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Introduction

Clear evidence now suggests that the substantial sexual orientation disparity in psychiatric 

morbidity begins in childhood (1). A complete psychiatric risk assessment and case 

formulation would therefore ascertain children’s sexual orientation. However, children might 

be unreliable reporters of their sexual orientation given age-related barriers to identity 

awareness. Parental report of their children’s sexual orientation might complement 

children’s own report to more completely identify this population in clinical practice and 

research. We drew upon a large cohort of parent-child dyads of 9- and 10-year old children 

(2) to first document parent-child agreement of child’s sexual orientation, and then to 

preliminarily establish the association between this agreement, or lack thereof, and several 

psychiatric disorders commonly elevated among sexual minorities starting in childhood.

Methods

Data were drawn from the baseline assessment of the Adolescent Brain Cognitive 

Development Study (2016-2018), a longitudinal cohort study that approximates gender, race/
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ethnicity, and socioeconomic status of the US population (3). Sexual orientation questions 

were asked separately of parents/guardians and children (i.e., “Are you [your child] gay or 

bisexual?”). For children, possible response options were: Yes, Maybe, No, or I do not 

understand the question (‘unclear’). For parents, possible response options were: Yes, 

Maybe/don’t know, or No. From parent-child concordant or discordant responses, we 

created four groups:

1. ‘Concordant No’ – Parent: No; Child: No/unclear;

2. ‘Discordant, Parent Yes/Maybe’ – Parent: Yes/maybe; Child: No/unclear;

3. ‘Discordant, Parent No’ – Parent: No; Child: Yes/maybe; and,

4. ‘Concordant Yes/Maybe’ – Parent: Yes/maybe; Child: Yes/maybe.

Lifetime incidence of several psychiatric disorders was measured through parent responses 

to the computerized Kiddie Schedule for Affective Disorders and Schizophrenia based on 

DSM-5 criteria. Statistical analyses were conducted in SAS version 9.4. Parent-child dyad 

groups (N = 11,565 dyads) were compared in terms of psychiatric disorders using two sets 

of logistic regression analyses incorporating complex sample weights and family clustering. 

First, we examined the unadjusted association between parent-child dyad group membership 

and lifetime presence of each psychiatric disorder. Second, we assessed the association 

between parent-child dyad group and each psychiatric disorder adjusting for potential 

demographic confounds including child’s gender (male or female) and race/ethnicity (Asian, 

Black, Hispanic, Other or White) and parents’ combined annual income bracket (low [<

$50,000], mid [$50,000-$100,000], high [>$100,000] or Don't know/refused). The ABCD 

data do not include personal identifiers; thus, the Yale Human Subjects Committee deemed 

the study exempt from review.

Results

Parent-child dyadic agreement of a child’s sexual orientation.

Weighted estimates indicated that, of parent-child dyads, 91.9% were in the ‘Concordant, 

No’ group (n = 10,566); 6.9% were in the ‘Discordant, Parent Yes/Maybe’ group (n = 856); 

1.0% were in the ‘Discordant, Parent No’ group (n = 104); and 0.3% were in the 

‘Concordant, Yes/Maybe’ group (n = 39). In total, approximately 7.9% of parent-child dyads 

disagreed about the child’s sexual orientation.

Parent-child dyadic agreement and associations with child psychiatric morbidity.

Parent-child concordance/discordance was associated with patterns of psychiatric morbidity 

in both unadjusted and adjusted analyses (see Table 1). Weighted estimates demonstrated 

that the ‘Concordant No’ group generally demonstrated the lowest lifetime incidence of 

psychiatric disorders as compared to the other three parent-child dyad groups. With one 

exception (Post-Traumatic Stress Disorder), lifetime incidence of all psychiatric disorders 

was elevated among the ‘Discordant, Parent Yes/Maybe’ group as compared to the 

‘Concordant No’ group. Adjusted odds of psychiatric morbidity for the ‘Discordant, Parent 

Yes/Maybe’ group as compared to the ‘Concordant No’ group ranged from 1.51 (Attention-

Deficit Hyperactivity Disorder; 95% CI: 1.25 – 1.82) to 2.63 (Eating Disorder; 95% CI: 1.39 
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– 4.68). Compared to the ‘Concordant No’ group, children in the ‘Concordant Yes/Maybe’ 

group experienced elevated odds of Depressive Disorder, Attention-Deficit Hyperactivity 

Disorder, Post-Traumatic Stress Disorder, and Conduct Disorder. Children in the 

‘Discordant, Parent No’ group experienced only elevated odds of Depressive Disorder 

compared to those in the ‘Concordant No’ group. Notably, 62% of children in the 

‘Discordant, Parent Yes/Maybe’ and 64% in the ‘Concordant Yes/Maybe’ groups met 

criteria for any psychiatric disorder compared to 55% of children in the ‘Discordant, Parent 

No’ group and 48% in the ‘Concordant No’ group (not shown in table), a pattern suggesting 

that a parent’s report of their child’s sexual orientation is a critical indicator of psychiatric 

morbidity

Discussion

Drawing on a large sample of parents and 9- and 10-year old children approximating the 

demographic diversity of the US population (3), we documented that nearly eight percent of 

parent-child dyads disagree about the child’s sexual orientation, and that this concordance/

discordance is associated with the child’s psychiatric morbidity even after adjusting for 

potential demographic confounds.

This study bolsters evidence suggesting that the life-course-persistent sexual orientation 

disparity in psychopathology starts as young as age nine. Further, this study is the first to 

assess parent-child concordance/discordance of a child’s sexual orientation, with results 

indicating that a parent’s report of their child’s sexual orientation represents a strong 

predictor of psychiatric morbidity. This finding suggests an important route for identifying 

this high-risk population in research and clinical practice.

Parents whose children are gender nonconforming – an early visible, though imperfect, 

indicator of later sexual minority status associated with poorer mental health (4-6) – might 

be more likely to report their child as being sexual minority regardless of the child’s own 

report. These children are perhaps particularly likely to belong to the ‘Discordant, Parent 

Yes/Maybe’ group, which included the largest proportion of the potentially sexual minority 

youth (i.e., 7% of the sample). Although small sample sizes for the ‘Concordant Yes’ and 

‘Discordant, Parent No’ groups likely limited power to detect some differences, results 

clearly demonstrate that relying solely on a child’s report of their sexual orientation might 

fail to capture a sizable number of gender/sexuality-diverse children at risk of 

psychopathology. Pediatricians should consider routinely asking parents to report their 

child’s sexual orientation as part of comprehensive evaluation and care. Trainings are 

warranted for pediatricians to be able to provide culturally competent care to gender/

sexuality-diverse children including discussing issues related to sexual orientation and 

gender identity with parents (7, 8). Additionally, researchers assessing sexual orientation 

disparities in childhood should attain reports from both parents and children when possible.
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