
The Case for the World Health Organization’s Commission on the
Social Determinants of Health to Address Sexual Orientation

The World Health Organi-

zation’s (WHO’s) social deter-

minants of health discussion

underscores the need for

health equity and social jus-

tice. Yet sexual orientation

was not addressed within

the WHO Commission on

the Social Determinants of

Health final report Closing

theGap in aGeneration.

This omission of sexual

orientation as a social deter-

minant of health stands in

stark contrast with a body of

evidence that demonstrates

that sexual minorities are

disproportionately affected

by health problems associ-

ated with stigma and dis-

crimination, such as mental

health disorders.

I propose strategies to in-

tegrate sexual orientation

into the WHO’s social de-

terminants of health dia-

logue. Recognizing sexual

orientation as a social de-

terminant of health is an

important first step toward

health equity for sexual mi-

norities. (AmJPublicHealth.

2012;102:1243–1246. doi:

10.2105/AJPH.2011.300599)
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HEALTH EQUITY AND SOCIAL

justice are central to the World
Health Organization’s (WHO’s)
discussion of the social determi-
nants of health.1 The WHO’s
Commission on the Social Deter-
minants of Health (CSDH) 2008
final report, Closing the Gap in
a Generation, defined social deter-
minants of health as living condi-
tions shaped by sociopolitical fac-
tors that contribute to the health
of individuals and populations.1

The social determinants of health
were operationalized in nine
themes: early childhood develop-
ment, globalization, health sys-
tems, employment conditions, pri-
ority public health conditions,
measurement and evidence,
women and gender equality, ur-
banization, and social exclusion.

The CSDH social determinants
of health conceptual framework
posits that factors associated with
the distribution of health and well-
being include social position,
education, occupation, income,
gender, and ethnicity/race.1 Sex-
ual orientation was not included
within CSDH’s social determinants
of health conceptual framework
nor mentioned anywhere in this
report.1 Yet sexual minorities ex-
perience significant and pervasive
health disparities. (I use the terms
“sexual minority” and “lesbian, gay,
bisexual” [LGB] interchangeably
to convey nonheterosexual sexu-
alities and identities claimed by
persons across diverse cultures
and contexts.) For example, sys-
tematic reviews and population-
based studies report increased
risks for depression,2---7 suicidal
ideation,2,3,7---9 anxiety,2,3,5---7 and

substance dependence2,4,6 among
sexual minorities compared with
heterosexuals.

Omission of sexual orientation
as a social determinant of health in

Closing the Gap in a Generation
stands in stark contrast with a
large body of evidence that dem-
onstrates that sexual minorities are
disproportionately affected by

A woman prays next to the coffin of Erick Alex Martinez, a journalist

and gay rights campaigner, who was murdered in Honduras along

with at least 20 other media workers over the last 3 years.

Martinez’s body was found by the roadside in the village of

Guasculile, north of the capital, Tegucigalpa. He worked for an

association defending lesbian, gay, bisexual, and transgender

(LGBT) rights. Martinez had also been chosen last year as a

candidate for a coalition of parties that emerged after the ousting of

President Manuel Zelaya in 2009. Photograph by Orlando Sierra.
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health problems associated with
stigma and discrimination.2,5,10

Homosexuality is criminalized
in 76 countries and punishable by
death in five,11 underscoring the
impact of powerful sociopolitical
factors on the lives of sexual mi-
norities. Sexual minorities are
a demographic that account for
a significant proportion of the -
global disease burden, which is
strongly impacted by sociopolitical
factors; therefore, they should be
included in health equity discus-
sions. My objective is to demon-
strate the importance of explicitly
recognizing stigma and discrimi-
nation targeting sexual minorities
as a social determinant of health to
promote health equity.

HEALTH DISPARITIES
EXPERIENCED BY SEXUAL
MINORITIES

Across the globe, stigma and
discrimination heighten the vul-
nerability of sexual minorities to
inequitable health outcomes.12,13

Sexual stigma refers to devaluing
of sexual minorities, negative atti-
tudes, and lower status afforded to
nonheterosexual behaviors, iden-
tities, relationships, and commu-
nities.14 These stigmatizing pro-
cesses may result in social and
institutional discrimination and
exclusion targeting sexual minori-
ties.13,14 Mental health disorders
are an illustrative example of the
disproportionate burden of ill-
ness experienced by sexual mi-
norities associated with stigma
and discrimination.

Sexual minorities are at ele-
vated risk for mental health dis-
orders compared with heterosex-
uals. A systematic review of
mental health among LGB persons
that included 25 studies with het-
erosexual (n = 214 344) and
nonheterosexual (n = 11 971)
persons from seven countries in

North America, Europe, and
Australia highlighted that LGB
people were at increased risk for
suicide attempts, depression, anxi-
ety, and alcohol or substance de-
pendence.2 A population-based
study in Canada (n = 49 901)
revealed more mood or anxiety
disorders and an elevated history
of lifetime suicidality among gay
or bisexual men compared with
heterosexual men.3 In the United
States, a population-based study4

(n = 2272) indicated that sexual
minorities experience a 5% to 11%
excess mental health burden com-
pared with heterosexuals. Chronic
stress resulting from stigma and
discrimination contributes to these
mental health disparities among
sexual minorities.5,15

Meyer’s5,16 minority stress
model outlined multiple stressors
in the lives of sexual minorities:
internalized homophobia, in
which negative social attitudes
contribute to shame and reduced
self-worth; perceived stigma, re-
ferring to fear and expectations
of rejection; and discrimination,
including violence. Internalized
homophobia has been associated
with increased relationship prob-
lems17 and depression18 and re-
duced HIV knowledge19 among
sexual minorities. Perceived stigma
may result in people hiding their
sexual orientation, which in turn
compromises health care access
and appropriate care.10,16,20---22 A
recent Institute of Medicine re-
port23 recommended that sexual
orientation data be collected in
health records to identify and ad-
dress LGB health disparities; dis-
comfort and lack of knowledge
among physicians present barriers
to collecting such data. Discrimina-
tion predicted psychological dis-
tress in multisite probability sam-
ples of Latino gay or bisexual
men15 (n = 912) and LGB youths24

(n = 9188) in the United States.

Sexual and physical violence tar-
geting sexual minorities is a global
phenomenon.25---27 Higher risk of
onset of posttraumatic stress disor-
der among LGB people than among
heterosexuals in a national United
States study (n = 34653) was in
part attributed to LGB people’s
greater exposure to interpersonal
violence.28 Taken together, these
studies provide strong support for
the association between social
contexts of stigma and discrimina-
tion and deleterious mental health
outcomes among sexual minorities.

Understanding risk factors for
depression and other mental health
disorders is key to decreasing global
mental health morbidity.29,30 A re-
cent articulation of grand challenges
in global mental health highlighted
the identification of modifiable so-
cial risk factors as a chief priority.31

Enhanced understanding of stigma
and discrimination targeting sexual
minorities as a social determinant of
health—a modifiable social risk fac-
tor—underlying health disparities
can guide the development of
“community environments that
promote physical and mental
well-being throughout life.”31(p29)

Including sexual orientation in
social determinants of health di-
alogues may also inform cultur-
ally sensitive health promotion
programs and interventions for
sexual minorities.

SEXUAL ORIENTATION AS
A SOCIAL DETERMINANT
OF HEALTH

The CSDH could identify sexual
orientation as a sociodemographic
characteristic in its conceptual
framework,1 similar to how gender
and race/ethnicity are positioned.
This framework lists several
sociodemographic variables (i.e.,
education, occupation, income,
gender, ethnicity/race) associated
with societal norms and values,

psychosocial factors, and distribu-
tion of health and well-being. A
vast evidence base demonstrates
that sexual orientation is a socio-
demographic variable associated
with the distribution of health and
well-being2,5,10,32—and could
therefore be considered a social
determinant of health.

A recent commentary called
for the CSDH to adopt an inter-
sectional approach to gender33

to account for the interactions be-
tween identity categories (e.g., race,
gender, sexual orientation). In
a similar way, discussions of sexual
orientation should highlight the
cultural and context specificity of
conceptualizations of sexuality, ex-
periences of stigma, and health
outcomes among diverse sexual
minorities.10,14,34 To illustrate, a
recent study highlighted increased
risk of suicide among Black and
Latino LGB youths in the United
States compared with White LGB
youths.35 A population-based US
study reported that LGB adults
who reported discrimination based
on race, gender, and sexual orien-
tation had nearly four times
greater odds of past-year substance
use disorders than did LGB people
who did not report discrimina-
tion.36 Attention to the conver-
gence of sexual orientation with
other identity categories is critical
to improving health outcomes.

The CSDH report1 is structured
to highlight “evidence for action”
and “what must be done” for
categories such as gender equity
and provides insightful examples
of health inequities among various
countries and populations. Inte-
grating evidence of health disparities
among LGB people associated with
stigma and discrimination can en-
rich this report’s analyses and scope.
Gender equity constitutes its own
chapter and is integrated through-
out various dimensions (e.g., mental
health determinants, political
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empowerment) of the report; sexual
minority issues could be incorpo-
rated by using a similar approach.

A CALL TO ACTION

Sociocultural factors such as
stigma and discrimination con-
tribute to global health disparities
among sexual minority individuals
and populations. As the leader in
global health, it is imperative that
the WHO addresses sexual orien-
tation in its health equity dia-
logues. Estimates from population-
based studies in the United States
indicate that 3.5% of the popula-
tion—approximately nine million
people—identify as lesbian, gay, or
bisexual.37 Even conservative
global population-based estimates
of 1.2%37 suggest that sexual
minorities constitute at least 84
million of the world’s population.38

Sexual minorities constitute a sig-
nificant proportion of the global
population and warrant inclusion
in health equity dialogues.

I recommend two actions,
which are supported by the exist-
ing body of evidence. First, the
WHO should include sexual ori-
entation as a social determinant of
health as its own category in fu-
ture CSDH reports and on its Web
site. This would strengthen advo-
cacy, policy, and programming to
promote social justice. Second, the
WHO should explicitly reference
sexual orientation and sexual mi-
norities within various categories
(e.g., social exclusion, mental
health determinants, political em-
powerment). Paul Hunt, former
United Nations Special Rappor-
teur, on the right to the highest
attainable standard of health, de-
scribed an “underdeveloped and
understated”39(p36) human rights
analysis in the CSDH document
resulted in “missed opportuni-
ties.”39(p36) Likewise, I have high-
lighted opportunities to address

sexual orientation to develop
a more comprehensive, inclusive
health equity analysis.

CONCLUSIONS

Social injustices are endangering
the health of sexual minorities. The
WHO has the power to influence
policy to promote health equity
and social justice for sexual minor-
ities. Although the WHO’s recog-
nition of sexual orientation as a so-
cial determinant of health will not
automatically translate into health
equity, it is an important first step.
For the WHO to successfully meet
its objective to close the gaps in
health disparities in a generation,
inequities among sexual minorities
must be addressed. j
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Global Health—A Circumpolar Perspective
Global health should en-

compass circumpolarhealth

if it is to transcend the tradi-

tional approach of the “rich

North” assisting the “poor

South.” Although the eight

Arctic states are among the

world’s most highly devel-

oped countries, consider-

able health disparities exist

among regions across the

Arctic, as well as between

northern and southern re-

gions and between indige-

nous and nonindigenous

populations within some of

these states.

While sharing common-

alities such as a sparse

population, geographical re-

moteness, harsh physical

environment, and underde-

veloped human resources,

circumpolar regions in the

northern hemisphere have

developed different health

systems, strategies, and

practices, some of which

are relevant to middle and

lower income countries.

As the Arctic gains pro-

minence as a sentinel of glo-

bal issues such as climate

change, the health of circum-

polar populations should be

part of the global health dis-

course and policy develop-

ment. (Am J Public Health.

2012;102:1246–1249. doi:10.

2105/AJPH.2011.300584)

Susan Chatwood, BScN, MSc, Peter Bjerregaard, MD, PhD, and T. Kue Young, MD, PhD

IN RECENT YEARS THE TERM

“global health” has largely
replaced “international health”
and attempts have been made to
promote a standardized defini-
tion.1---3 Despite its intention to
move beyond the mindset of in-
ternational development assis-
tance implicit in “international
health,” global health is still very
much preoccupied with how the
“rich North” can contribute to
improving the health of low- and
middle-income countries in the
“poor South.” Thus, most grants
on global health offered by gov-
ernmental and nongovernmental
agencies are usually restricted to
interventions in low- and middle-
income countries.

In this Commentary we argue
that an important perspective—the
circumpolar one—has been miss-
ing in the global health discourse
and that the circumpolar perspec-
tive has much to contribute and
gain by being part of global health
research, practice, and policy de-
velopment. The usual “north---
south” orientation in exchanges
and dialogue is given a new twist
in that the northern regions within
the rich North can be considered
part of the low-income “South” in

some respects. Global health con-
cerns do not stop at high latitudes.

DEFINING CIRCUMPOLAR

The lack of awareness of the
circumpolar world is exemplified
in a map accompanying an article
on global trends in infant and child
mortality published by a presti-
gious medical journal.4 The
world’s largest island—Greenland—
has completely disappeared, and
is replaced by ocean! It is all the
more ironic in that there is no
lack of health indicator data from
Greenland, where a high quality
national statistical system exists
and extensive health research has
been undertaken for decades.5

The eight countries that are
members of the Arctic Council
(Canada, Denmark with its self-
governing territories of Greenland
and Faroe Islands, Finland, Ice-
land, Norway, Russia, Sweden, and
the United States) constitute some
of the world’s most industrialized
and developed nations. With the
exception of Russia, these Arctic
States occupy the highest ranks in
most health indicators. For exam-
ple, in 2010, Norway, the United
States, Canada, and Sweden

ranked within the top 10, and
Finland, Iceland, and Denmark
ranked within the top 20 on the
Human Development Index, while
Russia ranked sixty-fifth.6 Yet
substantial health disparities exist
across the northern regions in
different countries, and between
the northern and southern regions
within countries. Global health
maps often gloss over the large
health gaps that exist in some
northern regions such as Nunavut
in Canada by assigning it the same
color code as the rest of the
country. Nation-based compari-
sons thus dilute and hide impor-
tant regional challenges within
countries.

What constitutes the circumpo-
lar world? We have identified 27
regions (Figure 1) that constitute
the northernmost administrative
units of the Arctic states (Alaska;
the three northern territories of
Canada; the northern counties of
Norway, Sweden, and Finland;
and various northern republics,
oblasts, and autonomous regions
of the Russian Federation) and
several island-states in the North
Atlantic (Greenland, Iceland, and
Faroe Islands). All these regions
are either wholly or have part of
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