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Abstract

Purpose: We characterize disparities between lesbian, gay, and bisexual (LGB) adults and heterosexual adults
across multiple health determinants in a nationally representative sample.
Methods: Data on 153,939 adults (including 11,133 LGB adults) were from the 2015–2018 National Survey on
Drug Use and Health. Separate Poisson regression models were used to estimate the relative risk (RR) that
gay/lesbian and bisexual adults, respectively, experienced each health determinant, relative to heterosexual
adults of the same gender and age group (ages 18–25, 26–34, 35–49, and 50–64). Statistically significant RR
estimates were interpreted as a disparity.
Results: Bisexual females exhibited disparities on all economic/health care access factors (no college degree,
household poverty, means-tested assistance, unemployment, and lacking health insurance) across nearly all
age groups; lesbian/gay females exhibited disparities in means-tested assistance and health insurance for
some age groups. Notably fewer economic disparities were observed among gay and bisexual males. LGB adults
(across identity, gender, and age group) were more likely to live alone, to have never been married, and to report
low religious service attendance. Bisexual and lesbian/gay females, across age groups, had 1.7–2.2 times the risk
of a lifetime arrest for a criminal offense, relative to same-age heterosexual females.
Conclusions: Our results highlight that LGB females, particularly bisexual females, experience significant dis-
parities in economic determinants of health, and all LGB subgroups exhibited disparities in some of the examined
social determinants of health. The observed disparities, which spanned across age groups, likely contribute to
disparities in physical and mental health observed among LGB adults.
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Introduction

Arobust literature has linked social and economic
factors with health status and well-being across the

lifecourse.1–6 These health determinants may represent
individual-level factors (e.g., income, education, social
ties) as well as structural factors (e.g., community character-
istics, government policies), all of which may differentially
afford access to health-promoting behaviors and health
care services.7–10 Minority stress—namely the stigma, prej-

udice, and discrimination experienced due to marginalized
identit(ies)11–14—has also been incisively framed as a key
social determinant of health for sexual minority individu-
als.15 Prior studies have demonstrated that health disparities
are driven, in part, by unequal distributions of health deter-
minants.1 Many studies have examined the contributions of
sexual identity-related stigma, discrimination, and structural
factors (e.g., same-sex marriage prohibition) to physical16–20

and behavioral health21–27 disparities among lesbian, gay,
and bisexual (LGB) individuals. However, more research is
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needed to robustly characterize potential differences in social
and economic factors that may contribute to health dispar-
ities among LGB individuals.

Low income is among the most robust health determi-
nants28 and research over the last few decades has high-
lighted key economic disparities among LGB individuals.
An early study using 1989–1991 General Social Survey
data found that gay and bisexual males earned 11%–27%
less than heterosexual males with the same occupation, edu-
cation, and experience.29 Subsequently, a study found that
lesbian and bisexual women were more likely to receive pub-
lic assistance and food stamps than heterosexual women and
that both male and female same-sex couples were more
likely to receive cash assistance than different-sex married
couples.30 More recently, a study using 2014–2017 Behavio-
ral Risk Factor Surveillance System data reported that bisex-
ual women—but not lesbian women, gay men, or bisexual
men—had significantly higher rates of poverty than their
heterosexual counterparts, after adjusting for demographic
factors.31

Social connectedness has also been linked to health
status—social isolation confers elevated mortality risk similar
in magnitude to that of smoking.32 Aspects of social isolation
that have been linked with mortality and morbidity include
being unmarried, living alone, low religious participation,
and loneliness.32,33 Few studies have examined social isola-
tion among LGB individuals (with the notable exception of
LGBT community connectedness),34–36 yet emerging evi-
dence suggests that LGB individuals experience lower social
connectedness than heterosexual individuals. Studies using
the National Health Interview Survey found that LGB adults
were significantly less likely to have ever married37 and older
gay and bisexual men were significantly more likely to be liv-
ing alone (relative to heterosexual men).19

Increasingly, incarceration has been recognized as a po-
tent social determinant of health.38,39 National data indicate
that 42% of women and 39% of girls (compared with 9% of
men and 3% of boys) detained in correctional facilities iden-
tify as sexual minority, highlighting a significant overrepre-
sentation of sexual minority women.40,41 Incarceration may
contribute to poor health through multiple mechanisms
(e.g., social isolation, physical harm, economic/employment
consequences) and also poses unique risks to LGB individu-
als, as sexual minority status is one of the greatest risk factors
for victimization while incarcerated.42 Disadvantage persists
after release; individuals on probation have more adverse
health outcomes and lower health care utilization than indi-
viduals not on probation.43 Family members may also expe-
rience disadvantage—a New York City study found that
individuals with a family history (but no personal history)

of criminal justice system involvement were at higher risk
for fair/poor health, depression, and heavy drinking compared
with individuals with neither a personal nor family history.44

Although prior studies suggest that LGB individuals expe-
rience disadvantage disproportionately on certain health de-
terminants,19,30,31,37,41 there is a need to comprehensively
examine these disparities among a contemporary, nationally
representative sample. This study characterizes disparities be-
tween LGB and heterosexual adults with respect to nine
health determinants using data from the 2015–2018 National
Survey on Drug Use and Health (NSDUH). The results are
stratified by gender, given evidence of important heterogene-
ity in health outcomes at the intersection of sexual identity
and gender.24,45–47 Analyses are also stratified by age
group, as lifecourse stage and generation likely affect the eco-
nomic and social factors of interest (e.g., college graduation
rates and income are lower, on average, at age 19 than age
40; rates of marriage and religious attendance have declined
among younger generations). Minority stress experiences po-
tentially contributing to LGB/heterosexual differences may
also vary by lifecourse stage and generation (e.g., economic
disadvantage may cumulate across the lifespan; workplace
discrimination protections and legality of same-sex marriage
have differed across LGB generations).48–50

Understanding age-specific disparities between LGB and
heterosexual adults regarding health determinants is a foun-
dational step toward elucidating the etiological origins of the
varied physical and behavioral health disparities experienced
by LGB individuals.

Methods

Study population

Data were from the 2015–2018 NSDUH, an annual, na-
tionally representative household behavioral health survey
among the civilian, noninstitutionalized U.S. population
ages 12 and older. Data were collected using computer-
assisted interviewing. The sample size for the public use
NSDUH data was 57,146 in 2015 (70% response), 56,897
in 2016 (68% response), 56,276 in 2017 (67% response),
and 56,313 in 2018 (67% response). Survey respondents
gave written informed consent and were compensated
$30. Our sample was restricted to individuals ages 18–64
who identified as heterosexual, lesbian/gay, or bisexual
(n = 153,939). Our sample comprised 11,133 LGB adults, spe-
cifically 1765 gay males, 1677 bisexual males, 1760 lesbian/
gay females, and 5931 bisexual females (Table 1). Individu-
als ages 12–17 were excluded as the NSDUH does not ask
minors about sexual identity, as were individuals who did
not respond to the sexual identity question (n = 2044) or

Table 1. Sample Size by Sexual Identity, Gender, and Age Among Respondents

of the 2015–2018 National Survey on Drug Use and Health

Heterosexual
females

Lesbian/gay
females

Bisexual
females

Heterosexual
males Gay males Bisexual males

Age category
18–25 Years 24,139 771 3564 24,621 722 925
26–34 Years 16,865 412 1401 15,251 426 349
35–49 Years 22,772 408 845 19,794 394 277
50–64 Years 10,452 169 121 8912 223 126
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answered ‘‘don’t know’’ (n = 1072). Individuals ages 65 and
older (n = 14,621) were excluded due to small sample size of
sexual minority individuals and limited applicability of items
regarding employment and insurance. This study was
deemed exempt from review by RAND’s Institutional
Review Board, as it involved deidentified survey data.

Measures

Sexual identity was assessed by an item that asked, ‘‘Which
one of the following do you consider yourself to be?’’ with re-
sponse choices of ‘‘Heterosexual, that is, straight,’’ ‘‘Lesbian
or gay,’’ ‘‘Bisexual,’’ and ‘‘Don’t know.’’ Gender was
assessed with the item ‘‘Are you male or female?’’ We, there-
fore, follow the language employed by the survey and refer to
participants as males or females throughout. Age categories
were defined as 18–25, 26–34, 35–49, and 50–64.

Economic and health care access factors included indicators
of no college degree; household income below the federal
poverty level (as established by the U.S. Census Bureau for
the specific survey year); currently receiving any means-tested
assistance (Supplemental Security Income, food stamps, cash
assistance, or noncash assistance); any past-year unemploy-
ment; and any past-year lack of health insurance.

Social factors included indicators of currently living alone;
never married; low religious service attendance (£5 times in

the past year); and ever arrested and booked for a criminal of-
fense (with the exception of minor traffic violations).

Analysis

We calculated survey-weighted prevalence rates of health
determinants at the intersection of sexual identity, gender,
and age. Poisson regression with robust variance was used
to estimate the relative risk (RR) for each health determinant.
Regression models included sexual identity, gender, age
category, and their interactions. We report RRs comparing
lesbian/gay and bisexual adults to heterosexual adults of
the same gender and age; statistically significant RRs were
interpreted as a disparity. We did not adjust for traditional
demographic covariates, as these may be, in part, causally re-
lated to the health determinants of interest. All analyses
accounted for NSDUH survey design and were conducted
in Stata version 15.1 (StataCorp LLC, College Station, TX).

Results

Economic and health care access factors:
disparities among LGB females

Bisexual females exhibited notable disparities on all
five economic and health care access factors (Table 2 and
Fig. 1). Relative to same-age heterosexual females, bisexual

Table 2. Economic and Health Care Access Factors: Relative Risk Estimates of Disparities

Among Lesbian/Gay and Bisexual Females by Age

Heterosexual females
Lesbian/gay females Bisexual females

% % RR (95% CI) % RR (95% CI)

No college degree
18–25 Years 82.2 86.6 1.05 (1.01–1.10) 88.8 1.08 (1.06–1.10)
26–34 Years 59.3 64.6 1.09 (0.98–1.21) 72.6 1.22 (1.17–1.28)
35–49 Years 60.5 57.1 0.94 (0.85–1.05) 68.1 1.13 (1.06–1.20)
50–64 Years 67.7 56.0 0.83 (0.70–0.97) 62.1 0.92 (0.77–1.09)

Household income less than the federal poverty level
18–25 Years 27.6 31.5 1.14 (0.99–1.31) 30.0 1.09 (1.01–1.16)
26–34 Years 19.1 18.7 0.98 (0.77–1.25) 26.6 1.39 (1.24–1.56)
35–49 Years 15.7 17.4 1.10 (0.84–1.45) 23.2 1.47 (1.26–1.73)
50–64 Years 12.9 13.6 1.06 (0.64–1.74) 18.7 1.45 (0.89–2.36)

Receiving any means-tested assistancea

18–25 Years 22.3 29.0 1.30 (1.13–1.49) 31.4 1.41 (1.31–1.50)
26–34 Years 25.3 28.6 1.13 (0.92–1.38) 38.6 1.52 (1.39–1.66)
35–49 Years 20.5 25.9 1.27 (1.03–1.56) 32.7 1.60 (1.41–1.81)
50–64 Years 19.9 24.3 1.22 (0.88–1.70) 33.4 1.68 (1.23–2.30)

Unemployed at some point in the past 12 months
18–25 Years 28.6 29.0 1.01 (0.85–1.20) 38.3 1.34 (1.24–1.44)
26–34 Years 12.8 13.8 1.07 (0.73–1.57) 19.6 1.53 (1.27–1.83)
35–49 Years 9.4 8.9 0.95 (0.61–1.46) 15.3 1.63 (1.26–2.12)
50–64 Years 7.5 3.1 0.41 (0.14–1.21) 15.7 2.08 (1.09–3.97)

Uninsured at some point in the past 12 months
18–25 Years 9.4 11.7 1.25 (0.96–1.61) 12.6 1.35 (1.19–1.54)
26–34 Years 10.0 18.3 1.83 (1.30–2.57) 15.2 1.52 (1.27–1.82)
35–49 Years 6.2 9.3 1.49 (1.04–2.14) 9.2 1.47 (1.09–1.98)
50–64 Years 4.5 4.4 0.98 (0.34–2.85) 10.8 2.41 (1.23–4.71)

The reference group is heterosexual females in the same age group (ref RR = 1.0). Bold indicates RR estimates that are significant at the
0.05 level. Prevalence and RR estimates are survey weighted.

aMeans-tested assistance includes Supplemental Security Income, food stamps, cash assistance, and noncash assistance (e.g., subsidized
childcare).

CI, confidence interval; RR, relative risk.
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females under 50 had significantly elevated risk of poverty
(RR ranged from 1.09 to 1.47) and were significantly more
likely to lack a college degree (RR ranged from 1.08 to
1.22). Across all age groups, bisexual females were signifi-
cantly more likely to have received any means-tested assis-
tance (RR ranged from 1.41 to 1.68), to have past-year
unemployment (RR ranged from 1.34 to 2.08), and to have
been uninsured in the past year (RR ranged from 1.35 to
2.41).

Relative to same-age heterosexual females, lesbian/gay fe-
males ages 18–25 were significantly more likely to lack a
college degree (RR = 1.05); conversely, lesbian/gay females
ages 50–64 were significantly less likely to lack a college de-
gree (RR = 0.83). Lesbian/gay females ages 18–25 and ages
35–49 were significantly more likely to have received any
means-tested assistance (RR = 1.30 and RR = 1.27, respec-
tively). Lesbian/gay females ages 26–34 and ages 35–49
had elevated risk of being uninsured during the past year
(RR = 1.83 and RR = 1.49, respectively).

Economic and health care access factors: disparities
among gay and bisexual males

Comparing across LGB subgroups, relative to heterosex-
ual peers, gay males exhibited the fewest disparities in eco-
nomic and health care access factors (Table 3 and Fig. 1).
Gay males ages 18–25 had elevated risk of past-year unem-
ployment (RR = 1.18) and gay males ages 50–64 had ele-

vated risk of being uninsured during the past year
(RR = 2.02). Conversely, gay males of all ages exhibited an
educational advantage relative to heterosexual males of the
same age, being significantly less likely to lack a college de-
gree (RR ranged from 0.70 to 0.91). In addition, gay males
ages 26–34 had significantly lower risk of poverty
(RR = 0.69) than same-age heterosexual males.

Bisexual males under 50 years of age were at significantly
elevated risk of past-year unemployment (RR ranged from
1.25 to 1.73) and bisexual males ages 35–49 were signifi-
cantly more likely to have received means-tested assistance
(RR = 1.55), relative to heterosexual males of the same age.
Conversely, bisexual males ages 50–64 were significantly
less likely to lack a college degree (RR = 0.76) compared
with same-age heterosexual males.

Social factors: disparities among LGB females

Bisexual females exhibited notable disparities on all four
social determinants of health (Table 4 and Fig. 1). Relative
risk of living alone was significantly elevated among bisex-
ual females ages 26–34 (RR = 1.23) and ages 35–49
(RR = 1.83). Bisexual females under 50 were significantly
more likely to have never married (RR ranged from 1.04 to
1.50). Bisexual females of all ages were significantly more
likely to have low religious service attendance (RR ranged
from 1.27 to 1.47) and had 1.7–2.2 times the risk of lifetime
arrest, compared with heterosexual females of the same age.

FIG. 1. Heatmap of relative risk estimates for each health determinant, by sexual identity, gender, and age group.
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Table 3. Economic and Health Care Access Factors: Relative Risk Estimates

of Disparities Among Gay and Bisexual Males by Age

Heterosexual males
Gay males Bisexual males

% % RR (95% CI) % RR (95% CI)

No college degree
18–25 Years 88.1 80.6 0.91 (0.87–0.96) 89.3 1.01 (0.98–1.04)
26–34 Years 65.8 46.3 0.70 (0.62–0.80) 69.6 1.06 (0.96–1.16)
35–49 Years 66.0 49.4 0.75 (0.66–0.85) 68.5 1.04 (0.94–1.15)
50–64 Years 68.4 52.6 0.77 (0.66–0.90) 51.7 0.76 (0.61–0.93)

Household income less than the federal poverty level
18–25 Years 22.9 21.2 0.92 (0.77–1.11) 25.6 1.12 (0.96–1.31)
26–34 Years 13.1 9.0 0.69 (0.48–0.99) 16.6 1.27 (0.91–1.77)
35–49 Years 11.0 11.1 1.01 (0.70–1.46) 15.1 1.37 (0.91–2.08)
50–64 Years 10.9 9.0 0.82 (0.50–1.34) 11.7 1.07 (0.63–1.82)

Receiving any means-tested assistancea

18–25 Years 18.2 19.4 1.06 (0.87–1.30) 18.3 1.00 (0.84–1.20)
26–34 Years 17.6 13.4 0.76 (0.56–1.03) 21.8 1.24 (0.95–1.61)
35–49 Years 15.7 13.2 0.84 (0.61–1.15) 24.4 1.55 (1.15–2.10)
50–64 Years 16.5 19.8 1.20 (0.87–1.65) 23.5 1.43 (0.94–2.18)

Unemployed at some point in the past 12 months
18–25 Years 29.7 35.1 1.18 (1.00–1.39) 37.1 1.25 (1.08–1.44)
26–34 Years 11.5 12.2 1.06 (0.74–1.53) 19.3 1.68 (1.21–2.35)
35–49 Years 8.1 10.9 1.33 (0.85–2.10) 14.1 1.73 (1.09–2.77)
50–64 Years 8.0 7.6 0.95 (0.47–1.93) 7.0 0.88 (0.41–1.88)

Uninsured at some point in the past 12 months
18–25 Years 8.6 9.1 1.06 (0.76–1.49) 8.2 0.96 (0.70–1.31)
26–34 Years 11.1 15.0 1.35 (0.98–1.86) 13.3 1.20 (0.80–1.80)
35–49 Years 6.3 9.2 1.46 (0.97–2.20) 7.0 1.11 (0.62–1.98)
50–64 Years 4.1 8.3 2.02 (1.12–3.66) 5.2 1.27 (0.57–2.83)

The reference group is heterosexual males in the same age group (ref RR = 1.0). Bold indicates RR estimates that are significant at the 0.05
level. Prevalence and RR estimates are survey weighted.

aMeans-tested assistance includes Supplemental Security Income, food stamps, cash assistance, and noncash assistance (e.g., subsidized
childcare).

Table 4. Social Factors: Relative Risk Estimates of Disparities Among

Lesbian/Gay and Bisexual Females by Age

Heterosexual females
Lesbian/gay females Bisexual females

% % RR (95% CI) % RR (95% CI)

Lives alone
18–25 Years 17.2 19.2 1.12 (0.92–1.35) 17.1 1.00 (0.90–1.11)
26–34 Years 10.1 17.8 1.76 (1.31–2.36) 12.4 1.23 (1.02–1.48)
35–49 Years 7.1 20.2 2.83 (2.24–3.58) 13.1 1.83 (1.45–2.31)
50–64 Years 16.3 32.2 1.98 (1.52–2.58) 23.5 1.44 (0.96–2.16)

Never married
18–25 Years 85.7 93.2 1.09 (1.06–1.11) 88.8 1.04 (1.02–1.05)
26–34 Years 41.3 75.4 1.83 (1.70–1.96) 54.2 1.31 (1.23–1.40)
35–49 Years 16.5 46.3 2.80 (2.45–3.20) 24.9 1.50 (1.28–1.76)
50–64 Years 8.5 44.6 5.23 (4.20–6.50) 13.9 1.63 (0.97–2.75)

Low religious service attendancea

18–25 Years 65.5 82.3 1.26 (1.20–1.32) 83.0 1.27 (1.24–1.30)
26–34 Years 64.7 90.1 1.39 (1.34–1.45) 84.8 1.31 (1.27–1.35)
35–49 Years 58.1 78.6 1.35 (1.27–1.44) 80.1 1.38 (1.32–1.44)
50–64 Years 53.7 81.7 1.52 (1.39–1.67) 79.0 1.47 (1.32–1.64)

Ever arrested and booked for a criminal offense
18–25 Years 7.3 14.0 1.91 (1.54–2.36) 12.3 1.68 (1.49–1.90)
26–34 Years 13.2 23.2 1.76 (1.39–2.23) 26.0 1.96 (1.74–2.21)
35–49 Years 11.7 20.7 1.76 (1.41–2.20) 25.8 2.19 (1.89–2.55)
50–64 Years 9.6 18.0 1.88 (1.25–2.84) 21.0 2.20 (1.45–3.33)

The reference group is heterosexual females in the same age group (ref RR = 1.0). Bold indicates RR estimates that are significant at the
0.05 level. Prevalence and RR estimates are survey weighted.

aAttended religious services five times or less in the past year.
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Disparity patterns were similar between lesbian/gay fe-
males and bisexual females. RR of living alone was signifi-
cantly elevated among lesbian/gay females over age 25
(RR ranged from 1.76 to 2.83). Lesbian/gay females of all
ages were significantly more likely to have never married,
with the most pronounced disparities observed for individu-
als ages 50–64 (RR = 5.23). Lesbian/gay females in every
age group were significantly more likely to have low reli-
gious service attendance (RR ranged from 1.26 to 1.52)
and had 1.7–1.9 times the risk of lifetime arrest, compared
with heterosexual females of the same age.

Social factors: disparities among gay and bisexual males

Gay males in every age group exhibited significant dispar-
ities in living alone, being never married, and low religious
service attendance compared with heterosexual males of
the same age (Table 5 and Fig. 1). The magnitude of dispar-
ities was particularly pronounced for individuals ages 35–49
(4.0 times as likely to have never married; 3.3 times as likely
to live alone) and ages 50–64 (6.8 times as likely to have
never married; 2.5 times as likely to live alone). In contrast
to the disparities observed among LGB females, younger
gay males had significantly lower risk of lifetime arrest
(RR ranged from 0.71 to 0.79). Bisexual males in every
age group were significantly more likely to live alone
(RR ranged from 1.29 to 2.35) and to have never married
(RR ranged from 1.04 to 3.18), although the magnitude of
these disparities was not as large for older bisexual males
as for older gay males. Bisexual males under 50 had signif-
icantly higher rates of low religious service attendance
(RR ranged from 1.13 to 1.19).

Discussion

Using a national sample, this study provides a novel char-
acterization of disparities between LGB and heterosexual
adults across age cohorts on multiple health determinants.
Our results highlight both heterogeneity and commonalities
across LGB subgroups. Bisexual females uniquely experi-
enced disparities on all health determinants and exhibited
the greatest magnitude of economic disparities. Across age
groups, bisexual females had significant disparities in college
completion, poverty, and means-tested assistance; these dis-
parities are likely interrelated, with educational disparities
amplifying income disparities. Conversely, gay males, older
bisexual males, and older lesbian/gay females exhibited edu-
cational advantages – and lacked disparities in income below
the poverty line – relative to heterosexual peers. Disparities
across LGB subgroups were most uniform regarding low re-
ligious service attendance, living alone, and having never
been married. Although landmark progress has been made re-
cently (e.g., 2020 Supreme Court ruling recognizing work-
place discrimination protections for sexual and gender
minority individuals51; 2015 ruling recognizing a right to
same-sex marriage52), our findings indicate that all LGB sub-
groups still face disparities in certain social determinants of
health and bisexual females also experience pronounced edu-
cational and economic disparities.

Although relatively few studies have examined educa-
tional outcomes among LGB individuals, our findings are con-
sistent with those from a prior study using Add Health data
that showed that bisexual women had lower rates of high
school and college graduation, whereas gay men were rela-
tively advantaged.53 College outcomes for bisexual women
could, in part, be explained by differences in educational

Table 5. Social Factors: Relative Risk Estimates of Disparities Among Gay and Bisexual Males by Age

Heterosexual males
Gay males Bisexual males

% % RR (95% CI) % RR (95% CI)

Lives alone
18–25 Years 19.7 28.3 1.44 (1.24–1.66) 25.5 1.29 (1.10–1.52)
26–34 Years 16.8 44.9 2.67 (2.32–3.08) 26.3 1.56 (1.24–1.98)
35–49 Years 12.0 39.2 3.28 (2.77–3.88) 28.1 2.35 (1.84–2.99)
50–64 Years 17.2 43.1 2.51 (2.08–3.04) 27.7 1.62 (1.16–2.26)

Never married
18–25 Years 92.0 95.3 1.04 (1.01–1.06) 95.5 1.04 (1.02–1.06)
26–34 Years 52.0 83.5 1.60 (1.51–1.70) 71.8 1.38 (1.27–1.50)
35–49 Years 18.9 75.9 4.02 (3.71–4.36) 35.6 1.88 (1.53–2.32)
50–64 Years 10.1 69.8 6.88 (6.05–7.81) 32.3 3.18 (2.29–4.42)

Low religious service attendancea

18–25 Years 72.5 84.1 1.16 (1.11–1.21) 81.9 1.13 (1.09–1.18)
26–34 Years 73.8 81.1 1.10 (1.03–1.17) 87.0 1.18 (1.12–1.24)
35–49 Years 66.3 86.3 1.30 (1.24–1.37) 78.5 1.19 (1.09–1.29)
50–64 Years 62.6 74.1 1.18 (1.07–1.31) 65.6 1.05 (0.89–1.23)

Ever arrested and booked for a criminal offense
18–25 Years 16.4 11.7 0.71 (0.55–0.91) 16.0 0.97 (0.78–1.21)
26–34 Years 28.7 22.7 0.79 (0.64–0.99) 27.3 0.95 (0.77–1.19)
35–49 Years 30.5 26.0 0.85 (0.68–1.07) 35.2 1.15 (0.93–1.43)
50–64 Years 28.9 30.3 1.05 (0.82–1.34) 35.2 1.22 (0.90–1.65)

The reference group is heterosexual males in the same age group (ref RR = 1.0). Bold indicates RR estimates that are significant at the 0.05
level. Prevalence and RR estimates are survey weighted.

aAttended religious services five times or less in the past year.
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trajectories, as bisexual girls (relative to heterosexual girls)
have lower rates of high school graduation, college enroll-
ment, and college graduation (among those who enrolled).53

Given that prior studies have found that LGB youth widely
experience school-based bullying and victimization and
lower rates of school connectedness and adult mentors,54–56

it is not clear why bisexual females are educationally disad-
vantaged while other LGB subgroups are relatively advan-
taged. Higher educational attainment among some LGB
groups may reflect an attempt to offset LGB-related discrim-
ination, as advanced education has been perceived as a path-
way to less discriminatory employment environments.57,58

Others have theorized that lower adherence to ‘‘traditional’’
gender norms among sexual minority males may buffer
them from stereotypes that high academic achievement is at
odds with heteronormative masculinity.59,60

The most pronounced difference by gender was the signif-
icant disparity in lifetime arrests for LGB females, but not
gay or bisexual males. Compared with their heterosexual
peers, bisexual and lesbian/gay females in every age group
had approximately twice the risk, whereas younger gay
males had significantly lower risk of lifetime arrests. One po-
tential contributing factor may be LGB girls’ higher risk, rel-
ative to heterosexual peers, of exclusionary school discipline
(i.e., suspensions and expulsions) which, in turn, may
heighten their risk for juvenile justice system involvement
through the school-to-prison pipeline.40,61,62 LGB youth
are frequently subject to school discipline relating to their
own victimization (e.g., they fought back, skipped school
out of fear) and are more likely to be punished for public dis-
plays of affection.61,62 LGB girls with gender expressions
deemed ‘‘less feminine’’ are frequently perceived by adults
as ‘‘threatening’’ or ‘‘rebellious’’ and assumed to have insti-
gated disputes.62,63 Broadly, formal systems of control (e.g.,
school discipline, juvenile justice system) have historically
been brought to bear on girls who do not uphold traditional
norms of femininity, as has been documented regarding dis-
proportionate rates of suspensions, expulsions, and incarcer-
ation among Black girls.64,65

An additional contributing factor to the observed disparity
in lifetime arrests for LGB females may be the elevated rates
of trauma and externalizing behaviors experienced by LGB
females, given that a history of physical and/or sexual
abuse is a robust predictor of offending behavior and arrest
among girls and women.66,67 Indeed, one study of justice-
involved girls found that 93% had experienced physical or
sexual abuse.68 Rates of family victimization and polyvic-
timization are significantly higher among LGB youth in gen-
eral, and LGB girls in particular.69–71 Additional factors that
may contribute to arrests among LGB women include sub-
stance use, intimate partner violence, homelessness, and fi-
nancial instability, all of which LGB women experience at
higher rates compared with heterosexual women.23,31,45,72

Conversely, reduced risk of arrest among younger gay
males may reflect relative educational and financial advan-
tages as well as lower adherence to traditional masculine
norms, which value aggression and self-defense.73,74

Our findings indicate that LGB adults of all ages experi-
ence notable disparities in health determinants. Expectedly,
the most pronounced generational differences were observed
regarding marriage, reflecting, in part, recent advances in
marriage equality. Notably, disparities were larger in magni-

tude for gay/lesbian adults compared with bisexual adults,
likely reflecting the high prevalence of bisexual individuals
in different-sex marriages.75 Furthermore, marriage dispar-
ities were particularly pronounced for gay males ages
50–64, potentially reflecting the devastation of the AIDS
epidemic. Despite social advances, key disparities were ob-
served among the 18–25 age group—young bisexual females
exhibited disparities on all economic indicators, young gay
and bisexual males had significantly elevated unemploy-
ment, and young LGB females had significantly lower col-
lege degree attainment and significantly elevated arrest
history. These disparities among young LGB individuals
are likely to impact their health and wellbeing across the life-
span and indicate that more social progress is necessary to
eradicate LGB health disparities.

Notably, some social determinants (e.g., marriage, reli-
gious involvement) may have differential impacts on LGB
individuals compared with heterosexual individuals. Reli-
gious involvement, which may serve as a key source of com-
munity for heterosexual individuals, may not confer the same
benefits on LGB individuals if the religious community is
unaccepting of their sexual identity. Indeed, a recent study
found that although greater religiosity was associated with
reduced suicidality among young adults, it was associated
with elevated suicidal ideation and attempts among young
lesbian/gay women.76 Another study found that religiosity
was protective against heavy episodic drinking in heterosex-
ual women, but not lesbian/gay women, and was associated
with elevated risk among bisexual women.77 In addition, al-
though there is emerging evidence that marriage affords sim-
ilar health and wellbeing benefits to LGB and heterosexual
individuals,78,79 the underlying mechanisms may be some-
what different (e.g., marriage may contribute more strongly
to a relationship’s social acceptance for LGB couples).78,79

Limitations

Measures of sexual identity and health determinants were
self-reported and may be subject to measurement error. Due
to sample size limitations, we could not estimate disparities
for LGB adults ages 65 and older. As NSDUH data are
cross-sectional, we cannot differentiate age group differences
due to lifecourse stage compared with generational differ-
ences. We cannot examine differences among sexual minority
adults with alternative identities not assessed in the NSDUH.
The NSDUH does not assess gender identity beyond a binary
male/female categorization, which is more appropriately un-
derstood to mean sex assigned at birth. The absence of more
comprehensive data on gender identity precludes us from ex-
amining disparities in outcomes by gender identity, including
among transgender and gender diverse individuals.

Conclusion

We found that bisexual females, in particular, experience
significant educational and economic disparities, and all
LGB subgroups exhibited disparities in certain social determi-
nants of health. These disparities, observed across age groups,
likely contribute to disparities in physical and mental health
observed among LGB adults. Reducing health disparities
will necessitate continued social change to reduce the minority
stress burden and resultant economic and social disadvantages
experienced by LGB individuals due to their sexual identity.
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