups nor is there a significant difference in a perception of
being limited in one’s job prospects. This runs contrary to Minority Stress Theory and
findings related to those with intersectional LGBQ+ and autistic identities which suggest
these groups should be significantly lower in these perceptions around employment
(Hiller et al., 2020; Meyer, 2003; 2015). To note, the vast majority of the research
literature on autistic individuals and employment (Lorenz et al., 2016; Roux et al., 2015;
Solomon, 2020; and others) would suggest that Group 1 — as well as Group 3 (suggested
by multiple marginalized stress theory) — would be more limited in employment
compared to the group with neither marginalized identity, followed by the LGBQ+ only
group.

While these findings look counter to Minority Stress Theory, we do see that both
groups with autistic members (Groups 3 and 1) are around 20% less often working in
their preferred field than the non-autistic groups. As noted, autistic job-seekers and

employees face discrimination from potential and current employers (Johnson & Joshi,
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2014; Solomon, 2020), with some openly admitting to acting on stigma against autistic
individuals when considering hiring them (Scott, 2017). These components may be
contributing factors to why autistic adults in this sample have a much lower rate of
working in the jobs they want even though they are as likely to be working as individuals
in the other groups. When we think of resiliency’s place in Minority Stress Theory and in
the lives of those who are marginalized, this may be a point of resiliency in terms of
autistic individuals finding and being satisfied with their employment at rates equal to or
greater than non-autistic peers despite some having to make concessions by taking work
in non-preferred areas of employment.

Furthermore, when we think of these stigmas and outright discrimination in the
employment, we know them continue after the hiring process. In terms of discrimination
in the workplace for one or both of these participants’ marginalized identities, overall,
46% of participants experienced discrimination related to Autism, and 30% of
participants experienced discrimination related to being LGBTQ+. As noted in Chapter 4,
these rates are comparable to what we see in a large dataset collecting by the Human
Rights Commission on LGBTQ+ workers (2018). Also as discussed in that section, while
no good estimates or statistics on how many autistic employees face direct discrimination
in the workplace (Van Wieren et al., 2008; Sherrel, 2021), we can infer from the job-
seeking data and the statistics collected in the present study that discrimination is
frequently faced in employment for autistic employees in some workplaces. It then may
come as very little surprise that less than half of the Group 3 participants disclose either
their autistic or LGBQ+ identity in the workplace (45% and 43%, respectively). For

Group 2, only 39% disclose they are LGBQ+. Group 1 has the highest rates of disclosure
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at 58% in their place of employment for their autistic identity. This is 13 percentage
points higher than the group who is also LGBQ+, suggesting that those who are multiply
marginalized are less likely to disclose at their autistic identity at work.

We look to extrapolate individuals’ feelings of marginalization and minority
stress around work through this answer, as well as through responses regarding self-
report of ability to provide mentorship to newer employees at one’s place of employment.
In terms of mentorship, Group 1 had the highest percentage of participants who believed
they would make a good mentor to other employees (78%), while the multiply
marginalized Group 3 had the lowest at 61%, indicating that perhaps cumulative effects
of multiple marginalization impacted this belief in one’s ability, dropping the percentage
point by 17%. This echoes the result we saw with disclosure, again with Group 1
reporting the highest rate of disclosure and Group 3 the lowest. In both cases, these
impacts are seen specifically for individuals who are autistic within the single or multiply
marginalized groups.

Again, here we can point to Minority Stress Theory and its emphasis on resiliency
(Meyer, 2015). Looking back on the satisfaction with employment data (and later in this
chapter the findings of the direct negative impacts being employed has on mental health
for marginalized populations), that these marginalized employees are as satisfied with
their employment despite discrimination as their non-marginalized peer may speak to the
resiliency of those in the marginalized groups. Furthermore, that that employment — a
place where one-in-five to one-in-two experience discrimination — causes negative

impacts to their mental health is firmly in keeping with both the detrimental impacts of
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minority stress and furthers the conversation around the resiliency of groups who
experience it.
Outcomes

Mental Health

For the mental health markers, we do see the impacts that Minority Stress Theory
posits, that the effects of being marginalized and attempting to cope with that
marginalization has impacts on mental health for those who are marginalized, and in
particular for those who are multiply marginalized (Meyer, 2003). We see across the
board that the multiply marginalized Group 3 has the highest scores in each category,
indicating the most stress in the areas of mental health. In terms of statistically significant
differences, Group 2 had the lowest mean report of Anxiety (M = 5.88) with Group 3, the
multiply marginalized group having the highest (M = 9.55). The control group showed a
significant difference to Group 3 with a mean that was 3 points lower at 6.55 than that of
the multiply marginalized group. For Stress, there were significant differences between
the control group (M = 7.82) and Group 3 (M = 10.92), again indicating the greatest
reported Stress to be on the multiply marginalized group in keeping with the theory.

Life Satisfaction

The outcome measure of Life Satisfaction, on the other hand, showed a more
equal picture in variance. Between the research groups and the control group, there were
no significant differences in level of Life Satisfaction. The groups showed very close
means, particularly between Groups 2 and 3 (M = 22.54 and 22.52, respectively) and
Group 1 and the control group (M = 23.49 and 23.43, respectively). This is positive result

in many ways suggesting that on reported Life Satisfaction, there is not the significant
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impact to marginalized or multiply marginalized groups as we might expect to see
predicted under Minority Stress Theory (Meyer, 2003; 2015; Seng et al., 2012). These
results also differ from previous research findings of autistic individuals scoring lower in
Life Satisfaction than neurotypical peers (Franke et al., 2019; Schmidt et al., 2015), as
well as in regard to LGBTQ+ populations (Bartram, 2021; Jackson et al., 2019). Notably
for lesbian, gay, and heterosexual individuals, life satisfaction has been shown to increase
over age, peaking in one’s 40s-60s, an age range most participants in this study are
moving toward within the next few years. However, this trend was not found for bisexual
individuals who showed a slight decrease over time (Wardecker et al., 2020). Age and
Life Satisfaction were not found to be correlated in the current study.

While at first blush this may not look like the results expected in Minority Stress
Theory, in his 2015 paper, Meyer highlights that a core component to his theory is in the
resiliency of the populations who are marginalized, and that signs of resiliency are not
antithetical to a stress theory, but an essential part of it. “Resilience really has meaning
only in the face of stress,” he writes (p. 209). Meyer, who built this theory around
LGBTQ+ individuals, further notes that a powerful version of resilience is at the
community-level, which is related to social identity as a member of that marginalized
group and its community. Research has shown evidence for this theory with autistic
individuals as well, with feelings of positive social identity as part of the autistic
community (collective self-esteem) mediating levels of individual Self Esteem, which
then mediated Anxiety and Depression in autistic individuals (Cooper et al., 2017).
Above we have discussed strong feelings of group affiliation for, in particular, the

multiply marginalized group, and it this group that we see coming from the highest levels
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of mental health stress to equal levels of Life Satisfaction. The researcher posits, in
keeping with Minority Stress Theory and related research, that the low variance between
groups in Life Satisfaction is an indicator of resiliency at both the individual and
community-level.
Self Esteem

As with the predictor variables and the mental health markers, there were notable
differences in Self Esteem between the groups, in particular between Group 2 (M =
28.08) and Group 3 (M = 25.74), the comparative results of which showed differences
that were trending toward statistical significance. Although these results did not reach
significance, and we will spend more time exploring Self Esteem below (next as a
mediator under Research Question 1), it is worth noting that this shares the trend we saw
above with the Mental Health indicators of Anxiety and Stress, and is also in keeping
with the theory of multiple marginalization toll on mental health and well-being (Myer,
2003; 2015).

Research Question 1

With Research Question 1, the researcher sought to answer the question of
mediation by Self Esteem between each of the predictor variables and their effects on
each of the outcome variables. The researcher hypothesized that (1) each of the predictor
variables would have a direct effect on the outcome variables, and (2) that Self Esteem
would significantly mediate these relationships. Here, we explore which of these
predictions were accurate, and look to the research to determine the potential reasons
behind those findings, starting with Self Esteem as the mediator and then direct effect

analyses.
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Self Esteem: As Mediator

Self Esteem has a robust literature on having positive impacts toward better life
outcomes and aiding in resiliency against negative ones. As such, the researcher
hypothesized that it would mediate the effects of the predictor variables on the outcome
variables, in particular when the predictor variables might belie a lack of socio-emotional
support (i.e., when participants had low parental acceptance or high concealment). This
largely proved to be the case. Self Esteem was shown to significantly mediate the effects
of Parental Acceptance, Group Identity and Concealment on Life Satisfaction, as well as
their effects on Anxiety and Depression. Self Esteem also significantly mediated the
effects of Parental Acceptance and Concealment on Stress, and trended toward
significance as a mediator between Group Identity and Stress. Additionally, as a direct
predictor within these mediation models, Self Esteem had statistically significant direct
effects on the outcome variable in all 20 models, which included a significant positive
direct effect on Life Satisfaction and a significant negative direct effect on Depression,
Anxiety and Stress. Taken as a whole, these findings suggest that across the board of
items measured, the interaction with one’s own sense and regard of self matter.

As discussed in terms of resiliency, Self Esteem has been shown to have
mediation effects on anxiety and depression in autistic individuals, as well as having links
to group identity for those in the autistic community (Cooper et al., 2017; Cooper et al.,
2020). Research has shown similar effects for those in the LGBTQ+ community on
mental health indicators (Bridge et al., 2019; Detrie & Lease, 2008), and in the
contribution of family support to Self Esteem (Ryan et al., 2010). This research is the first

of its kind to show the breadth of mediating effects that Self Esteem has between these
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predictor variables of Parental Acceptance, Group Identity and Concealment on life
satisfaction and mental health in a sample that includes both of these marginalized
populations and individuals living at their intersection.

Significant Direct Effects: Why Didn’t We See a Direct Effect from Outness on the
Outcome Variables?

As predicted, Parental Acceptance, Group Identity, Concealment and
Employment all had significant direct effects on Life Satisfaction and the three mental
health markers. As explored in Chapter 2, each of these had precedent in prior research to
indicate that these results could be reasonably expect. What was not expected and ran
counter to the hypothesis was that Outness did not have a significant effect on any of the
four outcome measures. It was expected that Outness would have a positive significant
effect on Life Satisfaction and a significant negative effect on Depression, Anxiety, and
Stress, just as its seemingly antithetical construct of Concealment was expected to do the
opposite. This was thought to be particularly true as the Nebraska Outness Scale, used for
this research, incorporates questions related to concealment into one of its subscales. In
2014 paper discussing their Nebraska Outness Scale, Meidlinger and Hope
operationalized outness as “emphasizing either disclosure or concealment of sexual
orientation on a unidimensional continuum,” and disclosure as “the active indication of
one’s sexual orientation through speech or action” (p. 3). In other words, Outness is a
state of being. Disclosure, and its opposite Concealment, is a state of active engagement
with announcing or hiding who one is within an identity others may judge and/or act on

that judgement.
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Riggle and colleagues (2017) found that when investigating the roles of both
outness and concealment in predicting for psychological well-being, depressive
symptomology and stress in LGB participants, that Concealment was significant in
predicting for higher well-being and lower depressive symptomology and stress. Outness
was also a significant predictor in that study, but only in increasing depressive
symptomology, perhaps due to greater risk of minority stress when out, the researchers
hypothesized (Riggle et al., 2017). On the other hand, Ballester, Cornish, and Hanks
(2021) found that specific to LGBQ+ romantic relationships, outness was a significant
(positive) predictor of relationship satisfaction and a significant mediator between
minority stigma and relationship satisfaction, but that concealment was not significant in
either role.

None of this answers the question directly of why, in the present research sample,
does Outness not have a significant direct effect on any of the outcome measures?
Outness, has been shown to have benefits and consequences specifically related to the
stigmas and minority stress that may be associated with such marginalized identities
(Ballester et al., 2021; Botha, Dibb, & Frost, 2020; Meidlinger & Hope, 2014; Riggle et
al., 2017). However, it does further the discussion of why we may see Concealment being
such a significant force throughout these research analyses (this active choice at hiding),
and gives us a chance to consider the differences in these two constructs.

In terms of the active choices around concealment, a qualitative study led by
Botha, Dibb, and Frost (2020) offers insight into the mental load these decisions may
entail. 20 autistic participants were asked about their relationship to their autistic identity

and the stigma others may put to it. Some participants stated that although being autistic
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was central to their identity, they were concerned about stigma around both disclosing
and choosing not to disclose. Participants reported that if they disclosed, they risked the
stigma others may associate with their diagnosis, and if they did not disclose, participants
worried that their behaviors might be stigmatized.

As we’ve seen the qualitative responses of participants regarding Concealment —
LGBQ+, there was a theme of making active decisions around “passing” as an identity
other than their marginalized one or ones. It is important to note that Concealment comes
into these discussions around marginalization when one has the choice to conceal and
that this is not always the case for individuals with identities or features of those
identities that cannot be concealed. For instance, in the write-in response of one
participant around concealment, the cisgendered female respondent stated as a bisexual
woman, she makes choices to conceal her sexual identity from others (i.e., to pass as
heterosexual) because she is in a relationship with a man and fears knowledge by others
of her identity would negatively impact his career. If she were, for instance, in a
relationship with a woman, it is likely she would not have the same choice to conceal her
sexual identity in social settings, nor would her partner unless the entire relationship was
concealed.

Looking now to the write-in responses of autistic participants around
Concealment — Autism, we see in the multiply marginalized Group 3 similar themes
around reasons and feelings about why they may or may not choose to, or be able to,
conceal. In the High Concealment group (at or above the median score of 1.83; n = 28),
participants stated: “I am way more scared of coming out as autistic as opposed to

coming out as bisexual” and “My partners employers can’t know I’'m disabled because
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then he wouldn’t be worldwide deployable, which would cut his career short.”
Participants in the Low Concealment group (n = 27), responded: “Same thing. Not a
bigot but I don’t advertise my autism but I also won’t deny it when asked. Same with my
orientation,” “I don’t try to hide it or conceal it because it’s impossible with my lack of
eye contact and social skills, everyone figures it out. I don’t care though,” and “I am not
ashamed of who I am.”

In Group 1, only the Low Concealment group participants (below the median of
1.92; n =27 [with 28 in the High group]) provided pertinent responses: “I don’t talk
about my autism unless someone asks me or brings up a similar topic,” “I had no idea
there was this much of an inverse experience for having asd,” “I am open about being
autistic if it comes up naturally but I don’t go out of my way to disclose my diagnosis,” “I
know I am different, but I’m not sure if someone would see that I’m autistic,” and “I had
no need to conceal my autism. I did mention it in response to another’s mention of his
diagnosis. Otherwise, I had no need to reveal.”

When we look at the responses related to Outness — LGBQ+ and Outness —
Autism, we see similar themes around this construct. For Outness — LGBQ+, Group 3
had 29 participants who were at or above the group median score of 0.51 (High Outness),
and 28 participants who were below it (Low Outness). Only one of the four participants
in the High Outness category who offered write-in responses spoke about being currently
out in an unfettered way. That participant also spoke to the struggle they went through to
get to that point: “I’m proud of who I am and don’t hold back, and also if it’s relevant I’ll
talk. Fought hard for me to be here so I am not brought down or afraid.” The other three

High Outness participants spoke about being out regarding their LGBQ+ identity in more
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mixed terms, while pointing to internal and external considerations: “I don't date so
sexual orientation doesn't really come up. I'm not sure why strangers would be aware,”
“This is a complicated one. While if someone asks [ will say I am demi-sexual I don’t
advertise it nor do I feel like I’'m a member of the 1gbtq+ family because I don’t think
most people in that circle consider a sexuality to be a branch. It’s complicated. I just
don’t really feel like it’s anyones business really. I’m just not interested in very many
people romantically,” and “I have been homeless and in jail - it's dangerous to share your
LGBT status in a lot of places.” Those who were in the Low Outness group stated their
outness levels were mostly related to relevance of the topic for a given person and/or
situation: “I'm not ashamed of my sexual orientation - it's just not a topic that's important
to me or central to my sense of identity, and not something that comes up often in
conversation,” “Why would I talk about my sexuality to strangers? Seems odd,” and “I
tend to share, if I believe it to be relevant. Otherwise, I tend to be a rather private person.”

In Group 2, there were 25 participants who were at or above the group median
score of 0.495 in Outness - LGBQ+ (High Outness) and 25 who were below (Low
Outness). Only one participant in the High Outness group offered a pertinent write-in
response: “Everyone who knows me knows I'm gay.” Participants in the Low Outness
group wrote about their outness being linked to religious, political, and age/time of life
considerations. These responses were: “I was raised as one of Jehovah's witnesses and
most of my family were or still are and there are alot of people in the community where I
work that I knew growing up that are JW as well and if you disclose this those people can
no longer talk to me because I would be ‘disfellowshiped’ instead of inactive like I

currently am,” “Being a bi woman and married to a man, it's easy for me to hide this part
y g y p
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of my persona. I recognize that I have some extreme privilege here. I choose not to bring
it up because most of the people I know are conservative... and those who are not, I feel
like they would think I am lying since I am married to a man,” and “Because I'm a Senior
Citizen in quarantine, many of these questions did not apply. I've outlived my relatives.”
In regard to Outness — Autism, Group 3 had a median of 0.49 with 29 participants
who were at or above the median (High Outness) and 28 who were below (Low Outness).
In the High Group, three participants provided pertinent responses. One spoke to the
theme of camouflaging and how others’ stigma about autism being associated with males
played into their perceptions of her identity: “besides purposefully sitting still quietly to
hide it, I don't think many people suspect females of having autism in the first place.”
Another wrote about pride in his identity: “Autism has presented challenges in my life,
but I have learned to cope with them and am proud of who I am.” The third was new to
his identity and his experience of being out: “I was recently diagnosed, so still working
my way up to telling people.” In the Low Outness group, two participants provided
answers that were associated with a reluctance to have to manage others’ perceptions of
them and about perceptions around an autistic identity in general. These responses
included: “I do not want to deal with explaining things to random people,” and “T am
pretty and successful so most people don’t think I’m autistic. I don’t fit the definition so I
get told, despite an official diagnosis from a doctor in high school and one as an adult that
I’m making it up or I’m just ‘sensitive’. It’s not worth bringing up. I know what’s going

on with me. I get proper help. Everyone else can be in denial all they want.”
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Group 1 shared some of these same themes around avoiding stigma (or worse)
when possible This group had median score in Outness — Autism of 0.5 with 30
participants at or above the median (High Outness) and 28 below (Low Outness).
Participants in the High Outness group shared responses related to limiting conversations
around their identities for different reasons: “I don’t talk to anyone about autism, except
my sister, because most people that I know or encounter don’t know anything about
autism or have never heard of it before,” and “I have a new workgroup whom I don't
know very well yet.” The Low Outness groups offered responses about masking,
rejection and abuse. These responses included: “I mask heavily and have only told a few
people that I am autistic,” “I really don't talk about my autism to any one unless they
ask,” “Family was severely abusive entire life about the autism diagnosis other than
Grandfather. They pretended it didn't exist or they could beat it out of me,” and “I try to
blend in with others so I'm not rejected. I struggle socially and have very little friends.”
The Surprising Relationships Between:

Concealment and Life Satisfaction

Concealment was another predictor that showed consistent statistically significant
results in each of its four models. It showed significant direct effects when predicting for
Life Satisfaction, Depression, Anxiety and Stress, as well as direct effects on Self Esteem
in each model. Within these models, Self Esteem significantly predicted for the outcome
measures and showed a significant mediating effect in all four as well. That these effects
were all significant were as hypothesized.

However, the direction of one of these effects was a surprise. Concealment of

one’s identity is known to have negative effects on Self Esteem and mental health
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outcomes (Riggle et al., 2017) and we see that match the directions of the effects in the
models via direct effects that indicated lowered Self Esteem and increased mental health
stressors. The unexpected direction was in Concealment’s positive direct effect on Life
Satisfaction. This is counter to the hypothesis that Concealment would have detrimental
implications to outcome measures.

As noted earlier, revealing one’s marginalized identity for someone who can
conceal it may open that individual to stigma and other deleterious effects of
marginalization. Despite all the research that indicates lower Concealment is positive for
mental health outcomes as we see repeated in the present study, when one chooses to
share one’s marginalized within the society that marginalizing it, Minority Stress posits
there may be negative consequences. We see that in the responses of autistic individuals
who feel “damned if I do and damned if I don’t” in terms of revealing their identity
(Botha et al., 2022; Han et al., 2022) and in the experiences of LGBTQ+ individuals
(Goldberg et al., 2021).

Post-hoc mean comparison analyses were completed to determine if level of Self
Esteem interacted with these results. These analyses indicated that those with High Self
Esteem concealed less within each group than their Low Self Esteem counterparts. This
may be attributed to the theory associated to the Risk Regulation Model (Harris & Orth,
2020; Murray et al., 2008; 2006; 2000) may offer insight into these results. This model
proposes that those with higher self-esteem are more likely to perceive others to view
them more highly than those with lower self-esteem may believe themselves to be
viewed. Therefore, they feel safer to take more risks toward disclosure in close

relationships. However, this theory does not incorporate how this perception may interact
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with minority stress experiences, concerns around stigma and discrimination, or risk-
taking with those in non-close relationships.

Alternatively, or perhaps in addition to this theorized effect, there may be some
portion of this result that speaks to the mental and emotional burden of experienced and
perceived minority stress. That is to say that perceiving oneself to be negatively judged in
a social situation is taxing for people emotionally and intellectually in general, but even
more so for people with lower self-esteem. Theoretically, individuals in this group are
more acutely taxed as they have less resiliency in the form of higher self-regard to push
back on the deleterious effects, thus effecting total life satisfaction for these groups (Kidd
& Shahar, 2008; Mak et al., 2011). With this in mind, it may be possible that protecting
oneself from those outcomes or the perception of those outcomes may allow people to
experience more satisfaction in their perceived daily interactions.

As we’ve seen in the literature and directly from write-in responses from
participants, Concealment can keep a partner in their current job trajectory (“My partners
employers can’t know I’m disabled because then he wouldn’t be worldwide deployable,
which would cut his career short”), can allow a person to determine which identity they
feel comfortable sharing for their own reasons (“I am way more scared of coming out as
autistic as opposed to coming out as bisexual”, and control when they do conceal or
reveal (“I’d never not speak up if I saw something wrong. I’m not a bigot but I just don’t
think anyone else needs to know about my sexuality unless they are a potential partner.”)
Concealment allows for some level of control in a social situation within the context of a
society in which one may face stigma or worse for one’s marginalized identity. Perhaps

this is why we find Concealment associated with increases in Life Satisfaction in this
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sample of marginalized and multiply marginalized individuals. While we cannot probe
further for the cause of the direction of this relationship on either an individual or a group
level from the present data, this unexpected result and potential reasons for it are an
opportunity for future research to learn more about this relationship and if this finding is
true for other samples and marginalized populations

Employment and Mental Health

Employment was the predictor that proved to have the least significant effects, in
that it did not show direct effects to Self Esteem in any of the models nor were there any
indirect effects indicating mediation by Self Esteem. However, employment was related
to two significant effects. First, employment had a positive direct effect on Life
Satisfaction, which was hypothesized to be the case. However, counter to the researcher’s
hypothesis and the literature, employment also had positive significant effects on
Depression, Anxiety and Stress, indicating that for these marginalized groups,
employment was associated with higher mental health concerns. This finding may be
associated with the additional findings that employment for these research participants
included identity-based discrimination at work, perceptions of limitations of finding other
employment, perceptions of limitations of abilities to mentor colleagues, and other
potential stressors (such as unspecified factors around employment during the COVID-19
pandemic during which this data was collected), which is in keeping with the literature
(Collins & Rocco, 2018; Goldberg et al., 2021; Newheiser et al., 2017; Roux et al., 2015;
Sherrel, 2021; Van Wieren et al., 2008; and others). Additionally, those who are autistic
have reported lower satisfaction in the areas of employment than other areas of their life

(Parsons, 2015). All told, while the data is limited in providing further elucidation on the
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reasons behind this finding, these related concerns may contribute to why we see such a
mixed bag in the effects of Employment on a person’s overall health and wellbeing and
its inconclusive relationship to Self Esteem.

Parental Acceptance and Life Satisfaction

The researcher hypothesized that higher Parental Acceptance for one’s
marginalized identity or identities would decrease mental health stressors and increase
Life Satisfaction, with a mediating effect of Self Esteem explaining, in part, these
beneficial outcomes. This hypothesis was proven to be mostly true. Findings did show
that Parental Acceptance had a direct effect that showed negative relationships with the
mental health markers (i.e., reduced Depression, Anxiety and Stress). There was also a
positive direct relationship between Parental Acceptance and Self Esteem as expected,
and indirect effects that showed Self Esteem significantly mediated the relationships
between Parental Acceptance and the mental health outcomes. Likewise, for Life
Satisfaction, results showed a positive direct effect on Self Esteem and significant
mediation between Parental Acceptance and Life Satisfaction by Self Esteem. However,
while the direct effect of Parental Acceptance on Life Satisfaction was statistically
significant, this effect had an unexpected direction, in that it shows Parental Acceptance
to negatively affect Life Satisfaction. Counter to these findings, past research
overwhelmingly suggests that higher parental acceptance leads to higher life satisfaction
for LGBQ+ and autistic individuals (Dalton, 2015; Fuller, 2016; Nguyen et al., 2016;
Snapp et al, 2015, and others).

Notably, however, in research related to parental acceptance, autistic individuals

and life satisfaction, the variable of interest is almost exclusively that of the parents’ life
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satisfaction (Lu et al. 2015; Navroodi et al., 2018; Urbieta et al., 2017; and others), with
this researcher finding very few peer-reviewed articles related to the life satisfaction of
the autistic individual. Notably, in these few studies, the measure of life satisfaction of
autistic individuals typically were parental estimates of the autistic individual’s life
satisfaction (Franke et al., 2019).

We know directly from the accounts of autistic individuals, as well as some
research on acceptance regarding this population, that parental and family acceptance is
an important factor in one’s well-being (Autistic Self Advocacy Network, 2012; Keating
et al., 2021). While the lasting effects of family acceptance is seen for people of various
backgrounds, research has shown this support to be particularly salient for those who are
marginalized (Rohner et al. 2008). The present research results were in keeping with
prior literature in these findings. Notably, toward these points of parental acceptance, we
see from the current study’s results that Parental Acceptance for one’s LGBQ+ identity
and Parental Acceptance for one autistic identity are highly correlated in Group 3, so
much so that it was not possible to statistically have both of these individual predictors in
regression analyses (as discussed under Research Question 3). Although it’s a vitally
important area of research to support parents in bolstering their well-being for themselves
and toward supporting their child, this research identities a much-needed area of future
research for this understudied concept of the relationship of life satisfaction for the
autistic individual to parental acceptance for them, and not exclusively for the other way
around. We see in the present research that relationship’s effect on mental health for
autistic adults and further research is needed in this area and to shed light on its

relationship to Life Satisfaction as well.
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In order to further explore this relationship, we turn to two additional areas of
analyses: (1) looking at the relationship between Parental Acceptance and level of Self
Esteem for marginalized individuals, and (2) looking at their qualitative responses around
Parental Acceptance in their own lives. Post-hoc analyses show that for people with
lower Self Esteem, Parental Acceptance increased by Group Research number, meaning
that Group 1 had the lowest Parental Acceptance, Group 2 the middle, and Group 3 the
highest, but these were overall non-significant differences. This trend indicates that, for
those with lower Self Esteem, the multiply-marginalized group reported more Parental
Acceptance than did those with one marginalized identity.

For participants with high Self Esteem, the opposite trend was true and with a
much sharper gradient. Autistic individuals who are not LGBQ+ had the highest Parental
Acceptance (much higher than those with low Self Esteem). Below them are the LGBQ+
and not autistic group, and in the lowest spot are the multiply-marginalized Group 3. This
suggests that the Self Esteem of participants is related to Parental Acceptance in an
expected hypothesized way: the higher the Parental Acceptance the higher the Self
Esteem. However, what we see from the sum of these analyses is that for participants
with High Self Esteem as an LGBQ+ identity is added, Parental Acceptance goes down,
and for the multiply marginalized group, there is a net loss in Parental Acceptance. This
is an unexpected finding.

We look to the write-in answers provided by individuals in Group 3 regarding
Parental Acceptance for both of their marginalized identities for further insight. For
Parental Acceptance — Autism the median score for this group was 50, with those at the

median or above (High PA n = 29) answers ranged from having parents who did not
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know about their identity or had discussed only limitedly (“I was diagnosed several years
after they both passed,” “My mother abandoned me as an infant and my father passed
away before I got a DX,” “My parents don’t know about my ASD diagnosis yet,”
“Haven’t told either. Told my dad about adhd, and that was fine. I’'m more afraid of
telling my mom because it will more than likely be a hard pill to swallow,” and “I was
just diagnosed and have only had a couple conversations with my parents about this™), to
a familial history of nonacceptance (“My parents are in denial. [ was diagnoses with a
genetic condition as a child and they took it personally as if their genes failed and treat
this similarly. So we just don’t talk about it,” “My mother took me to clinic after clinic to
try to get a different diagnosis for me, multiple therapists,” and “It was harder when I was
younger. We had no clue why I’m the way I am and stereotypes about autism were really
pervasive in society at large”) and to shared identity and parental celebration over aspects
of the individual’s life (“Dad’s got ASD,” “My father is not diagnosed but I believe he is
also autistic. He wanted me to succeed where he sees himself as having failed, eg, being a
successful professional, and I have done that,” and “My parents came from extreme
poverty. They were just happy I graduated high school”). There were 26 participants in
this group who reported Low Parental Acceptance for their Autism identity and only one
provided a substantive write-in response (i.e., more than the word “No,” “N/A” and the
like). This participant was in the category of having parents who were unaware of their
autistic identity at the time of the survey (“I haven’t told my mother or father about my
autism diagnosis yet”).

For Parental Acceptance — LGBQ+, this group had a median score of 50, with 35

participants who had scores at the median or higher in the High PA group and 20 in the
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Low PA group with scores below the median. While no participant in the Low PA group
provided a related substantive comment, those is the High PA group provided responses
that echoed back to the Parental Acceptance — Autism comments, in particular that a
number of respondents parents were not aware of the respondent’s pertinent identity (I
haven’t come out to my parents and will not because they don’t understand,” “My mother
abandoned me as an infant and my father passed away a long time before I figured out I
was asexual,” “My parents don’t know my orientation,” and “I’m not out to my mother
and my dad’s dead”). One response also spoke to wanting more opportunity to learn
about what their parent’s responses would have been over time if given a longer
opportunity (“wish I had more long term results of how my father perceives my identity,
but he has passed away”). Other responses noted either initial and continuing acceptance
or a change toward acceptance of the respondent’s identity (“My parents have siblings
who are LGBTQ+ so it has never been an issue” and “My father took a long time to
accept it — he was homophobic his whole life, but he changed”) There were also
responses with a mixture of these themes which were different by mother and father
(“My mother found out via Facebook and was angry I never came out to her. My dad

29 ¢

understood I had my reasons for that and took it in stride,” “my dad died when I was a
teenager and my mom passed away in 2021. I came out to my mother decades ago as
asexual and she didn’t believe me because I wasn’t a virgin,” and “I guess I should
clarify that I marked my mom as ace because she totally is, but doesn’t identify as it. We
had one conversation about it and she didn’t think it was real, then admitted to being

‘kind of like you’ and really does believe that women as a whole don’t experience sexual

attraction Imao. My dad I haven’t had a conversation about this with him”).
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Along with the opportunity given by these participants to learn more about their
individual experiences, something notable about these responses for both the Parental
Acceptance — LGBQ+ and Parental Acceptance — Autism survey is how many
participants in Group 3, particularly those who marked they had parental acceptance for
their marginalized identities, did not actually have parents who were aware of that
identity. There may also be more participants like this who did not opt to provide a write-
response to this point. This is a potential confound of these surveys and provides an
interesting window into the way some participants interpret the questions and answers
they give. These are areas for future research around these constructs, perceptions, and
surveys.

The researcher looked to Groups 1 and 2 to see if this phenomenon of individuals
marking high parental acceptance of an identity without parents’ knowledge of that
identity was also present in these groups. In Group 1, there were respondents who stated
that their parents were unaware of their identity but all of these respondents were in the
Low Parental Acceptance group (Group 1: Parental Acceptance — Autism median = 55;
High PA: n =29 ; Low PA: n = 26) except for one who opted to not numerically answer
and only provide a write-in to the effect. These responses included: “Father passed away
before I was diagnosed, so he doesn’t know about autism. I haven’t discussed autism
diagnosis with my mother,” “I have not told my mom or dad,” and “My mom refuses to
notice any of my diagnoses. My father isn’t aware of my diagnoses.” The respondent who
wrote in but left the survey otherwise blank stated: “My parents both died without being
aware of my diagnosis. I hadn’t seen either of them for several years before they died. I

hadn’t spoken to my father for his last 15 years. My mother had demented by the time of

152



my diagnosis and I hadn’t seen her for several years before. He was a psychopath with
indications of being autistic. (It certainly comes from his side.) She had Borderline
Personality Disorder.”

Another theme that arose spoke to reasons participants had for disconnected or
complex feelings around their relationships to their parents (or lack thereof), and their
parents’ relationship to the participant’s autistic identity. A participant in the Low
Parental Acceptance group wrote about the physical abuse he received from his family in
connection to his autistic identity: “My family despite multiple diagnosis were in severe
denial and believed they could beat the Asperger’s out of me if they tried. We no longer
have contact.” The sole participant in the High Parental Acceptance group that left a
related response stated: “Growing up my parents thought I was just dumb. I proved them
wrong by doing better than they ever did in their lives. Now I take care of them. Lol.”

Participants in Group 2 (median = 55; High PA n=25; Low PAn=24)had a
mixed result regarding this phenomenon of High Parental Acceptance responses for
parents who are unaware the participant’s marginalized identity in that we see them
dispersed in both levels of Parental Acceptance report. In the High Parental Support
group for LGBQ+ identity, responses to this end included: “My parents don’t know that
I’'m bi. I don’t really have relationship with them for other reasons so they will likely
never know” and “I did not come out to my parents, but I attempted to answer the
questions as best I could.” Other responses from the group were in regard to parents’
changing levels of acceptance over time, responding for a parent-figure, and about a
parent’s reason for offering support. These responses included: “I came out as queer 20+

years ago, so there has been some evolution,” “I have never met my biological father but
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instead answered for my mom’s partner of 16 years,” and “my mother is supportive but
it’s in the way that narcissists are supportive — it’s about making her look good.”

In the Low Parental Acceptance group, there were a number of responses
regarding parents’ awareness and some that including their reasoning behind their survey
response choices: “My parents are long gone and never knew so I chose the neutral
option,” “I put #4 for all my answers because my mother is dead and we never talked
about me being bi-sexual before she died and I never knew my father so I couldn’t
answer those questions either,” “I haven’t come out to either of my parents, and one of
my parents is dead,” “Father died well before I knew my orientation,” “I have not told
him,” “For these parental questions, both my parents are deceased now,” and “My parents
are long dead so these statements cannot apply.” Two other themes that emerged from
this group were regarding a process of dealing with the parents’ acceptance level, and
parents’ change in acceptance level over time. The first theme included the responses:
“My mother is a narcissistic abuser, and my father is her enabler. I mourned their deaths
years ago (though they are still living), they have no real part in my life now” and “For
the most part I have just accepted the situation and moved on. I can’t fix them.”
Responses related to the second theme, changing parental acceptance over time, included:
“took my parents a long time to accept me” and “They didn’t agree when I came out but
are slowly and surely becoming more accepting as they get older.”

Along with the valuable insight via the themes these respondents raise, we do see
that there is some confound with interpretation of this survey as a number of participants
responded with varying degrees of Parental Acceptance. In at least two groups several

respondents answered with High Acceptance scores when their marginalized identity was
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not known to the parents. Future study is called for into the way participants interpret this
survey, including how they conceptualize acceptance over time as they answer the survey
questions and how they respond when they do not have information on what their
parental acceptance level would be/have been. The questions this raises in future research
may additionally provide information on how marginalized individuals carry the
intellectual and emotion considerations of not knowing the level of parental acceptance
and experiencing levels of parental acceptance that change over time. For example, do
people who have always had high parental acceptance have higher life satisfaction than
people who have experienced a change over time?

Group Identity and Mental Health

Self Esteem was shown to be a significant mediator for Group Identity in its
relationships to Life Satisfaction, Depression and Anxiety, and was close to significance
for Stress. Group Identity was also found to have a direct positive effect on Self Esteem,
and Self Esteem in turn had a positive direct effect on Life Satisfaction and negative
direct effects on Depression, Anxiety, and Stress in these models as expected. For Life
Satisfaction, Depression and Anxiety, Group Identity showed significant direct effects as
well, increasing Life Satisfaction as expected, but also increasing the markers of mental
health stressors. These increases to Depression, Anxiety, and Stress as direct effects from
Group Identity were not initially expected as an affiliation to people with similar
backgrounds and interests has been shown to decrease depression, anxiety, and other
mental health stress (Cooper et al., 2017; Zapata, 2022).

However, as we explored regarding Group Identity in the Predictors section

earlier in this chapter, feelings of affiliation with an identity group in which, on an
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interpersonal level, one may not feel included can lead to feelings of Group Identity but
also be tied to increase stressors. We see evidence for this in the research (Hillier et al.,
2019; McAuliffe et al., 2022; Khudiakova & Chasteen, 2022) and in write-in responses
regarding autistic individuals in the LGBTQ+ community and for LGBTQ+ individuals
who have non-monosexual orientations [i.e., bisexual, pansexual, and others; Lim &
Hewitt, 2018; Price et al., 2020]). Feelings of not being accepted in one’s community can
compound minority stresses — those arising not only from society at large, but
additionally, in these cases, from within one’s marginalized group(s). The increases to
mental stress that can cause places this finding squarely within the hypotheses of
Minority Stress Theory (Botha & Frost, 2020; Meyer, 2003; 2015), and the theory that
these marginalization effects can compound as a person has multiple marginalized
identities.
Research Question 2

The researcher hypothesized that the group to which a person belonged,
signifying their marginalized identity status/es as within the LGBQ+ community, the
autistic community, or both, would modify the relationship between a predictor variable
and an outcome variable. This is to say that one’s type of marginalization — single or
multiple; related to an autistic and/or LGBQ+ identity — would cause a difference in the
strength of the relationship between the predictor variable and the outcome.

This hypothesis held true for only one model, which was the relationship of
Group Identity to Life Satisfaction as moderated by research group. We look toward an
explanation at the group differences between the research groups in first Group Identity

and then Life Satisfaction for context. Group 1 had the lowest feeling of Group Identity
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(meaning an affiliation with a tangible community and/or the idea of community of those
who share their marginalized identity) compared with Groups 2 or 3. As with the
analyses for Research Question 1, the Group Identity variable used in this analysis was a
composite score of the average of the group’s identity scores (Groups 1 and 2 had one
score each, and Group 3 had both Group Identity — LGBQ+ and — Autism scores, which
were then averaged). Looking at these scores separately in the multiply-marginalized
group, Group 3 had higher scores in Group Identity — LGBQ+ and in Group Identity —
Autism when compared to the corresponding single identity groups. For Group Identity —
LGBQ+, this difference was statistically significant. The differences in Life Satisfaction
scores between the three groups were non-significant. Therefore, for the moderating
effect of Research Group on the relationship between Group Identity and Life
Satisfaction, being part of two marginalized groups in this sample shows an increase in
feelings of group identity to both when compared to individuals that are part of one of
these marginalized community. We also see that increased Life Satisfaction is associated
with the interaction between that Group Identity score and which identity/ies one is/are
(LGBQ-+, autistic, or both) .

When we look at the conditional effects, i.e., which Research Groups are showing
an effect, we see that the effect is significant for Groups 1 and 3, and not significant for
Group 2. These two significant groups are the ones that include autistic participants, both
LGBQ+ and not. This suggests that there is something unique about these relationships
for autistic adults that is not showing up significantly for non-autistic LGBQ+ adults. The
researcher hypothesizes this ties to our earlier conversation about how autistic

participants showed stronger Group Identity, and in particular, the multiple marginalized
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group showed significantly stronger Group Identity for their LGBQ+ identity than did
those in the LGBQ+ and non-autistic group. As we know in the research sample, there is
very little variance between the groups in Life Satisfaction, and from the literature that a
strong group identity bolsters markers of resilience for autistic individuals (Cooper et al.,
2017; Cooper et al., 2021). We’ve also discussed that according to Minority Stress
Theory stress and resiliency are opposite sides of the same coin (Meyer, 2015), which the
researcher posits, is why we’re seeing such low variance between groups, marginalized or
not, in Life Satisfaction. So with all of that in mind, when we see from 20 moderation
models run with type of marginalized identity as moderator that only one model is
significant and that significant model is between Group Identity and Life Satisfaction for
individuals with autistic identities, that points us back to prior discussions on the non-
significant results for group differences in Life Satisfaction and connects us to the
resiliency argument, as is rooted in Minority Stress Theory. This research, when taken
together with the other analyses conducted, shows that autistic individuals who have a
higher feeling of affiliation with their shared marginalized community or communities
are significantly and positively impacted in their Life Satisfaction, despite the effects of
minority stress on their mental health.

As moderation analyses are about asking the question “how does a relationship
work?” (Hayes, 2013), these results suggest that while the feeling of Group Identity, an
affiliation to those who share your marginalized identity, increase one’s life satisfaction,
there’s something particular to a person with an autistic identity and the feeling of being
affiliated with one’s marginalized group (for singly-marginalized participants) and

groups (for multiply-marginalized participants) that makes this particularly important.
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We know that autistic individuals are more likely to feel lonely than neurotypical peers
(Mazurek, 2014; Lasgaard et al., 2010) and that navigating neurotypical expectations can
be persistently difficult over one’s lifespan for many with autistic identities (APA, 2013;
Tobin et al., 2013, Volkmar & Wolf, 2013). This research indicates that even when it can
be hard to feel total inclusivity (for examples, refer to the write-in responses of multiply-
marginalized participants regarding feelings around Group Identity within the LGBTQ+
community), feeling an affinity to and a part of one’s marginalized group as an identity
increases life satisfaction for those who are marginalized.

Research Question 3

Research Question 3 was designed to investigate specific group level differences
in how the different predictor variables functioned in their abilities to predict for the
outcome measures of Group 3. This is to say, are there differences, for example, between
the impacts of having to Conceal one’s autistic vs one’s LGBQ+ identity on Life
Satisfaction or Mental Health for participants who are multiply marginalized? Does one,
the other, or both have an effect and to what degrees?

While the research design had called for investigating all of the predictor
variables in this way, due to the statistical nature of linear regression analyses, correlated
variables cannot be included in the same model. For this reason, the researcher was
unable to fully tease apart this question for how Parental Acceptance for one’s autistic vs.
LGBQ+ identity impact outcomes differently, or how Concealment for one’s autistic vs.
LGBQ+ identity may differ, as these variables were highly correlated within their two
identity types. This in itself is a noteworthy finding: that parents who accept their

children for being autistic are very likely to also accept them for being LGBQ+ and vice
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versa, and parents with low acceptance for one identity will probably be low in
acceptance for the other. The same is true for concealment. Among those who are
multiply marginalized, if a person conceals one of their marginalized identities, they are
likely to conceal the other, and conversely if they are not concealing one they are
probably not concealing the other either. As we discussed about the distinctions in
Outness vs. Concealment, here we see additional evidence of these as unique constructs
as, unlike with Concealment and both identities, Outness — Autism and Outness —
LGBQ+ were found to have a low correlation.

Overall, all of the models run with autistic participants were significant except for
those attempting to predict for Self Esteem. Most notably among the predictor variables,
it was Concealment (using an averaged score of the two identity scores) that came up
time and again as a significant predictor of variance. Concealment was significant in
predicting outcomes in all models in which autistic individuals were included except for
Group 1’s Life Satisfaction model, which was significantly predicted solely by Group
Identity — Autism. This speaks to the power of Concealment on Life Satisfaction and
mental health for those who are autistic, whether multiply marginalized or not.

That Concealment had such a steadfast effect on the results is in keeping with the
research and with Minority Stress Theory that controlling others’ knowledge of one’s
marginalized identity could lessen the effects of others applying the results of the stigma,
discrimination and other negative outcomes to that marginalized person (Botha & Frost,
2020; Meyer, 2008). At the same time, the act of concealing may be enacting a toll on the
concealer’s mental health (Han et al., 2022; Pachankis et al., 2020; Schrimshaw et al.,

2013). However, based on Minority Stress Theory, in particular with the group for which
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it was created, that no significance for Concealment was found for those who were
LGBQ+ and not autistic (nor were any of the models or predictors), was unexpected for
the same reasons it was expected in the other groups.

In terms of Life Satisfaction for Group 3, we find that Group Identity — Autism is
also significant in predicting for Life Satisfaction in the multiply-marginalized group.
Additionally, we find that Group Identity — LGBQ+ is a significant predictor in the
models predicting for Depression and Stress. This speaks further to Group Identity as a
resiliency factor — a core component of Minority Stress Theory as Meyer stated in 2015 —
and may provide further insight into the how impactful it can be for autistic individuals to
be included or excluded from the LGBTQ+ community of which they are a part.

Along with these statistical findings, it is helpful to look to the write-in responses
of participants in terms of Group Identity — Autism, as we have earlier for Group Identity
— LGBQ+ to gain insight into the experiences and reasons behind these quantitative
responses and model fits. For the multiply-marginalized Group 3, the median Group
Identity — Autism score was 4.3, with 28 participants who scored at or above the median
(High Group Identity) and 26 who scored below (Low Group Identity). In the High
Group Identity group, two participants expressed happiness related to their community
and identity: “I am glad there is a community for people like me on the spectrum,” and “I
spent 40 long years of my life thinking there was something wrong with me, so it was a
relief to know that I am just autistic and have different traits and learning methods and
that's totally okay.” One discussed a changing relationship with their identity: “Due to the
popularity on the internet right now with being autistic I’ve become more quiet about my

identity. The majority of autism related material I find online or gets sent to me is
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offensive exaggerations and dramatizations of non autistic people pretending to be
autistic for views or clicks. It’s become rather isolating lately and I struggle with not
feeling offended by the way something I struggle with daily is treated like a cool fad.”

In the Low Group Identity, two of the responses were in regard to not feeling that
the community or certain community spaces matched who they were or what they
expected: “most autism ‘communities’ are for children and no one is representing adults
much less females,” and “I'm level 1 autism and really connect with people that are
around my same level, or ADHD. I recently took a week to try all the zoom autism events
from my local org and I was mostly disappointed. The topics of conversation were ‘what
is your favorite food’ and ASD folk of all levels were happy to discuss this, while I was
sitting there like ??? This is stimulating conversation for yall??? I don't know... My
understanding of autism was always that autistics were really smart people who just
couldn't function in the world. And while I still think that the thought holds up in many
ways, I'm confused by the... Babying? I guess I just thought that group conversations by
autistics for autistics would be on interesting topics, not what your favorite food is. And I
was confused as to why everyone in the group was okay with this. Obviously they
enjoyed the conversation. So if this is how "real" autistics socialize, it makes me doubt
my identity and feel like I don't really belong in the community.” Others felt very
connected or a mix of both: “Please use Autistic community. I feel much more connected
to other autistic people than anyone else,” and “I am not severely impacted by autism, so
I haven't had a lot of experiences other autistic people have. I also agree with some parts
of the visible autistic self-advocacy community, and disagree with other parts.” Two

others expressed feelings of newness around their identity: “I was recently diagnosed so
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I’m still learning and processing this,” and “It's only been about a year or two since |
even started to wonder if I'm autistic and two months since I've been diagnosed so it's all
still very new to me.”

Group 1 had a median Group Identity — Autism score of 4.05, with 29 participants
who were at or above the median score (High Group Identity) and 29 who were below
(Low Group Identity). Only one participant in the High Group Identity group provided a
response: “I am a ‘lurker’ in the autism community.” In the Low Group Identity group,
there were more variety of responses. Two participants noted feeling excluded from the
autistic community. These responses included: “Many ASD Facebook groups are
strongly left leaning politically, which I am not. They are not safe spaces for other
political outlooks,” and “I have Asperger's and feel lumped in with the Autism with
developmental delay people. I think the community has become very toxic towards
people with Asperger's diagnosed before the 2000s.” One participant seemingly felt such
Low Group Identity that they removed themselves from their answer about the group
whose identity they share via use of the pronoun “their” as opposed to “our” in reference
to identity: “Autism is an inextricable piece of their identity and personality.” A fourth
participant offered a response regarding disclosure: “I really don't put it out there that
have autism. But I am always willing to talk to people about it, but only if it is mentioned
or brought up. If someone asks me about it, sure [ will talk about it.” For both Groups 1
and 3, in the regressions we see that these feelings further elucidated via write-in
responses have significant impact on how these respondents may experience satisfaction

with their lives and be impacted by mental health stressors.

163



Of additional interest regarding the regression models was the role in which Self
Esteem was significant. While there is research backing both placements for Self Esteem
as predictor and as outcome (Hillier et al., 2012; McCauley et al., 2019; Spain & Blainey,
2017; van der Cruijsen & Boyer, 2021), Self Esteem was only found to be significant in
these models for Group 3 as a predictor variable. It was a significant predictor for Life
Satisfaction and in Depression. These findings in total suggest that: (1) parental
acceptance, group identity, outness and concealment do not predict what one’s self-
esteem will be, although three of the four were shown to have a direct effect on one’s
level of self-esteem in those who are multiply marginalized in mediation analyses; (2)
that, as the research suggests, level of self-esteem plays an important role in predicting
one’s life satisfaction and depression symptomology for those who are multiply
marginalized; and (3) as far as in all of the ways the researcher has tested it in this
research, self-esteem has been shown to be significantly impactful in the lives of autistic
and LGBQ+ people.

Clinical and Community Implications

There are clinical and community implications for these findings. Firstly, the
clinical implications point to the findings that these marginalized populations, and in
particular those who are marginalized for more than one identity, are impacted by the
stress, anxiety and depressive symptomology that they face due to the negative impacts of
stigma, bias, and exclusion from the communities in which they live, to which they
belong, in which the work, and from their own families in some cases. These
considerations call for mental health clinicians to have increased awareness,

comprehensive training, and increased knowledge of the current best practices for
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working with individuals with these multiply-marginalized identities. Research has
shown that autistic and LGBTQ+ individuals have difficulty in accessing informed
mental health care (Cleary et al., 2022; Gilmore et al., 2022; Rees et al., 2021; Salerno et
al., 2020). Reese and colleagues (2021) called for mental health professionals to
challenge heteronormative culture in their own spaces and professions that are
contributing to these challenges to access and informed care for LGBTQ+ patients, and to
become self-aware of one’s biases and in the society at large around them. They further
called for a grounding in professional and ethical guidelines and standards of care to be
following and created when none exist (Bidell & Stepleman, 2017; Reese et al., 2021). In
terms of reducing mental health treatment disparity for autistic adults, Gilmore and
colleagues (2022) advise mental health practitioners to take five steps to provide more
informed care. These steps include: (1) being an agent of change in the workplace; (2)
making thoughtful language choices; (3) taking an individualized approach to treatment;
(4) leveraging the client’s strengths; and (5) providing actionable steps to promote the
client’s progress (Gilmore et al., 2022).

Research has also indicated that these difficulties in informed and affirmative
mental health care treatment and access are an issue arising from lack of education and
training for mental health providers in providing psychotherapy to autistic adults
(Lipinski et al., 2022), and that autistic adults perceive bias from their mental health
providers related to their autistic identity (Darazsdi, 2022). An example of areas where
training may be bolstered on educational programmatic levels may be found in
comparing the current Council for Accreditation of Counseling and Related Educational

Programs (CACREP) standards for Clinical Mental Health Counseling (CMHC)
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programs and the standards for Clinical Rehabilitation programs (CACREP, 2016). As
Clinical Rehabilitation has a focus in working with people with disabilities, it is not
surprising that their standards are inclusive of many items related to a knowledge base of
the treatment and care of this population including for example, item D.2.h, “the impact
of crisis and trauma on individuals with disabilities” as well a particularly noteworthy
standard toward addressing minority stress and inequality, D.2.k, the “effects of
discrimination, such as handicapism, ableism, and power, privilege, and oppression on
clients’ life and career development” (CACREP, 2016). However, when we look at the
CMHC standards, there are no items that address the education of the effects of
discrimination, power, privilege, or oppression of individuals with disabilities or any
other marginalized group. This is an example of where introducing these standards into
the training of future mental health counselors could reduce a barrier to informed and
affirming mental healthcare for these marginalized populations.

In addition to the literature, in the author’s own work as an educator and
researcher with a focus on autistic and LGBTQ+ populations, she has heard clinicians
and clinicians-in-training express nervousness about working with these populations
including those who are autistic and/or LGBTQ+, and overwhelmingly, this has come
from individuals who want to support their clients and avoid stigmatizing them but worry
they do not know enough about these populations to provide confident care. In the
author’s experience providing trainings over multiple years, very limited numbers of
clinicians know about the significantly higher prevalence of autistic individuals
identifying as LGBTQ+, and many in the mental health counseling fields have expressed

having very little academic training on disabilities and related considerations their clients
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may have. Individuals in the Vocational Rehabilitation counseling field have reported
primarily medical model training related to Autism Spectrum Disorder in their academic
preparation and limited training in working with LGBTQ+ clients. Beveridge et al.
(2015) found that vocational rehabilitation counselors called for increased learning
toward providing informed care for autistic clients. The fact that the author has had the
opportunity to provide requested trainings to students and working counselors and staff,
and has had these discussions, indicates that these trends may be changing, and that
awareness of these populations is growing. With the findings from this research project,
and prior research on these understudied populations, we see that there is a need for
mental health awareness and informed treatment, such as Disability-Affirming and
LGBTQ+-Affirming care (Eisenberg et al., 2015; Freeman-Coppadge & Langroudi,
2021; Hinrichs & Donaldson, 2017; Olkin, 2017; Olkin, 2009; O’Shaughnessy & Speir,
2018; O’Shaughnessy & Spokane, 2013; Pepping et al., 2018). As such, this is a call for
more educational opportunities for mental health professionals and students-in-training to
toward providing informed care for autistic and/or LGBTQ+ individuals. In particular,
autistic adults are an understudied and underserved population in terms of mental
healthcare. This aim is toward decreasing those reported concerns of clinicians and
clinicians-in-training born from a lack of knowledge and increasing qualified, informed
and affirming mental health care for individuals with these identities.

What this research also indicated is that individuals within these marginalized
populations can be at increased risk for mental health concerns. These findings point
toward increased screening for mental health considerations for clients who have these

marginalized identities and awareness that there is a likelihood for multiple marginalized
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within these populations. As indicated above, clinicians should have and/or seek out
adequate training and knowledge of how to provide disability-informed and LGBTQ+-
informed care. Part of that care as indicated by this research may be in providing
interventions to increase client’s level of self-esteem, as this construct interacts with all of
the other markers this research explored. Cognitive Behavioral Therapy, Rational
Emotive Therapy, and mindfulness have all been shown to target negative self-beliefs
and increase self-acceptance and esteem (Nguyen et al., 2020; Spain & Blainey, 2017),
and treatments that target behavioral activation have shown promise in treating
depression in autistic adults (Bal et al., 2022). Cognitive Behavioral Therapy, in
particular, has shown to be well-adapted to working with autistic children, adolescents
and adults (Cooper et al, 2018). In addition, clinicians should explore levels of
Concealment and Group Identity with their marginalized clients as areas of potential
negative impacts and beneficial ones.

In terms of community, this research indicates a need for attention and care from
the individuals who make up the systems around these populations, in particular parents
and community members, as well as the broader community around them. In a perfect
world, Minority Stress Theory would cease to exist because the specific stresses of being
marginalized would be replaced by the experiences of acceptance, inclusion, and
centeredness. This is not our world. However, these can be our communities and these
can be our homes. In terms of community, we heard from the voices of those who are
multiply-marginalized, that some feel excluded from and/or stigmatized within the
LGBTQ+ community. Research has shown that sometimes marginalized people carry the

lessons of the biases of the majority and turn it inward and/or marginalize others (Coston
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& Kimmel, 2012; Pachankis et al., 2020; Taywaditep, 2002). A community is made up of
individuals and the salient experiences one has “with a community” come from largely
those interpersonal and sometimes one-on-one interactions. This point is to say, noting
Minority Stress Theory and the findings of this and other research, that people who are
marginalized could use less stress in their lives and that means for both sides of an
interpersonal interaction. It is a call to care for ourselves as members of marginalized
communities so that we can care for others, to find ways to cope and ideally release the
stigmas we may have learned and turned inwards so that we may do that for others and,
in turn, hopefully increase feelings of positive community (group) identity that we find to
be so beneficial in this research. And to note, that call is to those outside of marginalized
groups as well.

In terms of the home, we see in this research the importance of feeling supported
by one’s parents and the implications that has for individuals throughout the lifespan and
well beyond the walls of their childhood homes. We saw many examples of high parental
acceptance as well as low parental acceptance in write-in responses and survey responses.
And crucially, we saw the impacts to life satisfaction and mental health for these
marginalized adults. While the relationship between higher parental acceptance and lower
life satisfaction as related to one’s level of self-esteem was surprising, by in large, this
research calls for parents of children who are autistic, LGBQ+ or both, to offer
acceptance and support for their children and the identities that are core to them. It may
be the case that a parent finds themselves not able to offer this acceptance and support
readily due to personal feelings stemming from marginalization of their own, trauma,

learned biases, or other reasons. A personal inventory and address of those considerations
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through self-reflection, counseling, or other means is recommended to explore the ways
one may be blocked in offering their acceptance of their child’s identity or identities and
to remove those blocks. These study findings are a reminder that perceiving the
acceptance of a parent or parents has long-lasting implications toward one’s outcomes in
mental health, life satisfaction, self-esteem and other areas. In addition to individual
therapy for the marginalized individual and others, clinicians can support this work
through family therapy around increasing acceptance and support for that marginalized
family member.

For those on the rehabilitation counseling side, this also means increased
education toward working with marginalized and multiply-marginalized clients through
an identity-lens (i.e., learning about working with autistic clients beyond a medical-model
of Autism). Additionally, it means providing education to the employers with whom
those counselors place clients, including information on inclusive and affirming business
practices for autistic and LGBTQ+ employees. As we note the number of participants
who reported discrimination for their identities in their place of work, for employers, this
indicates the need to have systems in place to address these issues when they arise and
implementing bias and inclusion trainings to create a culture of inclusion, acceptance and
zero-tolerance for discrimination, including in employers themselves (Scott et al., 2017).
It is a call to be mindful of the mental health struggles of marginalized participants in
employment and other areas of their lives. Finally, these findings serve as a reminder to
all mental health professionals of the lasting effects of accessible, affirming mental health

care that they are a position to provide.
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Finally, over and over again, this research and its findings have returned to the
importance of resiliency for marginalized and multiply-marginalized individuals. The
present and prior research point to interventions that increase self-esteem and positive
self-identity as ways to bolster resiliency (Civitci & Civitci, 2009; Hillier et al., 2019;
Joseph & Cranney, 2017; Pollman, Finkenauer, & Begeer, 2010). Increasing supports
from family through interventions such as family therapy has been highlighted for
clinicians. In lieu of or in addition to family-of origin support, the practice of cultivating
“chosen family” (units of close and supportive relationships with people outside of one’s
family-of-origin) has been shown to increase resiliency amongst the LGBTQ+
community and other marginalized groups (Hull & Ortyl, 2019; Kim & Feyissa, 2021).
Building a sense of group and community, which can be within one’s marginalized
group, or outside of it for other reasons that bring people together (such as shared
hobbies) has also been shown to increase resilience and coping skills (Bayes, 2021).
Along with building connections, the American Psychological Association recommends
fostering wellness in the forms of exercise and mindfulness, and moving toward ways to
find and bolster the concept of purpose such as in helping others and identifying and
taking actions toward one’s personal goals (2020).

For those in the mental healthcare profession, expanding conversations with
clients around marginalization and resilience, and working toward increasing resiliency,
can provide assistance toward bolstering this important factor in coping with minority
stress. Advocating for clients who are marginalized on individual- and systems-levels is

also recommended to work toward reducing some of the stress with which they have to
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cope, and is an integral part of the code of ethics under which many such professionals
work (ACA, 2014; Astramovich & Scott, 2020).
Limitations and Suggestions for Future Research

As the limitations of this research are connected to some of the researcher’s
suggestions for future research, these topics are presented here in tandem. Firstly, the
limitations of this research include that the sample did not encapsulate a diverse enough
pool of participants to perform intended analyses on gender diverse participants as
originally designed. Surveys were created and available specific to experiences around
gender identity which matched those available for autistic and LGBQ+ identities (i.e.,
Parental Acceptance — Gender Identity, Outness — Gender Identity). Enough gender
diverse participants were not recruited to perform statistically sound analyses as were
performed with the data of participants in terms of autistic and sexual orientation
identities. Exploring the topics investigated in the present research in regard to gender
identity is an area of future research.

Additionally, analyses around racial and ethnic identities as marginalized
communities are also areas of recommended future research. The sample for this study
was largely populated by White non-Hispanic participants, and the numbers to perform
analyses on those with marginalized racial and ethnically diverse backgrounds within the
research groups as another area of marginalized intersectional identity was not able to be
completed due to the underrepresentation of these populations in this sample. To perform
the present analyses, and other explorations of the experiences of these populations, in

ways that are dedicated to those with racial and ethnic marginalized identities and the
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intersection of these identities with autistic, LGBTQ+, and other identities is an area for
recommended future research.

An additional recruitment limitation included that the sample who provided data
for this research skewed more educated with higher percentages of college and graduate
school graduates than the general population (37.9% and 14.3% in the general U.S.
population according to the Pew Research Center and U.S. Census Bureau data [2022]).
This may introduce results that are not generalizable to a sample that has a different
educational background, including in terms of income and other metrics. As with the
other limitations of this research, this is a call for future research that includes a more
varied sample in this way and additional ways such as those noted above, including race
and gender.

Results from this study also highlighted areas of interest and findings that could
not be completely explored within this study and dataset. One of these areas was in
regard to Concealment’s positive relationship with Life Satisfaction. Although
hypothesized reasons were suggested by the researcher for this finding, nothing
conclusive behind why we see this result is possible here. Further research is needed to
determine if we see this finding replicated in other samples and if there is evidence for or
against the hypotheses presented in this paper.

The nature of Parental Acceptance and the survey responses given in this dataset
in light of participant write-in answers highlights this as an area for future research,
including the potential confounds of the survey/interpretation of participants in the
questions and/or construct. This suggestion is in response to that fact that, particularly for

those in Group 3, several participants who had parents who were unaware of their
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marginalized identity were scored as being high in acceptance for that marginalized
identity of which they were unaware. This leads to questions as noted about the construct,
the way questions and/or instruction are worded in the survey, and/or individuals self-
concept of what it is to be, to want to be, or to predict the acceptance of one’s parents for
one’s identity.

In regard to asset tools, one of limitations of research on understudied populations
is that there may not be assessment tools that have been vetted for use with each
population or to collect data on the unique experiences of those groups. In the present
research, the author addressed this limitation by adjusting vetted assessments for use to
survey experiences of related to identity for LGBTQ+ community to create assessments
around autistic identity. Reliability checks for these assessments using the data collected
from the present samples revealed good reliability across all of these measures. Due to
the nature of this research, there was the benefit of having access to data in which
participants answered both the original sexual orientation identity assessment and the
adapted Autism assessment. In these cases, as with the others, the reliability was good
across the board of assessments. Additionally, two advisers who identify as autistic
reviewed and assessed the adjusted measures prior to use for construct and accessibility
purposes. However, there is still a limitation to be noted in using any assessment that has
not been previously utilized or normed. In noting this limitation, the author hopes that
this research and the use of these adjusted assessments serves as a starting point for future
research of this type and that the present samples’ data can be used to norm and expand

on for related future research related to identity within the autistic community.
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Finally, more research on the life satisfaction of autistic individuals is called for
by this research and literature review. While the bulk of research on life satisfaction
relates to family members of those who are autistic in response to having a person close
to them who is autistic (particularly in regard to children), this does not capture the lived
experiences of autistic individuals themselves toward satisfaction with their own lives,
and can be further marginalizing to this population. Therefore, there is a need for more
research related to identity, lived experiences, and their relationships to outcomes such as
life satisfaction in adults with an autistic identity, including those who are multiply-
marginalized, and for research conducted by members of the community/communities.

Conclusion

In this final chapter, findings were explored, including via between-group
analyses, mediation and moderation analyses, and regression analyses. Overall, we saw
that the multiply-marginalized group of participants were most impacted by minority
stress as compared to singly-marginalized groups across a number of metrics. Participants
expressed feelings of marginalization from or toward their own community via write-in
answers that were reviewed in this chapter as well. Relatedly, as Group Identity was
found to moderate Life Satisfaction for autistic participants and play a significant role in
predicting for Life Satisfaction and Mental Health in the regression models, clinical and
community implications on ways to increase feelings of group connectedness for autistic
adults, and in particular those who are multiply marginalized, were discussed. For
participants with one or more marginalized identities, Self Esteem was found to have
significant mediation roles in the relationships between Parental Acceptance, Group

Identity and Concealment and the outcomes of Life Satisfaction and Mental Health.
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Interventions targeting increasing Self Esteem in these populations and increasing
counselors’ abilities to provide informed and affirming care to these populations were
discussed. That there was no significant difference in the Life Satisfaction between this
group, as well as the other marginalized groups, and the control group was interpreted to
fulfill a core supposition of Minority Stress Theory (Meyer, 2015): that on the other side

of minority stress there is resiliency in autistic and LGBQ+ adults.
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Appendices

Study Questionnaires and Survey
Demographic Information Questionnaire
Age:
Do you live in the U.S.?

Yes
If yes: In what state do you reside?
No.

Gender:

Female

Male

Nonbinary
Gender-fluid
Trans Male
Trans Female
Trans Nonbinary
Other:

Sexual Orientation:

Heterosexual
Lesbian

Gay
Bisexual
Queer
Asexual
Pansexual
Other:

Race: [Choose all that apply]

White

Black or African American
Hispanic, Latinx, or Spanish Origin
Asian

American Indian or Alaska Native
Native Hawaiian or Pacific Islander
Middle Eastern or North African
Other:
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Ethnicity:

Hispanic or Latinx
Not Hispanic or Latinx

What is your relationship status?

Single — Dating

Single — Not Dating
Married

Divorced — Dating
Divorced — Not Dating
Widowed — Dating
Widowed — Not Dating

What is your highest level of education?

Some high school
Completed high school/GED
Some vocational school
Finished vocational school
Some college

Completed college

Some graduate school
Completed graduate school
Other:

Which of these describes your personal income last year?

$0

$1 to $9, 999

$10 000 to $24, 999
$25, 000 to 49, 999
$50, 000 to 74, 999
$75, 000 to 99, 999
$100, 000 to 149, 999
$150, 000 and greater

Have you been diagnosed with Autism Spectrum Disorder?

Yes
No
Related Disorder. Please name:
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At what age were you diagnosed?
Do you have any other diagnoses?

Yes. Please list:
No.

Are you being assisted in completing this survey?

Yes. Please describe from whom and/or how you are being assisted:

No.
What are words you include when you think about your identity?

Do you have any limitations that affect your ability to work or the type of work you can
do?

Yes. Please describe your limitation(s) in as much detail as you feel comfortable:

No.

Do you receive benefits from the Social Security Administration?

No
Yes: Which of these situations applies to you?

- ITwas eligible as a child for SSI disability, and am now eligible as an adult,
but have not applied for SSI.

- Iwas eligible as an adult, and am now receiving SSDI due to past work
and trying to work above the Substantial Gainful Activity (SGA)
threshold.

- Tam eligible, but am working above SGA and am not currently receiving
benefits.

- Tam eligible, but job seeking to avoid applying for or using SSA benefits.

- Tam eligible and am waiting for a decision on my application for benefits,
and am looking for work in the meantime.

- I do not know if these apply to me.

Mother’s Identity [Please select NA at this time if you do not have a mother-identified
parent.]

Has your mother been diagnosed with Autism Spectrum Disorder?

Yes
No
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Your mother’s sexual orientation is:

Heterosexual
Lesbian

Gay
Bisexual
Queer
Asexual
Pansexual
Other:

Your mother’s gender identity is:

Female

Male

Nonbinary
Gender-fluid
Trans Male
Trans Female
Trans Nonbinary
Other:

Your mother’s racial identity is: /Please select all of the following that apply.]

White

Black or African American
Hispanic, Latinx, or Spanish Origin
Asian

American Indian or Alaska Native
Native Hawaiian or Pacific Islander
Middle Eastern or North African
Other:

Father’s Identity [Please select NA at this time if you do not have a father-identified
parent.]

Has your father been diagnosed with Autism Spectrum Disorder?

Yes
No

Your father’s sexual orientation is:
Heterosexual

Lesbian
Gay
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Bisexual
Queer
Asexual
Pansexual
Other:

Your father’s gender identity is:

Female

Male

Nonbinary
Gender-fluid
Trans Male
Trans Female
Trans Nonbinary
Other:

Your father’s racial identity is: [Please select all of the following that apply.]

White

Black or African American
Hispanic, Latinx, or Spanish Origin
Asian

American Indian or Alaska Native
Native Hawaiian or Pacific Islander
Middle Eastern or North African
Other:

Additional Parent(s)

Do you have an additional/additional parents?

Yes
No

Other Parent Identity [Please select NA at this time if you do not have a father-identified
parent.]

Please identify how you refer to this parent:

Has your parent been diagnosed with Autism Spectrum Disorder?
Yes
No
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Your parent’s sexual orientation is:

Heterosexual
Lesbian

Gay
Bisexual
Queer
Asexual
Pansexual
Other:

Your parent’s gender identity is:

Female

Male

Nonbinary
Gender-fluid
Trans Male
Trans Female
Trans Nonbinary
Other:

Your parent’s racial identity is: [Please select all of the following that apply.]

White

Black or African American
Hispanic, Latinx, or Spanish Origin
Asian

American Indian or Alaska Native
Native Hawaiian or Pacific Islander
Middle Eastern or North African
Other:

Additional Parent(s)

Do you have an additional/additional parents?

Yes
No

[Parental demographic questions repeat if indicate ‘yes’ to addition parent for that
parent.]
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Employment Questionnaire
Are you currently in paid employment?

Yes:

What is your current job title?

How long have you been at this place of employment?
No:

When is that last date of your most recent employment?

Are you seeking employment / new employment?
What type of employment are you looking for?
What is your preferred field of employment?

Agriculture

Architecture and Engineering

Arts and Design

Building and Grounds Cleaning
Business and Financial

Community and Social Service
Computer and Information Technology
Construction

. Education, Training, and Library
10. Entertainment and Sports

11. Fishing and Forestry

12. Food Preparation and Serving

13. Grocery Preparation and Sales

14. Healthcare

15. Installation, Maintenance, and Repair
16. Legal

17. Life, Physical, and Social Science
18. Management

19. Manufacturing

20. Media and Communication

21. Military

22. Office and Administrative Support
23. Personal Care and Service

24. Pet care

25. Sales

26. Transportation and Material Moving
27. Other:

00N U AW

Do you currently work in your preferred field?

217



Yes
No

In what fields of employment have you worked?

OO N U AW~

10.
11.
12.

13

21

Do you feel you would make a good mentor to new employees?

Why do you/ don’t you feel you would make a good mentor?

Have you disclosed your ASD at your place of employment/ most recent place of

Agriculture

Architecture and Engineering
Arts and Design

Building and Grounds Cleaning
Business and Financial
Community and Social Service
Computer and Information Technology
Construction

Education, Training, and Library
Entertainment and Sports
Fishing and Forestry

Food Preparation and Serving

. Grocery Preparation and Sales
14.
15.
16.
17.
18.
19.
20.

Healthcare

Installation, Maintenance, and Repair
Legal

Life, Physical, and Social Science
Management

Manufacturing

Media and Communication

. Military
22.
23.
24.
25.
26.
27.

Office and Administrative Support
Personal Care and Service

Pet care

Sales

Transportation and Material Moving
Other:

Yes
No

employment?

Yes:

To whom?
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What influenced this decision?

What was your experience during and afterward(s)?
No:

What influences this decision?

Have you disclosed your status as a person who is LGBTQ+ at your place of
employment/ most recent place of employment?

Yes:

To whom?

What influenced this decision?

What was your experience during and afterward(s)?
No:

What influences this decision?
At what age did you have your first job?
How long did your longest period of employment at a job last?
If you are currently looking for job, what type of employment are you looking for?
Please list the types of employment you have engaged in: [Please choose all that apply:]

Full-time

Part-time

Supported Employment

Volunteer work

Unpaid employment

Internship

Apprenticeship

“Gig economy” employment/freelance
Self-employment

If you have experienced unemployment since you became 18 years old, how long have
you been unemployed in total?

Are you satisfied with your employment?
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What factors contribute to your answer regarding your feelings of satisfaction around
employment?

Have you experienced discrimination at work? (Please choose all that apply.)

Yes, related to Autism

Yes, related to being LGBTQ+

Yes, for another reason. Please specify:
No

I do not know.

I have never been employed.

Is there further information you would like to share regarding your experience(s) with
discrimination?

Is there any further information regarding your answers and/or experiences with
employment that you would like to share?
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Rosenberg Self-Esteem Scale
Instructions

Below is a list of statements dealing with your general feelings about yourself. Please
indicate how strongly you agree or disagree with each statement.

Options: Strongly Agree - Agree - Disagree - Strongly Disagree
1. On the whole, I am satisfied with myself.
2. At times I think [ am no good at all.
3. I feel that I have a number of good qualities.
4. 1 am able to do things as well as most other people.
5. I feel I do not have much to be proud of.
6. I certainly feel useless at times.
7.1 feel that I'm a person of worth, at least on an equal plane with others.
8. I wish I could have more respect for myself.
9. All in all, I am inclined to feel that I am a failure.
10. I take a positive attitude toward myself.

11. Is there any further information regarding your answers and/or experiences:
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Satisfaction with Life Scale

DIRECTIONS: Below are five statements with which you may agree or disagree. Using
the 1-7 scale below, indicate your agreement with each item by placing the appropriate
number in the line preceding that item. Please be open and honest in your responding.
1 = Strongly Disagree
2 = Disagree
3 = Slightly Disagree
4 = either Agree or Disagree
5 = Slightly Agree
6 = Agree
7 = Strongly Agree

1. In most ways my life is close to my ideal.

2. The conditions of my life are excellent.

3. I am satisfied with life.

4. So far I have gotten the important things I want in life.

5. If I could live my life over, I would change almost nothing.
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Depression, Anxiety and Stress Scale (DASS-21)

For each statement below, please circle the number in the column that best represents
how you have been feeling in the last week.

[Replies for each measure:

0 — Did not apply to me at all

1 — Applied to me to some degree or some of the time

2 — Applied to me a considerable degree or a good part of the time
3 — Applied to me very much or most of the time]

1. I found it hard to wind down.

2. I was aware of dryness of my mouth.

3. I couldn’t seem to experience any positive feeling at all.

4. I experienced breathing difficulty (e.g., excessively rapid breathing, breathlessness in
the absence of physical exertion).

5. I found it difficult to work up the initiative to do things.

6. I tended to over-react to situations.

7. I experienced trembling (e.g., in the hands).

8. I felt that I was using a lot of nervous energy.

9. 1 was worried about situations in which I might panic and make a fool of myself.
10. I felt that I had nothing to look forward to.

11. I found myself getting agitated.

12. I found it difficult to relax.

13. I felt down-hearted and blue.

14. I was intolerant of anything that kept me from getting on with what I was doing.
15. I felt I was close to panic.

16. I was unable to become enthusiastic about anything.
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17. 1 felt I wasn’t worth much as a person.
18. I felt that I was rather touchy (e.g., emotionally sensitive).

19. I was aware of the action of my heart in the absence of physical exertion (e.g., sense
of heart rate increase, heart missing a beat).

20. I felt scared without any good reason.

21. I felt that life was meaningless.
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Outness Scales

Nebraska Outness Scale — LGBQ+ Respondents
What percent of the people in this group do you think are aware of your sexual
orientation (meaning they are aware of whether you consider yourself straight, gay,
etc.)?

Choose: 0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%
Members of your immediate family (e.g., parents and siblings)
Members of your extended family (e.g., aunts, uncles, grand-parents, cousins)
People you socialize with (e.g., friends and acquaintances)
People at your work/school (e.g., coworkers, supervisors, instructors, students)
Strangers (e.g., someone you have a casual conversation with in line at the store)
How often do you avoid talking about topics related to or otherwise indicating your
sexual orientation (e.g., not talking about your significant other, changing your
mannerisms) when interacting with members of these groups?

Choose: 0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%
Members of your immediate family (e.g., parents and siblings)
Members of your extended family (e.g., aunts, uncles, grand-parents, cousins)
People you socialize with (e.g., friends and acquaintances)
People at your work/school (e.g., coworkers, supervisors, instructors, students)

Strangers (e.g., someone you have a casual conversation with in line at the store)

Is there any further information regarding your answers and/or experiences:
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Nebraska Outness Scale — Adapted for Autistic Respondents

What percent of the people in this group do you think are aware of your autistic identity
(meaning they are aware of whether you consider yourself straight, gay, etc.)?

Choose: 0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%
Members of your immediate family (e.g., parents and siblings)
Members of your extended family (e.g., aunts, uncles, grand-parents, cousins)
People you socialize with (e.g., friends and acquaintances)
People at your work/school (e.g., coworkers, supervisors, instructors, students)
Strangers (e.g., someone you have a casual conversation with in line at the store)
How often do you avoid talking about topics related to or otherwise indicating your
autistic identity (e.g., not talking about your significant other, changing your
mannerisms) when interacting with members of these groups?

Choose: 0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%
Members of your immediate family (e.g., parents and siblings)
Members of your extended family (e.g., aunts, uncles, grand-parents, cousins)
People you socialize with (e.g., friends and acquaintances)
People at your work/school (e.g., coworkers, supervisors, instructors, students)

Strangers (e.g., someone you have a casual conversation with in line at the store)

Is there any further information regarding your answers and/or experiences:
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Identifying with Community/Group Scales
The Lesbian, Gay, and Bisexual+ Group Identity Measure

Please respond to the following items related to your connection to lesbian gay, and
bisexual + (LGB+) communities and your identity as an LGB+ person.

1. Thave spent time trying to find out more about the LGB+ community.

2. Tam active in organizations or social groups that include mostly LGB+ people.
3. Thave a clear sense of my sexual orientation and what it means for me.

4. T am happy that  am a member of the LGB+ community.

5. T'am not very clear about the role of my sexual orientation in my life.

6. In order to learn more about LGB+ culture I have often talked to other people
about LGB+ culture.

7. Thave a lot of pride in the LGB+ community and its accomplishments.
8. I participate in LGB+ cultural practices such as pride events, benefits, or marches.
9. I feel a strong attachment towards the LGB+ community.

10. I feel good about being a part of the LGB+ community.

11. Is there any further information regarding your answers and/or experiences:
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Autistic Group Identity Measure

Please respond to the following items related to your connection to Autism communities
and your identity as a person with Autism/ autistic person.

1. Thave spent time trying to find out more about the Autism community.

2. T am active in organizations or social groups that include mostly Autistic people.
3. Thave a clear sense of my Autistic identity and what it means for me.

4. T am happy that I am a member of the Autism Spectrum community.

5. Tam not very clear about the role of my Autistic identity in my life.

6. In order to learn more about Autism culture I have often talked to other people
about Autism culture.

7. Thave a lot of pride in the Autism community and its accomplishments.

8. I participate in Autism identity practices such as pride events, benefits, or
marches.

9. I feel a strong attachment towards the Autism community.

10. I feel good about being a part of the Autism community.

11. Is there any further information regarding your answers and/or experiences:
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Concealment Scales
LGB+ Sexual Orientation Concealment Scale

The following six items concern behaviors LGB+ people sometimes use to hide their
sexual orientation. Please rate each item to complete the following phrase:

In the last 2 weeks, I have...
Options: Not at all — A little bit — Somewhat — Very much — All the time

1. ...concealed my sexual orientation by telling someone that I was straight or
denying that [ was LGB+.

2. ...concealed my sexual orientation by avoiding contact with other LGB+
individuals.

3. ...avoided the subjects of sex, love, attraction, or relationships to conceal my
sexual orientation.

4. ..allowed others to assume I am straight without correcting them.

5. ...altered my appearance, mannerisms, or activities in an attempt to “pass” as
straight.

6. ..remained silent while witnessing anti-gay remarks, jokes, or activities because I
did not want to be labeled as LGB+ by those involved.

7. Is there any further information regarding your answers and/or experiences:
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Autism Concealment Scale

The following six items concern behaviors Autistic people may use to hide their Autism.
Please rate each item to complete the following phrase:

In the last 2 weeks, I have...
Options: Not at all — A little bit — Somewhat — Very much — All the time

...concealed my Autism by denying that I was Autistic.

...concealed my Autism by avoiding contact with other Autistic individuals.

...avoided certain subjects I feel are related to Autism to conceal my Autism.

...allowed others to assume I am neurotypical without correcting them.

...altered my appearance, mannerisms, or activities in an attempt to “pass” as

neurotypical.

6. ..remained silent while witnessing anti-Autistic remarks, jokes, or activities
because I did not want to be labeled as Autistic by those involved.

7. Is there any further information regarding your answers and/or experiences:
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Parental Support for Identity

Parental Support for Sexual Orientation Scale

For each of the following statements, mark the response that best indicates your
experiences of parental support in relation to your sexual orientation.

8)

1 2 3 4 5 6 7

Disagree Strongly Agree Strongly

Coming out to my mother has been a very painful process for me.

My mother has become a real support regarding my sexual orientation.

My mother does not recognize my sexual orientation as legitimate.

I feel like I will never live up to my mother’s expectations of me because of my
sexual orientation.

I feel I have failed my mother by being a lesbian, gay, or bisexual person.

I fear that my mother will never accept my sexual orientation.

Being a lesbian, gay, or bisexual person has destroyed my relationship with my
mother.

Coming out to my father has been a very painful process for me.

My father has become a real support regarding my sexual orientation.

10) My father does not recognize my sexual orientation as legitimate.
11) I feel like I will never live up to my father’s expectations of me because of my

sexual orientation.

12) I feel I have failed my father by being a lesbian, gay, or bisexual person.
13) I fear that my father will never accept my sexual orientation.
14) Being a lesbian, gay, or bisexual person has destroyed my relationship with my

father.

15) Is there any further information regarding your answers and/or experiences:
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Adapted Parental Support for Autistic Identity Scale

For each of the following statements, mark the response that best indicates your
experiences of parental support in relation to your Autism.

1 2 3 4 5 6 7

Disagree Strongly Agree Strongly
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15.

Accepting my Autism diagnosis has been a very painful process for my mother.
My mother has become a real support regarding my Autism identity.

My mother does not recognize my Autistic identity as legitimate.

I feel like I will never live up to my mother’s expectations of me because of my
Autism.

I feel I have failed my mother by being Autistic.

I fear that my mother will never accept my Autism.

Being an autistic person has destroyed my relationship with my mother.
Accepting my Autism diagnosis has been a very painful process for my father.
My father has become a real support regarding my Autism identity.

. My father does not recognize my Autism identity as legitimate.
. I feel like I will never live up to my father’s expectations of me because of my

Autism.

. I feel I have failed my father by being Autistic.
13.
14.

I fear that my father will never accept my Autism.
Being an autistic person has destroyed my relationship with my father.

Is there any further information regarding your answers and/or experiences:
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