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Abstract

Background: Recent evidence suggests that sexual minority (e.g., gay/lesbian, bisexual) adults 

might be at increased risk of hypertension compared to heterosexual adults. However, disparities 

by sexual identity in anti-hypertensive medication use among adults with hypertension have not 

been comprehensively examined.

Methods: We analyzed data from the Behavioral Risk Factor Surveillance System (2015-2019), 

to examine sexual identity differences in the prevalence of hypertension and anti-hypertensive 

medication use among adults. We ran sex-stratified logistic regression models to estimate the odds 

ratios of diagnosis of hypertension and anti-hypertensive medication use among sexual minority 

(i.e., gay/lesbian, bisexual, and “other”) and heterosexual adults (reference group).

Results: The sample included 420,340 participants with a mean age of 49.7 (±17.0) years, of 

which 66.7% were Non-Hispanic White. Compared to heterosexual participants of the same sex, 

bisexual women (AOR 1.19, 95% CI = 1.03-1.37) and gay men (AOR 1.18, 95% CI = 1.03-1.35) 

were more likely to report having been diagnosed with hypertension. Among women with 

diagnosed hypertension, bisexual women had lower odds of current anti-hypertensive medication 

use (AOR 0.71, 95% CI = 0.56-0.90). Among men with diagnosed hypertension, gay men were 

more likely than heterosexual men to report current anti-hypertensive medication use (AOR 1.39, 

95% CI = 1.10-1.78). Compared to heterosexual participants of the same sex, there were no 
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differences in hypertension or anti-hypertensive medication use among lesbian women, bisexual 

men, and participants who reported their sexual identity as “other.”

Conclusion: Clinical and public health interventions are needed to reduce the risk of 

hypertension among bisexual women and gay men. Bisexual women were at higher risk of 

untreated hypertension, which may be attributed to lower healthcare utilization due to fear of 

discrimination from healthcare providers and socioeconomic disadvantage. Future research is 

needed to better understand factors that may contribute to untreated hypertension among bisexual 

women with hypertension.
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Introduction

Hypertension is the leading modifiable risk factor for cardiovascular disease.1 It is estimated 

that approximately 50% of American adults meet criteria for diagnosis of hypertension 

(blood pressure ≥130/80 mm Hg).2 Prior research has found that untreated and uncontrolled 

hypertension are associated with a greater risk of adverse outcomes (such as stroke and 

cardiovascular mortality) among adults with hypertension.3,4 Significant disparities in 

both hypertension prevalence and treatment have been identified among racial and ethnic 

minority adults in the United States (U.S.).2–4

A recent scientific statement by the American Heart Association found that little is known 

about sexual identity disparities in the prevalence and treatment of hypertension.5 In 2021, 

it was estimated that approximately 7% of the adult population in the U.S. identified 

as sexual minority individuals (such as lesbian, gay, bisexual, or other non-heterosexual 

identity).6 There is growing evidence that sexual minority adults experience a higher risk of 

hypertension than heterosexual adults.5,7,8 Multiple studies have found that sexual minority 

women have a higher prevalence of several risk factors for hypertension compared to 

heterosexual women, such as tobacco use, short sleep duration, and obesity.7,9–13 Sexual 

minority men also have a higher prevalence of tobacco use than heterosexual men.14–16 

However, research on the prevalence of hypertension among sexual minority women is 

largely conflicting. Some studies have found no differences in the diagnosis of hypertension 

between sexual minority and heterosexual women and others report a significantly higher 

prevalence of hypertension among sexual minority women.7,10,17 Further, two analyses of 

data from the National Health and Nutrition Examination Survey (NHANES) found that 

bisexual men were twice as likely to meet criteria for diagnosis of hypertension compared 

to heterosexual men.18,19 Fewer differences in hypertension prevalence have been identified 

between gay and heterosexual men.8,18,19

Despite this evidence, there is limited research on hypertension treatment (such as the use 

of anti-hypertensive medications) among sexual minority adults and existing findings are 

generally mixed. In a meta-analysis of three studies, investigators found that bisexual men 

were 44% more likely to be taking anti-hypertensive medication than heterosexual men, 

but no differences were found between gay and heterosexual men.8 In addition, analyses of 
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data from the NHANES found that bisexual men were more likely to use anti-hypertensive 

medication relative to heterosexual men (24.1% vs. 13.8%, p < 0.01).20 However, gay 

and heterosexual men did not differ in the prevalence of anti-hypertensive medication 

use.20 In contrast, using data from the California Health Interview Survey, Boehmer and 

colleagues21 found that gay men were approximately 40% more likely than heterosexual 

men to report current anti-hypertensive medication use. Fewer studies have found sexual 

identity differences in the use of anti-hypertensive medications among women.5

There are several factors that may place sexual minority adults at a higher risk of inadequate 

hypertension treatment. Analyses of population-based data have found that sexual minority 

adults in the U.S., particularly lesbian women, bisexual women, and bisexual men, were 

approximately twice as likely to live in poverty than heterosexual adults.22 Higher rates 

of poverty may limit opportunities to receive necessary medical treatments to adequately 

treat and control hypertension and other chronic conditions. In addition, multiple studies 

suggest that sexual minority adults in the U.S. may delay seeking needed healthcare services 

because of fear of discrimination from healthcare providers23–25 as well as concerns related 

to costs and other reasons, such as issues with transportation and scheduling.26–29 These 

factors may limit sexual minority adults’ ability to receive timely diagnosis and treatment for 

hypertension.

The purpose of the present study was to examine sexual identity differences in the 

prevalence and anti-hypertensive medication use among adults in the U.S. Based on prior 

work, we hypothesized that all groups of sexual minority adults (i.e., gay/lesbian, bisexual, 

and “other” sexual minority) would report a higher prevalence of hypertension than their 

heterosexual counterparts. We also hypothesized that, among adults with hypertension, 

anti-hypertensive medication use would be lower among sexual minority adults.

Methods

Sample

Data from the Behavioral Risk Factor Surveillance System (BRFSS) that were used in 

this study are publicly available through the Centers for Disease Control and Prevention 

website. Our program code for the present analysis is available through the Open Science 

Framework. The BRFSS is a national telephone survey that is conducted annually to assess 

the health of non-institutionalized American adults (ages 18 and over). The BRFSS uses 

random digit dialing techniques to collect self-reported health information from more than 

400,000 individuals every year in all 50 states, the District of Columbia, and three U.S. 

territories. The present study used data from the 2015, 2017, and 2019 BRFSS as questions 

on hypertension diagnosis and treatment are only assessed every other year. The response 

rates for both landline and cellular phones across the included survey years of the BRFSS 

ranged from 44.5-49.4%. Response rates across BRFSS survey years are generally higher 

than other telephone surveys in the U.S.30–32 Information on BRFSS recruitment and data 

collection has been described elsewhere.33

In 2014, an optional sexual orientation and gender identity module was introduced to the 

BRFSS. The module was used by 22 states in 2015, 27 states in 2017, and 31 states in 2019. 
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Figure 1 shows the steps that were taken to obtain the analytic sample. A total of 431,632 

participants were asked about their sexual identity, of which 2,916 and 3,909 responded 

“don’t know” and “refused,” respectively. The weighted response rate for the sexual identity 

item across the included survey years was 98.5%. As shown in Supplemental Table 1, 

compared to participants with complete data for sexual identity, those who responded 

“don’t know” and “refused” were older, less likely to identify as Non-Hispanic White, 

had lower annual incomes, had lower educational attainment, were less likely to have 

healthcare insurance coverage, and were less likely to be lifetime smokers. No differences 

in hypertension or current anti-hypertensive medication use were found. Given that this 

analysis focused on sexual identity differences in the prevalence of hypertension and anti-

hypertensive medication use among cisgender (i.e., individuals whose gender identity aligns 

with their sex assigned at birth) adults, we next excluded participants with missing data for 

the gender identity item (n = 1,635) as well as those who self-identified as gender minorities 

(i.e., transgender or gender non-binary; n = 1,636). Last, we excluded 1,196 participants 

with missing data for all other study variables.

The present study included 420,340 cisgender sexual minority and heterosexual adults who 

reported they were not pregnant at the time the BRFSS interview was conducted. This study 

was deemed exempt by the Institutional Review Board at the Columbia University Irving 

Medical Center.

Measures

Sexual identity.—Sexual identity was assessed by asking participants, “Do you consider 

yourself to be: 1) straight; 2) gay or lesbian; 3) bisexual; or 4) other.” Participants were 

classified as heterosexual, gay/lesbian, bisexual, or “other” sexual minority and stratified by 

sex.

Demographic characteristics.—Age (18 years and over); race/ethnicity (Non-Hispanic 

White, Non-Hispanic Black, Hispanic, Non-Hispanic Asian/Pacific Islander, and Non-

Hispanic other race); annual income (less than $15,000, $15,000-24,999, $25,000-34,999, 

$35,000-49,999, over $50,000); and educational attainment (did not graduate high school, 

graduated high school, attended college or technical college, graduated from college or 

technical college) were assessed.

Healthcare coverage and utilization.—To assess healthcare coverage, participants 

were asked, “Do you have any kind of health care coverage, including health insurance, 

prepaid plans such as HMOs, or government plans such as Medicare, or Indian Health 

Service?” (yes vs. no). We also assessed the length of time since participants’ last routine 

check-up. Participants were asked to indicate how long it had been since they last visited 

a doctor for a routine check-up. They were instructed to only report on visits for general 

physical exams, not an exam for a specific injury, illness, or condition. Response options 

were: “Within the past year,” “Within past 2 years,” “Within past 5 years,” and “5 or more 

years ago.”

Sharma et al. Page 4

Circ Cardiovasc Qual Outcomes. Author manuscript; available in PMC 2023 December 20.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Lifetime smoking.—Participants were asked, “Have you smoked at least 100 cigarettes in 

your entire life?” Those who responded “Yes” were categorized as lifetime smokers. Those 

who responded “No” were categorized as non-smokers.

Body mass index (BMI).—Participants were classified as underweight (BMI < 18.5 

kg/m2), normal weight (BMI of 18.5 to < 24.9 kg/m2), overweight (BMI of 25.0 to < 

30.0 kg/m2), or obese (BMI > 30.0 kg/m2) based on self-reported height and weight using 

established guidelines.34

Hypertension diagnosis and anti-hypertensive medication use.—To assess 

diagnosis of hypertension, participants were asked whether a doctor, nurse, or other 

health professional had ever told them that they had high blood pressure. Responses 

included: “Yes,” “Yes, but female told only during pregnancy,” “No,” and “Told borderline 

high or pre-hypertensive.” Those who reported they had borderline hypertension or pre-

hypertension, and female participants who reported having gestational hypertension, were 

not categorized as having hypertension. Participants who reported they had been previously 

diagnosed with hypertension were then asked: “Are you currently taking medicine for 

your high blood pressure?” to assess anti-hypertensive medication use. Responses were 

dichotomized (yes vs. no).

Statistical Analyses

Analyses were conducted in Stata version 16 using survey weights (as recommended by the 

BRFSS)35 and the svy command to account for the complex survey design of the BRFSS. 

All analyses were stratified by sex. Heterosexual participants (the largest group) were the 

reference group for all analyses. For bivariate analyses, we used Student’s t-tests and the 

design-adjusted Rao-Scott X2 tests to examine differences between sexual minority (i.e., 

gay/lesbian, bisexual, and “other” sexual minority) participants and heterosexual participants 

of the same sex across continuous and categorical variables, respectively. We used a 

Bonferroni correction for bivariate analyses to account for multiple comparisons. Therefore, 

a two-sided p-value of < 0.001 was considered statistically significant.

Next, we used multiple logistic regression models to estimate the unadjusted odds ratios 

(OR) and adjusted OR (AOR) with 95% confidence intervals (CI) for the associations of 

sexual minority identity with hypertension diagnosis and anti-hypertensive medication use 

in separate models. Model 1 for both outcomes was unadjusted. Model 2 for both outcomes 

was adjusted for age, race/ethnicity, annual income, educational attainment, healthcare 

coverage, last routine check-up, lifetime smoking, and BMI status. Anti-hypertensive 

medication use was only assessed among participants who reported being diagnosed with 

hypertension.

Results

The sample included 420,340 participants. Fifty percent of the sample was female and 

66.7% were Non-Hispanic White. The mean age was 49.7 years (+/−17.0). Approximately 

35% of participants reported having been diagnosed with hypertension and 78% of those 

with a diagnosis of hypertension were currently taking anti-hypertensive medications.
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Table 1 presents sexual identity differences across sample characteristics among women (n 

= 226,850). Overall, 95.2% of women identified as heterosexual, 1.3% identified as lesbian, 

2.9% identified as bisexual, and 0.6% reported their sexual identity as “other.” Compared 

to heterosexual women, all groups of sexual minority women were younger. Bisexual and 

“other” sexual minority women were more likely than heterosexual women to have lower 

annual incomes, educational attainment, and healthcare insurance coverage (p < 0.001). In 

addition, lesbian and bisexual women were less likely to have had a routine check-up in the 

past year and to report a diagnosis of hypertension (p < 0.001), but more likely to be lifetime 

smokers relative to heterosexual women (p < 0.001). Bisexual women were also more 

likely than heterosexual women to meet criteria for obesity (40.6% vs. 32.2%, p < 0.001). 

Compared to heterosexual women with hypertension, bisexual women with hypertension 

were less likely to report current anti-hypertensive medication use (57.0% vs. 82.8%, p < 

0.001).

Table 2 presents sexual identity differences across sample characteristics among men (n = 

193,490). Overall, 95.6% of men identified as heterosexual, 2.3% identified as gay, 1.6% 

identified as bisexual, and 0.5% reported their sexual identity was “other”. Compared to 

heterosexual men, all groups of sexual minority men reported lower annual incomes (p < 

0.001). Gay and bisexual men were younger and less likely to meet criteria for obesity than 

heterosexual men (p < 0.001). Gay men were also more likely than heterosexual men to have 

graduated college or technical college (38.8% vs. 29.9%, p < 0.001). In addition, bisexual 

(86.3%) and “other” sexual minority men (77.6%) were less likely to have healthcare 

insurance coverage than heterosexual men (89.6%). Bisexual men were also less likely than 

heterosexual men to have a diagnosis of hypertension (31.7% vs. 38.2%, p < 0.001). Among 

men with a diagnosis of hypertension, bisexual men were significantly less likely to report 

current anti-hypertensive medication use relative to heterosexual men with a diagnosis of 

hypertension (60.6% vs. 75.1%, p < 0.001).

Table 3 presents results of logistic regression analyses examining sexual identity differences 

in hypertension diagnosis and anti-hypertensive medication use among women. In fully 

adjusted models, we found that bisexual women had higher odds of reporting a diagnosis of 

hypertension than heterosexual women (AOR 1.19, 95% CI = 1.02-1.37, p < 0.05). However, 

bisexual women with a diagnosis of hypertension were less likely than heterosexual women 

with a diagnosis of hypertension to report current anti-hypertensive medication use (AOR 

0.71, 95% CI = 0.56-0.90, p < 0.01). There were no differences found between the 

remaining groups of sexual minority women and heterosexual women.

Table 4 presents results of logistic regression analyses examining sexual identity differences 

in hypertension diagnosis and anti-hypertensive medication use among men. In fully 

adjusted models, we found that gay men had higher odds of reporting a diagnosis of 

hypertension than heterosexual men (AOR 1.18, 95% CI = 1.03-1.35, p < 0.05). However, 

gay men with a diagnosis of hypertension were more likely than heterosexual men with 

a diagnosis of hypertension to report current anti-hypertensive medication use (AOR 1.39, 

95% CI = 1.10-1.78, p < 0.01). There were no differences found between the remaining 

groups of sexual minority men and heterosexual men.
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Discussion

This study contributes to a small but growing body of research on hypertension disparities 

among sexual minority adults. Our findings provide a greater understanding of differences in 

the prevalence of hypertension and anti-hypertensive medication use among sexual minority 

adults in the U.S. Approximately 4% of participants in the present study identified as sexual 

minority individuals, which is similar to estimates from other analyses of population-based 

data in the U.S.10,18,29,36–38 We found that bisexual women and gay men had higher odds 

of reporting a diagnosis of hypertension than their heterosexual peers of the same sex. 

Prior evidence of hypertension disparities among bisexual women is largely mixed.7,10,17 

Consistent with previous studies, there were no differences in hypertension prevalence 

between lesbian and heterosexual women.7,10,17 Further, conflicting findings have been 

reported in studies that have examined differences in the prevalence of hypertension between 

gay and heterosexual men.5,7,8 Prior work suggests that bisexual men are more likely 

to meet criteria for hypertension than heterosexual men.8 Although bisexual men were 

more likely to report a diagnosis of hypertension than heterosexual men in our bivariate 

analyses, this difference was attenuated after adjusting for demographic characteristics, 

healthcare coverage and utilization, lifetime smoking, and BMI status. To date, researchers 

investigating hypertension disparities among sexual minority adults have used self-report of 

hypertension diagnosis.5 However, significantly higher odds of hypertension diagnosis have 

been found among bisexual men in studies that have used blood pressure measurements to 

establish the presence of hypertension.18,19 This suggests a need for additional research 

on hypertension prevalence among sexual minority adults that incorporates objective 

assessment of hypertension.

This is one of the first studies to investigate sexual identity differences in anti-hypertensive 

medication use among adults diagnosed with hypertension. Bisexual women with 

hypertension in the present study reported 29% lower odds of current anti-hypertensive 

medication use than heterosexual women with hypertension. Previous research on 

differences in anti-hypertensive medication use between bisexual and heterosexual women 

is largely mixed.7,10 In addition, we found no differences between lesbian and heterosexual 

women, which is consistent with prior work.7 To our knowledge, this is the first study to 

report that bisexual women with hypertension are less likely to be taking anti-hypertensive 

medications than heterosexual women who also have hypertension.

There are several explanations for these findings. Existing evidence suggests that sexual 

minority women experience significant barriers in accessing healthcare due to fear of 

discrimination from healthcare providers.23,24,39 Researchers have found that between 

6-23% of sexual minority adults report having experienced discrimination in healthcare 

settings.25,40 In analyses of nationally representative data, investigators found that report 

of discrimination in healthcare settings among sexual minority adults peaked at midlife.40 

In addition, approximately 18% of sexual and gender minority adults report avoiding 

healthcare due to concerns related to discrimination and unfair treatment.25 Further, 

compared to heterosexual women, bisexual women are more likely to live in poverty22 and 

to delay seeking needed healthcare services.26–28 It is possible that fear of discrimination 

from healthcare providers and socioeconomic disadvantage contribute to lower healthcare 
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utilization among bisexual women diagnosed with hypertension, which may in turn lead to 

untreated hypertension in this population. These findings highlight the need for additional 

research to understand factors that may drive the disparities in anti-hypertensive medication 

use that we found among bisexual women with hypertension.

Among men with hypertension, we found that gay men were 39% more likely to report 

using anti-hypertensive medication relative to heterosexual men. No differences in anti-

hypertensive medication use were found between bisexual and heterosexual men with 

hypertension. Prior research on differences in anti-hypertensive medication use between 

gay and heterosexual men is mixed. A meta-analysis of five studies conducted by Lopez 

Castillo and colleagues8 found no sexual identity differences in anti-hypertensive medication 

use between men. However, our findings are consistent with the results of analyses of data 

from the California Health Interview Survey that found gay men were 41% more likely 

than heterosexual men to be taking currently anti-hypertensive medication.21 Explanations 

for these mixed findings related to anti-hypertensive medication use among gay men are 

unclear. One potential explanation for our findings is that gay men are more likely to 

obtain needed healthcare services than heterosexual men38,41 and other sexual minority 

individuals.41 This may explain gay men’s higher likelihood of being diagnosed with 

hypertension and taking anti-hypertensive medication than men of other sexual identities.

We found no differences in hypertension prevalence or anti-hypertensive medication use 

among individuals who identified their sexual identity as “other.” Overall, fewer studies 

have been conducted that examine hypertension among individuals who identify their sexual 

identity as “other.”5 This is a potentially heterogeneous group that may include individuals 

with various sexual identities, such as individuals who identify as queer or pansexual as 

well as those who are questioning their sexual identity or who choose to not define their 

sexual identity with a single label. Prior analyses of data from the National Health Interview 

Survey have found that individuals who identify their sexual identity as “other” have distinct 

demographic and mental health profiles than individuals who identify as gay/lesbian or 

bisexual.42 Although we did not observe any differences in hypertension prevalence and 

anti-hypertensive medication use between heterosexual participants and those who identified 

their sexual orientation as “other,” there is a need for further investigation of hypertension 

risk in this group as they remain understudied.5

Despite numerous strengths, the present study has several limitations. First, hypertension 

was assessed using self-reported data. Although several studies have found a moderate 

association between self-reported and objective measures of hypertension,43 the use of 

objective measures is preferred to reduce misclassification of participants with undiagnosed 

hypertension.44,45 Further, the BRFSS does not include information about important social 

determinants, such as experiences of discrimination and violence, that are hypothesized to 

contribute to hypertension risk in sexual minority adults.5 Therefore, residual confounding 

may have biased findings. We only assessed current anti-hypertensive medication use and 

were unable to examine other self-management behaviors (such as smoking cessation and 

diet changes) among participants with hypertension.46–49 In addition, we did not include 

gender minority persons in these analyses. This is an important area for future research as 

Sharma et al. Page 8

Circ Cardiovasc Qual Outcomes. Author manuscript; available in PMC 2023 December 20.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



these populations have been shown to have higher risk of hypertension and cardiovascular 

disease than their cisgender counterparts.50–52

Findings are not nationally representative as the optional sexual orientation and gender 

identity module in the BRFSS was only used by 22 states in 2015, 27 states in 2017, and 

31 states in 2019. Thus, findings may not be generalizable to sexual minority adults living 

in states that did not include the BRFSS optional sexual orientation and gender identity 

module during these years. In addition, non-response rates in the BRFSS are higher among 

hard-to-reach communities (such as racial/ethnic minority and younger participants), which 

may bias estimates.53 Researchers should replicate our analyses to determine if findings are 

consistent in other samples.

Compared to participants with complete data for sexual identity, those who responded “don’t 

know” or “refused” were older, less likely to identify as Non-Hispanic White, had lower 

annual incomes, had lower educational attainment, and were less likely to have healthcare 

insurance coverage. Since all of these factors can influence hypertension diagnosis and 

anti-hypertensive medication use,1 it is possible that these non-response patterns may have 

biased our findings. Future work should investigate reasons for non-response to sexual 

identity items in the BRFSS and other population-based studies.

Our findings have important implications for future research. The contradictory results 

in prior work highlight the need for further research examining hypertension disparities 

among sexual minority adults. The majority of existing research on hypertension among 

sexual minority adults has been cross-sectional5,8 and based on self-reported diagnosis of 

hypertension.54 The increased assessment of sexual identity in electronic health records 

provides an opportunity to leverage these data to examine hypertension and other chronic 

disease disparities among sexual minority adults using objective clinical data.55 In particular, 

the use of data from electronic health records can help researchers understand healthcare 

utilization patterns (such as medication use and delays in recommended visits) among 

sexual minority adults with hypertension. Further, there has been limited investigation 

of social determinants (such as experiences of discrimination) that may contribute to 

disparities in hypertension diagnosis and anti-hypertensive medication use in sexual 

minority populations.5 Investigators should conduct longitudinal studies that use objective 

measures of hypertension and which account for social determinants of hypertension 

when examining sexual identity differences in hypertension diagnosis and anti-hypertensive 

medication use among adults. Moreover, qualitative research that explores the perspectives 

of sexual minority adults diagnosed with hypertension is needed to understand how to 

best support these individuals to optimize hypertension treatment and self-management 

behaviors. In particular, it is unclear why bisexual women with hypertension in the present 

study were less likely to be taking anti-hypertensive medication than their heterosexual 

counterparts. Future studies should investigate factors that contribute to this disparity, which 

may help inform clinical interventions to increase medication adherence among bisexual 

women with hypertension. This is an important area for future work as there are no 

evidence-based interventions to reduce hypertension risk that are specifically designed to 

be implemented among sexual minority adults.5
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Robust clinical and public health interventions are needed to reduce the risk of hypertension 

among certain subgroups of sexual minority adults (such as bisexual women and gay 

men). Healthcare providers need to be educated about the hypertension disparities that have 

been documented among sexual minority populations. Our findings indicate that healthcare 

providers should screen for hypertension and risk factors for hypertension among bisexual 

women and gay men. Moreover, public health campaigns to promote the cardiovascular 

health of high-risk populations should be tailored to sexual minority adults and include 

information on the reduction of hypertension and other cardiovascular risk factors (such as 

tobacco use and physical inactivity). The My Heart, My Pride campaign, launched in 2021, 

is one of the very few public health initiatives tailored for sexual minority individuals that 

provides evidence-based recommendations for lifestyle modification to reduce hypertension 

and cardiovascular disease risk in this population.56

In conclusion, the present study is one of the first to use population-based data to examine 

sexual identity differences in both the prevalence of hypertension and anti-hypertensive 

medication use among adults. We found that bisexual women and gay men were more 

likely to have been diagnosed with hypertension than their heterosexual peers of the 

same sex. While bisexual women with hypertension were less likely to be currently 

taking anti-hypertensive medications than heterosexual women, gay men were more likely 

than heterosexual men to be currently taking these medications. Findings have important 

implications for research, clinical, and public health efforts aimed at reducing hypertension 

risk and improving the cardiovascular health of sexual minority populations.
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What is Known

• There is growing evidence that sexual minority (e.g., gay/lesbian, bisexual) 

men and women have a higher risk of hypertension than their heterosexual 

counterparts of the same sex.

• Despite evidence of a higher risk of hypertension among sexual minority 

adults, there is limited research on anti-hypertensive medication use among 

people with hypertension in this population and existing findings are mixed.

What the Study Adds

• This is one of the first studies to demonstrate that among adults 

with hypertension, bisexual women are less likely to report current anti-

hypertensive medication use than heterosexual women.

• These data highlight the need for additional research to understand factors 

that contribute to the hypertension disparities observed among bisexual 

women and gay men in this study.
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Figure 1. 
Flowchart of inclusion and exclusion criteria.
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