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of Sexual and Gender Minority Statuses: Evidence  
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ABSTRACT Sexual and gen der minor i ties (SGM) expe ri ence det ri ments across many 
phys i cal and men tal health out comes com pared with het ero sex ual and cisgender peo
ple. But lit tle is known about health out comes for those who are both gen der minor i ties 
and sex ual minor i ties. Motivated by the o ries of dou ble dis ad van tage and leverag ing 
advance ments in data col lec tion and mea sure ment, we exam ine phys i cal and men tal 
health disparities across sex ual and gen der minor ity sta tuses: cisgender het ero sex u als, 
gen der minor ity het ero sex u als, cisgender sex ual minor i ties, and peo ple who are both 
gen der and sex ual minor i ties. Using Gallup’s National Health and WellBeing Index 
(N = 93,144) and the Centers for Disease Control and Prevention’s Behavioral Risk 
Factor Surveillance System (N = 543,717), we esti mate mul ti var i able logis tic regres
sion mod els to exam ine how sex ual and gen der minor ity sta tuses are asso ci ated with 
poor/fair selfrated health, func tional lim i ta tions, and diag nosed depres sion. Regression 
mod els adjusting for sociodemographic char ac ter is tics show marked phys i cal and men
tal health disparities: peo ple who are both gen der and sex ual minor i ties report greater 
odds of poor/fair selfrated health, func tional lim i ta tions, and depres sion rel a tive to 
cisgender het ero sex u als and, in some cases, rel a tive to gen der minor ity het ero sex u
als and cisgender sex ual minor i ties. Our results add to a grow ing body of research 
documenting the asso ci a tion between mul ti ple dis ad van taged sta tuses and health and 
pro vide novel infor ma tion on SGM health disparities.

KEYWORDS Physical health • Mental health • Double dis ad van tage • Gender •  
Sexuality

Introduction

Evidence across the social sci ences—span ning the fields of demog ra phy, soci ol ogy, 
pub lic health, and psy chol ogy—doc u ments phys i cal and men tal health disparities for 
sex ual minor ity pop u la tions across many out comes rel a tive to het ero sex u als (Hsieh and 
shuster 2021; Liu and Reczek 2021; Meyer 2003). This body of work has pro lif er ated 
in the past decade, no doubt because of inno va tions in mea sure ment and data col lec tion 
and the implementation of such mea sures to iden tify sex ual and gen der minor ity (SGM) 
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pop u la tions in state-level and national sur veys. Such inno va tion has pushed the field 
past its infancy (Gorman et al. 2015). In gen eral, stud ies have detailed disparities across 
many phys i cal and men tal health out comes for sex ual minor i ties rel a tive to het ero sex
ual pop u la tions (Gorman et al. 2015; Liu and Reczek 2021; Meyer 2003; Stacey et al. 
2022). At the same time, burgeoning research has dem on strated that gen der minor i ties 
bear the bur den of worse phys i cal and men tal health rel a tive to the cisgender pop u la tion 
(Lagos 2018; Stacey et al. 2022). However, pop u la tionlevel data on gen der minor i ties 
are sparse because of the use of binary sex (male/female) or gen der (man/woman) mea
sures in national sur veys (Lagos and Compton 2021; Westbrook and Saperstein 2015), 
reflecting short com ings of heteronormative and cisnormative think ing (Westbrook and 
Saperstein 2015; Westbrook et al. 2022).

Although both sex ual and gen der minor i ties appear to expe ri ence health dis ad
van tages across sev eral mea sures rel a tive to het ero sex ual and cisgender indi vid u als, 
respec tively, the extant lit er a ture lacks insight into health disparities at the inter sec tion 
of sex ual and gen der minor ity sta tuses. Uncovering how the inter sec tion of these iden ti
ties relates to health is impor tant, given the o ret i cal evi dence about how mul ti ple dis ad
van taged sta tuses shape health and wellbeing (Denise 2014; Gorman et al. 2015) and 
empir i cal evi dence outlining the compounding health con se quences of homo pho bia, 
heteronormativity, and transphobia (Gorman et al. 2015; Meyer 2003; Speight 1995). 
In this study, we pro vide a com pre hen sive look at health disparities at the inter sec tion 
of sex ual and gen der minor ity sta tuses, moti vated by the ques tion, How are sex ual and 
gen der minor ity sta tuses asso ci ated with phys i cal and men tal health? We pay par tic u lar 
atten tion to the health of peo ple who are both gen der and sex ual minor i ties.

To answer our research ques tion holis ti cally, we con cep tu al ize health using broad 
mea sures, rang ing from global indi ca tors of health (e.g., selfrated health) to more 
spe cific mea sures (e.g., func tional lim i ta tions, diag nosed depres sion). Our out comes 
span phys i cal and men tal health, pro vid ing breadth and depth. This research is also 
inno va tive in leverag ing recent pop u la tionlevel data (col lected between 2018 and 
2020) from Gallup’s National Health and WellBeing Index (NHWI) and the Centers 
for Disease Control and Prevention’s (CDC) Behavioral Risk Factor Surveillance 
System (BRFSS). Using two largescale, pop u la tionlevel data sources makes our 
work excep tion ally suited for documenting health disparities, pro vi des robust find-
ings, and bet ter enables prac ti cal appli ca tion in addressing such disparities among 
SGM pop u la tions (Gates 2013, 2017).

Background

Health Disparities for Sexual and Gender Minority Populations

This study builds on extant lit er a ture dem on strat ing rel a tively worse health out comes 
for SGM pop u la tions. Compared with cisgender and het ero sex ual pop u la tions, SGM 
pop u la tions report marked dif fer ences in health out comes and health behav iors 
across numer ous dimen sions (Hsieh and shuster 2021). For exam ple, rel a tive to het
ero sex u als, sex ual minor i ties expe ri ence worse selfrated health (FredriksenGoldsen 
et al. 2017; Gorman et al. 2015) and more func tional lim i ta tions ham per ing daily life 
(Cohchran et al. 2017). Lesbian, gay, and bisex ual pop u la tions expe ri ence adverse 
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men tal health out comes rel a tive to het ero sex u als, reporting greater rates of men tal 
dis tress and depres sion (Gonzales and HenningSmith 2017). Eleven per cent of les
bian, gay, and bisex ual peo ple report a sui cide attempt, com pared with only 4% of 
het ero sex ual peo ple (Hottes et al. 2016).

The lit er a ture also speaks to the rel a tive health dis ad van tages of gen der minor i ties 
rel a tive to cisgender indi vid u als. Notably, gen der minor i ties expe ri ence dis ad van tages 
in global over all assess ments of health and more spe cific out comes. One study, based 
on the first mul ti state sam ple of the BRFSS in 2014 when the first  Sexual  Orientation 
and Gender Identity (SOGI) Module was implemented, showed that the pop u la tion of 
trans gen der and gen dernonconforming indi vid u als expe ri enced ele vated odds of poor 
phys i cal and men tal health rel a tive to cisgender pop u la tions (Meyer et al. 2017; see 
also Stacey et al. 2022). More spe cifi  cally, rel a tive to cisgender pop u la tions, gen der 
minor i ties reported worse selfrated health (Lagos 2018), greater func tional lim i ta tions 
(Cicero et al. 2021), and ele vated rates of depres sion (Hyde et al. 2014). Results from 
the 2015 U.S. Transgender Discrimination Survey dem on strated that a whop ping 41% 
of gen der minor i ties reported attempting sui cide, com pared with only 1.6% of the gen
eral pop u la tion (Grant et al. 2011). Hughes et al. (2022) used pri vate health insur ance 
data to exam ine all cause mor tal ity of U.S. indi vid u als from 2011 to 2019 and found 
that trans gen der peo ple were nearly twice as likely to die over the period than their cis
gender coun ter parts—an extreme exam ple of dis ad van tage among gen der minor i ties. 
In sum, gen der minor i ties tend to expe ri ence worse phys i cal and men tal health rel a tive 
to cisgender pop u la tions (Lagos 2018; Stacey et al. 2022).

Selfrated health, func tional lim i ta tions, and men tal health disparities for SGM 
pop u la tions are welldocumented in the social sci ences. But what about health dis
parities for those peo ple who are both gen der and sex ual minor i ties? What might 
health disparities at these inter sec tions (i.e., cisgender het ero sex ual, gen der minor ity 
het ero sex ual, cisgender sex ual minor ity, both gen der minor ity and sex ual minor ity) 
reveal about pop u la tionlevel health pat terns that have been obscured by ana lyz ing 
health disparities for sex ual minor i ties rel a tive to het ero sex u als or for gen der minor i
ties rel a tive to cisgender pop u la tions? Shortcomings in pop u la tionlevel sur veys’ use 
of binary sex or gen der mea sures (but not both) and small sam ple sizes in national 
sur veys when SGM pop u la tions are iden ti fi able have pre cluded an in-depth look at 
phys i cal and men tal health disparities at the inter sec tion of sex ual and gen der minor
ity sta tuses. What lit tle evi dence exists on health disparities at this inter sec tion came 
recently from Finn ish pop u la tionlevel data (Källström et al. 2022). Källström and 
col leagues’ study showed that although sex ual and gen der minor i ties reported worse 
men tal health than did cisgender and het ero sex ual peo ple, peo ple who were both sex
ual and gen der minor i ties were no more likely to expe ri ence depres sion or anx i ety 
than sex ual or gen der minor i ties.

In the cur rent study, we build on past work and exam ine phys i cal and men tal 
health disparities at the inter sec tion of gen der minor ity sta tus and sex ual minor ity 
sta tus. Empirical evi dence outlining dis ad van tages in global and spe cific health out-
comes for sex ual minor i ties and gen der minor i ties indi vid u ally implies that those 
who are mar gin al ized in terms of their gen der and sex u al ity might expe ri ence worse 
health than those who are not or those who expe ri ence mar gin al i za tion in their 
 gen der or sex u al ity. As Gorman and col leagues (2015) argued, merely sum ming the 
number of dis ad van taged sta tuses among sex ual and/or minor ity groups to exam ine 
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 asso ci a tions with health can obscure het ero ge ne ity (see also Lagos 2018). Therefore, 
we instead adopt an intercategorical approach and model asso ci a tions sep a rately for 
cisgender het ero sex u als, gen der minor ity het ero sex u als, cisgender sex ual minor i ties, 
and  peo ple who are both gen der and sex ual minor i ties.

Theories of Double and Multiple Disadvantage

Scholars have devel oped the dou ble dis ad van tage hypoth e sis to advance the notion 
that health is not deter mined wholly in the con text of one sys tem of strat i fi ca tion 
(Cho et al. 2013; Dowd and Bengston 1978), such as sex ism or rac ism. Instead, sys
tems of strat i fi ca tion over lap and inter sect, dis pro por tion ately expos ing indi vid u als 
to dis ad van tage (Denise 2014; Shi and Wu 2020) and directly and indi rectly shap ing 
health and wellbeing across the life course. Theories of intersectionality ( Collins 
1990; Crenshaw 1989, 1990) have largely devel oped inde pen dently of the o ries out
lining var ie gated deter mi nants of health and health disparities (Bauer 2014). Yet, 
many stud ies exam in ing health disparities at var i ous inter sec tions (e.g., race, gen der, 
sex ual ori en ta tion) have implic itly or explic itly drawn on cen tral tenets of intersec
tionality (Denise 2014; Gorman et al. 2015). For instance, some have acknowl edged 
the ways health is shaped by a num ber of interacting forces (Bowleg 2012), such as 
rac ism, sex ism, and homo pho bia. Disproportionate expo sure to dis ad van tage has also 
been artic u lated recently in struc tural per spec tives on health, such as in Everett and 
 col leagues’ (2022) notion of “struc tural heteropatriarchy,” which draws atten tion to 
the sys temic priv i lege con ferred to cisgender men and het ero sex ual indi vid u als.

Many stud ies have tested the dou ble dis ad van tage hypoth e sis empir i cally, exam
in ing how the num ber of minoritized sta tuses (e.g., woman, racial minor ity, sex ual 
minor ity) is asso ci ated with health disparities (Denise 2014). Studies have gen er
ally supported evi dence of dou ble and mul ti ple dis ad van tage for sex ual ori en ta tion. 
For instance, Black sex ual minor i ties tend to report worse health than White sex ual 
minor i ties (Choi et al. 2021; Liu et al. 2017). In this body of work, schol ars often 
con sider sex/gen der to be an impor tant axis of strat i fi ca tion along which mate rial 
and social resources are unevenly dis trib uted, and this dis tri bu tion is asso ci ated with 
and shapes men’s and women’s pop u la tionlevel health. That is, women are dis ad
van taged in dou ble/mul ti ple dis ad van tage the ory. Gorman and col leagues (2015) 
exam ined health at the inter sec tion of gen der and sex ual ori en ta tion, find ing a dis ad-
van tage for bisex ual men and bisex ual women rel a tive to het ero sex ual men, het ero
sex ual women, and gays/les bi ans. As Lagos (2018) argued, how ever, the anal y sis of 
pop u la tionlevel health disparities must go beyond “male” and “female” to con sider 
sex/gen der in the con text of cisgender and trans gen der and pro vide a com pre hen sive 
health pro file at the inter sec tion of sex ual minor ity and gen der minor ity sta tuses.

There are three pri mary the o ret i cal rea sons to expect accu mu lat ing dis ad van tage 
at the inter sec tion of sex ual and gen der minor ity sta tus and thus to expect that peo ple 
who are both gen der and sex ual minor i ties will expe ri ence worse phys i cal and men tal 
health than cisgender het ero sex u als and even those who are gen der or sex ual minor
i ties. The first rea son is the greater inci dence and sever ity of dis crim i na tion. People 
who are gen der and sex ual minor i ties are likely to con front more dis crim i na tion rel a
tive to gen der or sex ual minor i ties and rel a tive to cisgender and  het ero sex ual peo ple. 
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Discrimination is inversely asso ci ated with health (Denise 2014; Meyer 2003), allow
ing us to deduce that more dis crim i na tion will trans late to a larger health dis ad van tage 
for peo ple who are both gen der and sex ual minor i ties rel a tive to other groups. Sexual 
minor i ties and gen der minor i ties expe ri ence con sid er able inter per sonal dis crim i na
tion (e.g., homo pho bia and transphobia in per sonal net works and fam i liesofori gin; 
Reczek and BosleySmith 2022) and struc tural dis crim i na tion (e.g., labor mar ket dis
crim i na tion, wage pen al ties, dis crim i na tion in the doc tor’s office; Doan and Grace 
2022; Mishel 2016; Mize 2016; SeilerRamadas et al. 2021; shuster 2021; Tilcsik 
2011). Thus, all  else being equal, peo ple who are both gen der and sex ual minor i ties 
will be exposed to more and worse dis crim i na tion than peo ple who are only gen der 
minor i ties, only sex ual minor i ties, and cisgender and het ero sex ual peo ple, undermin
ing health more often and more pow er fully. At the same time, rel a tive to cisgender 
and het ero sex ual pop u la tions or those who are sin gly dis ad van taged, peo ple who 
are both gen der minor i ties and sex ual minor i ties likely antic i pate more and worse 
inci dents of dis crim i na tion, which under mine health, as explained in minor ity stress 
the ory (Brooks 1981; Meyer 2003).

A sec ond rea son to expect worse phys i cal and men tal health for peo ple who are 
both gen der and sex ual minor i ties rel a tive to other groups is a greater like li hood of 
mis clas si fi ca tion. Gender and sex u al ity, in inter ac tion, are performed by social actors 
and are then per ceived by oth ers (West and Zimmerman 1987; Westbrook and Schilt 
2014). Incongruence between self-per ceived and other-per ceived gen der clas si fi ca-
tions appears to mat ter for health and well-being: being incor rectly clas si fied is asso-
ci ated with worse health (Hart et al. 2019; Lagos 2019). In a recent study, trans gen der 
men who were audi to rily misclassified as women in a tele phone sur vey expe ri enced 
poorer self-rated health than trans gen der men whose gen der was not misclassified 
(Lagos 2019). This study, based on an exploi ta tion of a sur vey error, sug gests an 
impor tant rela tion ship between gen der clas si fi ca tion and sub jec tive assess ments of 
health (see also Miller and Grollman 2015). At the same time, gen der non con for mity 
is neg a tively linked with selfrated health when a per son’s per cep tions of their gen der 
do not align with how they believe oth ers per ceive them (Hart et al. 2019). Similarly, 
a heteronormative soci ety assumes that sex ual minor i ties are het ero sex ual (Pfeffer 
2014; Solebello and Elliott 2011). These clas si fi ca tions can be dam ag ing and stress ful 
(Borinca et al. 2021), undermining health. In sum, peo ple who are both gen der and 
sex ual minor i ties have a greater like li hood of expe ri enc ing mis clas si fi ca tion, which 
can influ ence their health and cre ate con sid er able stress.

The third the o ret i cal rea son to expect dou ble dis ad van tage at the inter sec tion of 
sex ual and gen der minor ity sta tus is compounding mis align ment in the sex–gen der–
sex u al ity sys tem (Seidman 1995). Extant sex ual iden tity labels (e.g., les bian, gay, het
ero sex ual) rely on and reinscribe the gen der binary when deployed in social life. For 
exam ple, clas si fi ca tion schemes of sex ual iden tity no lon ger cohere once taken out side 
the con text of the gen der binary. What might “gay” or “het ero sex ual” mean in the con
text of a genderqueer or gen dernon bi nary per son? The the o ret i cal link ages between 
the sex–gen der–sex u al ity sys tem—the myr iad forces suggesting that only two gen ders 
exist, gen der must always reflect bio log i cal sex, and only sex ual attrac tion between 
those two gen ders is nor mal and nat u ral (Schilt and Westbrook 2009)—might lead 
to height ened dys pho ria and stress for indi vid u als who expe ri ence mis align ment 
between their sex assigned at birth and cur rent gen der iden tity and sex ual iden tity.  
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The sex–gen der–sex u al ity sys tem is a pow er ful dis ci plin ary power, con sid er ably  
shap ing cul tural and social forces that could very well be asso ci ated with health.

These ele ments reveal numer ous empir i cal and the o ret i cal rea sons to expect accu
mu lat ing dis ad van tages at the inter sec tion of sex ual and gen der minor ity sta tus. More 
and worse dis crim i na tion, a greater like li hood of mis clas si fi ca tion, and compounding 
mis align ment in the sex–gen der–sex u al ity sys tem lead us to expect worse phys i cal 
and men tal health for peo ple who are both gen der and sex ual minor i ties rel a tive to 
cisgender het ero sex u als and even rel a tive to gen der minor ity het ero sex u als and cis
gender sex ual minor i ties. Our study asks, How are sex ual and gen der minor ity sta
tuses asso ci ated with phys i cal and men tal health?

Methods

Data

We draw on pro pri e tary data from Gallup’s National Health and WellBeing Index 
and pub licly avail  able data from the CDC’s Behavioral Risk Factor Surveillance 
 System.1 The NHWI sur vey was fielded begin ning in 2008, employing a repeated 
crosssec tional design to sam ple respon dents daily on top ics such as health and 
wellbeing. Gallup sam pled indi vid u als via an addressbased sam pling frame con
taining a rep re sen ta tive list of all U.S. house holds in all  50 states and the District of 
Colum bia. NHWI data have been col lected from U.S. adults aged 18 and older using 
a dual mail and webbased meth od ol ogy since 2018. The response rate in 2018 was 
17.3%. We limit our anal y sis to data from 2018 and 2019, when detailed sex ual and 
gen der iden tity mea sures were implemented, per mit ting ana ly ses to exam ine health 
disparities at the inter sec tion of sex ual and gen der minor ity sta tuses.

The BRFSS con tains a pleth ora of phys i cal and men tal health infor ma tion. 
The lon gestrun ning repeated crosssec tional health sur vey in the United States, 
the BRFSS recruited respon dents via ran dom digit dial ing of land line and cel lu lar 
phones using a house holdbased prob a bil ity design. We draw on BRFSS data col
lected between 2018 and 2020 to draw com pa ra ble sam ples across his tor i cal time, 
gar ner large enough sam ple sizes to per mit ana ly ses at the inter sec tion of sex ual and 
gen der minor ity sta tuses across our two data sources, and fol low the Gender Identity 
in U.S. Surveillance (GenIUSS) Group’s rec om men da tions for min i miz ing bias from 
ran dom and non ran dom error. Administered by each U.S. state and ter ri tory’s pub lic 
health depart ment, the BRFSS is a nation wide health sur vey sam pling non in sti tu
tion al ized U.S. adults. Starting in 2014, the BRFSS implemented optional Sexual 
Orientation and Gender Identity Modules with mea sures to iden tify trans gen der and 
sex ual minor ity respon dents. Between 2018 and 2020, 41 states and one U.S. ter ri tory 
included the SOGI Module (see the online appen dix, Table S1), per mit ting a poten tial 
sam ple size of 786,083.

1 To our knowl edge, Gallup’s National Health and WellBeing Index data are not pub licly avail  able. At the 
time of our study, our uni ver sity (The Ohio State University) had a con tract with Gallup granting fac ulty, 
staff, and stu dents free access to the Gallup data. Many uni ver si ties have sim i lar con tracts with Gallup, so 
those inter ested in work ing with the data could check with their uni ver sity or Gallup to inquire.
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Sexual and Gender Minority Status

The NHWI mea sured sex ual iden tity by ask ing, “Which of the fol low ing do you 
con sider your self to be? You may select one or more.” Response categories included 
straight or het ero sex ual, les bian, gay, bisex ual, queer, and samegen der lov ing. 
 Gender iden tity was assessed via sex assigned at birth (male or female); cur rent 
gen der iden tity (man, woman, or trans gen der); and, for respon dents iden ti fy ing as 
trans gen der, “trans woman (maletofemale),” “trans man (femaletomale),” or 
“non bi nary/genderqueer.”

The BRFSS assessed sex ual iden tity by ask ing respon dents, “Which of the fol low
ing best rep re sents how you think of your self?” Response categories included les bian or 
gay,2 straight (not gay), bisex ual, some thing else, or don’t know. For gen der iden tity, the 
sur vey asked respon dents, “Do you con sider your self to be trans gen der?” Respondents 
who replied affir ma tively were asked, “Do you con sider your self to be male-to-female, 
femaletomale, or gen dernonconforming?”3 If a respon dent was con fused about the 
defi  ni tion of these terms, inter view ers were instructed to pro vide defi  ni tions. If respon-
dents replied neg a tively, inter view ers moved on to other ques tions.

On the basis of the branching of the (trans)gen der mea sure in both the NHWI and 
BRFSS, we can iden tify only those gen der minor i ties who first iden ti fied as trans gen-
der: non bi nary/genderqueer respon dents in the NHWI and gen dernonconforming 
respon dents in the BRFSS indi cated that they iden ti fied as trans gen der before iden ti-
fy ing with more spe cific gen der minor ity terms. Some gen der-non bi nary, genderqueer, 
and gen dernonconforming peo ple con sider them selves to belong under the trans gen
der umbrella, and oth ers do not; we return to this lim i ta tion in the Discussion sec tion. 
Also impor tant is that the sex/gen der mea sures in the NHWI and BRFSS were worded 
dif fer ently, with the SOGI Module in the BRFSS directly ask ing peo ple if they iden ti
fied as trans gen der and the NHWI sur vey ask ing respon dents for their sex assigned at 
birth and cur rent gen der iden tity. Such word ing var i a tions might lead to slightly dif fer
ent sam ple sizes of gen der minor ity respon dents and could influ ence the results.

We cre ated a com bined sex ual and gen der minor ity sta tus var i able from these 
indi ca tors in the NHWI and BRFSS. Respondents were cat e go rized as (1) cisgender 
het ero sex u als if they reported align ment between their sex assigned at birth and their 
cur rent gen der iden tity or indi cated that they were not trans gen der and iden ti fied as 
straight/het ero sex ual; (2) gen der minor ity het ero sex u als if they reported that their cur
rent gen der iden tity did not match their sex assigned at birth or iden ti fied as trans gen der 
and straight/het ero sex ual; (3) cisgender sex ual minor i ties if they reported align ment 
between their sex assigned at birth and their cur rent gen der iden tity or that they were 
not trans gen der and iden ti fied as any thing but straight/het ero sex ual; or (4) peo ple who 

2 Only those who were iden ti fied as female were given the response cat e gory of “les bian or gay.” Those 
iden ti fied as male were given only “gay” as a response cat e gory.
3 In both the NHWI and BRFSS, word ing of the gen der/trans gen der indi ca tors and accom pa ny ing response 
categories rely on anach ro nis tic terms (e.g., femaletomale) to describe trans gen der and gen der minor ity 
indi vid u als and there fore include poten tially stig ma tiz ing lan guage. Although these mea sures per mit iden
ti fi ca tion of gen der minor ity pop u la tions, and despite the rapid evo lu tion of lan guage to describe sex ual 
and gen der minor ity sub pop u la tions, we echo oth ers’ sen ti ments in encour ag ing the use of nonstigmatizing 
lan guage that is as cur rent as pos si ble as it relates to trans gen der iden ti fi ca tion pro cesses in national and 
other sur veys (Westbrook and Saperstein 2015).
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738 L. Stacey and W. Wislar

are both gen der and sex ual minor i ties if they reported that their cur rent gen der iden tity 
did not match their sex assigned at birth or iden ti fied as trans gen der and indi cated that 
they were any thing but straight/het ero sex ual (see Figure 1). Sexual minor ity refers to 
all  those who iden ti fied as les bian, gay, bisex ual, queer, same-gen der lov ing, or “some-
thing else.” Heterosexual refers to those who iden ti fied exclu sively as straight or het-
ero sex ual. Gender minor ity refers to those whose cur rent gen der iden tity does not align 
with their sex assigned at birth or those who iden ti fied as trans gen der. Cisgender cap
tures those whose cur rent gen der iden tity matches their sex assigned at birth or those 
who did not iden tify as trans gen der. Using these indi ca tors, we can iden tify unweighted 
sam ples of cisgender het ero sex u als (NHWI n = 88,133; BRFSS n = 514,244), gen der 
minor ity het ero sex u als (NHWI n = 90; BRFSS n = 1,162), cisgender sex ual minor i ties  
(NHWI n = 4,752; BRFSS n = 27,326), and peo ple who are both gender and sexual 
minor i ties (NHWI n = 169; BRFSS n = 985).

Dependent Variables

We assess phys i cal and men tal health with three out comes: selfrated health, func
tional lim i ta tions, and diag nosed depres sion.4

In the NHWI and BRFSS, self-rated health was mea sured with a ques tion ask ing 
respon dents to indi cate the gen eral qual ity of their health as excel lent, very good, 
good, fair, or poor. We dichot o mized selfrated health (0 = excel lent, very good, or 

4 In the BRFSS, each state and U.S. ter ri tory included selfrated health, func tional lim i ta tions, and depres
sive dis or ders mea sures as part of core gen eral health, dis abil ity, and chronic health mod ules.

Cisgender heterosexual

Inclusion criteria:
1. Sex assigned at birth matches 

current gender identity or does not 
identify as transgender

2. Identifies as straight or 
heterosexual

Gender minority heterosexual

Inclusion criteria:
1. Sex assigned at birth does not 

match current gender identity or 
does identify as transgender

2. Identifies as straight or 
heterosexual

Cisgender sexual minority

Inclusion criteria: 
1. Sex assigned at birth matches 

current gender identity or does not 
identify as transgender

2. Identifies as anything other than 
straight or heterosexual

Gender and sexual minority

Inclusion criteria:
1. Sex assigned at birth does not 

match current gender identity or 
does identify as transgender

2. Identifies as anything other than 
straight or heterosexual

Fig. 1 Conceptual diagram explaining inclusion criteria for each of the sexual and gender minority statuses
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good; 1 = fair or poor). Selfrated health is an inde pen dent pre dic tor of mor tal ity and 
mor bid ity and is a robust and impor tant global dimen sion of health sta tus (Idler and 
Benyamini 1997; Jylhä 2009).

In the NHWI, the pres ence of func tional lim i ta tions was operationalized via the 
ques tion, “Do you have any health prob lems that pre vent you from doing any of the 
things peo ple your age normally can do?” We cat e go rized indi vid u als in the BRFSS 
sam ple as hav ing func tional lim i ta tions if they responded yes to any one of the fol
low ing ques tions: (1) “Do you have seri ous dif fi culty walk ing or climbing stairs?”; 
(2) “Do you have dif fi culty dress ing or bath ing?”; and (3) “Because of a phys i cal, 
men tal, or emo tional con di tion, do you have dif fi culty doing errands alone such as 
vis it ing a doc tor’s office or shop ping?” This var i able, for both sur veys, is mea sured 
dichot o mously (0 = no func tional lim i ta tion; 1 = has func tional lim i ta tion).

For diag nosed depres sion, respon dents in the NHWI were asked whether a doc tor, 
nurse, or other health pro fes sional ever told them that they had depres sion. Respon
dents in the BRFSS were asked if they were ever told they had “a depres sive dis or der 
(includ ing depres sion, major depres sion, dysthymia, or minor depres sion).” For both 
sur veys, this var i able is mea sured dichot o mously (0 = no; 1 = yes).

Covariates

We first adjust for age (in years), race and eth nic ity (0 = White; 1 = Black; 3 = Latinx; 
4 = other), region of the coun try (0 = South; 1 = nonSouth), and sur vey year (0 = 2018; 
1 = 2019; 2 = 2020).5 We then adjust for cur rent employ ment sta tus (0 = not employed; 
1 = employed), edu ca tion (0 = less than col lege; 1 = col lege edu ca tion or more), annual 
house hold income (0 = less than $60,000 in the NHWI and less than $50,000 in the 
BRFSS; 1 = $60,000 or more in the NHWI and $50,000 or more in the BRFSS), health 
insur ance cov er age (0 = yes; 1 = no), mar i tal sta tus (0 = not mar ried; 1 = mar ried), and 
whether the respon dent has any res i den tial chil dren (0 = no; 1 = yes).

Models adjust for sociodemographic, socio eco nomic, and fam ily char ac ter is tics 
that might con found the rela tion ship between sex ual and gen der minor ity sta tuses 
and health. We adjust for age to account for birth cohort dif fer ences in sex ual and 
gen der minor ity iden ti fi ca tion and the well-established rela tion ship between aging 
and declines in health (Hammack et al. 2018; Liu and Reczek 2021). Race and eth
nic ity have been shown to influ ence health because of rac ism and other struc tural 
forces that dis pro por tion ately affect peo ple of color (Gee and Ford 2011); peo ple of 
color report worse health and are simul ta neously more likely to iden tify as sex ual 
minor i ties (Bridges and Moore 2018). Region is impor tant to adjust for because SGM 
iden ti fi ca tion varies by region of res i dence, and peo ple who live in the South tend to 
report worse health (Levi et al. 2015; Rosenfeld 2007; Stone 2018). Studies pooling 
data across mul ti ple years com monly adjust for sur vey year (Lagos 2018; Reczek 
et al. 2017). We con trol for sev eral socio eco nomic char ac ter is tics because of var i a
tion in edu ca tion, employ ment, and income by sex u al ity and gen der (Mishel 2016; 
Mize 2016) and because of wellestablished empir i cal and the o ret i cal work  outlining 

5 NHWI data are avail  able only for 2018 and 2019.
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how socio eco nomic sta tus shapes health and wellbeing (Link and Phelan 1995). 
Finally, we adjust for mar i tal sta tus and the pres ence of chil dren because mar riage 
and par ent ing influ ence health (Liu and Umberson 2008; Waite 1995), and SGM peo
ple are less likely to marry and have chil dren (Hsieh and Liu 2019).

Analytic Plan

We first show unweighted sam ple sizes and weighted per cent ages/means and stan-
dard devi a tions across all  out comes and our inde pen dent var i able and covariates. 
We then pres ent bivar i ate results from Wald tests for our out comes and covariates 
strat i fied by sex ual and gen der minor ity sta tuses, com par ing (1) gen der minor ity 
het ero sex u als, (2) cisgender sex ual minor i ties, and (3) peo ple who are both gen
der and sex ual minor i ties with cisgender het ero sex u als. We then esti mate mul ti var
i able logis tic regres sion mod els to com pare how (1) gen der minor ity het ero sex u als,  
(2) cisgender sex ual minor i ties, and (3) peo ple who are both gen der and sex ual minor
i ties fare rel a tive to cisgender het ero sex u als. We also con duct pairwise com par i sons 
to ana lyze whether SGM groups expe ri ence health disparities rel a tive to one another. 
All ana ly ses are conducted in Stata, ver sion 15. To achieve pop u la tion rep re sen ta tion, 
we assign sur vey weights to each respon dent using the svyset com mand based on the 
sur vey year.6 The BRFSS weights also accom mo date the com plex sam pling design,  
adjust for item non re sponse, and reflect the state’s pop u la tion. For ease of inter pre ta-
tion, we pres ent our regres sion esti ma tes in odds ratios (ORs). However, ORs are rel
a tive and do not pro vide infor ma tion in the nat u ral met ric of the depen dent var i able 
(Mize 2019; Mood 2010). Consequently, we also use the suite of mar gins com mands 
in Stata (Long and Freese 2014) to esti mate, as a func tion of sex ual and gen der minor
ity sta tuses, the predicted prob a bil i ties of reporting (1) poor/fair selfrated health, (2) 
func tional lim i ta tions, and (3) diag nosed depres sion.

Results

Descriptive Results

Table 1 shows weighted descrip tive sta tis tics for the NHWI and BRFSS sam ples. 
Estimates of the gen der minor ity het ero sex ual pop u la tion range from 0.11% to 0.22%, 
cisgender sex ual minor i ties rep re sent 5.9% to 6.8% of the pop u la tion, and esti ma tes 
for peo ple who are both gender and sexual minor i ties are about 0.24% to 0.36% of the 
pop u la tion. From these data, SGM pop u la tions in both data sets appear to make up 
approx i ma tely 6% to 7% of the pop u la tion, which is in line with esti ma tes from other 
rec og nized pop u la tionlevel data sources (Gates 2017). The prev a lence esti ma tes of 

6 Gallup cre ated weights to reflect the U.S. pop u la tion according to age, race, His panic eth nic ity, gen der, 
edu ca tion, region, and pop u la tion den sity, draw ing on data from Current Population Surveys for adults 
and Nielsen Claritas sta tis tics for met ro pol i tan sta tis ti cal areas. Population den sity tar gets are based on the 
most recent U.S. Census data. Information on the BRFSS cre a tion of weights can be found online at https:  /  / 
www  .cdc  .gov  /brfss  /annual_data  /annual_data  .htm.
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Table 1 Characteristics of the study pop u la tion, National Health and WellBeing Index (NHWI) and 
Behavioral Risk Factor Surveillance System (BRFSS)

NHWI BRFSS

Unweighted 
 Sample Size (n)

Weighted Mean 
(SD) / %

Unweighted 
 Sample Size (n)

Weighted Mean 
(SD) / %

Poor or Fair Selfrated 
Health 12,826 15.06 93,128 16.62

Functional Limitations 21,994 22.19 98,854 15.70
Diagnosed Depression 19,524 21.90 108,187 19.29
Sexual and Gender 

Minority Status
 Cisgender 

het ero sex ual 88,183 92.73 514,244 93.63
 Gender minor ity 

het ero sex ual 90 0.11 1,162 0.22
 Cisgender sex ual 

minor ity 4,752 6.80 27,326 5.91
 Gender and sex ual 

minor ity 169 0.36 985 0.24
Age 46.67 48.46

(17.31) (17.45)
Race
 White 76,684 67.12 420,690 65.05
 Black 5,338 10.30 42,059 12.33
 Latinx 5,645 14.78 37,199 15.09
 Other 5,477 7.80 43,769 7.53
Region
 NonSouth 61,426 62.94 362,239 57.65
 South 31,718 37.06 176,910 42.28
 Guam — — 4,568 0.07
Year
 2018 87,283 93.71 182,141 31.71
 2019 5,861 6.29 180,314 29.72
 2020 — — 181,262 38.56
Employment
 Not employed 35,479 30.37 253,669 40.53
 Employed 57,665 69.63 290,048 59.47
Education
 Less than col lege 47,197 64.81 323,448 70.12
 College edu ca tion or 

more 45,947 35.19 220,269 29.87
Income
 <$60,000 (NHWI); 

<$50,000 (BRFSS) 42,352 51.00 252,931 46.67
 ≥$60,000 (NHWI); 

≥$50,000 (BRFSS) 50,792 49.00 290,786 53.33
Has Health Insurance 88,612 90.60 502,582 88.47
Union Status
 Not mar ried 40,375 44.45 253,328 47.28
 Married 52,769 55.55 290,389 52.72
Residential Children
 No 70,214 63.87 394,061 63.31
 Yes 22,930 36.13 149,656 36.69
N 93,144 543,717
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selfreported poor/fair health are 15.1% and 16.6%, whereas the per cent ages liv ing 
with a func tional lim i ta tion are 15.7% to 22.2%. Finally, 19.3% and 21.9% reported 
hav ing been diag nosed with depres sion by a health pro fes sional.

Table 2 pres ents the NHWI and BRFSS weighted per cent ages and means for all  
out come var i ables and covariates strat i fied by sex ual and gen der minor ity sta tuses. 
Evidence for unad justed health disparities at this impor tant inter sec tion is clear at 
the bivar i ate level. Cisgender sex ual minor i ties and peo ple who are both gen der and 
sex ual minor i ties reported ele vated rates of poor/fair selfrated health, any func tional 
lim i ta tion, and depres sion diag noses in both data sources. For exam ple, prev a lence 
esti ma tes for peo ple who are both gen der and sex ual minor i ties are 26.8% and 32.9% 
for poor/fair selfrated health, 33.0% and 45.0% for func tional lim i ta tions, and 56.5% 
and 69.4% for depres sion. Relative to cisgender het ero sex u als, gen der minor ity het
ero sex u als expe ri enced health disparities in func tional lim i ta tions and depres sion in 
the BRFSS data. However, no sig nifi  cant dif fer ences were evi dent at the bivar i ate 
level in the NHWI data.

We now turn to demo graphic char ac ter is tics. Despite their higher rates of poor/fair 
selfrated health, func tional lim i ta tions, and depres sion, cisgender sex ual minor i ties 
and peo ple who are both gen der and sex ual minor i ties are con sid er ably youn ger than 
cisgender het ero sex u als, who are the oldest in the sam ple, on aver age; this is in line 
with evi dence suggesting that youn ger peo ple are more likely to iden tify as sex ual 
minor i ties, gen der minor i ties, or both (Liu and Reczek 2021). Descriptive results also 
show that rel a tive to cisgender het ero sex u als, cisgender sex ual minor i ties and peo ple 
who are both gen der and sex ual minor i ties are less likely to be White (see Bridges 
and Moore 2018). Results for region are incon sis tent across data sources. NHWI data 
sug gest that a lower pro por tion of peo ple who are both gen der and sex ual minor i ties 
reside in the South rel a tive to cisgender het ero sex u als, whereas BRFSS data sug gest 
that res i dence in the South is higher for gen der minor ity het ero sex u als and lower for 
cisgender sex ual minor i ties rel a tive to cisgender het ero sex u als.

Table 2 fur ther shows impor tant dif fer ences in socio eco nomic sta tus and fam ily 
char ac ter is tics by sex ual and gen der minor ity sta tuses. BRFSS data show that peo ple 
who are both gen der and sex ual minor i ties expe ri ence lower rates of employ ment 
because of unem ploy ment or choice. Similarly, BRFSS data show that gen der minor
ity het ero sex u als, cisgender sex ual minor i ties, and peo ple who are both gen der and 
sex ual minor i ties are less likely to have a fouryear col lege degree than cisgender 
het ero sex u als. The evi dence regard ing house hold income is clear: in the NHWI and 
BRFSS, gen der minor ity het ero sex u als, cisgender sex ual minor i ties, and peo ple who 
are both gen der and sex ual minor i ties are like lier to have house hold incomes below 
$60,000 or $50,000, respec tively. Similarly, in both data sources, cisgender sex ual 
minor i ties have lower rates of health insur ance cov er age than cisgender het ero sex
u als. However, BRFSS data also show sig nifi  cantly lower rates of health insur ance 
cov er age for gen der minor ity het ero sex u als and peo ple who are both gen der and sex
ual minor i ties. Our esti ma tes for mar i tal sta tus are in line with other national esti
ma tes (Hsieh and Liu 2019): cisgender sex ual minor i ties and peo ple who are both 
gen der and sex ual minor i ties are less likely to be mar ried than cisgender het ero sex u
als. Finally, in both data sets, cisgender het ero sex u als are more likely than cisgender 
sex ual minor i ties to have res i den tial chil dren. BRFSS data also sug gest that gen der 
minor ity het ero sex u als and peo ple who are both gen der and sex ual minor i ties are 
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745Physical and Mental Health Disparities and SGM Statuses

less likely than cisgender het ero sex u als to have cores i dent chil dren. Of course, many 
of these dif fer ences are not sur pris ing given the youn ger aver age ages for cisgender 
sex ual minor i ties and peo ple who are both gen der and sex ual minor i ties. That is, age 
dif fer ences by sex ual and gen der minor ity sta tuses likely con trib ute sub stan tially to 
many other observed demo graphic dif fer ences.

Regression Results

Self-rated Health

Table 3 shows ORs from logis tic regres sion mod els predicting poor/fair selfrated 
health as a func tion of sex ual and gen der minor ity sta tuses. Models 1 and 3 adjust for 
age, race and eth nic ity, region, and sur vey year for NHWI and BRFSS data, respec
tively. Model 1 shows higher rates of poor/fair selfrated health for cisgender sex ual 
minor i ties (OR = 1.79; p < .001) and peo ple who are both gen der and sex ual minor i
ties (OR = 3.69; p < .001) rel a tive to cisgender het ero sex u als. Pairwise com par i sons 
fur ther show that peo ple who are both gen der and sex ual minor i ties are also more 
likely than cisgender sex ual minor i ties to report poor/fair selfrated health. Model 
3 gen er ally con firms the same pat tern of results: poor/fair self-rated health is higher 
among cisgender sex ual minor i ties (OR = 1.62; p < .001) and peo ple who are both 
gender and sexual minor i ties (OR = 2.94; p < .001) than among cisgender het ero
sex u als. Pairwise com par i sons based on BRFSS data but with a much larger sam ple 
size dem on strate that cisgender sex ual minor i ties are dis ad van taged rel a tive to gen
der minor ity het ero sex u als. Further, these com par i sons show that peo ple who are 
both gender and sexual minor i ties are also dis ad van taged in the odds of selfreported 
health rel a tive to gen der minor ity het ero sex u als and cisgender sex ual minor i ties.

Models 2 and 4 of Table 3 show fully adjusted odds ratios after con trol ling for 
age, race and eth nic ity, region, year, employ ment, edu ca tion, income, health insur
ance cov er age, mar i tal sta tus, and res i den tial par ent sta tus from the NHWI and 
BRFSS, respec tively. Results show that cisgender sex ual minor i ties and peo ple 
who are both gen der and sex ual minor i ties still expe ri ence greater odds of poor/fair 
selfrated health rel a tive to cisgender het ero sex u als, although the odds ratios have 
been atten u ated. Model 4 dem on strates that gen der minor ity het ero sex u als expe ri
ence lower odds of poor/fair selfrated health rel a tive to cisgender het ero sex u als (OR  
= 0.68; p < .01). Pairwise com par i sons in Model 4 illu mi nate withingroup var i a tion: 
cisgender sex ual minor i ties are dis ad van taged rel a tive to gen der minor ity het ero sex
u als, whereas peo ple who are both gen der and sex ual minor i ties are dis ad van taged 
rel a tive to gen der minor ity het ero sex u als and cisgender sex ual minor i ties. The NHWI 
and BRFSS data sug gest that even after we adjust for sociodemographic, socio eco
nomic, and fam ily char ac ter is tics—some of which likely absorb some of the asso ci
a tion between sex ual and gen der minor ity sta tus and selfrated health (e.g., income, 
mar i tal sta tus)—peo ple who are mar gin al ized in both gen der and sex u al ity are more 
than twice as likely as cisgender het ero sex u als to have poor/fair selfrated health.

Figure 2 shows predicted prob a bil i ties of poor/fair selfrated health by sex ual and 
gen der minor ity sta tuses based on results from fully adjusted mod els. Probabilities of 
poor/fair selfrated health are 14.6% and 16.3% for cisgender het ero sex u als, 12.1% 
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746 L. Stacey and W. Wislar

Table 3 Logistic regres sion results predicting self-rated health: Odds ratios, with 95% con fi dence 
 inter vals shown in paren the ses

NHWI BRFSS

Model 1 Model 2 Model 3 Model 4

Sexual and Gender Minority Status  
(ref. = cisgender het ero sex ual)

 Gender minor ity het ero sex ual 1.47 1.53 0.85 0.68**
 (0.66, 3.29) (0.65, 3.61) (0.64, 1.13) (0.61, 0.91)
 Cisgender sex ual minor ity 1.79*** 1.46*** 1.62***a 1.38***a

 (1.58, 2.03) (1.28, 1.67) (1.52, 1.74) (1.29, 2.48)
 Gender and sex ual minor ity 3.69***b 2.60**b 2.94***a,b 2.02***a,b

 (2.15, 6.32) (1.50, 4.51) (2.25, 3.83) (1.50, 2.72)
Age 1.02*** 1.01*** 1.03*** 1.02***

(1.02, 1.02) (1.01, 1.01) (1.03, 1.03) (1.02, 1.02)
Race (ref. = White)
 Black 1.51*** 1.10 1.57*** 1.19***
 (1.236, 1.68) (0.99, 1.23) (1.49, 1.64) (1.13, 1.25)
 Latinx 1.33*** 1.04 2.10*** 1.47***
 (1.20, 1.49) (0.03, 1.17) (1.97, 2.24) (1.38, 1.57)
 Other 1.25*** 1.24*** 1.19*** 1.17***

(1.11, 1.40) (1.09, 1.40) (1.11, 1.28) (1.09, 1.25)
Region (ref. = nonSouth)
 South 1.14*** 1.06 1.25*** 1.18***
 (1.07, 1.21) (0.99, 1.13) (1.21, 1.29) (1.14, 1.22)
 Guam 1.52*** 1.19*
 (1.37, 1.74) (1.03, 1.37)
Year (ref. = 2018)
 2019 0.98 0.99 0.87*** 0.87***
 (0.87, 1.10) (0.87, 1.12) (0.85, 0.88) (0.85, 0.88)
Employment (ref. = not employed)
 Employed 0.44*** 0.48***
 (0.41, 0.47) (0.46, 0.50)
Education (ref. = less than col lege)
 College edu ca tion or more 0.49*** 0.53***
 (0.46, 0.53) (0.51, 0.55)
Income (ref. <$60,000 (NHWI);  

<$50,000 (BRFSS))
 ≥$60,000 (NHWI); ≥$50,000 (BRFSS) 0.45*** 0.41***
 (0.41, 0.48) (0.39, 0.43)
Has Health Insurance 0.80*** 0.86***

(0.71, 0.90) (0.81, 0.92)
Union Status (ref. = not mar ried)
 Married 0.81*** 0.86***
 (0.75, 0.86) (0.82, 0.89)
Residential Children (ref. = no)
 Yes 0.98 1.01
 (0.89, 1.07) (0.96, 1.06)
F 62.42 233.38 378.36 708.87
N 93,144 93,144 543,717 543,717

Sources: National Health and WellBeing Index (NHWI) and Behavioral Risk Factor Surveillance System 
(BRFSS).
a p < .05 com pared with gen der minor ity het ero sex u als.
b p < .05 com pared with cisgender sex ual minor i ties.

*p < .05; **p < .01; ***p < .001
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747Physical and Mental Health Disparities and SGM Statuses

Poor/fair self-rated health, NHWI data

Poor/fair self-rated health, BRFSS data

Fig. 2 Predicted probabilities of poor/fair selfrated health by sexual and gender minority statuses. Models 
adjust for age, race and ethnicity, region, year, employment status, education, household income, health 
insurance coverage, marital status, and residential children.

D
ow

nloaded from
 http://dup.silverchair.com

/dem
ography/article-pdf/60/3/731/1952175/731stacey.pdf by guest on 24 April 2024



748 L. Stacey and W. Wislar

and 20.1% for gen der minor ity het ero sex u als, 19.5% and 20.6% for cisgender het ero
sex u als, and 26.5% and 28.6% for peo ple who are both gen der and sex ual minor i ties. 
Among the lat ter group, close to one third—a sub stan tial pro por tion—expe ri ence 
poor/fair selfrated health rel a tive to good, very good, or excel lent health.

Functional Limitations

Table 4 shows ORs based on logis tic regres sion mod els predicting func tional lim i ta
tions as a func tion of sex ual and gen der minor ity sta tuses. Models 1 and 3 adjust for 
age, race and eth nic ity, region, and year using NHWI and BRFSS data, respec tively. 
Model 1 shows that, rel a tive to cisgender het ero sex u als, cisgender sex ual minor i
ties (OR = 1.90; p < .001) and peo ple who are both gen der and sex ual minor i ties 
(OR = 4.50; p < .001) report higher rates of func tional lim i ta tions. Model 3 gen er ally 
con firms the same pat tern: both cisgender sex ual minor i ties (OR = 2.01; p < .001) 
and peo ple who are both gender and sexual minor i ties (OR = 6.03; p < .001) report 
height ened rates of func tional lim i ta tions. However, Model 3 also shows that gen der 
minor ity het ero sex u als are also dis ad van taged (OR = 1.94; p < .01). Pairwise com par
i sons based on NHWI and BRFSS data dem on strate that peo ple who are both gender 
and sexual minor i ties are also dis ad van taged in the odds of reporting func tional lim
i ta tions rel a tive to gen der minor ity het ero sex u als and cisgender sex ual minor i ties.

Models 2 and 4 of Table 4 pres ent fully adjusted ORs and show a sim i lar trend of 
dis ad van tage as pre vi ous mod els. Model 2 (using NHWI data) and Model 4 (using 
BRFSS data) dem on strate that cisgender sex ual minor i ties and peo ple who are both 
gender and sexual minor i ties still face higher rates of func tional lim i ta tions than cis
gender het ero sex u als. Pairwise com par i sons remain sig nifi  cant for peo ple who are 
both gen der and sex ual minor i ties rel a tive to gen der minor ity het ero sex u als and cis
gender sexual minorities even after the mod els adjust for all  covariates. People who are  
both gen der and sex ual minor i ties are more than three times as likely to expe ri ence 
a lim i ta tion that ham pers daily life than cisgender het ero sex u als, the high odds of 
which are observed after we adjust for socio eco nomic and fam ily char ac ter is tics that 
likely par tially explain why health disparities exist at this impor tant inter sec tion.

Figure 3 pres ents predicted prob a bil i ties of reporting any func tional lim i ta tion 
across sex ual and gen der minor ity sta tuses based on results from fully adjusted mod
els. The prob a bil ity of reporting a func tional lim i ta tion is 15.3% and 21.6% for cis
gender het ero sex u als, 21.4% and 25.2% for gen der minor ity het ero sex u als, 21.5% 
and 29.6% for cisgender sex ual minor i ties, and 34.5% and 44.8% for peo ple who are 
both gen der and sex ual minor i ties.

Diagnosed Depression

Table 5 shows logis tic regres sion results from mod els predicting diag nosed depres
sion by sex ual and gen der minor ity sta tuses. Models 1 and 3 adjust for age, race 
and eth nic ity, region, and year. Model 1, based on NHWI data, shows that cisgender 
sex ual minor i ties (OR = 2.70; p < .001) and peo ple who are both gen der and sex ual 
minor i ties (OR = 8.90; p < .001) expe ri ence ele vated rates of diag nosed depres sion 
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Table 4 Logistic regres sion results predicting func tional lim i ta tions: Odds ratios, with 95% con fi dence 
inter vals shown in paren the ses

NHWI BRFSS

Model 1 Model 2 Model 3 Model 4

Sexual and Gender Minority Status  
(ref. = cisgender het ero sex ual)

 Gender minor ity het ero sex ual 1.22 1.25 1.94** 1.65
 (0.57, 2.60) (0.59, 2.66) (1.32, 2.88) (0.99, 2.74)
 Cisgender sex ual minor ity 1.90*** 1.61*** 2.01*** 1.66***
 (1.71, 2.12) (1.44, 1.80) (1.88, 2.15) (1.55, 1.78)
 Gender and sex ual minor ity 4.50***a,b 3.43***a,b 6.03***a,b 3.84***a,b

 (2.79, 7.28) (2.16, 5.44) (4.54, 8.01) (2.88, 5.11)
Age 1.03*** 1.01*** 1.04*** 1.03***

(1.02, 1.03) (1.01, 1.01) (1.04, 1.04) (1.03, 1.03)
Race (ref. = White)
 Black 1.09 0.87** 1.45*** 1.07*
 (1.00, 1.20) (0.79, 0.95) (1.38, 1.53) (1.01, 1.13)
 Latinx 0.92 0.78*** 1.27*** 0.90**
 (0.83, 1.01) (0.70, 0.86) (1.18, 1.36) (0.84, 0.97)
 Other 1.06 1.03 1.07 1.03
 (0.96, 1.16) (0.93, 1.14) (0.99, 1.15) (0.95, 1.10)
Region (ref. = nonSouth)
 South 1.15*** 1.10*** 1.29*** 1.24***
 (1.09, 1.21) (1.04, 1.16) (1.25, 1.33) (1.20, 1.29)
 Guam 1.28** 1.01
 (1.10, 1.49) (0.86, 1.20)
Year (ref. = 2018)
 2019 1.03 1.04 0.93*** 0.94***
 (0.93, 1.13) (0.94, 1.15) (0.92, 0.95) (0.92, 0.96)
Employment (ref. = not employed)
 Employed 0.38*** 0.31***
 (0.36, 0.40) (0.30, 0.32)
Education (ref. = less than col lege)
 College edu ca tion or more 0.67*** 0.55***
 (0.64, 0.71) (0.53, 0.58)
Income (ref. <$60,000 (NHWI);  

<$50,000 (BRFSS))
 ≥$60,000 (NHWI); ≥$50,000 (BRFSS) 0.57*** 0.41***
 (0.54, 0.60) (0.39, 0.43)
Has Health Insurance 1.11 1.16***

(0.99, 1.25) (1.09, 1.25)
Union Status (ref. = not mar ried)
 Married 0.93* 0.75***
 (0.88, 0.99) (0.72, 0.78)
Residential Children (ref. = no)
 Yes 0.88*** 0.99
 (0.82, 0.94) (0.94, 1.04)
F 133.51 310.3 660.06 1,031.6
N 93,144 93,144 543,717 543,717

Source: National Health and WellBeing Index (NHWI) and Behavioral Risk Factor Surveillance System 
(BRFSS).
a p < .05 com pared with gen der minor ity het ero sex u als.
b p < .05 com pared with cisgender sex ual minor i ties.

*p < .05; **p < .01; ***p < .001
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Functional limitation, NHWI data

Functional limitation, BRFSS data

Fig. 3 Predicted probabilities of functional limitation by sexual and gender minority statuses. Models 
adjust for age, race and ethnicity, region, year, employment status, education, household income, health 
insurance coverage, marital status, and residential children.
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Table 5 Logistic regres sion results predicting diag nosed depres sion: Odds ratios, with 95% con fi dence 
inter vals shown in paren the ses

NHWI BRFSS

Model 1 Model 2 Model 3 Model 4

Sexual and Gender Minority Status  
(ref. = cisgender het ero sex ual)

 Gender minor ity het ero sex ual 1.11 1.11 1.84*** 1.68***
 (0.54, 2.28) (0.50, 2.45) (1.31, 2.57) (1.16, 2.44)
 Cisgender sex ual minor ity 2.70***a 2.34*** 2.68***a 2.39***
 (2.44, 2.98) (2.11, 2.60) (2.54, 2.82) (2.26, 2.52)
 Gender and sex ual minor ity 8.90***a,b 7.27***a,b 5.58***a,b 4.50***a,b

 (5.66, 13.97) (4.63, 11.39) (4.41, 7.06) (3.50, 5.79)
Age 0.99*** 0.99*** 0.99*** 0.99***

(0.99, 1.00) (0.99, 0.99) (0.99, 0.99) (0.99, 0.99)
Race (ref. = White)
 Black 0.84** 0.65*** 0.67*** 0.54***
 (0.76, 0.93) (0.59, 0.72) (0.64, 0.71) (0.51, 0.57)
 Latinx 0.76*** 0.64*** 0.59*** 0.49***
 (0.69, 0.83) (0.58, 0.71) (0.55, 0.62) (0.46, 0.52)
 Other 0.72*** 0.68*** 0.60*** 0.56***
 (0.65, 0.80) (0.61, 0.76) (0.57, 0.64) (0.52, 0.60)
Region (ref. = nonSouth)
 South 1.02 1.98 1.11*** 1.10***
 (0.96, 1.08) (0.93, 1.04) (1.08, 1.14) (1.06, 1.13)
 Guam 0.58*** 0.52***
 (0.49, 0.68) (0.44, 0.62)
Year (ref. = 2018)
 2019 1.02 1.03 1.01 1.01
 (0.93, 1.13) (0.93, 1.14) (0.99, 1.03) (0.99, 1.03)
Employment (ref. = not employed)
 Employed 0.53*** 0.58***
 (0.50, 0.57) (0.56, 0.60)
Education (ref. = less than col lege)
 College edu ca tion or more 0.86*** 0.95**
 (0.82, 0.90) (0.92, 0.98)
Income (ref. <$60,000 (NHWI);  

<$50,000 (BRFSS))
 ≥$60,000 (NHWI); ≥$50,000 (BRFSS) 0.60*** 0.61***
 (0.57, 0.64) (0.59, 0.63)
Has Health Insurance 1.06 1.28***

(0.94, 1.18) (1.21, 1.35)
Union Status (ref. = not mar ried)
 Married 0.76*** 0.72***
 (0.69, 0.77) (0.69, 0.74)
Residential Children (ref. = no)
 Yes 1.07* 1.10***
 (1.00, 1.15) (1.06, 1.14)
F 66.2 127.58 254.18 391.51
N 93,144 93,144 543,717 543,717

Source: National Health and WellBeing Index (NHWI) and Behavioral Risk Factor Surveillance System (BRFSS).
a p < .05 com pared with gen der minor ity het ero sex u als.
b p < .05 com pared with cisgender sex ual minor i ties.

*p < .05; **p < .01; ***p < .001
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rel a tive to cisgender het ero sex u als. Model 3, based on BRFSS data, shows a sim i lar 
trend of dis ad van tage for cisgender sex ual minor i ties (OR = 2.68; p < .001) and peo
ple who are both gen der and sex ual minor i ties (OR = 5.58; p < .001). However, Model 
3 also sug gests that gen der minor ity het ero sex u als (OR = 1.84; p < .001) expe ri ence 
higher odds of diag nosed depres sion rel a tive to cisgender het ero sex u als. Pairwise 
com par i sons based on both data sources illu mi nate withingroup var i a tion in the sex
ual and gen der minor ity com mu nity: cisgender sex ual minor i ties expe ri ence higher 
rates of diag nosed depres sion rel a tive to gen der minor ity het ero sex u als, and peo ple 
who are both gen der and sex ual minor i ties expe ri ence higher rates rel a tive to gen der 
minor ity het ero sex u als and cisgender sex ual minor i ties.

After we adjust for socio eco nomic, mar i tal, and res i den tial par ent sta tus, the 
results still reveal stark disparities in diag nosed depres sion. Models 2 and 4 show that 
cisgender sex ual minor i ties and peo ple who are both gen der and sex ual minor i ties 
are more likely to expe ri ence diag nosed depres sion rel a tive to cisgender het ero sex
u als. Model 4, based on larger sam ple sizes in the BRFSS data, reveals that gen der 
minor ity het ero sex u als still expe ri ence greater odds of depres sion than cisgender het
ero sex u als. The pairwise com par i sons reveal that peo ple who are both gen der and 
sex ual minor i ties expe ri ence det ri ments rel a tive to gen der minor ity het ero sex u als and 
cisgender sex ual minor i ties. However, after we adjust for all  covariates, cisgender 
sex ual minor i ties no lon ger expe ri ence greater odds of diag nosed depres sion rel a
tive to gen der minor ity het ero sex u als. After we adjust for sev eral sociodemographic, 
socio eco nomic, and fam ily char ac ter is tics, peo ple who are mar gin al ized in their gen
der and sex u al ity are approx i ma tely 4.5 and 7.3 times as likely to be diag nosed with 
depres sion rel a tive to cisgender het ero sex u als.

Figure 4 pres ents the predicted prob a bil i ties of reporting depres sion by sex
ual and gen der minor ity sta tuses based on results from fully adjusted mod els. The 
prob a bil i ties of reporting a depres sion diag no sis are 18.2% and 20.6% for cisgen
der het ero sex u als, 22.2% and 26.7% for gen der minor ity het ero sex u als, 33.7% and 
36.7% for cisgender sex ual minor i ties, and a stark 48.0% and 62.7% for peo ple 
who are both gen der and sex ual minor i ties. These results sug gest that approx i ma
tely one half to nearly two thirds of peo ple who are both gen der and sex ual minor i
ties report hav ing been diag nosed with depres sion—an astro nom i cally high por tion 
of the com mu nity.

Discussion

Past work has illu mi nated adverse phys i cal and men tal health for gen der minor i
ties and sex ual minor i ties (Gonzales et al. 2016; Lagos 2018; Liu and Reczek 2021; 
Meyer 2003; Stacey et al. 2022). Drawing on pop u la tionlevel data from Gallup’s 
NHWI and the CDC’s BRFSS data (which rep re sent 41 states and one U.S. ter ri tory), 
our novel study doc u ments phys i cal and men tal health disparities at the inter sec
tion of sex ual and gen der minor ity sta tuses with nation ally rep re sen ta tive sam ples. 
Studies have exam ined disparities for sex ual minor i ties or gen der minor i ties rel a tive 
to their het ero sex ual and cisgender coun ter parts, respec tively, but pop u la tionlevel 
research has been ham pered by a lack of mea sures on sur veys and suf fi cient sam ple 
sizes to esti mate health disparities for indi vid u als who are both gen der and sex ual 
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Diagnosed depression, NHWI data

Diagnosed depression, BRFSS data

Fig. 4 Predicted probabilities of diagnosed depression by sexual and gender minority statuses. Models 
adjust for age, race and ethnicity, region, year, employment status, education, household income, health 
insurance coverage, marital status, and residential children.
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minor i ties (Mayer et al. 2008). Our study lever ages recent advance ments in mea
sure ment and data col lec tion targeting SGM pop u la tions (Lagos and Compton 2021) 
to con struct a sex ual and gen der minor ity sta tus var i able. Our pop u la tionlevel data 
from the NHWI and BRFSS yield valid and reli able results and per mit us to gen er
al ize to the United States, lend ing con fi dence about the level of health disparities we 
doc u ment (Gates 2017; Mayer et al. 2008).

Our results build on earlier work and illu mi nate the cumu la tive toll of nav i gat ing 
life for peo ple who are both gen der minor i ties and sex ual minor i ties and uncover the 
ways this bur den trans lates to pop u la tion health disparities (Källström et al. 2022). 
Relative to cisgender het ero sex u als, peo ple who are both gen der and sex ual minor i
ties (e.g., gay trans gen der men, queer non bi nary peo ple) tend to expe ri ence the larg
est phys i cal and men tal health dis ad van tages, with gen der minor ity het ero sex u als and 
cisgender sex ual minor i ties expe ri enc ing smaller dis ad van tages. More than a quar
ter of peo ple who are gen der and sex ual minor i ties expe ri enced poor/fair selfrated 
health rel a tive to only roughly 15% of cisgender het ero sex u als, which is a robust 
pre dic tor of mor bid ity and mor tal ity (Idler and Benyamini 1997; Jylhä 2009). The 
por tion of the same com mu nity receiv ing a depres sion diag no sis rel a tive to cisgender 
het ero sex u als is even higher and is also cause for con cern.

Importantly, our study also advances past work by exam in ing crit i cal withingroup 
dif fer ences and com par ing var i ous sex ual and gen der minor ity groups with one 
another and with cisgender het ero sex u als (Stacey et al. 2022). People who are both 
gen der and sex ual minor i ties fared worse on many health out comes rel a tive to gen der 
minor ity het ero sex u als and cisgender sex ual minor i ties—for exam ple, far ing worse in 
func tional lim i ta tions and diag nosed depres sion in both data sets in mod els adjusting 
for sociodemographic, socio eco nomic, and fam ily char ac ter is tics (Källström et al. 
2022). Such evi dence offers strong sup port for “dou ble dis ad van tage” at this impor
tant inter sec tion and illu mi na tes acute dis ad van tages for those who are both gen der 
and sex ual minor i ties. Interestingly, the mag ni tude of health disparities documented 
remains sub stan tively large after we adjust for socio eco nomic and fam ily char ac ter is
tics, imply ing that such disparities are driven by other fac tors, such as the pres ence of 
minor ity stress ors (e.g., discrimination, violence, stigma; Meyer 2003). The bur den 
of bear ing mar gin al i za tion by heterosexism, homo pho bia, and transphobia trans lates 
to large disparities that are not driven fully by sociodemographic, socio eco nomic, or 
fam ily char ac ter is tics.

We advance dou ble dis ad van tage the ory by explaining poten tial mech a nisms that 
might explain the mag ni tude of health disparities observed for peo ple who are both 
gen der and sex ual minor i ties. Such indi vid u als likely expe ri ence greater inci dence and 
sever ity of dis crim i na tion because they expe ri ence mar gin al i za tion in terms of their gen
der minor ity sta tus and sex ual minor ity sta tus from inter per sonal and struc tural forces 
(Mishel 2016; Reczek and BosleySmith 2022; Tilcsik 2011), which have been linked to 
adverse health out comes (Denise 2014; Meyer 2003). Another mech a nism could poten
tially be greater rates of mis clas si fi ca tion, which are asso ci ated with worse over all assess-
ments of health (Hart et al. 2019; Lagos 2019), for peo ple who are both gen der and sex ual 
minor i ties rel a tive to oth ers. Finally, extant clas si fi ca tion schemes of sex u al ity and gen der 
both rely on and reinscribe gen der and sex ual bina ries, which might lead to height ened 
dys pho ria and stress and under mine health (de Graff et al. 2021; Puckett et al. 2021). 
Although test ing these mech a nisms is out side the scope of this study and is not pos si ble 
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with NHWI or BRFSS data, future research should attempt to bet ter under stand the rea
sons for the mag ni tude of disparities observed in our study.

Examining phys i cal and men tal health at the inter sec tion of sex ual and gen der 
minor ity sta tuses also pro vi des impor tant infor ma tion about SGM health disparities. 
Our results com pli cate prior find ings about gen der minor i ties’ dis ad van tages in self-
rated health. Transgender and gen dernonconforming pop u la tions in the aggre gate 
have been shown to expe ri ence worse selfrated health than the cisgender pop u la tion 
(Lagos 2018; Meyer et al. 2017), although research shows that gen dernonconforming 
and gen dernon bi nary/genderqueer peo ple tend to expe ri ence the larg est health dif fer
ences rel a tive to cisgender peo ple and often expe ri ence worse health than trans gen der 
men and trans gen der women (Lagos 2018; Stacey et al. 2022). However, those aggre
gate find ings for gen der minor i ties rel a tive to cisgender peo ple obscure con sid er able 
het ero ge ne ity. Our study revealed that only gen der minor i ties who were also sex ual 
minor i ties expe ri enced worse selfrated health rel a tive to cisgender het ero sex u als 
and that gen der minor ity het ero sex u als had com pa ra ble selfrated health rel a tive to 
cisgender het ero sex u als. In fact, results based on BRFSS data in mod els adjusting 
for sociodemographic, socio eco nomic, and fam ily char ac ter is tics show that gen der 
minor ity het ero sex u als expe ri enced lower odds of poor/fair selfrated health rel a tive 
to cisgender het ero sex u als. Thus, prior find ings on det ri ments in self-rated health for 
gen der minor i ties rel a tive to cisgender peo ple might be driven by those peo ple who 
are both gen der and sex ual minor i ties, given that gen der minor i ties dis pro por tion ately 
also iden tify as sex ual minor i ties. The rel a tive advan tages of gen der minor ity het ero
sex u als com pared with other sex ual and gen der minor ity groups might be explained 
by the over rep re sen ta tion of trans gen der men and trans gen der women, who tend to 
expe ri ence bet ter health than non bi nary gen der minor i ties (Lagos 2018; Stacey et al.  
2022), in the cat e gory of peo ple who are gen der minor ity het ero sex u als. Gender 
nonconforming peo ple are, con versely, over rep re sented in the cat e gory of peo ple who 
are both gen der and sex ual minor i ties. That gen der minor ity het ero sex u als had bet ter 
selfrated health but ele vated rates of func tional lim i ta tions and diag nosed depres sion 
com pared with cisgender het ero sex u als should be inves ti gated fur ther.

This study also con firms the results of past work show ing nota ble disparities for 
sex ual minor i ties rel a tive to het ero sex u als (Liu and Reczek 2021; Stacey et al. 2022). 
Our study revealed that cisgender sex ual minor i ties had a higher like li hood of poor/
fair selfrated health, func tional lim i ta tions affect ing daily life, and depres sion diag
noses rel a tive to cisgender het ero sex u als (Gorman et al. 2015; Meyer 2003). In many 
cases, this pop u la tion had health com pa ra ble to that of gen der minor ity  het ero sex u als. 
Although cisgender sex ual minor i ties com pose a large share of all  sex ual minor i ties, 
a nonnegligible num ber of peo ple who are sex ual minor i ties are also gen der minor
i ties. Future stud ies should exam ine health at the inter sec tion of sex ual and gen der 
minor ity sta tuses, given the large discrepancies we observed.

Our study faces some lim i ta tions—the pri mary one being the detail sac ri ficed from 
dichot o miz ing sex ual iden tity and gen der iden tity to cre ate our main inde pen dent var
i able of inter est. Unfortunately, this lim i ta tion means that we obscure het ero ge ne ity 
within each sex ual and gen der iden tity cat e gory (Lagos 2018; Liu and Reczek 2021). 
Health disparities for some spe cific sub groups at the inter sec tion of sex u al ity and gen der 
might be driv ing asso ci a tions: gen dernonconforming and non bi nary/genderqueer pop
u la tions (Lagos 2018; Stacey et al. 2022) and bisex ual men and women (Gorman et al. 

D
ow

nloaded from
 http://dup.silverchair.com

/dem
ography/article-pdf/60/3/731/1952175/731stacey.pdf by guest on 24 April 2024



756 L. Stacey and W. Wislar

2015; Liu and Reczek 2021) tend to expe ri ence worse phys i cal and men tal health than 
other gen der and sex ual minor ity sub groups. Because of the dis pa rate dis crim i na tion, 
stigma, and vio lence these groups face, no doubt partly because they do not fit neatly 
within existing gen der and sex ual binary clas si fi ca tion schemes (i.e., man–woman and 
het ero sex ual–homo sex ual), these groups are mar gin al ized within the sex ual and gen der 
minor ity pop u la tion. Unfortunately, we can not exam ine how var i ous sub pop u la tions 
are far ing at the inter sec tion of sex u al ity and gen der.

Other lim i ta tions are also note wor thy. First, as stated ear lier, both indi ca tors in the 
NHWI and BRFSS iden ti fy ing gen der minor i ties include only those who first iden ti-
fied as trans gen der. Some gen der-non bi nary and other gen der minor i ties do not iden-
tify as trans gen der, expressing con cerns that they are not “trans enough” because they 
have not suf fered as much as they pre sume trans gen der peo ple have (Darwin 2020). 
Consequently, health disparities might be larger for gen der minor i ties who iden tify as 
trans gen der rel a tive to those who do not. Second, the mea sures we draw on to exam ine 
disparities in a depres sion diag no sis require a visit with a med i cal pro vider. LGBTQ 
peo ple are known to have lower health insur ance cov er age rates and avoid care that 
might be stig ma tiz ing and harm ful (Dahlhamer et al. 2016; Doan and Grace 2022). 
Therefore, our esti ma tes are likely biased in the direc tion of the null and are thus con
ser va tive. Third, some of the socio eco nomic sta tus covariates that our fully adjusted 
mod els accounted for might be endog e nous with phys i cal and men tal health: sex ual 
minor i ties, gen der minor i ties, or both might have lower employ ment rates or house hold 
incomes at least partly because they have poorer health, more func tional lim i ta tions, 
and a greater like li hood of diag nosed depres sion. Longitudinal data are needed to bet
ter adju di cate between tem po ral con cerns of influ ences on health and con se quences of 
poor health for var i ous out comes. Finally, we acknowl edge that mea sur ing func tional 
lim i ta tions can imper fectly approx i mate phys i cal health. The NHWI mea sure’s word
ing implies that a phys i cal dis abil ity is inex tri ca bly tied to health and func tion ing, an 
assump tion that rests on a strictly med i cal model of dis abil ity (Bunbury 2019; Hahn 
1993). Despite these lim i ta tions, we advance past work on SGM health by documenting 
severe health disparities at the inter sec tion of sex ual and gen der minor ity sta tuses.

Conclusion

In the United States, SGM pop u la tions face ubiq ui tous phys i cal and men tal health 
disparities rel a tive to cisgender het ero sex ual pop u la tions. Our find ings sug gest that 
inter ven tions and pro grams designed to cur tail these health disparities may need to be 
targeted and tai lored dif fer ently to pop u la tions at the inter sec tion of sex ual and gen
der minor ity sta tuses. Striking results across mea sures of health and wellbeing point 
to a glar ing gap in our cur rent health care sys tem’s atten tion to SGM peo ple. For too 
long, pub lic health cam paigns and strat e gies have grouped SGM peo ple under the same 
umbrella, fail ing to acknowl edge the spe cific needs of those who are mar gin al ized in 
terms of sex ual and gen der minor ity sta tus. Our results also sug gest that pro vid ing 
com pe tent med i cal knowl edge and addressing con cerns unique to sex ual minor i ties 
(i.e., same-sex safe sex, fer til ity, PrEP) or gen der minor i ties (i.e., gen der-affirming care, 
gen der con fir ma tion sur gery, hor mone block ers) are insuf fi cient. Providers must also be 
 able to pro vide ade quate and sup port ive health care to peo ple who are both gen der and 
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sex ual minor i ties, given the dis pro por tion ate per cent age of gen der minor i ties who are 
sex ual minor i ties and the mag ni tude of this pop u la tion’s del e te ri ous health out comes.

Our results also high light the neces sity of men tal health pro grams and bet ter data 
col lec tion efforts to under stand SGM health disparities more thor oughly. The stag
ger ing rates of diag nosed depres sion for gen der and sex ual minor i ties neces si tate the 
implementation of men tal health pro grams and sup port struc tures tai lored to this pop
u la tion’s unique needs. It is worth men tion ing the very real pos si bil ity that depres sion 
rates are higher than documented given the lim i ta tions of using a diag no sis mea sure. 
Such dis tinct strug gles with depres sion require fur ther research and the devel op ment 
of spe cial ized solu tions to reduce the disparities this group expe ri ences. We echo the 
thoughts of other schol ars and the U.S. Department of Health and Human Services in 
recommending the inclu sion of rou tine sur vey mea sures to iden tify both sex ual and 
gen der minor i ties in largescale sur veys. We must also tar get and oversample SGM 
indi vid u als in national- and state-level sur veys to yield suf fi cient sam ple sizes and 
pro vide valid and reli able esti ma tes of health and other disparities. Further, we must 
incor po rate mea sures to elu ci date and quan tify the explan a tory role of pos si ble mech
a nisms, such as dis crim i na tion (Meyer 2003), that drive these disparities. Engaging 
with these efforts will enable schol ars to pur sue analyses like those we have done 
here and pro vide a firmer foun da tion on which pub lic health can work to reduce SGM 
health disparities. ■

Acknowledgments We thank Chloe Dunston, Emma Bosley-Smith, Jake Hays, Kara Waalkes, Natasha 
Quadlin, and Rin Reczek for their help ful feed back on a pre vi ous ver sion of this man u script. We also 
acknowl edge funding from the Eunice Kennedy Shriver National Institute of Child Health and Human 
Development at the National Institutes of Health (grant/award P2CHD058484), as well as the Robert Wood 
Johnson Foundation Health Policy Research Scholars Program. Finally, we thank the anon y mous review-
ers and Mark Hayward for com ments and sug ges tions that con sid er ably strength ened our con tri bu tion.

References

Bauer, G. R. (2014). Incorporating intersectionality the ory into pop u la tion health research meth od ol ogy: 
Challenges and the poten tial to advance health equity. Social Science & Medicine, 110, 10–17.

Borinca, I., Iacoviello, V., & Valsecchi, G. (2021). Men’s dis com fort and antic i pated sex ual mis clas si fi ca-
tion due to counterste reo typ i cal behav iors: The inter play between tra di tional masculinity norms and 
per ceived men’s femininization. Sex Roles, 85, 128–141.

Bowleg, L. (2012). The prob lem with the phrase women and minor i ties: Intersectionality—An impor tant 
the o ret i cal frame work for pub lic health. Amer i can Journal of Public Health, 102, 1267–1273.

Bridges, T., & Moore, M. R. (2018). Young women of color and shifting sex ual iden ti ties. Contexts, 17(1), 
86–88.

Brooks, V. R. (1981). Minority stress and les bian women. Lexington, MA: Lexington Books.
Bunbury, S. (2019). Unconscious bias and the med i cal model: How the social model may hold the key to 

trans for ma tive think ing about dis abil ity dis crim i na tion. International Journal of Discrimination and 
the Law, 19, 26–47.

Cho, S., Crenshaw, K. W., & McCall, L. (2013). Toward a field of intersectionality stud ies: Theory, appli-
ca tions, and praxis. Signs: Journal of Women in Culture and Society, 38, 785–810.

Choi, S. K., Wilson, B. D. M., & Mallory, C. (2021). Black LGBT adults in the U.S.: LGBT well-being at 
the inter sec tion of race (Williams Institute report). Retrieved from https:  /  /williamsinstitute  .law  .ucla 
 .edu  /publications  /black  lgbt  adults  in  the  us  /

D
ow

nloaded from
 http://dup.silverchair.com

/dem
ography/article-pdf/60/3/731/1952175/731stacey.pdf by guest on 24 April 2024

https://williamsinstitute.law.ucla.edu/publications/black-lgbt-adults-in-the-us/
https://williamsinstitute.law.ucla.edu/publications/black-lgbt-adults-in-the-us/


758 L. Stacey and W. Wislar

Cicero, E., Flatt, J. D., & Wharton, W. (2021). Transgender adults report greater cog ni tive and related 
func tional chal lenges: Findings from the 2015–2019 Behavioral Risk Factor Surveillance System. 
Alzheimer’s & Dementia, 17, e053902. https:  /  /doi  .org  /10  .1002  /alz  .053902

Cochran, S. D., Björkenstam, C., & Mays, V. M. (2017). Sexual ori en ta tion dif fer ences in func tional lim i
ta tions, dis abil ity, and men tal health ser vices use: Results from the 2013–2014 National Health Inter
view Survey. Journal of Consulting and Clinical Psychology, 85, 1111–1121.

Collins, P. H. (1990). Black fem i nist thought: Knowledge, con scious ness, and the pol i tics of empow er ment. 
New York, NY: Routledge.

Crenshaw, K. (1989). Demarginalizing the inter sec tion of race and sex: A Black fem i nist cri tique of anti
dis crim i na tion doc trine, fem i nist the ory and anti rac ist pol i tics. University of Chicago Legal Forum, 
1989, 139–168.

Crenshaw, K. (1990). Mapping the mar gins: Intersectionality, iden tity pol i tics, and vio lence against 
women of color. Stanford Law Review, 43, 1241–1300.

Dahlhamer, J. M., Galinsky, A. M., Joestl, S. S., & Ward, B. W. (2016). Barriers to health care among 
adults iden ti fy ing as sex ual minor i ties: A U.S. national study. Amer i can Journal of Public Health, 
106, 1116–1122.

Darwin, H. (2020). Challenging the cisgender/trans gen der binary: Nonbinary peo ple and the trans gen der 
label. Gender & Society, 34, 357–380.

de Graaf, N. M., Huisman, B., CohenKettenis, P. T., Twist, J., Hage, K., Carmichael, P., . . .  Steensma, T. 
D. (2021). Psychological func tion ing in nonbinary iden ti fy ing ado les cents and adults. Journal of Sex 
& Marital Therapy, 47, 773–784.

Denise, E. J. (2014). Multiple dis ad van taged sta tuses and health: The role of mul ti ple forms of dis crim i na
tion. Journal of Health and Social Behavior, 55, 3–19.

Doan, L., & Grace, M. K. (2022). Factors affect ing pub lic opin ion on the denial of healthcare to trans gen
der per sons. Amer i can Sociological Review, 87, 275–302.

Dowd, J. J., & Bengtson, V. L. (1978). Aging in minor ity pop u la tions: An exam i na tion of the dou ble jeop
ardy hypoth e sis. Journal of Gerontology, 33, 427–436.

Everett, B. G., Limburg, A., Homan, P., & Philbin, M. M. (2022). Structural heteropatriarchy and birth 
out comes in the United States. Demography, 59, 89–110. https:  /  /doi  .org  /10  .1215  /00703370  9606030

FredriksenGoldsen, K. I., Kim, H. J., Shui, C., & Bryan, A. E. (2017). Chronic health con di tions and key 
health indi ca tors among les bian, gay, and bisex ual older U.S. adults, 2013–2014. Amer i can Journal of 
Public Health, 107, 1332–1338.

Gates, G. J. (2013). Demographics and LGBT health. Journal of Health and Social Behavior, 54, 72–74.
Gates, G. J. (2017). LGBT data col lec tion amid social and demo graphic shifts of the U.S. LGBT com mu

nity. Amer i can Journal of Public Health, 107, 1220–1222.
Gee, G. C., & Ford, C. L. (2011). Structural rac ism and health inequities: Old issues, new direc tions. Du 

Bois Review, 8, 115–132.
Gonzales, G., & HenningSmith, C. (2017). Health disparities by sex ual ori en ta tion: Results and impli

ca tions from the Behavioral Risk Factor Surveillance System. Journal of Community Health, 42, 
1163–1172.

Gonzales, G., Przedworski, J., & HenningSmith, C. (2016). Comparison of health and health risk fac tors 
between les bian, gay, and bisex ual adults and het ero sex ual adults in the United States: Results from 
the National Health Interview Survey. JAMA Internal Medicine, 176, 1344–1351.

Gorman, B. K., Denney, J. T., Dowdy, H., & Medeiros, R. A. (2015). A new piece of the puz zle: Sexual 
ori en ta tion, gen der, and phys i cal health sta tus. Demography, 52, 1357–1382.

Grant, J. M., Mottet, L. A., Tanis, J., Harrison, J., Herman, J. L., & Keisling, M. (2011). Injustice at every 
turn: A report of the National Transgender Discrimination Survey. Washington, DC: National Center 
for Transgender Equality and National Gay and Lesbian Task Force.

Hahn, H. (1993). The polit i cal impli ca tions of dis abil ity defi  ni tions and data. Journal of Disability Policy 
Studies, 4(2), 41–52.

Hammack, P. L., Frost, D. M., Meyer, I. H., & Pletta, D. R. (2018). Gay men’s health and iden tity: Social 
change and the life course. Archives of Sexual Behavior, 47, 59–74.

Hart, C. G., Saperstein, A., Magliozzi, D., & Westbrook, L. (2019). Gender and health: Beyond binary cat
e gor i cal mea sure ment. Journal of Health and Social Behavior, 60, 101–118.

D
ow

nloaded from
 http://dup.silverchair.com

/dem
ography/article-pdf/60/3/731/1952175/731stacey.pdf by guest on 24 April 2024

https://doi.org/10.1002/alz.053902
https://doi.org/10.1215/00703370-9606030


759Physical and Mental Health Disparities and SGM Statuses

Hottes, T. S., Bogaert, L., Rhodes, A. E., Brennan, D. J., & Gesink, D. (2016). Lifetime prev a lence of 
sui cide attempts among sex ual minor ity adults by study sam pling strat e gies: A sys tem atic review and 
metaanal y sis. Amer i can Journal of Public Health, 106, e1–e12. https:  /  /doi  .org  /10  .2105  /AJPH  .2016 
 .303088

Hsieh, N., & Liu, H. (2019). Bisexuality, union sta tus, and gen der com po si tion of the cou ple: Reexamining 
mar i tal advan tage in health. Demography, 56, 1791–1825.

Hsieh, N., & shuster, s. m. (2021). Health and health care of sex ual and gen der minor i ties. Journal of 
Health and Social Behavior, 62, 318–333.

Hughes, L. D., King, W. M., Gamarel, K. E., Geronimus, A. T., Panagiotou, O. A., & Hughto, J. M. W. 
(2022). Differences in all cause mor tal ity among trans gen der and nontrans gen der peo ple enrolled in 
pri vate insur ance. Demography, 59, 1023–1043. https:  /  /doi  .org  /10  .1215  /00703370  9942002

Hyde, Z., Doherty, M., Tilley, J. P. M., McCaul, K. A., Rooney, R., & Jancey, J. (2014). The first Aus tra lian 
national trans men tal health study: Summary of results (Report). Perth, Australia: School of Public 
Health, Curtin University.

Idler, E. L., & Benyamini, Y. (1997). Selfrated health and mor tal ity: A review of twentyseven com mu nity 
stud ies. Journal of Health and Social Behavior, 38, 21–37.

Jylhä, M. (2009). What is self-rated health and why does it pre dict mor tal ity? Towards a uni fied con cep tual 
model. Social Science & Medicine, 69, 307–316.

Källström, M., Nousiainen, N., Jern, P., Nickull, S., & Gunst, A. (2022). Mental health among sex ual and 
gen der minor i ties: A Finn ish pop u la tionbased study of anx i ety and depres sion discrepancies between 
indi vid u als of diverse sex ual ori en ta tions and gen der minor i ties and the major ity pop u la tion. PLoS 
One, 17, e0276550. https:  /  /doi  .org  /10  .1371  /journal  .pone  .0276550

Lagos, D. (2018). Looking at pop u la tion health beyond “male” and “female”: Implications of trans gen der 
iden tity and gen der non con for mity for pop u la tion health. Demography, 55, 2097–2117.

Lagos, D. (2019). Hearing gen der: Voice-based gen der clas si fi ca tion pro cesses and trans gen der health 
inequal ity. Amer i can Sociological Review, 84, 801–827.

Lagos, D., & Compton, D. (2021). Evaluating the use of a twostep gen der iden tity mea sure in the 2018 
General Social Survey. Demography, 58, 763–772. https:  /  /doi  .org  /10  .1215  /00703370  8976151

Levi, J., Segal, L. M., Rayburn, J., & Martin, A. (2015). The state of obe sity 2015: Better pol i cies for a 
health ier America (TFAH report). Washington, DC: Trust for America’s Health and Robert Wood 
Johnson Foundation.

Link, B. G., & Phelan, J. (1995). Social con di tions as fun da men tal causes of dis ease. Journal of Health 
and Social Behavior, 35, 80–94.

Liu, H., Reczek, C., Mindes, S. C. H., & Shen, S. (2017). The health disparities of samesex cohabitors at 
the inter sec tion of raceeth nic ity and gen der. Sociological Perspectives, 60, 620–639.

Liu, H., & Reczek, R. (2021). Birth cohort trends in health disparities by sex ual ori en ta tion. Demography, 
58, 1445–1472. https:  /  /doi  .org  /10  .1215  /00703370  9357508

Liu, H., & Umberson, D. (2008). The times they are a changin’: Marital sta tus and health dif fer en tials from 
1972 to 2003. Journal of Health and Social Behavior, 49, 239–253.

Long, J. S., & Freese, J. (2014). Regression mod els for cat e gor i cal depen dent var i ables using Stata (3rd 
ed.). College Station, TX: Stata Press.

Mayer, K. H., Bradford, J. B., Makadon, H. J., Stall, R., Goldhammer, H., & Landers, S. (2008). Sexual 
and gen der minor ity health: What we know and what needs to be done. Amer i can Journal of Public 
Health, 98, 989–995.

Meyer, I. H. (2003). Prejudice, social stress, and men tal health in les bian, gay, and bisex ual pop u la tions: 
Conceptual issues and research evi dence. Psychological Bulletin, 129, 674–697.

Meyer, I. H., Brown, T. N., Herman, J. L., Reisner, S. L., & Bockting, W. O. (2017). Demographic char ac
ter is tics and health sta tus of trans gen der adults in select U.S. regions: Behavioral Risk Factor Surveil
lance System, 2014. Amer i can Journal of Public Health, 107, 582–589.

Miller, L. R., & Grollman, E. A. (2015). The social costs of gen der non con for mity for trans gen der adults: 
Implications for dis crim i na tion and health. Sociological Forum, 30, 809–831.

Mishel, E. (2016). Discrimination against queer women in the United States work force: A résumé audit 
study. Socius, 2. https:  /  /doi  .org  /10  .1177  /2378023115621316

Mize, T. D. (2016). Sexual ori en ta tion in the labor mar ket. Amer i can Sociological Review, 81, 1132–1160.

D
ow

nloaded from
 http://dup.silverchair.com

/dem
ography/article-pdf/60/3/731/1952175/731stacey.pdf by guest on 24 April 2024

https://doi.org/10.2105/AJPH.2016.303088
https://doi.org/10.2105/AJPH.2016.303088
https://doi.org/10.1215/00703370-9942002
https://doi.org/10.1371/journal.pone.0276550
https://doi.org/10.1215/00703370-8976151
https://doi.org/10.1215/00703370-9357508
https://doi.org/10.1177/2378023115621316


760 L. Stacey and W. Wislar

Mize, T. D. (2019). Best prac tices for esti mat ing, interpreting, and presenting non lin ear inter ac tion effects. 
Sociological Science, 6, 81–117.

Mood, C. (2010). Logistic regres sion: Why we can not do what we think we can do, and what we can do 
about it. Euro pean Sociological Review, 26, 67–82.

Pfeffer, C. A. (2014). “I don’t like pass ing as a straight woman”: Queer nego ti a tions of iden tity and social 
group mem ber ship. Amer i can Journal of Sociology, 120, 1–44.

Puckett, J. A., Aboussouan, A. B., Ralston, A. L., Mustanski, B., & Newcomb, M. E. (2021). Systems of 
cissexism and the daily pro duc tion of stress for trans gen der and gen der diverse peo ple. International 
Journal of Transgender Health, 24, 113–126.

Reczek, C., Liu, H., & Spiker, R. (2017). Selfrated health at the inter sec tion of sex ual iden tity and union 
sta tus. Social Science Research, 63, 242–252.

Reczek, R., & BosleySmith, E. (2022). Families we keep: LGBTQ peo ple and their endur ing bonds with 
par ents. New York: New York University Press.

Rosenfeld, M. J. (2007). The age of inde pen dence: Interracial unions, same-sex unions, and the chang ing 
Amer i can fam ily. Cambridge, MA: Harvard University Press.

Schilt, K., & Westbrook, L. (2009). Doing gen der, doing heteronormativity: “Gender nor mals,” trans gen
der peo ple, and the social main te nance of het ero sex u al ity. Gender & Society, 23, 440–464.

Seidman, S. (1995). Deconstructing queer the ory or the underthe o ri za tion of the social and the eth i cal. In 
L. Nicholson & S. Seidman (Eds.), Social post mod ern ism: Beyond iden tity pol i tics. Cambridge, UK: 
Cambridge University Press.

SeilerRamadas, R., Markovic, L., Staras, C., Medina, L. L., Perak, J., Carmichael, C., . . .  Grabovac, I. 
(2021). “I don’t even want to come out”: The suppressed voices of our future and open ing the lid on 
sex ual and gen der minor ity youth work place dis crim i na tion in Europe: A qual i ta tive study. Sexuality 
Research and Social Policy, 19, 1452–1472.

Shi, Z., & Wu, C. (2020). Early life adver sity and health inequal ity: A dual inter ac tion model. Journal of 
Chi nese Sociology, 7, 11. https:  /  /doi  .org  /10  .1186  /s40711  020  00121  y

shuster, s. m. (2021). Trans med i cine: The emer gence and prac tice of treating gen der. New York: New 
York University Press.

Solebello, N., & Elliott, S. (2011). “We want them to be as het ero sex ual as pos si ble”: Fathers talk about 
their teen chil dren’s sex u al ity. Gender & Society, 25, 293–315.

Speight, K. (1995). Homophobia is a health issue. Health Care Analysis, 3, 143–148.
Stacey, L., Reczek, R., & Spiker, R. (2022). Toward a holis tic demo graphic pro file of sex ual and gen der 

minor ity wellbeing. Demography, 59, 1403–1430. https:  /  /doi  .org  /10  .1215  /00703370  10081664
Stone, A. L. (2018). The geog ra phy of research on LGBTQ life: Why soci ol o gists should study the south, 

rural queers, and ordi nary cit ies. Sociology Compass, 12, e12638. https:  /  /doi  .org  /10  .1111  /soc4  .12638
Tilcsik, A. (2011). Pride and prej u dice: Employment dis crim i na tion against openly gay men in the United 

States. Amer i can Journal of Sociology, 117, 586–626.
Waite, L. J. (1995). Does mar riage mat ter? Demography, 32, 483–507.
West, C., & Zimmerman, D. H. (1987). Doing gen der. Gender & Society, 1, 125–151.
Westbrook, L., Budnick, J., & Saperstein, A. (2022). Dangerous data: Seeing social sur veys through the 

sex u al ity prism. Sexualities, 25, 717–749.
Westbrook, L., & Saperstein, A. (2015). New categories are not enough: Rethinking the mea sure ment of 

sex and gen der in social sur veys. Gender & Society, 29, 534–560.
Westbrook, L., & Schilt, K. (2014). Doing gen der, deter min ing gen der: Transgender peo ple, gen der pan ics, 

and the main te nance of the sex/gen der/sex u al ity sys tem. Gender & Society, 28, 32–57.

Lawrence Stacey (cor re spond ing author)
stacey  .37@osu  .edu

Stacey • Department of Sociology, The Ohio State University, Colum bus, OH, USA; https:  /  /orcid  .org 
 /0000  0003  3879  5235

Wislar • Department of Sociology, The Ohio State University, Colum bus, OH, USA; https:  /  /orcid  .org 
 /0000  0001  7347  853X

D
ow

nloaded from
 http://dup.silverchair.com

/dem
ography/article-pdf/60/3/731/1952175/731stacey.pdf by guest on 24 April 2024

https://doi.org/10.1186/s40711-020-00121-y
https://doi.org/10.1215/00703370-10081664
https://doi.org/10.1111/soc4.12638
mailto:stacey.37@osu.edu
https://orcid.org/0000-0003-3879-5235
https://orcid.org/0000-0003-3879-5235
https://orcid.org/0000-0001-7347-853X
https://orcid.org/0000-0001-7347-853X

	Physical and Mental Health Disparities at the Intersection of Sexual and Gender Minority Statuses: Evidence From Population-Level Data
	Lawrence Stacey and Wes Wislar
	Introduction
	Background
	Health Disparities for Sexual and Gender Minority Populations
	Theories of Double and Multiple Disadvantage

	Methods
	Data
	Sexual and Gender Minority Status
	Dependent Variables
	Covariates
	Analytic Plan

	Results
	Descriptive Results
	Regression Results
	Self-rated Health
	Functional Limitations
	Diagnosed Depression


	Discussion
	Conclusion
	References


