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Alongside the social determinants of health,
lacking health insurance is consistently identi-
fied as a driver of health care disparities in the
United States.1---4 Without health insurance,
people are much less likely to afford and seek
medical treatment or maintain a regular med-
ical provider. Yet, data from the 2012 Ameri-
can Community Survey (ACS) indicate that
Hispanics (29.1%) and Blacks (19.0%) are
much more likely to be uninsured than are
Whites (11.1%).5 The reliance on employer-
sponsored health insurance (ESI) in the United
States exacerbates racial/ethnic disparities in
insurance status, as racial/ethnic minorities are
more likely to experience spells of unemploy-
ment or not hold jobs that offer health in-
surance.6 Among those with insurance, Blacks
and Hispanics are less likely to be covered with
private insurance and more likely to be cov-
ered through public programs such as Medi-
care and Medicaid than are Whites.7---9

Individuals in same-sex relationships, or
sexual minorities, are also at increased risk
for not having health insurance, particularly
through employers. Not all employers allow
lesbian, gay, or bisexual (LGB) workers to add
a domestic partner to ESI plans. Even among
large companies with more than 500 em-
ployees, approximately half offer health benefits
to same-sex partners.10---12 The federal Defense of
Marriage Act, ruled unconstitutional by the US
Supreme Court in 2013, added barriers for LGB
workers interested in adding a partner to ESI
plans. The federal government does not tax
employer contributions to an opposite-sex
spouse’s health benefits, but under the Defense
of Marriage Act, a same-sex partner’s health
benefits were taxed (approximately $1000)13

as if the employer contribution was taxable
income.

Several studies have indicated that barriers
to ESI led LGB persons and adults in same-sex

relationships to enroll in public programs or
forgo health insurance. Ponce et al., using data

from the California Health Interview Survey,

found significant disparities in insurance cov-
erage between adults in same-sex partnerships

and those in opposite-sex relationships.14 Heck

et al., using data from the National Health

Interview Survey, found that women in same-

sex relationships were less likely to have in-

surance, to have seen a medical provider in the

previous12 months, and to have a usual source
of care than were their counterparts in

opposite-sex relationships.15 Federal survey

data from the Current Population Survey,16 the

Behavioral Risk Factor Surveillance Survey,17

and the ACS18 show that men and women in

same-sex relationships are consistently less

likely to have health insurance, particularly
through employers.

Not only is having health insurance impor-
tant for access to health care services, but it has

also been independently linked to better health

and reduced mortality in vulnerable popula-
tions.19 Because of the heavy reliance on ESI in

the United States, racial/ethnic minorities as

well as sexual minorities are at higher risk for
lacking health insurance. Yet, no studies to date

have examined disparities in health insurance

at the intersections of race/ethnicity and sexual

orientation. Much of the available literature

has treated adults in same-sex relationships

as a single, monolithic population without

exploring variation in disparities across differ-
ent racial/ethnic groups. The 2011 report by

the Institute of Medicine on lesbian, gay, bi-

sexual, and transgender health identified a need

for more research highlighting the intersectional

perspectives of individuals who are both sexual

minorities and racial/ethnic minorities.20

We examined heterogeneity within lesbian,
gay, bisexual, and transgender populations by
assessing disparities in health insurance status—

particularly in ESI—by relationship type and

across racial/ethnic identities using information
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from a large population survey that serves as
the nation’s primary data resource on health
insurance status and same-sex households.

METHODS

We relied on data from the 2009 to 2011
ACS 3-year public use microdata sample. The
ACS is a general household survey conducted
by the US Census Bureau and is designed to
provide states and communities with reliable
and timely demographic, social, economic, and
housing information. Replacing the decennial
census long-form questionnaire in 2005, the
ACS has an annual sample size of about 3
million housing units and a monthly sample of
about 250 000 households. The large samples
available in the ACS make it a powerful source
for studying relatively small subpopulations,
such as racial/ethnic minorities in same-sex
relationships.21,22

Like most federal surveys, the ACS did not
ascertain sexual orientation. Instead, we iden-
tified same-sex couples on the basis of intra-
household relationships. LGB persons were
identified when the primary respondent iden-
tified another person of the same sex as a
husband, wife, or unmarried partner. Until the
2012 ACS, the Census Bureau edited same-sex
spouses using the husband or wife response
categories as unmarried partners in the public
use files regardless of their legal marital sta-
tus.23 Identification strategies cannot ascertain
transgender populations because of the binary
male---female categories on gender identity in-
cluded in the survey. Race/ethnicity was de-
fined with guidelines provided by the US Office
of Management and Budget, and each person
was assigned to 1 racial/ethnic category: non-
Hispanic White; non-Hispanic Black or African
American; non-Hispanic Asian, Native Hawai-
ian, or Pacific Islander (Asian/NHPI); non-
Hispanic American Indian and Alaska Native
(AIAN); Hispanic or Latino; and other or
multiple non-Hispanic racial/ethnic groups.
The small number of NHPIs in same-sex re-
lationships did not support separate stratifica-
tion, so we combined this group with Asian.

A question regarding health insurance cov-
erage was added to the ACS in 2008 and
requires the respondent to report current
health insurance status for each member of the
household. We used hierarchical assignment to

assign each individual to a single source of
health insurance coverage, although respon-
dents were able to report multiple sources of
coverage. If multiple sources of coverage were
reported for an observation, we assigned pri-
mary source of coverage in the following order
to minimize overestimation in the individual
insurance market24: (1) Medicare; (2) ESI,
TRICARE or other military health care, or
Veterans Affairs (including those who have
ever enrolled or used Veterans Affairs health
care); (3) Medicaid, Medical Assistance, or any
kind of government-assistance plan for those
with low incomes or a disability; and (4) in-
surance purchased directly from an insurance
company.25 Consistent with federal defini-
tions,25 we classified observations reporting
no source of coverage or only Indian Health
Services as uninsured. Insurance and demo-
graphic information was available for both
partners in each relationship type, so the unit
of analysis was each individual, using infor-
mation on her or his insurance status and
race/ethnicity.

We examined disparities in insurance cov-
erage between adults in same-sex relationships
and adults in married and unmarried
opposite-sex relationships. First we estimated
coverage rates by relationship type and race/
ethnicity. Then, we used the following multi-
nomial logistic regression model to control for
factors significantly associated with health in-
surance coverage:

ð1Þ Insurance ¼ aþ b1RelationshipRacei
þ bkXiþ e;

where Insurance was 1 of the 4 primary
sources of insurance (ESI, directly purchased
insurance, Medicaid, or Medicare; uninsured
was the reference category) and Relationship-
Race indexed the combination of relationship
type (same-sex relationship, unmarried oppo-
site sex, or married opposite sex) and race/
ethnicity (White, Hispanic, Black, Asian/NHPI,
AIAN, or other or multiple races) for each
person. The primary reference group included
White adults in married opposite-sex relation-
ships. X was the vector of control variables that
included age group (25---34, 35---44, 45---54, or
55---64 years), educational attainment (<high
school, high school, some college, or ‡ bachelor’s
degree), couple’s combined income relative to

the federal poverty guidelines as determined
by the Department of Health and Human
Services in 2009 to 2011 (£100%, 101%---
200%, 201%---300%, 301%---400%, and
>400% of the federal poverty guidelines),
employment status (full-time employment,
part-time employment, unemployed, and not
in labor force), industry of employment (gov-
ernment, military, agriculture, mining, construc-
tion, manufacturing, wholesale trade, retail
trade, transportation, utilities, information, fi-
nance, professional, education and health, arts,
other, unknown, or not in labor force during
previous 5 years), citizenship (citizen, natural-
ized, or noncitizen), disability status (any diffi-
culties with hearing, vision, remembering or
making decisions, walking or climbing stairs,
bathing or dressing, or doing errands alone),26

the presence of a biological, adopted, or step-
child younger than 18 years in the household,
state of residence, and survey year. We followed
our regression models with Wald tests to de-
termine whether there were significant differ-
ences between the coefficients of Whites in
same-sex relationships and racial/ethnic minor-
ities in same-sex relationships and the coeffi-
cients of Whites in unmarried opposite-sex
relationships and racial/ethnic minorities in
unmarried opposite-sex relationships.

Consistent with previous work,17,18 our
sample was restricted to adults aged between
25 and 64 years to account for the completion
of educational attainment and Medicare cov-
erage starting at age 65 years. We estimated
our models separately for men and women.We
have reported the relative risk ratios (RRRs) for
each source of insurance, with White individ-
uals in married opposite-sex relationships as
the reference group. Our final sample included
15 966 men and 16 778 women in same-sex
relationships, of which 3450 men and 3489
women were racial/ethnic minorities. We
conducted all coverage estimates and regres-
sion models using Stata version 12 (StataCorp
LP, College Station, TX), with survey weights
using Taylor linearized series estimates for SEs.

RESULTS

Table 1 presents the primary source of
health insurance and sample descriptive statis-
tics for nonelderly partnered adults by rela-
tionship type and race/ethnicity. White adults
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in married opposite-sex relationships have the
highest levels of ESI. Approximately 80.0% of
White men and women in married opposite-sex
relationships are covered though an employer,
whereas 72.7% of White men and 74.5% of
White women in same-sex relationships are

covered through their own or a partner’s work-
place. Only 11.0% of White adults in same-sex
relationships lacked health insurance.

By contrast, uninsurance was highest among
Hispanics in every relationship type. Approxi-
mately 29% and 24% of Hispanic men and

women, respectively, in same-sex relationships
lacked insurance. Yet, the proportion of His-
panics who were uninsured was even higher
among adults in married opposite-sex relation-
ships and was highest among adults in unmar-
ried opposite-sex relationships. ESI coverage

TABLE 1—Insurance Coverage and Sample Descriptive Statistics by Gender, Relationship Type, and Race/Ethnicity: American Community Survey,

2009–2011

Men Women

Variable

Same-Sex

Relationship, No.

or Weighted Mean, %

Opposite-Sex

Married, No. or

Weighted Mean, %

Opposite-Sex

Unmarried, No. or

Weighted Mean, %

Same-Sex

Relationship, No. or

Weighted Mean, %

Opposite-Sex

Married, No. or

Weighted Mean, %

Opposite-Sex

Unmarried, No. or

Weighted Mean, %

White 12 516 1 062 250 92 093 13 289 1 116 911 88 907

ESI 72.7 80.1 55.2 74.5 79.1 53.6

Direct purchase 9.2 7.0 6.4 7.3 7.8 6.2

Medicaid 2.9 2.4 5.3 3.8 2.7 12.5

Medicare 4.1 2.8 2.8 3.5 2.4 3.3

Uninsured 11.1 7.7 30.2 10.9 8.0 24.5

Couple’s combined income < 100% FPG 3.3 4.3 9.6 4.4 4.3 9.7

Employed full time 69.0 77.5 68.1 66.3 47.0 55.8

Attained college degree 51.8 37.9 22.5 52.0 37.3 26.8

Hispanic 1 754 151 557 22 869 1 569 159 598 20 997

ESI 57.8 53.4 34.5 61.8 53.0 32.6

Direct purchase 5.2 3.1 2.1 4.7 3.8 2.4

Medicaid 5.8 6.3 8.0 7.5 8.1 17.1

Medicare 2.5 2.0 1.3 1.7 1.5 1.6

Uninsured 28.6 35.2 54.1 24.3 33.6 46.3

Couple’s combined income < 100% FPG 10.4 19.8 25.2 13.1 18.9 25.0

Employed full time 63.7 74.3 67.3 64.0 39.7 43.1

Attained college degree 31.1 14.5 8.0 27.9 16.9 11.0

Black 753 84 920 15 830 1 109 83 559 12 419

ESI 57.3 73.7 44.5 55.9 73.6 48.0

Direct purchase 4.2 2.7 2.3 2.1 3.2 2.5

Medicaid 10.4 5.5 10.3 13.4 6.0 19.1

Medicare 6.1 4.5 3.5 4.2 4.0 4.0

Uninsured 21.9 13.7 39.4 24.5 13.2 26.4

Couple’s combined income < 100% FPG 12.7 9.3 19.9 16.7 9.3 19.4

Employed full time 57.0 69.0 54.8 57.0 56.8 53.8

Attained college degree 26.9 23.6 10.5 24.3 28.4 15.3

Asian/NHPI 595 69 730 2 787 371 86 335 3 932

ESI 69.7 72.2 58.9 74.0 72.1 60.0

Direct purchase 7.8 8.0 7.4 7.1 8.7 8.5

Medicaid 3.2 5.4 4.9 4.4 5.3 9.0

Medicare 1.3 1.2 1.0 1.7 1.1 0.8

Uninsured 18.1 13.3 27.9 12.9 12.8 21.8

Couple’s combined income < 100% FPG 5.9 9.0 10.1 11.3 8.4 8.7

Employed full time 69.4 79.6 74.3 67.7 48.7 62.4

Attained college degree 62.5 59.3 37.7 54.1 53.9 43.5

Continued
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was relatively low among this sample of His-
panics, especially among Hispanics in unmarried
opposite-sex relationships.

ESI coverage was also lower among Black
adults, especially those in same-sex or unmarried
opposite-sex relationships. Although nearly three
quarters of Blacks in married opposite-sex re-
lationships were covered by employers, only 57%
of Blacks in same-sex relationships and fewer than
half of Blacks in unmarried opposite-sex relation-
ships were covered through ESI. Although ESI
was lower for Black men and women in same-sex
relationships, they were much more likely
to have coverage through Medicaid than were
their White counterparts in same-sex relation-
ships and their Black counterparts in married
opposite-sex relationships. Similar patterns were
found among adults who identified as Asian/
NPHI or as other or multiple race categories.

Finally, ESI coverage (;30%---60%) was
lower and uninsurance rates higher for AIAN
adults in every relationship type than were those
for their White counterparts, particularly among
those who were in unmarried opposite-sex re-
lationships. More than 20% of AIAN adults in
same-sex relationships and more than 40% of
AIAN adults in unmarried opposite-sex rela-
tionships lacked health insurance coverage.

Wide differences in socioeconomic status
across relationships types have been well docu-
mented.18,21,27,28 Similarly, our sample of un-
married adults in opposite-sex relationships
were most likely to live in poverty and achieve
lower levels of education and employment than
were their counterparts in married opposite-sex
or same-sex relationships. Although adults in
same-sex relationships report higher levels of
educational attainment than do their counter-
parts in married opposite-sex relationships,
racial/ethnicminorities in same-sex relationships
are more likely to live in poverty and less likely
to have a college degree than are their White
peers in same-sex relationships. To control for
these socioeconomic differences, we determined
adjusted RRRs from multinomial logistic regres-
sion analyses first for men and then for women.

After controlling for socioeconomic and de-
mographic factors, we found that men in same-
sex relationships and unmarried opposite-sex
relationships from all racial/ethnic categories
were less likely to have health insurance than
were White men in married opposite-sex re-
lationships (Table 2). Specifically, men in
same-sex relationships were less likely to have
ESI coverage or insurance purchased directly
from an insurer. Hispanic men in same-sex

relationships were much less likely to have
insurance through an ESI plan (RRR=0.38;
95% confidence interval [CI] = 0.32, 0.46)
than wereWhite men in same-sex relationships
(RRR=0.47; 95% CI =0.44, 0.52). The dis-
parities in ESI between White men in same-sex
relationships and Black (RRR=0.36; 95%
CI =0.27, 0.49), Asian/NHPI (RRR=0.50;
95% CI = 0.35, 0.71), AIAN (RRR=0.20;
95% CI = 0.07, 0.54), and other or multiracial
(RRR=0.39; 95% CI =0.23, 0.65) men in
same-sex relationships were not significantly
distinguishable. White men in same-sex rela-
tionships were more likely to have coverage
through Medicaid (RRR = 1.42; 95%
CI =1.18, 1.69) than were White men in
married opposite-sex relationships.

Table 3 presents similar findings among
women with some notable differences. White
(RRR=0.46; 95% CI =0.42, 0.50), Hispanic
(RRR=0.43; 95% CI =0.34, 0.54), Black
(RRR=0.32; 95% CI = 0.24, 0.43), and AIAN
(RRR=0.23; 95% CI =0.12, 0.45) women in
same-sex relationships were significantly less
likely to have health insurance through an
employer than were White women in married
opposite-sex relationships. Differences in ESI
were not statistically significant for Asian/NHPI

TABLE 1—Continued

AIAN 80 8 221 1 788 126 8 883 1 845

ESI 54.2 59.8 31.3 53.5 59.4 32.9

Direct purchase 11.6 3.3 1.5 7.1 4.1 1.6

Medicaid 6.1 7.4 14.0 5.3 7.7 22.3

Medicare 5.1 5.8 3.8 5.5 4.3 3.0

Uninsured 23.0 23.6 49.4 28.7 24.5 40.2

Couple’s combined income < 100% FPG 4.1 14.0 28.5 16.5 13.5 25.8

Employed full time 62.4 66.6 47.5 62.0 46.5 42.1

Attained college degree 47.2 17.9 8.1 30.0 19.5 8.1

Other or multiple races 268 16 520 2 445 314 18 152 2 386

ESI 65.2 72.8 48.8 66.8 71.8 46.5

Direct purchase 8.2 5.2 4.3 7.0 6.1 4.7

Medicaid 4.2 5.3 8.1 11.0 5.8 16.7

Medicare 4.8 3.5 2.7 4.4 3.2 3.2

Uninsured 17.5 13.1 36.2 10.7 13.1 28.8

Couple’s combined income < 100% FPG 4.3 8.7 13.3 11.8 8.1 13.4

Employed full time 61.8 73.3 61.9 61.7 45.2 50.3

Attained college degree 40.4 35.2 20.1 42.3 35.4 25.9

Note. AIAN = American Indian or Alaska Native; ESI = employer-sponsored health insurance; FPG = federal poverty guidelines (according to the US Department of Health and Human Services);
NHPI = Native Hawaiian or Pacific Islander. Weighted means are for adults aged 25–64 years. FPG determined by the Department of Health and Human Services in 2009–2011.
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and other or multiracial women in same-sex
relationships. Disparities in ESI were signifi-
cantly wider for Black and AIAN women in
same-sex relationships than were those for
White women in same-sex relationships.

Furthermore, White (RRR= 0.59; 95%
CI = 0.52, 0.66), Hispanic (RRR = 0.38; 95%
CI = 0.28, 0.53), and Black (RRR =0.16;
95% CI = 0.10, 0.28) women in same-sex re-
lationships were less likely to have insurance
purchased directly from an insurer than were
White women in married opposite-sex rela-
tionships. White (RRR=1.29; 95% CI = 1.11,
1.51), Black (RRR=1.63; 95% CI = 1.20,
2.21), and other or multiracial (RRR=2.79;
95% CI = 1.63, 4.76) women in same-sex re-
lationships were more likely to have coverage
through Medicaid than were White women in
married opposite-sex relationships. Interest-
ingly, White women in same-sex relationships

were more likely to have insurance through
Medicare than were White women in married
opposite-sex relationships, even after control-
ling for important demographic and socioeco-
nomic characteristics.

Although not our primary focus, racial/ethnic
minorities in unmarried opposite-sex relationships
were also much less likely to have ESI, insurance
purchased directly from an insurance company,
and, among men, public coverage through
Medicaid. Disparities in ESI were particularly
large for AIAN adults in unmarried opposite-
sex relationships in our fully adjusted models.

DISCUSSION

Several studies have identified significant
disparities in health insurance coverage, par-
ticularly in ESI, between adults in same-sex
relationships and their counterparts in married

opposite-sex relationships. Our results suggest
that the experiences of accessing ESI may be
different among subgroups in the LGB popu-
lation, particularly among racial/ethnic minor-
ities. Not only are racial/ethnic minorities less
likely to have jobs that offer health insurance or
to work enough hours to qualify for health
benefits, but many racial/ethnic minorities may
struggle to afford health insurance premiums.6

As a result, larger disparities in obtaining ESI
may exist for racial/ethnic minorities who also
report being in a same-sex relationship.

Indeed, we found that racial/ethnic minority
adults in same-sex relationships were much less
likely to have ESI than were White adults in
married opposite-sex relationships. These gaps in
having ESI were much larger for Hispanic, Black,
and AIAN adults in same-sex relationships—even
after adjusting for socioeconomic and em-
ployment status. Interestingly, the population

TABLE 2—Multinomial Logistic Regression Analysis of Health Insurance by Relationship Type and Race/Ethnicity Among Nonelderly Men:

American Community Survey, 2009–2011

Variable

Employer vs Uninsured,

Adjusted RRR (95% CI)

Direct Purchase vs Uninsured,

Adjusted RRR (95% CI)

Medicaid vs Uninsured,

Adjusted RRR (95% CI)

Medicare vs Uninsured,

Adjusted RRR (95% CI)

Married, opposite sex

White (Ref) 1.00 1.00 1.00 1.00

Hispanic 0.73x (0.71, 0.75) 0.34x (0.32, 0.36) 0.66x (0.62, 0.69) 0.75x (0.71, 0.81)

Black 0.91x (0.88, 0.94) 0.37x (0.35, 0.39) 1.30x (1.23, 1.37) 0.96 (0.90, 1.02)

Asian/NHPI 0.94x (0.90, 0.98) 0.82x (0.78, 0.87) 1.39x (1.30, 1.49) 0.95 (0.85, 1.07)

AIAN 0.39x (0.35, 0.43) 0.24x (0.20, 0.28) 0.77x (0.66, 0.89) 0.53x (0.45, 0.63)

Other or multiple races 0.80x (0.75, 0.86) 0.61x (0.55, 0.68) 1.11 (0.99, 1.24) 0.95 (0.83, 1.09)

Same sex

White 0.47x (0.44, 0.52) 0.64x (0.58, 0.72) 1.42x (1.18, 1.69) 0.91 (0.78, 1.06)

Hispanic 0.38x,z (0.32, 0.46) 0.32x,z (0.24, 0.42) 0.78z (0.53, 1.14) 0.48x,z (0.31, 0.75)

Black 0.36x (0.27, 0.49) 0.30x,z (0.20, 0.46) 1.47 (0.90, 2.42) 0.87 (0.56, 1.35)

Asian/NHPI 0.50x (0.35, 0.71) 0.44x (0.27, 0.72) 0.77 (0.40, 1.45) 0.52 (0.20, 1.35)

AIAN 0.20x (0.07, 0.54) 0.50 (0.20, 1.23) 1.60 (0.56, 4.59) 0.64 (0.12, 3.33)

Other or multiple races 0.39x (0.23, 0.65) 0.49w (0.25, 0.98) 1.18 (0.55, 2.56) 0.85 (0.38, 1.92)

Unmarried, opposite sex

White 0.25x (0.25, 0.26) 0.36x (0.25, 0.38) 0.51x (0.48, 0.53) 0.42x (0.40, 0.45)

Hispanic 0.31x,z (0.30, 0.33) 0.18x,z (0.16, 0.20) 0.46x,z (0.42, 0.49) 0.41x (0.35, 0.49)

Black 0.26x (0.25, 0.28) 0.16x,z (0.14, 0.18) 0.60x,z (0.55, 0.65) 0.34x,z (0.30, 0.39)

Asian/NHPI 0.41x,z (0.35, 0.48) 0.48x,z (0.39, 0.59) 0.64x (0.50, 0.81) 0.47x (0.29, 0.75)

AIAN 0.16x,z (0.13, 0.19) 0.07x,z (0.04, 0.13) 0.50x (0.39, 0.65) 0.26x,z (0.17, 0.39)

Other or multiple races 0.21x,z (0.18, 0.24) 0.22x,z (0.17, 0.28) 0.49x (0.40, 0.62) 0.40x (0.28, 0.56)

Note. AIAN = American Indian or Alaska Native; CI = confidence interval; NHPI = Native Hawaiian or Pacific Islander; RRR = relative risk ratio. All models controlled for age group, income group,
educational attainment, employment status, citizenship status, industry group, presence of a related child younger than 18 years in the household, disability status, state, and survey year.
wP < .05; xP < .01 compared with Whites in married opposite-sex relationships.
yP < .05; zP < .01 compared with Whites in corresponding relationship type.
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least likely to have private health insurance
included racial/ethnic minorities in unmarried
opposite-sex relationships, but their lower
levels of employment, income, and education
may translate into lower levels of ESI coverage.

Our study highlights the necessity of the
intersectional perspectives recommended by
the Institute of Medicine.20 Health disparity
research and research on interventions to
ameliorate health disparities should continue to
use intersectional approaches that account for
the diversity among lesbian, gay, bisexual, and
transgender people, especially during periods
of rapidly evolving health and social policy.

For example, disparities in health insurance
for racial/ethnic minorities in same-sex rela-
tionships may increase over time as states
follow different paths to implementing health
care reform and same-sex marriage. Al-
though racial/ethnic minorities in same-sex

relationships reside in every state,29---31 only
28 states and the District of Columbia have
decided to expand Medicaid to low-income
adults through the Affordable Care Act.32---35

Because racial/ethnic minorities represent
a disproportionate share of the poor, low-
income residents—in same-sex and opposite-
sex relationships—those living in states not
expanding Medicaid may encounter barriers to
obtaining health insurance. Conversely, pre-
mium assistance in the Affordable Care Act
may help middle-income families purchase
private health insurance in the new insurance
marketplaces. Recent guidelines from the Cen-
ters for Medicare and Medicaid Services now
require insurers in the federal and state-based
marketplaces to treat same-sex couples as equal
to opposite-sex couples.36

Additionally, at the time of this writing, 36
states and the District of Columbia have adopted

same-sex marriage laws that extend equal
rights and protections to married same-sex
couples.37 Although a growing body of evi-
dence suggests that same-sex marriage laws
improve LGB health and access to health
insurance, no studies have examined the dif-
ferential impact of same-sex marriage policies
within the LGB population.38---40 Researchers
should not assume that same-sex marriage
benefits the LGB population evenly. Instead,
when possible, researchers should approach
policy evaluations from an intersectional per-
spective and identify the specific demographic
and socioeconomic subgroups that benefit
from policy changes.

Limitations

There were several limitations to using data
from the ACS. First, demographers are con-
cerned with data quality when using relationship

TABLE 3—Multinomial Logistic Regression Analysis of Health Insurance by Relationship Type and Race/Ethnicity Among Nonelderly Women:

American Community Survey, 2009–2011

Variable

Employer vs Uninsured,

Adjusted RRR (95% CI)

Direct Purchase vs Uninsured,

Adjusted RRR (95% CI)

Medicaid vs Uninsured,

Adjusted RRR (95% CI)

Medicare vs Uninsured,

Adjusted RRR (95% CI)

Married, opposite sex

White (Ref) 1.00 1.00 1.00 1.00

Hispanic 0.69x (0.67, 0.70) 0.38x (0.36, 0.39) 0.78x (0.75, 0.82) 0.68x (0.64, 0.73)

Black 0.88x (0.85, 0.91) 0.45x (0.43, 0.47) 1.58x (1.50, 1.66) 1.47x (1.39, 1.56)

Asian/NHPI 1.08x (1.04, 1.12) 0.97 (0.92, 1.02) 1.48x (1.39, 1.57) 1.11w (1.00, 1.23)

AIAN 0.39x (0.36, 0.43) 0.27x (0.23, 0.32) 0.85w (0.74, 0.96) 0.60x (0.51, 0.72)

Other or multiple races 0.81x (0.75, 0.87) 0.66x (0.60, 0.73) 1.16x (1.05, 1.29) 1.05 (0.92, 1.19)

Same sex

White 0.46x (0.42, 0.50) 0.59x (0.52, 0.66) 1.29x (1.11, 1.51) 1.37x (1.18, 1.59)

Hispanic 0.43x (0.34, 0.54) 0.38x,z (0.28, 0.53) 1.01 (0.73, 1.39) 0.84z (0.55, 1.28)

Black 0.32x,z (0.24, 0.43) 0.16x,z (0.10, 0.28) 1.63x (1.20, 2.21) 0.99 (0.63, 1.55)

Asian/NHPI 0.78z (0.47, 1.30) 0.71 (0.38, 1.33) 1.38 (0.65, 2.93) 1.65 (0.57, 4.75)

AIAN 0.23x,z (0.12, 0.45) 0.43 (0.16, 1.16) 0.49 (0.18, 1.32) 1.41 (0.52, 3.83)

Other or multiple races 0.65 (0.40, 1.08) 0.87 (0.45, 1.70) 2.79x,z (1.63, 4.76) 1.82 (0.74, 4.49)

Unmarried, opposite sex

White 0.22x (0.22, 0.23) 0.35x (0.34, 0.37) 1.65x (1.58, 1.71) 0.87x (0.82, 0.93)

Hispanic 0.24x,z (0.23, 0.26) 0.19x,z (0.17, 0.21) 1.11x,z (1.05, 1.19) 0.81x (0.70, 0.94)

Black 0.33x,z (0.31, 0.36) 0.24x,z (0.21, 0.28) 2.31x,z (2.14, 2.49) 1.32x,z (1.16, 1.51)

Asian/NHPI 0.37x,z (0.32, 0.42) 0.55x,z (0.46, 0.66) 1.78x (1.48, 2.14) 0.75 (0.49, 1.13)

AIAN 0.17x,z (0.14, 0.20) 0.09x,z (0.06, 0.15) 1.34x,y (1.11, 1.62) 0.50x,z (0.34, 0.74)

Other or multiple races 0.19x,y (0.16, 0.22) 0.25x,y (0.19, 0.32) 1.59x (1.32, 1.92) 0.75 (0.55, 1.03)

Note. AIAN = American Indian or Alaska Native; CI = confidence interval; NHPI = Native Hawaiian or Pacific Islander; RRR = relative risk ratio. All models controlled for age group, income group,
educational attainment, employment status, citizenship status, industry group, presence of a related child younger than 18 years in the household, disability status, state, and survey year.
wP < .05; xP < .01 compared with Whites in married opposite-sex relationships.
yP < .05; zP < .01 compared with Whites in corresponding relationship type.
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information to identify same-sex couples. Mis-
reporting gender among married opposite-sex
couples, although uncommon, unintentionally
includes heterosexuals as false positives among
our same-sex partners.23,41,42 The computer-
assisted telephone and personal interview
versions of the ACS verify the gender of the
husband, wife, and unmarried partner if it
matches the primary respondent’s gender. Af-
ter restricting our sample to the respondents
using the computer-assisted telephone and
personal interview versions of the ACS, we
estimated RRRs similar in direction, magnitude,
and significance to the results presented in
Tables 2 and 3. Additionally, our identification
strategy may be missing some same-sex couples.
We knew only each person’s relationship to the
primary respondent, so our analyses excluded
same-sex couples unrelated to the primary re-
spondent or same-sex partners that were iden-
tified as a roommate, relative, or nonrelative.

Our study would have benefited from addi-
tional information missing in the ACS. For
instance, our method of identifying same-sex
couples does not verify the sexual orientation
of our sample. We assume that people in
same-sex relationships are LGB, but bisexual
adults were missing from our analysis if they
were in an opposite-sex relationship during the
survey period. Knowing sexual orientation
would have also assisted our analysis of non-
partnered LGB adults.

Furthermore, we did not know the legal
status of the same-sex couple’s relationship, and
we could not decipher whether a same-sex couple
was legally married, was in a state-sanctioned civil
union or domestic partnership, or were un-
married cohabitating partners. Before the
2012 ACS, the Census Bureau reassigned
same-sex couples identified as husband or wife
to unmarried partners without providing edit
flags in the public use files. Withholding reas-
signment flags for these edits in the public use
files prevents researchers from examining dif-
ferences between unmarried same-sex couples
and married same-sex spouses. It would be
helpful for the Census Bureau to add these edit
flags to previously released data, as doing so
would facilitate research on trends over time.
Finally, the Census Bureau should continue to
test and update questions on marital status and
relationships that better measure the varying
legal status types of same-sex couples.23,43

Notwithstanding these limitations, we lever-
aged large samples of adults in same-sex
relationships in the ACS to document heteroge-
neous disparities in health insurance for adults
in same-sex relationships living in the United
States. Further research should continue to
explore disparities and interventions that ame-
liorate disparities in health and access to health
care at the intersection of race/ethnicity and
sexual orientation.

Conclusions

The LGB population is not a homogenous
group. Rather, LGB people and adults in
same-sex relationships bear multiple identities
that may influence their health and access to
care. Using data from the ACS, we found that
Hispanics, Blacks, and AIAN adults in same-sex
relationships were much less likely to have ESI
than were their White counterparts in married
opposite-sex and same-sex relationships. This
finding contributes to the small, but growing,
body of knowledge that individuals at the
intersection of race/ethnicity and sexual ori-
entationmay be jointly vulnerable to disparities in
health and access to care. Future research should
continue to explore intersectional disparities and
determine how state decisions to legalize same-
sex marriage or participate in health care reform
differentially affect subgroups within the LGB
population. j
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