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Abstract

Background—Lesbian and bisexual women are at greater risk of being obese than heterosexual 

women, however, there is little research on dietary intake among lesbian and bisexual women.

Objective—This study estimated differences in dietary quality and intake during adulthood 

comparing heterosexual women to lesbian and bisexual women.
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Design—Biennial mailed questionnaires were used to collect data from a cohort between 

1991-2011. Heterosexual-identified women were the reference group.

Participants/Setting—Over 100,000 female registered nurses in the United States, ages 24-44 

years were recruited in 1989 to participate in the Nurses’ Health Study II. Over 90% of the 

original sample are currently active in the study. About 1.3% identified as lesbian or bisexual.

Main outcome measures—Dietary measures were calculated from a 133-item food frequency 

questionnaire administered every four years. Measures included diet quality (Alternative Healthy 

Eating Index-2010 (AHEI-2010) and Dietary Approaches to Stop Hypertension); calorie, fat, and 

fiber intake; and glycemic load and index.

Statistical analyses—Multivariable adjusted repeated measures linear regression models were 

fit.

Results—On average, lesbian and bisexual women reported better diet quality (p<0.001) and 

diets lower in glycemic index (p<0.001) than heterosexual women. In the whole cohort, diet 

quality scores increased as participants aged and were lower among women living in rural 

compared to urban regions. Comparisons in dietary intake across sexual orientation groups were 

generally similar across age and rurality status. However, differences between lesbian and 

heterosexual women in AHEI-2010 were larger during younger compared to older ages, 

suggesting that diet quality estimates among sexual orientation groups converged as women aged.

Conclusion—Lesbian and bisexual women reported higher diet quality than heterosexuals. More 

research examining how diet effects risk for chronic conditions, such as diabetes, among sexual 

minorities is needed. Physical activity, sedentary behavior, disordered eating behaviors, and 

psychosocial and minority stress should be explored as potential contributors to higher rates of 

obesity among sexual minority women.
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Introduction

A growing body of research shows that lesbian and bisexual women are at greater risk than 

heterosexual women for numerous health risks including smoking,1-7 alcohol use,1-4,6,8 and 

poor mental health.3,5,9-11 Less research has been conducted with regard to weight-related 

health, although evidence suggests that lesbian and bisexual women are at greater risk than 

heterosexual women for overweight and obesity,3,6,12-22 which are major risk factors for 

chronic health conditions including type 2 diabetes, hypertension, cardiovascular disease, 

and some cancers.23 However, little is known about the modifiable behaviors associated with 

excess weight gain over the life course, such as poor dietary quality, among lesbian and 

bisexual women.24

The few existing studies examining sexual orientation differences in dietary intake have 

primarily assessed fruit and vegetable consumption.4,6,13 While some of these studies have 

found no differences in fruit and vegetable consumption across sexual orientation, one study 

found that lesbian women older than 50 years of age were less likely to meet the 
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recommendation of five or more servings of fruits and vegetables per day than their 

heterosexual counterparts in the same age range.4,6,13 The paucity of dietary exposure 

measures assessed in these studies has limited our understanding of diet as a potentially 

modifiable risk factor to address overweight and obesity, as well as obesity-related 

conditions, among lesbian and bisexual women.

A recent study among college students assessed a variety of eating behaviors including 

consumption of fruits and vegetables, soda, diet soda, restaurant food, fast food, and 

breakfast and found a broad array of disparities across sexual orientation.15 Findings from 

this study indicated that bisexual women were more likely than heterosexual women to not 

eat breakfast, to eat out at restaurants, to engage in unhealthy weight control behaviors 

(including laxative use, vomiting, and diet pills) and binge eating, but they were less likely 

than heterosexual women to eat fast food. Fewer differences between lesbian and 

heterosexual women were found, but lesbian women were more likely than their 

heterosexual peers to eat out at restaurants and to binge eat. These findings suggest the need 

for more comprehensive assessments of dietary intake among lesbian and bisexual women in 

order to gain a better understanding of factors that may contribute to the documented 

disparity in overweight and obesity.

Moreover, existing research on dietary intake among lesbian and bisexual women has 

primarily relied on cross-sectional data,3,4,6,12-20,25 resulting in little understanding of 

dietary patterns across sexual orientation groups throughout the life course. Information on 

how dietary intake may vary over the life course and whether dietary patterns differ across 

sexual orientation groups is important for developing effective and appropriate interventions. 

Differing dietary patterns may further elucidate critical life-course periods when 

interventions need to be focused to promote healthy living and healthy weight maintenance 

and to address health disparities.

In addition to the methodological limitations of few dietary measures and cross-sectional 

data, there has been little work that has examined whether sexual orientation differences in 

dietary intake is modified by sociodemographic factors such as age or rural living. A 

previous Nurses’ Health Study II (NHSII) analysis found that lesbian and bisexual women 

experienced more pronounced weight gain from ages 25-59 years than heterosexual 

women.26 Building on this study, it was hypothesized that weight-related behavioral factors, 

such as diet quality, might also vary by age with greater deterioration in diet quality over 

time among lesbian and bisexual women than among heterosexual women.

Generally, living in rural areas is associated with greater prevalence of obesity.27-29 A small 

body of research suggests that living in rural areas may also have further adverse 

implications on the health of lesbian and bisexual women in that they experience less social 

support and lack of community, as well as more health risk behaviors.30-32 As a result, 

rurality has been emphasized by the Institute of Medicine as an area in need of further 

exploration with regard to sexual orientation-related health disparities.24 Recently, a study 

examining lesbian women’s weight status and dietary behaviors found higher body mass 

index (BMI) and diets higher in protein among rural-residing lesbian women than urban-

residing lesbian women.33 However, questions remain about whether differences between 

VanKim et al. Page 3

J Acad Nutr Diet. Author manuscript; available in PMC 2018 March 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



heterosexual and sexual minority women in dietary quality and intake are similar or different 

by rurality status.

To address the literature gaps described above, this study examined sexual orientation 

differences in dietary quality and intake among women ages 26-67 years participating in the 

longitudinal NHSII cohort. Based on evidence that lesbian and bisexual women are more 

likely to be overweight and obese,3,6,12-20 and more specifically, women in NHSII,26 it was 

hypothesized that lesbian and bisexual women would have less healthy diets than 

heterosexual women throughout adulthood as a possible contributing behavioral factor for 

documented weight status disparities. In addition, the study tested for effect measure 

modification by age to examine if sexual-orientation patterns in diet were consistent or 

different across 5-year age periods. It was further hypothesized that rural living status would 

modify the relationship between sexual orientation and dietary quality and intake.

Methods

Study Population

The NHSII was established in 1989 and is a prospective cohort study of female registered 

nurses living in 15 states in the United States who were 24-44 years of age in 1989.34 Nurses 

were recruited from state nursing boards based on age and sex. The baseline questionnaire 

was mailed to 517,000 women, of which 123,000 responded (24%). After excluding 

incomplete surveys and those who were ineligible (including those who reported breast 

cancer), 116,671 remained in the cohort. Biennial mailed questionnaires were used for 

follow-up. The follow-up rate exceeded 90% for every two-year period, and the overall 

follow-up rate was 93.6% between 1989 and 2011. Participants who completed a survey in 

2011 were more likely to be white (93% versus 91%; p=<0.001), to live in the Midwest 

(34% versus 33%; p=0.02), and less likely to have a household income in 2001 greater than 

$50,000/year (89% versus 90%; p=<0.001) compared to baseline participants. There were 

no differences between baseline and active participants in rurality status (24% for both; 

p=0.08). In the current study sample, heterosexual women had an age-standardized mean 

BMI over all waves of data included in the study of 26.9 (SD=6.3), while lesbian and 

bisexual women’s mean BMIs were 28.5 (SD=6.8) and 28.9 (SD=8.0), respectively 

(p<0.001).

Sexual orientation

Sexual orientation was assessed in 1995 and 2009 using a sexual orientation identity 

question that stated, “Whether or not you are currently sexually active, what is your sexual 

orientation or identity? (Please choose one answer).”35 Response options included 

“Heterosexual,” “Lesbian, gay, or homosexual,” “Bisexual,” “None of these,” and “Prefer 

not to answer.” For these analyses, reported sexual orientation in 2009 was used, except 

where there was missing information (i.e., not identifying as heterosexual, lesbian, or 

bisexual), in which case, sexual orientation reported in 1995 was used. This yielded a total 

of 926 lesbian women and 415 bisexual women out of a total of 99,658 women. Additional 

analyses were conducted examining results with an alternative assignment of sexual 

orientation. In these alternative analyses, sexual orientation reported in 1995 was used for 
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waves 1991-2007 and sexual orientation reported in 2009 was used for the final 2011 wave. 

Results between the two different sexual orientation categorizations were largely the same.

Outcomes

Beginning in 1991, a 133-food item semi-quantitative (i.e., portion sizes are specified as part 

of the question) food frequency questionnaire (FFQ) was used to obtain dietary information. 

A similar questionnaire was used every four years. Details on this FFQ, as well as the 

measures used in these analyses, have been described extensively in previous research, 

including a validation of the instrument.36 A broad array of dietary measures were included 

that have been known to be associated with excess weight gain or chronic conditions such as 

type 2 diabetes and cardiovascular disease: Alternative Healthy Eating Index-2010 

(AHEI-2010)37 and Dietary Approaches to Stop Hypertension (DASH),38 total energy 

intake (kcal/day),39 saturated fat (% energy),40 total fat (% of energy),39,40 cereal fiber (g/

day),39,41,42 total fiber (g/day),39,41,43 glycemic load, and glycemic index.39,40,44 

Participants who left 70 or more items unanswered on the overall FFQ, did not complete the 

sweets/baked goods/miscellaneous section, did not complete two or more other sections 

(includes dairy foods, fruits, vegetables, eggs/meat, breads/cereals, and beverages), or 

participants who reported implausible calorie intake (<600 and >3500 kcal) were excluded 

from analyses (9.4%). For each food item, a portion size was specified and participants were 

asked how often they had consumed that item quantity over the past year. Nutrient intake 

was calculated by multiplying frequency of intake by nutrient content of each food item and 

then summing nutrient contributions across all food items.37

The AHEI-2010 score emphasizes higher intake of vegetables, fruit, whole grains, nuts and 

legumes, long-chain (n-3) fats (EPA and DHA), polyunsaturated fatty acids (PUFAs), and 

lower intake of sugar-sweetened beverages and fruit juice, red and processed meat, trans fat, 

sodium, and alcohol. All components were scored from 0 (unhealthy) to 10 (healthiest), and 

the total score ranged from 0 to 110.37

The DASH score was computed based on eight food components (fruit, vegetables, nuts/

legumes/soy, red/processed meats, whole grains, low-fat dairy, sugar sweetened beverages, 

and sodium). A score ranging from 1 to 5 (5 representing the healthiest quintile of each food 

component) was assigned to each component, with total DASH scores ranging from 8 to 

40.45

Covariates

Age in years at time of survey completion (grouped into categories of 26-30, 31-35, 36-40, 

41-45, 46-50, 51-55, 56-60, 61-67), race/ethnicity (non-Hispanic white vs. other), rural vs. 

urban living status (based on zip code, less than 500 persons per square mile was defined as 

a rural area), region of residence (Northeast, Midwest, South, West, and missing or outside 

the US), and annual household income reported in 2001 (<$50,000, $50,000-$75,000, 

$75,000-$100,000, >$100,000, and missing) were all included in models as covariates. Age, 

urban living status and region of residence were updated at each wave of data. Income was 

only assessed in 2001 and therefore, was not a time-varying covariate.
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Data Analysis

Six waves of outcome data (1991, 1995, 1999, 2003, 2007, and 2011) from NHSII were 

used in these analyses. Participants who reported being currently pregnant in each wave 

(from 1991-2007) were excluded from analyses for that year. Participants were not assessed 

pregnancy status in 2011, since the youngest participant was beyond typically defined child-

bearing years (15-44 years).

To assess differences in sociodemographic characteristics by sexual orientation, bivariate 

Wald chi-square tests were performed for time invariant covariates (i.e., age at baseline, 

race/ethnicity, annual household income in 2001), while for time varying covariates (i.e., 

region of residence and rural living status), age-adjusted Wald chi-square tests were used. In 

examining the relationship between sexual orientation and dietary intake measures, several 

models were fit. First, age-standardized means were estimated of all dietary intake measures 

across all waves of data using a person-period dataset and tested for differences using age-

adjusted Wald chi-square tests. Then, general patterns of key dietary intake measures were 

examined, specifically total calorie intake and overall diet quality. Unadjusted means were 

estimated for each age group across the three sexual orientation categories. Finally, to test 

for differences in the dietary measures by sexual orientation groups, repeated measures 

analyses using generalized estimating equations (to account for within-person correlation) 

were conducted to estimate the population average over the multiple waves of data. Linear 

regression models estimated β-coefficients for all outcomes. Both crude and adjusted 

(including age group, race, rural living status, region of residence, and income) models were 

fit and results were largely similar, therefore, only adjusted regression results are presented. 

In addition, two sets of interaction models were examined to assess for sexual orientation 

differences by age period and by rural living status. Further, in sexual orientation-by-age 

interaction models, age at baseline was controlled for to account for cohort effects, however, 

this did not change the results. Additionally, models including BMI as a covariate were 

examined, however, this did not substantially change results. Therefore, BMI was not 

included as a covariate. Analyses were conducted using SAS version 9.3 (2010, SAS 

Institute, Inc.) with a significance level of 0.05. Participants provided informed consent for 

this study, which was approved by the Institutional Review Board at Brigham and Women’s 

Hospital and the Human Subjects Committee at the Harvard School of Public Health.

Results

There were significant differences across sexual orientation for all sociodemographic 

characteristics examined (Table 1). In this sample, when compared to heterosexual women, 

lesbian women were older at baseline, bisexual women were less likely to be white, and both 

lesbian and bisexual women reported lower incomes. Using all available waves of data, a 

greater proportion of heterosexual women lived in the Midwest than lesbian or bisexual 

women, and a greater proportion of heterosexual women lived in rural areas compared to 

lesbian women.

Age-standardized means of dietary intake measures across all available waves are presented 

in Table 2. Across all waves of data, adjusting for age only, there were significant differences 

in dietary intake across sexual orientation for nearly every measure except glycemic load 
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and polyunsaturated fat consumption. Generally, lesbian and bisexual women reported more 

healthful levels of dietary intake than heterosexual women.

Figure 1 shows descriptive unadjusted mean levels of diet quality (AHEI-2010 and DASH 

scores) and total energy intake over adulthood by sexual orientation. Measures of overall 

diet quality (i.e., AHEI-2010 and DASH) suggest that bisexual women have the highest diet 

quality score, followed by lesbian women. In addition, diet quality scores appeared to be 

increasing with age across all sexual orientation groups for AHEI-2010, while DASH scores 

appeared relatively stable. Regardless of age, lesbian women reported lower energy intake 

than bisexual or heterosexual women.

Results from repeated measures analyses are presented in Table 3. After adjusting for 

covariates, both lesbian and bisexual women had higher diet quality scores than heterosexual 

women [β (95% CI): AHEI-2010, lesbian: 2.41 (1.76, 3.06); AHEI-2010, bisexual: 3.38 

(2.39, 4.38); DASH, lesbian: 0.59 (0.33, 0.85); DASH, bisexual: 1.16 (0.77, 1.56)]. Lesbian 

women reported consuming, on average over the repeated measures, fewer calories daily, 

while bisexual women reported consuming more calories than heterosexual women. Lesbian 

women reported consuming less fat [β (95% CI): saturated fat: -0.16 (-0.30, -0.03); total fat: 

-0.49 (-0.79, -0.18)] and reported diets with lower glycemic index [β (95% CI): -0.46 (-0.65, 

-0.28)] than heterosexual women. On average, there were no appreciable differences 

between lesbian and heterosexual women in reported fiber consumption. Bisexual women, 

on average, reported consuming more fiber [β (95% CI): cereal fiber: 0.54 (0.26, 0.82); total 

fiber: 2.33 (1.52, 3.13)] and reported diets lower in glycemic index [β (95% CI): -0.66 

(-0.93, -0.39)] than heterosexual women. On average, there were no notable differences in 

reported glycemic load across sexual orientation.

For nearly all dietary measures, there were important changes in dietary quality and intake 

from ages 26-67 years. For example, both cereal and total fiber intake statistically 

significantly increased with age while glycemic load and glycemic index decreased (data not 

shown). Interestingly, AHEI-2010 scores indicate improvement in diet quality with age 

while DASH scores indicate more stable diet quality (unadjusted measures in Figure 1). 

Generally, there were no significant age-by-sexual-orientation interactions, except among 

lesbian women for AHEI-2010, suggesting that differences in dietary intake remained 

largely consistent across sexual orientation during ages 26-67 years (data not shown). For 

AHEI, lesbian women between the ages of 26-50 had higher AHEI scores than same-aged 

heterosexual women. However, by age 51, although lesbian women still had higher AHEI 

scores than heterosexual women, the difference was smaller than during younger ages 

(unadjusted measures in Figure 1).

On average, those living in rural areas had statistically significant overall diet quality scores 

based on AHEI-2010 and DASH that were slightly lower than those living in urban areas 

(data not shown). Additionally, rurality-by-sexual orientation interactions were not 

statistically significant.
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Discussion

Findings from this study suggest that during ages 26-67 years, lesbian and bisexual women, 

on average, reported consumption of foods with higher diet quality. Additionally, lesbian and 

bisexual women reported similar or slightly healthier levels of dietary intake on other 

indicators compared with heterosexual women. Finding also suggest that lesbian women had 

lower calorie intake, while bisexual women had higher calorie intake, when compared with 

heterosexual women. However, it is possible that differences in physical activity levels could 

account for this small difference. Similarly, although there were statistically significant 

sexual orientation differences in fat intake, actual differences were small and suggest 

comparable intake across sexual orientation groups. It is possible that the observed sexual 

orientation differences in dietary intake could be explained by reporting bias, measurement 

error, or limited precision associated with the use of FFQ.36 Regardless, taken together these 

findings do not support the study’s hypothesis that lesbian and bisexual women would have 

less healthy diets than heterosexual women.

Previous population-based studies on disparities in dietary intake by sexual orientation 

groups have cross-sectionally focused on fruit and vegetable consumption with some 

suggesting less consumption among lesbian or bisexual women4,46 and others finding no 

difference in fruit and vegetable consumption when compared with heterosexual 

women.6,13,15,18 In contrast to these population-based studies, bisexual women in our study 

were on average, reporting consuming more fruits and vegetables than heterosexual women, 

although there were no differences between lesbian and heterosexual women. While fruit 

and vegetable consumption is an important aspect of dietary intake, it represents only a 

small part overall. This study provides a much more comprehensive understanding of sexual 

orientation differences in dietary quality and intake during adulthood. Only one other study 

has examined different aspects of dietary intake beyond fruit and vegetable consumption, 

including regular and diet soda consumption, as well as general eating habits (such as eating 

fast food and eating breakfast) that are important to health.15 Findings further complement 

existing research by the addition of a longitudinal study design as well as the use of a FFQ 

rather than a brief screener to assess multiple measures of diet. Longitudinal data from our 

study indicate that diet quality increases as women age, irrespective of sexual orientation. 

Therefore, it is important to improve diet quality during younger ages, as well as to develop 

interventions for different life stages when disparities are present.

Corroborating existing research,3,6,12-20 a previous study using NHSII data found that 

lesbian and bisexual women were more likely than heterosexual women to experience 

obesity and weight gain during adulthood.26 The findings in the current study that dietary 

quality and intake may be better among lesbian and bisexual women suggests that other 

weight-related factors, such as low levels of physical activity, and high levels of sedentary 

behaviors, disordered eating behaviors, and psychosocial and minority stress, could be 

contributing to weight gain among lesbian and bisexual women more so than dietary intake. 

It is also possible that greater calorie intake among bisexual women, in conjunction with 

other obesogenic behaviors among lesbian and bisexual women compared to heterosexual 

women could be contributing to sexual orientation disparities in obesity and weight gain, but 

additional research is needed to test this hypothesis. Moreover, other factors, such as social 
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norms regarding health, diet, and body image, may contribute to differences in health 

behaviors and outcomes across sexual orientation subgroups.47,48 These factors may 

partially explain why our sample of lesbian and bisexual women have higher diet quality 

scores than their heterosexual counterparts. However, existing research on these areas of 

weight-related health remains underexplored and future research should identify how these 

other factors relate to weight gain and health conditions associated with overweight and 

obesity.

Measures of overall diet quality suggest that lesbian and bisexual women may have healthier 

diets than heterosexual women. These measures of diet quality, AHEI-2010 and DASH, have 

been associated with numerous chronic conditions in prior studies.37,38 Even after adjusting 

for BMI, higher AHEI-2010 scores (i.e., increasing score quintiles) among women in the 

first Nurses’ Health Study cohort were still inversely associated with numerous chronic 

conditions such as cardiovascular disease ((RR (95% CI)) quintile 2: 0.91 (0.84, 0.99); 

quintile 3: 0.82 (0.74, 0.89); quintile 4: 0.79 (0.72, 0.86); quintile 5: 0.74 (0.67, 0.81)) and 

diabetes (quintile 2: 0.88 (0.81, 0.94); quintile 3: 0.82 (0.75, 0.87); quintile 4: 0.74 (0.68, 

0.80); quintile 5: 0.65 (0.59, 0.71)).37 This is a promising finding, suggesting that although 

overweight and obesity adversely impact lesbian and bisexual women, higher diet quality 

scores among lesbian and bisexual women, such as the findings in this study, may provide 

some protective effect against development of chronic conditions; although, the risk of 

developing chronic conditions with slightly higher diet quality scores across adulthood 

should be explored to determine the clinical significance of these differences. Future 

research is needed to corroborate the findings from this study and should examine sexual 

orientation disparities in health outcomes such as diabetes, cardiovascular disease, and 

cancer and the mediating effect of dietary intake on these outcomes for lesbian and bisexual 

women.

While rural versus urban living situation has been highlighted as an area for potential 

disparities for lesbian, gay, and bisexual people,24 our findings suggest that with regard to 

diet, living in rural areas does not seem to differentially impact lesbian and bisexual women 

compared to heterosexual women. Although, those living in rural areas reported significantly 

less healthy levels of dietary intake than those living in urban settings, the magnitude of the 

differences were small and similar for all sexual orientation groups. Nonetheless, previous 

research has shown that overweight and obesity are more prevalent in rural 

settings,27,29,33,49,50 therefore, rurality continues to be an important factor to consider in 

weight-related research and should be incorporated into future work on sexual orientation 

disparities in weight-related health.

This study was novel because it was able to longitudinally examine a comprehensive 

assessment of dietary intake over the ages 26-67 years by sexual orientation. Further, 

findings add to the scant literature on sexual orientation disparities in nutrition by expanding 

understanding beyond fruit and vegetable consumption and by using a validated FFQ rather 

than a brief screener on specific food items. Despite this, there are several caveats to 

consider. Although the FFQ has been validated, measurement of, for example, calorie intake, 

is less precise than other tools such as a food diary; this is particularly notable for women 
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who are obese, as they may underreport their calorie intake.51 However, given the large 

sample size, an FFQ is the most reasonable approach for data collection.

In addition, compared to the general population, the study sample of nurses comprised a 

narrower distribution of socioeconomic positions and racial/ethnic diversity. Therefore, 

findings from this study may not be generalizable to women in low or high socioeconomic 

positions, women who are not in the nursing profession, or non-white women. This sample 

difference may also explain why findings differ slightly from population-based studies, 

however, as no other study has examined dietary intake using a FFQ, more research is 

needed to examine this issue. Related, sample differences may also partially explain the 

lower prevalence of lesbian and bisexual women in this study (1.3%) compared to estimates 

from national population-based studies, which have varying estimates of 2.4% in the 2013 

National Health Interview Survey20and 4.1%-4.6% in the 2012-2013 National Survey of 

Family Growth.12,52 However, it should be noted that due to differences in sampling 

procedures, study methods, and age and cohort ranges of participants (NHSII participants 

are older in age and from an older cohort), the estimates between this study and population-

based studies should not be directly compared. Moreover, there are limitations in 

measurement with this sample; notably, household income was only measured once and 

therefore, this demographic characteristic was not included as a time-varying covariate. This 

may result in residual confounding. Additional research using longitudinal population-based 

samples are needed to examine these issues. Further, dietary intake and sexual orientation 

data were based on self-reports with pre-determined categorical responses, therefore there is 

likely to be some measurement error and misclassification.

Conclusion

Finding from this study suggest that lesbian and bisexual women may have more healthful 

diets during adulthood than heterosexual women. However, more research is needed to 

corroborate these findings. Results also indicate that, irrespective of sexual orientation, diet 

quality was lower during younger ages and gradually improved as women aged. This finding 

suggest the need for interventions in young adulthood aimed at improving diet quality. 

Further, among adults over age 50 years, the difference between lesbian and heterosexual 

women’s diet quality scores was smaller compared to younger ages when the difference in 

diet quality score was greater, which suggests there may also be benefits to intervening 

among older adults. Our study did not find substantial differences in dietary intake based on 

rural versus urban living, however, more research is needed to corroborate these findings. 

Given existing research documenting lesbian and bisexual women’s disparities in 

overweight and obesity, further work is needed to understand the complex relationships 

between dietary intake, physical activity, sedentary behaviors, disordered eating behaviors, 

and stress in weight management among lesbian and bisexual women.
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Figure 1. 
Unadjusted means of total energy intake, Alternative Healthy Eating Index-2010, and 

Dietary Approaches to Stop Hypertension scores by sexual orientation among 99,658 

women participating in the Nurses’ Health Study II (1991-2011)
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